SSCG 2012 ;= |Japan Sepsis GL2012
Definition Sepsis -BUIE =sepsisEL, TDEHEBBEICEO>TRELS
bt B RIE R ISEIREE (systemic inflammatory response
syndrome, SIRS), § 4 Hinfection-induced SIRSET B,
SIRSDEHEITLUTD4EENSE2EB U EHNZET 515
&&95(10),
1) iR >38°CFEF=1E <36°C
2)I3E%K>90 /min
3) PRI EK > 20 /minFE Tz [EPaC02<32 Torr
Sepsis is defined as the presence (probable or 4) RA41Mn 5 MmBkEL > 12,000 / 1 1FEF=1£<4,000 /11, H3
documented) of infection together with systemic = |WDMERBABR A IMBR > 10%
manifestations of infection. - MEEBECTHRERERBEWINRESINS (BIE), HELME
MAFIHERBEDDERNEEINS (TURM UM
FEARE) HE(EAELN(1C),
- BREOFEE, EBEERNTEBAOEEREILAREIC
RREMZERD, FEZTORREEOHIBMENCTDOER
HEEBHShNIEEETHDID, BENIEEISHERMEYD
MEEASIGLTH, BEICHT 525 REELTORIME
Mg EEON DG E [EBELEELTHS . COFIBTICZIETable
M-1-11TR S #HBIIEEE S E (235 (10),
General variables  [Fever > 38.3° C) HH (GEEBIE>38°C)
Hypothermia (core temperature < 36° C) EAE GEER <36°C)
Heart rate > 90/min—1 or more than two sd above the IDIAEL (> 90 /min, FIXEROREEMELYE>2 SD:1E
normal value for age £RE)
Tachypnea AEIEIR (>20 /min)
Altered mental status BEEKEOZEL
f\lirllféiagt)edema or positive fluid balance (> 20 mL/kg OB (LRI (24B5R8 T > 20 mi/ke)
Hyperglycemia (plasma glucose > 140 mg/dL or 7.7 = = s R
mmol/L) in the absence of diabetes BAE  (MUREE> 120 me/dl, 7<SL IRRERR )
Inflammatory variables RIE RIS DIEE
Leukocytosis (WBC count > 12,000 g L-1) BHmEkiEL (WBC>12,000 /ul)
Leukopenia (WBC count < 4000 ¢ L-1) B mEkEA (WBC<4,000 /i)
Normal WBC count with greater than 10% immature forms B MEBKEUE E TRAZ B MEK>10%
Plasma C-reactive protein more than two sd above the CRP (>20 mg/di %)
normal value i
Plasma procalcitonin more than two sd above the normal PCT (>0.5 ng/ml, ZEJEBXIMEE > 2.0 ng/ml)
#|IL-6 (EAEBMAE > 1,000 pg/ml * )

Hemodynamic
variables

RERBEOER

Arterial hypotension (SBP < 90 mm Hg, MAP < 70 mm Hg,
or an SBP decrease > 40 mm Hg in adults or less than two
sd below normal for age)

BME (BRATEHINFEEME <90 mmHgd LLIE T m
[£ <70 mmHg, Ff=(ZIRFEHAMEL0 mmHgA EDET, /I
RCIFREEELYH2 SDLLEDET)

Organ dysfunction variables

Arterial hypoxemia (Pao2/Fio2 < 300)

Acute oliguria (urine output < 0.5 mL/kg/hr for at least 2
hrs despite adequate fluid resuscitation)

fB#R[EE DR

EFEZME (Pa02/F102<300)

BiRERELD (RE<05 ml/kg/hr)

Creatinine increase > 0.5 mg/dL or 44.2 y mol/L

Coagulation abnormalities INR > 1.5 or aPTT > 60 s)

Cre®tH (>0.5mg/dl)

BREREE (PT-INR> 1.5E1-IFAPTT>60F))

Ileus (absent bowel sounds)

ALOR FFEEENE DHK)

Thrombocytopenia (platelet count < 100,000 y¢ L-1)

Hyperbilirubinemia (plasma total bilirubin > 4 mg/dL or 70
# mol/L)

f/MREGE L (<100,000 / ¢ 1)

BEVILE > MfE (T-Bil>4 mg/dl)

Tissue perfusion
variables

RERROER

Hyperlactatemia > 1 mmol/L)

Decreased capillary refill or mottling

SELERME (>2 mmol/l)

EMMEBREFROLER, FEFLoTRE

Severe Sepsis

Severe sepsis is defined as sepsis plus sepsis—induced
organ dysfunction or tissue hypoperfusion

