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Intensive Care Med. 2018: 44: 335
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Hour-1 Bundle

Initial Resuscitation for Sepsis and Septic Shock

©

| | Administer broad- Apply vasopressors if >
MEDICAL spectrum antibiotics. hypotensive during or 4 :
EMERGENCY after fluid resuscitation to eSt p ractl Ce
iz

maintain a mean arterial
pressure = 65 mm Hg.

Initiate bundle upon
recognition of

0 9 statement

Begin rapid
administration of

sepsis/septic shock.
May not complete all bundle elements

30 mL/kg crystalloid
for hypotension or
lactate > 4 mmol/L.

within one hour of recognition.
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Measure lactate level.
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Remeasure lactate
if initial lactate
elevated (> 2 mmol/L).
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Obtain blood cultures
before administering
antibiotics.

30ml/kg -
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Campaign Guidelines Be Campaign Guidelines Be
Retired? Yes Retired? No
Paul E. Marik, MD, FCCP -
, MD, ® Mitchell M. Levy, MD, FCCP
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Early Use of Norepinephrine in Septic Shock Resuscitation (CENSER) : A
Randomized Trial

Chairat Permpikul, Surat Tongyoo , Tanuwong Viarasilpa , Thavinee Trainarongsakul , Tipa Chakorn, and
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uenipol Ucompantura Am J Respir Crit Care M&@f19; 199: 1097105.
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n- - 0B
0 AND
65 (5476) 68 (5577)
(%) 71 (45.8) 77 (49.7)
APACHR& score 21 (1526) 20 (1626)
b
b 1 (%) 47 (30.3) 45 (29)
n (%) 40 (25.8) 37 (23.9)
D B
%QH (%) 77 (49.7) 85 (54.8)
(%) 51 (32.9) 53 (34.2)
- > B (%) 25 (16.1) 28 (16.8)
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Primary outcome

R I R I

O NAD > 1+~ J7 (pT0.05)
0 NAD
N=155 N=155 OR P

118(76.1) 75(48.4) 3.4(2.09 -5.53)

48(31.0) 27(17.4) | 2.13(1.24 -3.64)

55(35.5) 38(24.5) 1.69(1.04 -2.77)

(013

15(9.7) 10(6.5) 1.55(0.68 -3.57) 0.3
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Secondary outcome

30.0%

28 1
15.5% vs 21.9%
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OR0.79 p 0.53 -1.11 P p=0.15
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Restricted fluid resuscitation in suspected ®

CrossMark

sepsis associated hypotension (REFRESH): a pilot

randomised controlled trial
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Intensive Care Med. 2018 ; 44: 2070-2078.
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Sepsis with SBP <100mmHg after 1000mL IV fluid

—l Randomise ’7
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p 2000ml
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Restricted fluid arm Usual care arm

Commence vasopressor if MAP ¢ IV fluid bolus 1000ml
<65mmHg ¢ Further IV fluid 500ml if required*

Further IV fluid 250ml if required*
Maintenance fluids if required to
max 150ml/hr

i NA~

Commence vasopressor if MAP
remains <65mmHg
Maintenance fluids if required

Hourly reassessment to 6 hours
(*heart rate, skin perfusion, mentation, urine OP, CVP, etc)

Fluid management as per protocol to 6 hours
Revert to usual care 6-24h
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W | By
6N A~ (12ml/kg vs 23ml/kg; P<0.001)

a
6N A~ ° (30ml/kg vs 43ml/kg ; P<0.001)
- ~ 7 (1400ml vs 2000 ; P<0.001)

