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Variables OR 95% IC
SAPS Il 1.07 1.05 - 1.08
SEPSIS 2.1 1.2 -3.7
SDRA 2.5 1.2-5.3
VENT. MEC. 2.4 1.2-4.7

Critical Care 2009, 13:R15 (d0i:10.1186/cc7713)
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EVOLUCION DEL CONCEPTO DE S@SIS

rppocrales

Varre

Van Lesuwenhoek

100 BC
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Sepss putrefacthon mitemal rofhng

Minute creatures N MEasma cause dsoase

Arvmalcules visualzed n lake water and dental plague

4 :" . 4 s
Schottrmuber : | Sepss Nfechon assocated with Sysiermec Sympioms
191
Sepsis-1 =D Sepss indechon - SIRS
2001
Sepss-2 Sepsis complex combmnation of sagns and symploms
(’- 16

Sepsss-3

V

Sepsss. dysregulated body responses=
nfechon + organ dysfuncbhon
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Inmunidad Adaptativa

DEFINIC™ "'~

SEPSISA

« Es una respuesta
organica.

L1, L6, 1B 12 118,
TNFa, IFNY, complemento
ativado, coagulopatia

« Es una disfuncion
respuesta desregt

» Desequilibrio entre

“ohdasByT.
rofago.
—<ndriticas.

Med Intensiva. 2022;46 Supl 1:1-13 ‘
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A | All phenotypes combined
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CAUSASY =7
FACTORES

DE RIESGO

May 19, 2019
Derivation, Validation, and Potential

Treatment Implications of Novel
Clinical Phenotypes for Sepsis

Christopher W. Seymour, MD, MSc'2:3; Jason N. Kennedy, MS'3; Shu Wang, MS%; et al

» Author Affiliations | Article Information

JAMA. 2019;321(20):2003-2017. doi:10.1001/jama.2019.5791
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DEFINICIONES
CHOQUE SEPTICO* * *

« Subgrupo de pacientes septicos en los que se
graves alteraciones circulatorias metaboll
asociadas a un mayor riesgo de mortalld

« HIPOTENSION persistente TAM <65mmH@, ‘ '
« con NECESIDAD DE VASOPRESORES
» después una REANIMACION HIBRICA core
» acompafiada de LACTATQ
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Acta Colombiana de

Cuidado Intensivo

de Medicina Critica ) )
y Cuidado Intensivo www.elsevier.es/acci

REVISION

Actualizacion en sepsis y choque séptico: nuevas
definiciones y evaluacién clinica

Daniel Martin Arsanios®*, Andrés Felipe Barragan?, Diana Alexandra Garzén®,
Francisco Cuervo Millan€, Jazmin Pinzén¢, Estefan Ramos Isaza® y Carlos Alberto Mufioz?®
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INFECCION LOCAL

DESEQUILIBRIO SIRS/CARS

SEPSIS ’

o

SEPSIS GRAVE / CHOQUE SEPTICO

MUERTE

RECUPERACION
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« METODOS -
MANUALES. Uso AUTOMATIZAD

- SIRS f

- SIGNOS VITALES
- SIGNOS DE INFECCION
- QSOFA
- SOFA
- NEWS

- S$:0.89, E: 0.81
- AUROC: 0,89
(SOFA, NEWS, MEWS)

K

ESTADO NEUROLOGICO 5
LLENADO CAPILAR / MOTTLING -

DIURESIS



SOLCA qSOFA

ECG: <15 ‘

FR: >22 RPM

TAS: <100 MMHG

Hospital Mortality . Herramienta para_identificar
e pacientes fue ‘.
con probable e | ol
riesgo d&iinc aIi
2" » Validac ob | Al
% o heterogél s
Ny + AUC: 0%9 ( '@

Journal of Critical Care 45 (2018) 52-57
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ESTRATEGIA DIAGNOSTICA

* PERFIL INFECCIOSO.

+ ANTES DE INICIAR LA TERAPIA ANTIBIOTIC?
HEMOCULTIVOS. [N

. CULTIVOS DE FOCO INFECCIOSO SH
(FLUIDOS).

« ESTUDIOS DE IMAGEN .

