SEPSIS RESUSCITATION CHECKLIST

THIS DOES NOT REPLACE THE ORDER SET!  CHECK YOUR ORDERS

	SEVERE SEPSIS/SEPTIC SHOCK SCREENING CRITERIA:

	SIRS Criteria (At least 2 must be checked)

· Temperature ( 36 or ( 38.3. Take rectal temperature if patient is tachypneic (> 20)

· HR > 90

· Respirations > 20 or PaCO2 < 32 mm Hg
· WBC > 12K, < 4K or > 10% Bands
	Mandatory Criteria (both must be checked)

· Clinical suspicion of infection

· Systolic blood pressure < 90 mm Hg (septic shock) OR Lactate ( 4 mmol/l (high risk sepsis/cryptic shock) OR *Evidence of > 1 organ dysfunction (severe sepsis) 

Relative exclusion criteria: meningitis, cardiogenic shock, hypovolemic shock, severe anemia (Hct < 20), drug/toxin OD, CO poisoning)


*Per Surviving Sepsis Campaign, evidence of organ dysfunction includes any of the following that are not chronic conditions:  Hypotension, Creatinine > 2mg/dl, Total Bili > 2mg/dl, Platelets < 100,000, Lactate > 2, Coagulopathy, Bilateral pulmonary infiltrates with an increased oxygen demand to maintain SpO2 > 90%.
GOALS OF TREATMENT:

1. Maintain MAP > 65 - fluid boluses first, then pressors if needed
2. Blood Cultures, then ANTIBIOTIC within 1 HOUR
3. Identify source of infection.

4. Maintain UO > 0.5 ml/kg/hr

5. CVP > 8-12 or 12-15 in ventilated patient.

6. ScVO2 > 70% if requires pressors to keep MAP > 65

FIRST HOUR-

· LACTATE-grey top on ice 




· ICU Panel w/ manual diff.


Draw labs immediately, send STAT 
· ABG

· PT/PTT, Fibrinogen 





· BLOOD CULTURES X 2 sites before antibiotics, if unable to obtain after 30min, give antibiotics anyway.

· UA, Sputum culture 
· ANTIBIOTIC within first hour-notify pharmacist to send STAT

· MAP<65 or SBP<90?  GIVE FLUID RAPIDLY- 1 liter NS over 10-15 minutes, repeat X 1 if BP still low. 
· Central Line for persistent hypotension---Sonosite and cart at bedside.  Monitor and document CVP as soon as available-Call ICU STAT Nurse for assistance if needed. 
· Continue NS at rate of 500 ml every 10-15 minutes until CVP 8-12 or 12-15 if patient on ventilator, then continue at 150 ml/hour.
· Norepinephrine and Vasopressin gtts if MAP<65 or SBP<90 despite fluid resuscitation.

· Norepi at 0.05 mcg/kg/min, increase by 0.05 mcg/kg/min every 5 minutes until MAP>65. 
· Vasopressin at 2.4 ml/hr (0.04 units/min). Do not titrate Vasopressin. 

· ECG if not already done 
· CXR if not already done
AFTER INTIAL RESUSCITATION:

· Draw lactates 2 and 4 hours after first lactate. Follow with lactate every 8 hours X 3

· Check ScvO2 hourly X 6 (RN draw from central line and have RT run). Goal is ScvO2 of > 70%.
· Keep CVP>8-12 or 12-15 if patient is on a ventilator.
· Can give 500 ml NS every 15 minutes to keep CVP up.  Maintenance rate at 150/hr.
· APACHE II Score when patient admitted to ICU.  Check w/ MD for Xigris if > 25.
(( Not part of the permanent chart((