= Sepsis—induced hypotension

-Lactate above upper limits laboratory normal

=Urine output < 0.5 mL/kg/hr for more than 2 hrs despite
adequate fluid resuscitation

= Acute lung injury with Pao2/Fio2 < 250 in the absence of
pneumonia as infection source

= Acute lung injury with Pao2/Fio2 < 200 in the presence of
pneumonia as infection source

*Creatinine > 2.0 mg/dL (176.8 1 mol/L)

= Bilirubin > 2 mg/dL (34.2 1 mol/L)

*Platelet count < 100,000 ¢ L

» Coagulopathy (international normalized ratio > 1.5)

EERME FRIED T, HaEEEOHEERETE
FIFEMEFET 2RETHY, BRERETE(LER
BRI ABE7IR—UR, ZR BEHERGENETN
%, [EBEEDOHEIZZSOFARITHEIZALSNTINS
2R EE DIEZELALS(1C),

Septic Shock

Septic shock is defined as sepsis—induced hypotension
persisting despite adequate fluid resuscitation.

BUES S 3y (FEERMA QLGN T, +HEHERER

ZAT o CHIEME YRHERAME <90 mmHeF=ITBHE KYD
>40 mmHgDIET) AT 21D ET B, F=FELIBIREE
ENMRESNTOSESSIE, EmETESTHELC),




Initial
Resuscitation

nMBRE

Btk DIt

We recommend the protocolized, quantitative resuscitation
of patients with sepsis—induced tissue hypoperfusion
(defined in this document as hypotension persisting after
initial fluid challenge or blood lactate concentration 2 4
mmol/L). This protocol should be initiated as soon as
hypoperfusion is recognized and should not be delayed
pending ICU admission.

MERTISCEHDLY, KEHETIF—2R0#EST, I

S |sEsED ERERO B, DPHEELEAT (A,

E=HYLYT

a) CVP 8-12 mm Hg

b) MAP > 65 mm Hg

¢) Urine output > 0.5 mLkg-hr

d) Superior vena cava oxygenation saturation (Scvo2) or
mixed venous oxygen saturation (Svo2) 70% or
65%respectively.

- B BIARE A E CIEZEEHRICERL, BiRMA X
SHEBRRIITTS(ID),

- EREPIDELI AR E IS LY, D EERES~ 12
mmHg, FEHME >65 mmHgZ B1ZEL, FRE>05
ml/kg/hr, Scv02>T70%ANERIN BN E SN ETHET S
(1A),

- BIARILA R4 RO MR ELERERIE X 1TLY, RBIHETS
R—L RDBRELIAEY) TS50 AE DI EL 6B EIZET
flig5(1A),

- IO EICRYDMERELDRTRFEMET 524 T, @
REEEEETS(2D),

cvP

The consensus panel judged use of CVP and Svo

2 targets to be recommended physiologic targets for
resuscitation.

Although there are limitations to CVP as a marker of
intravascular volume status and response to fluids, a low
CVP generally can be relied upon as supporting positive
response to fluid loading.

EHEGL

Dynamic Measures of Fluid
Responsiveness

Targeting dynamic measures of fluid responsiveness during
resuscitation, including flow and possibly volumetric indices
and microcirculatory changes, may have advantages.
Available technologies allow measurement of flow at the
bedside; however, the efficacy of these monitoring
techniques to influence clinical outcomes from early sepsis
resuscitation remains incomplete and requires further study
before endorsement.

EEGL

Fluid Therapy of
Severe Sepsis
EERUnLEDR
wRE

Fluid Therapy of Severe Sepsis
EDESIIT5M

1.We recommend crystalloids be used as the initial fluid of
choice in the resuscitation of severe sepsis and septic
shock(grade 1B).

2.We recommend against the use of hydroxyethyl starches
(HES) for fluid resuscitation of severe sepsis and septic
shock (grade 1B).

3.We suggest the use of albumin in the fluid resuscitation of
severe sepsis and septic shock when patients require
substantial amounts of crystalloids (grade 2C).

4. Initial fluid challenge in patients with sepsis—induced
tissue hypoperfusion with suspicion of hypovolemia to
achieve a minimum of 30 mL/kg of crystalloids (a portion of
this may be albumin equivalent). More rapid administration
and greater amounts of fluid may be needed in some
patients (grade 1C).

5. Fluid challenge technique be applied wherein fluid
administration is continued as long as there is
hemodynamic improvement either based on dynamic (eg,
change in pulse pressure, stroke volume variation) or static
(eg, arterial pressure, heart rate) variables (UG).