—RED

ONFIRMA

F.PREDISPONENTES EXAMEN FISICO



soLcA MANEJO DE LA SEPSIS EN
») NUCLEO DE QUITO PACIENTE ONCOLOGICO ‘

* NO SE DIFERENCIA DEL MANEJO EN LA POB
GENERAL.




ONLINE SPECIAL ARTICLE

SOLCA smsessemsmnems MANEJO EN EL PACIE TE

») NUCLEO DE QUITO  Guidelines for Management of Sepsis and
Septic Shock 2021 O N C O LO G I C O
- FLUIDOS
- SE PREFIERE SOLUCIONES BALANCEADAS (SS&9% / LR

-INICIAR CON 30ML/KG EN HIPOPER‘ (
SOSPECHA DE HIPOVOLEMIA ( PRIMERASS HORAS)!

- NO INFUNDIR MAS DE 5 LITROS EN LASERIMERA
HORAS DE REANIMACION.

- ADMINISTRAR ALBUMINA EN LA HIPGALBUM!
<3G/DL).

- NO USAR HIDROXI-ETILALMIDON.
- TRANSFUSION DE HEM%

A




% SOLCA INDIVIDUALIZACION DE LA
2 FLUIDOTERAPIA

@m DE-ESCALATION s DERESUSCITATION

Volume Status

Minutes Hours Days Weeks

S T N
< EBB PHASE ,4 . .
L l & FLOW PHASE = ‘ j
N | L L Vv
b j A4 AJ
1st Hit 2nd Hit 3rd Hit 4th Hit
Initial insult Ischemia Global Increased Risk of
reperfusion Permeability Hypoperfusion
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LASTING LEGACY IN INTENSIVE CARE MEDICINE

Syndrome
Everything you need to know 2
about deresuscitation

Manu L. N. G. Malbrain'?*'®, Greg Martin* and Marlies Ostermann®
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REVIEW Open Access
NUCLEODEQUITO  prediction of fluid responsiveness: an ®- H E M O D I N I ‘ O
update

Xavier Monnet'", Paul E. Marik? and Jean-Louis Teboul' DI N ts M IC

Table 1 Summary of methods predicting preload responsiveness with diagnostic threshold and limitations

Method Threshold  Main limitations
Pulse pressure/stroke volume variations (22 12% Cannot be used in case of spontaneous breathing, cardiac arrhythmias, low tidal volume/
lung compliance
Inferior vena cava diameter variations [44) 12% Cannot be used in case of spontaneous breathing, low tidal volume/lung compliance
Superior vena caval diameter variations [44) 36%" Requires performing transesophageal Doppler
Cannot be used in case of spontaneous breathing, low tidal volume/lung compliance ’
Passive leg raising [55) 10% Requires a direct measurement of cardiac output
End-expiratory occlusion test [75] 5% Cannot be used in non-intubated patients
Cannot be used in patients who interrupt a 15+ respiratory hold
“Mini*-fluid challenge (100 mL) [84) 6%** Requires a precise technique for measuring cardiac output
“Conventional” fluid challenge (500 mL) [81) 15% Requires a direct measurement of cardiac output

Induces fluid overload if repeated

* Thresholds from 12 to 40% have been reported
** 10% is more compatible with echography precision. Citations indicate the most important reference regarding the test
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NUCLEO DE QUITO Prediction of fluid responsiveness: an e |
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LASTING LEGACY IN INTENSIVE CARE MEDICINE

Everything you need to know s
about deresuscitation

Manu L. N. G. Malbrain'?**®, Greg Martin* and Marlies Ostermann®

SOLCA

(Life saving Resuscitation phase with focus\

on patient rescue and early adequate fluid
management (EAFM), eg 30mi/kg/1hr
according to SSCG or a fluid challenge/bolus
of 4ml/kg given in 5-10 minutes.

* GEDVI < 640ml/inv’

Trﬁiers to start IV Nluids: sock

+ (RVEDVI < 80ml/m?)#

+ (CVP < 8mmHg)*
* (PAOP < 10mmHg)*

A s
Optimization phase with focus on

organ rescue (maintenance) and avoiding
fluid overload (fluid creep). Aiming for neutral
fluid balance.

N =

o 3

Stabilization phase with focus on

organ support (homeostasis).

Late conservative fluid management (LCFM)
is defined as two consecutive negative FB
within 1st week after initial insult.