Table 2 Fluid and vasopressor use

Fluid volume Alive vasopressor-free days 27 (25, 28) 26 (25, 27)
TO-T6 (ml) total 1715 (1017, 2500) 968 (625, 1458) <0.001
T0-T6 bolus (m) 1535 (1000, 2200) 550 (0, 1150) <0001 Alive ventilator-free days 28 (28, 28) 28 (28, 28)
TO-T6 maintenance (ml) 0 (0, 280) 314(0,512) 0014 .
T0-T6/kg (m) 2301533 120,20 0001 Alive RRT Free days 28 (28, 28) 28 (28, 28)
Total prerandomisation-Té (ml) 3000 (2550, 3900) 2387 (1750, 2750) <0.001 Died, N (%) 1(2) 3 (6)
Total to Té/kg (ml) 43 (35, 50) 30 (23, 39) <0.001
G T 2577 Tor 7500 T QdaysN. 4 48
Total prerandemisation-T24 (ml) 4250 (3450, 5207) 3543 (2443, 4410) 0.005 AliVE hospital ﬁee days 82 (76, 85) a3 (78, 86)
Total to T24/kg (ml) 61 (46,79) 40 (31,64) 0.005
Died, N (%) 3(6) 4(8)

Vasopressor in ED, N (%) 23 (47) 36 (72) 0.011
Vasopressor at 24 h, N 19 (39) 24 (48) 035
Time to start vasopressor (mins)

From ED arrival 250 (168, 483) 223 (127,316) 0.12

From randomisation 150 (63, 224) 34(15,88) 0.001
Type of vasopressor

Noradrenaline, N (%) 23 (47) 30 (60) 033

Metaraminol only, N (%) 3(6) 9(18)
Central venous access, N (%) 20 (41) 26(52) 042
Volume prior to vasopressor (ml) 2000 (2000, 2777) 1400 (1000, 1700) <0.001
Duration of vasopressor (h) 33 (15, 50) 21(9, 43) 0.13
Peak vasopressor dose* 0.18(0.1,043) 0.11 (0.08,0.22) 0.14
Mean MAP TO-T6 (mmHg) 726 7346 0.31

Intensive Care Med. 2018 Dec;44(12):2070-2078.
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Cerebral infarction

Penumbral tissue
Infarct core
Blood clot

Stroke 2010; 41: 2697 -704.
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Stroke 2008 ; 39: 3316 -22.
Stroke 2015; 46: 3362 -69.
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AHA/ASA Guideline

2018 Guidelines for the Early Management of Patients
With Acute Ischemic Stroke

A Guideline for Healthcare Professionals From the American Heart
Association/American Stroke Association

Recommendation reworded for clarity from
2013 AIS Guidelines. Class unchanged. LOE
amended to conform with ACC/AHA 2015
Recommendation Classification System.

See Table LXXXIIl in online Data Supplement 1
for original wording.

2. Patients who have elevated BP and are otherwise eligible for
treatment with IV alteplase should have their BP carefully lowered
so that their systolic BP is <185 mm Hg and their diastolic BP is
<110 mmHg before IV fibrinolytic therapy is initiated.

The RCTs of IV alteplase required the BP to be <185 mmHg systolic and <110 mmHg diastolic before See Table XXIX in online Data Supplement 1.
treatment and <180/105 mm Hg for the first 24 hours after treatment. Options to treat arterial hypertension in
patients with AIS who are candidates for acute reperfusion therapy are given in Table 5. Some observational
studies suggest that the risk of hemorrhage after administration of alteplase is greater in patients with

higher BPs'™5-'%2 and in patients with more BP variability.’® The exact BP at which the risk of hemorrhage
after thrombolysis increases is unknown. It is thus reasonable to target the BPs used in the RCTs of IV
thrombolysis.
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' <185 mmHg
<110 mmHg

<180 mmHg
<105 mmHg

Stroke. 2018:49:e46 2e99
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ENCHANTED A

Intensive blood pressure reduction with intravenous @ ®
thrombolysis therapy for acute ischaemic stroke
(ENCHANTED): an international, randomised, open-label,

blinded-endpoint, phase 3 trial Lancet. 2 019: 393: 877 -888.
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modified Rankin Scale ( MRS )
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