AABAEIZEGDTIZEL THITL(1A), MIME@AEICIE, &
BREZG TR, PLTIVREFMBMMEEET S
(2B).

During the first 6 hrs of resuscitation, the goals of initial
resuscitation of sepsis—induced hypoperfusion should
include all of the following as a part of a treatment protocol
(grade 1C):

a) CVP 8-12 mm Hg

b) MAP 2 65 mm Hg

¢) Urine output > 0.5 mL-kg-hr

d) Superior vena cava oxygenation saturation (Scvo2)
ormixed venous oxygen saturation (Svo2) 70% or
65%,respectively.

We suggest targeting resuscitation to normalize lactate in
patients with elevated lactate levels as a marker of tissue
hypoperfusion (grade 2C).

SEHME > 65 mmHg, FRE>0.5 ml/kg/hr, Scv02>70%,

= (M ELEEET, KRBT IR—2 20D EB6R R L

ROBEEBIRETH(1A),

LBIVTSUR

If Scvo2 is not available, lactate normalization may be a
feasible option in the patient with severe sepsis—induced
tissue hypoperfusion. ScvO2 and lactate normalization may
also be used as a combined endpoint when both are
available.

LB 750 AL () EFLER E—R 518 & ZLELE) /4D [E 3L
EA1E x 100(%) JIE, 265 THNIX10% L L, 65 &
ThHnlF30% LU LEZEEETS




Vasopressors

IR FESE

Noradrenaline
Vasopressin
Dopamine
Phenylephrine

1. We recommend that vasopressor therapy initially target a
MAP of 65 mmHg (grade 1C).

2. We recommend norepinephrine as the first—choice
vasopressor (grade 1B).

3. We suggest epinephrine (added to and potentially
substituted for norepinephrine) when an additional agent is
needed to maintain adequate blood pressure (grade 2B).

4. Vasopressin (up to 0.03 U/min) can be added to
norepinephrine with the intent of raising MAP to target or
decreasing norepinephrine dosage (UG).

5. Low—dose vasopressin is not recommended as the single
initial vasopressor for treatment of sepsis—induced
hypotension, and vasopressin doses higher than 0.03-0.04
U/min should be reserved for salvage therapy (failure to
achieve an adequate MAP with other vasopressor agents)
(UG).

6. We suggest dopamine as an alternative vasopressor
agent to norepinephrine only in highly selected patients (eg,
patients with low risk of tachyarrhythmias and absolute or
relative bradycardia) (grade 2C).

7. Phenylephrine is not recommended in the treatment of
septic shock except in the following circumstances: (a)
norepinephrine is associated with serious arrhythmias, (b)
cardiac output is known to be high and blood pressure
persistently low, or (c) as salvage therapy when combined
inotrope/vasopressor drugs and low—dose vasopressin have
failed to achieve the MAP target (grade 1C).

8. We recommend that low—dose dopamine not be used for
renal protection (grade 1A).

9. We recommend that all patients requiring vasopressors
have an arterial catheter placed as soon as practical if
resources are available (UG).

BR M AE 4D D KR AEHVRAE AT warm shock T, I & {EEHZE
ELT/ILTZRLF1)2 (005 1 g/kg/min~)EE1:RINET S
(1A),
JIVFRLFYADREENMETLTWDIEEIZIE, /)L
TRLFH12 (0051 g/kg/min~) [ZIZT, /A\VTLI Y
(0.03E4 i/ min) DHAEEET H(2B),

Dopamine

Dopamine may be particularly useful in patients with
compromised systolic function but causes more
tachycardia and may be more arrhythmogenic than
norepinephrine. It may also influence the endocrine
response via the hypothalamic pituitary axis and have
immunosuppressive effects.

SEIRAFAE S D58 CTBIROBRMEEHIHEIEN
NEVOERICITTIENBETHS, Fz, F/ASVFME
fhaRAERZ R D128, BMMENHD L av 2B TRAS
OB/ IVTRLFY USSR IFBARE T,

Inotropic Therapy
Bt ZEhERE

Dobutamine

1. We recommend that a trial of dobutamine infusion up to
20  g/kg/min be administered or added to vasopressor (if
in use) in the presence of:

a) myocardial dysfunction, as suggested by elevated
cardiac filling pressures and low cardiac output, or

b) ongoing signs of hypoperfusion, despite achieving
adequate intravascular volume and adequate MAP (grade
10).