[-MAPIAPP > G&/ssmmit[- PLA st negaive

« GEDVI > 850ml/m?

« EVLWI > 10-12mitkg PBW -« IAP > 12-15mmHg

* PVPI > 3 and

\ JIECa

- LVEDAI 8-12cm?m?
* |IAP < 15mmHg

oval: FAS/GIPS
| /m*

* COP < 16-18mmHg;
CL! > 60

* BIA: ECW/ICW > 1;
V. >5%

U

1)

( A
Evacuation phase with focus on organ

recovery and resolving fluid overload (in case
of no flow state) with active late goal directed

fkluid removal (LGFR) and negative FB.

* PLR test postive
* Lactate > 2, 5mmol/L

oval: hypoperfusion

* 8,0, <70-75%
+S_0,<65-70%

* ICG PDR < 14-16%
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Hypotension and Shock

A Randomized Clinical Trial .

OS

Fluid Balance (L) at 72 Requirement for Renal Requirement for Length of ICU Stay Number of Hours with Number of Hours with
hours or ICU Discharge Replacement Therapy Ventilator Use Ventilator Use (30-day Vasopressor Use
9 - iod)
3 5% (RRT) 40% 8 - 160 80
25 - . ggz 7 160 gg
2 g 20% % 2% o o] 140
@ 8 159 & 25% EY 5 o 120 @ 50
815 c - 5 20% a 44 ‘3' 100 2 40
4 8 10% § 15% 3 : 2 T 30
o a 10% 2 20
05 : & 5% ¢ 5% t 1 2 10
0 0% 0% 04 0 0
I uc I uc 1 uc I uc I uc | uc
Changes in Serum Subjects on Inotropes Length of Stay in Hospital Incidence of MACE (30 Incidence of MACE or Discharge Location -
Creatinine Levels from (excluding death patients) Days) Death Home
Baseline to 72 Hours 6% ) ) .
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Fluid: Balance 72 hours Fluid: Total 72 Hrs post Fluid inclusive of Pre-Enrollment: 72 hours Post - .
Post Enroliment (Dailysis Enroliment Enroliment Intervention () data is displayed on the left, and Usual Care
Excluded) 6 8 (UC) data is displayed on the right.
35
3 5 : Bars respresent the mean, while error bars indicate standard
P 15 % % g 1 - Denotes statistically significant primary end point
- 2 2 1 - Denotes statistically significant key secondary end point
05 1 1 ** - Denotes other statistically significant outcomes
0 0 0 - -

I uc I uc

Figurce 5 — Bar charts compare intervention to usual care for study end points. Bal — fluid balance; MACE — major adverse cardiac event.



SOLCA

NUCLEO DE QUITO

TERAPIA ANTIBIOTICA.

~

« Bajo sospecha de foco infeccioso iniciar tre
antibiotico empirico ( <1hr o <3 hrs).

» Seleccion AB: Valoracion de factores @
MDR y epidemiologia local. (Tumbarg
» Recoleccion de cultivos previo a iniciQgk
45min).

» Desescalar o suspender el antibiof]
identificado el germen especifico o

proceso infeccioso. ‘ A

Guidelines for Management of Sepsis and
Septic Shock 2021



SOLCA RETRASO DE LA TERAPIA ANTIBIOTICA
weeeopeauto EFECTIVA ES UN DETERMINANTE CRITICC
CO

=)

LA SOBREVIDA DEL CHOQUE SEPTI

ESTUDIO
MULTICENTRICO.

—_—
o
o

USA-CANADA

o

14 UCI.

2731 PCTES.

odds ratio of death
(95% confidence interval)

-

...................................................................

1999-2004

KUMAR. CRIT CARE MED 2006; 34: 1589- 1596
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SOLCA RETRASO EN EL INICIO DEL TRATAMIENTO
weizoocaue ANTIBIOTICO Y SU ASOCIACION CON LA
MORTALIDAD INTRAHOSPITALARIA

ESTUDIO
MULTICENTRICO.

USA-SUDAMERICA'Y
EUROPA

165 UCI.

18000 PCTES.

2005-2010

2-3 34 4-5
Time to first antibiotic, hours

Figure 2. Pre ted hospital mortality and the asso«
ime to first ut|1 e administration resul

FERRER ET AL, CRITICAL CARE, 2014, 42:1749-1755



SOLCA PROCALCITONINA

' Initial clinical assessmert
(Iincluding microbiology)

Detectab ;.o ;
SIRS + P et et
* Sensibilic | ovenil interpretation

* Recomer Use emplric Abx

Antiblotic management based on clinica! Use Abx based on

AB . | judgement, consider | | clinical judgement
other diagnostic tests

Low probability

Recommendations for Consider2ndPCT :’8‘; ::r:n‘on“lz:‘-
follow-up of patients test within 24h et
= and discontinuation
to stop Abx iIfPCT {Abx If PCT <0.5
still<0.5 gL 0
- pg/Lordrop by 80% |

ONLINE SPECIAL ARTICLE

Surviving Sepsis Campaign: International
Guidelines for Management of Sepsis and
Septic Shock 2021
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Units With “Shorter Is Better”

Noah Wald-Dickler' and Brad Spellberg'?

"Los Angeles County and University of Southem California (LAC+USC) Medical Center, and “Division of Infectious Diseases, Keck School of Medicine at University of Southem Califomia,

Los Angeles

Table 1. Diseases for Which Short-course Antibiotic Therapy Has Been Found to Be Equally Effective to Longer Traditional Courses of Therapy (With

D, .

Short-course Antibiotic Therapy—Replacing Constantine

hiv medicine association

References)

Diagnosis Short (d) Long (d) Result
| Community-acquired pneumonia [6-14] 3orb 78, 0r10 Equal |
Hospital-acquired/ventilatorassociated pneumonia [15, 16] 7-8 14-15 Equal
Complicated urinary tract infections/pyelonephritis [17-22] S5or7 10or 14 Equal
Complicated/postoperative intraabdominal infections (23, 24] dor8 10or 15 Equal
Gram-negative bacteremia [25] 7 14 Equal
Acute exacerbation of chronic bronchitis/chronic obstructive pulmonary disease <5 >7 Equal

(meta-analysis of 21 trials [26])

Acute bactenial skin and skin structure infections (cellulitis/fmajor abscess) [27-29) 5-6 10 Equal

Chronic osteomyelitis [30] 42 84 Equal

Empiric neutropenic fever [31) Afebrile and Afebrile and stable x 72 h and with Equal
stable x 72 h absolute neutrophil count > 500

cells/pl




e ANTIBIOTICO IDEAL. <

 Amplio espectro

* Dosificacion adecuada

Tiempo Dosis Duracion
correcto correcta correcta

Pharmacodynamic and pharmacokinetic
considerations in the treatment of critically Il
patients infected with carbapenem-resistant
Enterobacteriaceae

Elizabeth A. Neuner & Jason C. Gallagher



.&E&?J:&ﬁ OBJETIVOS DE LA SURVINVING
‘ SEPSIS CAMPAIGN |

O’OPTIMIZAR
ESTRATEGIA
TERAPEUTICA
" OPTIMIZAR
DIAGNOSTICO

ONLINE SPECIAL ARTICLE

Surviving Sepsis Campaign: International
Guidelines for Management of Sepsis and
Septic Shock 2021



 SOLCA  ABORDAJES ADICIONALES EN
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opORTE ") pwTigiOTICO
HEMATOLOBICO TERAPIA
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RENAL
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* Codificacion de los puntos clave de la sepsis

1.La sepsis es una emergencia de segundos a minutos qué
accion inmediata por su parte y la de su equipo

hospitalizacion. '
n lug

cquiere ug

2.Los retrasos en el diagnostico y el tratamie
mortalidad.

3.La reanimacion rapida salva vidas.

4.Los liguidos intravenosos personalizados vy |
espectro son los pilares fundamentales.

5.Evaluaciones continuas con‘
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SOLCA  DATOS ADICIONALES:
ingreso a UCI

v

Sin contraindicacion por edad o comorbilidades
Pacientes con opciones terapeuticas curativas ‘ I

Pacientes en remision “

No posibilidad de curacidon pero esperanza C
(1 ano).

Obijetivos y plan de intencion paliativa ( ECO '

—

ORIGINAL ARTICLE

Consensus statement for cancer patients requiring intensive
care support

|
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