2. We recommend against the use of a strategy to increase
cardiac index to predetermined supranormal levels (grade
1B)

BREME S 3V I TIEMIKY RIEE S A PHAUBEDE

BIZEYDEEENMET T DA, PRLFIEBEBLIZE
EENLBRNERGENEEE 215102, F/8ZY
PRI AU TIEOHEREZRELI,, 20128, IDHEREE
THITHEE D ERCHBIREZETSERIZE, /LT
FLFIUERALTRARS TATS—E MEEELHIL

) LBRRHEAREOHAZERTHELL,

Screening for
Sepsis and
Performance
Improvement
MlngED R —
=G enIr—
TORYE

Screening of Severe Sepsis

We recommend routine screening of potentially infected
seriously ill patients for severe sepsis to increase the early

identification of sepsis and allow implementation of early L
sepsis therapy (grade 1C).

Performance Improvement .
Performance improvement efforts in severe sepsis should sEAL
be used to improve patient outcomes (UG). ALRS

Diagnosis
We recommend obtaining appropriate cultures before
antimicrobial therapy is initiated if such cultures do not
cause significant delay (> 45 minutes) in the start of CFRTOERIZHWNT, MEERSHARNIC, MERESE
antimicrobial(s) administration (grade 1C). #175(1D),
To optimize identification of causative organisms, we - [IBFIC, #EERLERERILINSDIRAEFEFHIZERE
recommend obtaining at least two sets of blood cultures L, BRRELIEERE - BRZUEREEITI(1D),
(both aerobic and anaerobic bottles) before antimicrobial - HIERELESHE, BENEITEERKOLGNILEHER
therapy, with at least one drawn percutaneously and one L=, BERIEREITS.
drawn through each vascular access device, unless the R ERESSES, REXRETHAINIEBMICRE X
device was recently (< 48 hours) inserted. These blood 354 % (bronchoalveolar lavage fluid, BALF) Z##REIL, &
cultures can be drawn at the same time if they are SIEBFZEET D, 2L, MBEDOETREMNELS W
obtained from different sites. Cultures of other sites BRFEOFKRENMENGSICE, BEORES LYK
(preferably quantitative where appropriate), such as urine, KRIZKDEHETEH &KLY,
cerebrospinal fluid, wounds, respiratory secretions, or other s DERAT—TIVEEM R R L EEFFSBE, MiktE
body fluids that may be the source of infection, should also BEDS5H1YMNMEIDT—TILOSEERL, hT—TILERE
be obtained before antimicrobial therapy if doing so does LThmEEEMNEEREICIRET S,
not cause significant delay in antibiotic administration
(grade 1C).

Blood Culture D IELLVERY A

EE#EL

BEREHOEEE, FILOA—ILEFIOLATIDY, FIL
A—ILEFI0%RERYI—FHBDIET7 IILa—LAiER %
HKBHEI0%RERI—RTHEHETS(1B),
-MEREFERICKY, 1vbH=Y20 miZE2ty Ll E (B
ZEDREXEESHAICIE YR RT3 (10),




HT—T IV BEE TS EEL

In patients with indwelling catheters (for more than 48 hrs),
at least one blood culture should be drawn through each
lumen of each vascular access device (if feasible,
especially for vascular devices with signs of inflammation,
catheter dysfunction, or indicators of thrombus formation).

RILEIRAT—T VEEMRBRREELRSHE, MKEE
DI51EYREHT—TIVOEREL, hT—TILEREL
ThinZEEMEBEREITIRHET 5.

Antimicrobial
Therapy
hERE

ToLRE EERADT S LRBICESERRER, Rl CHELR
HEREEDVEDTHY, HEITLTHELLY,
Biomarker The potential role of biomarkers for diagnosis of infection in
patients presenting with severe sepsis remains undefined.
The utility of procalcitonin levels or other biomarkers (such
as C-reactive protein) to discriminate the acute
inflammatory pattern of sepsis from other causes of
generalized inflammation (eg, postoperative, other forms of CRP, 4>2—0O4 %26 (interleukin—6, IL-6), FOH)LS
shock) has not been demonstrated. No recommendation . |F=> (procalcitonin, PCT) W 2IEEH A THSN, R
can be given for the use of these markers to distinguish T A TIHEINEFEERICEM TE /NN (AT —h—(F 40
between severe infection and other acute inflammatory (1C),
states.
Clinical experience remains limited, and more clinical
studies are needed before recommending these non—
culture molecular methods as a replacement for standard
blood culture methods.
1.3 B-d-glucan We suggest the use of the 1,3 8 —d—glucan assay (grade
2B), mannan and anti-mannan antibody assays (grade 2C) sEEAL
when invasive candidiasis is in the differential diagnosis of B ¢
infection.
B =2
ERBHOS(IVYT BEEOIVFO—LEARAHORMREDT-0, B
BOREFWEHBFEEZREOHITIRNETHS(1C),
BREERDE We recommend that imaging studies be performed promptly
in attempts to confirm a potential source of infection.
Potential sources of infection should be sampled as they
are identified and in consideration of patient risk for NyRH AR THITAAREAEMXBREELBERREIC
transport and invasive procedures (eg, careful coordination Mz T, BREROFELNERBLIHE, REHERI)—=
and aggressive monitoring if the decision is made to IO EEERCTN AR THS(1D),
transport for a CT—guided needle aspiration). Bedside
studies, such as ultrasound, may avoid patient transport
(UG).
q 3
BECTCRARNTROR AL MRIREZRET 5. RERITHIBAHRHEPIEADD
UHIILT—auvANEELLN(2D),
BRORERBEESI3VYT

The administration of effective intravenous antimicrobials
within the first hour of recognition of septic shock (grade
1B) and severe sepsis without septic shock (grade 1C)
should be the goal of therapy.

Remark: Although the weight of the evidence supports
prompt administration of antibiotics following the
recognition of severe sepsis and septic shock, the
feasibility with which clinicians may achieve this ideal state
has not been scientifically evaluated.

= |2Wk, 1R LNICRBRMREEREERIET5(10),

g;ﬂfiﬁ%ﬁwﬁﬁﬂﬁkﬂiwfiﬁ

[REEIDRBEEAIE, BEN, FIREE, 0K hT—TIL
BEZET), KIS -REMER REBEGENSZL, REEE
LTl& EBIRYIKE (MRSA, MSSA), KIBH, XiE
B, &EE ToTONR94BRENSELNC),

BRE REEORRARE

We recommend that initial empiric anti—infective therapy
include one or more drugs that have activity against all
likely pathogens (bacterial and/or fungal or viral) and that
penetrate in adequate concentrations into the tissues
presumed to be the source of sepsis (grade 1B).

RERAARTIE, RRABRRELZHEL, TOBRRETES
HISBEDOEVWREEE+HN/N—TEHLEREED
#5%475(1C)

=L TIETEE B3

Empiric therapy should attempt to provide antimicrobial
activity against the most likely pathogens based upon each
patient’ s presenting illness and local patterns of infection.
We suggest combination empiric therapy for neutropenic
patients with severe sepsis (grade 2B) and for patients with
difficult—to—treat, multidrug-resistant bacterial pathogens
such as Acinetobacter and Pseudomonas spp. (grade 2B).
For selected patients with severe infections associated
with respiratory failure and septic shock, combination
therapy with an extended spectrum beta—lactam and either
an aminoglycoside or a fluoroquinolone is suggested for P.
aeruginosa bacteremia (grade 2B). Similarly, a more
complex combination of beta—lactam and a macrolide is
suggested for patients with septic shock from bacteremic
Streptococcus pneumoniae infections (grade 2B).

BRIMfE B FLSRICHLTIE, RBEEOHFREEIOARNE
ICBLTEENLZREBNSH S, 1120, BRE DTS LIEHE
BEWIRBRR ZEETS5HAI1C, REEL V4L
E(2J VA L/ERFU U (TAZ/PIPC), EIIE L
(CFPM), ARRF L (MEPM), KR L (DRPM), /SRR
L/ SRBF U (IPM/CS) IR EIETI/ )AL REHAT
5TEIZAL T, BERMARDRNDATEEEZEDLET S
EVLWSEMTHEALSSF T arThd, =1L, SEEDE
BHETIE, TOHANFEREB(LSEDAREELIERES
hTHY, BISIZEWLTILE < DR D RIEE O R
MOBEBEEEMKLTESICHINT S




il EL

We suggest that combination therapy, when used

MuyiamR empirically in patients with severe sepsis, should not be
administered for longer than 3 to 5 days. De—escalation to
the most appropriate single—agent therapy should be BRBENEELED, B ERATEL, Table I-3-2
performed as soon as the susceptibility profile is known #SE(1C, MBEEAIEMAREICEREITSH(1D), EZHAE
(grade 2B). E(F, BRIEEARETSH(2B),
Exceptions would include aminoglycoside monotherapy, FBAEIRIKREPLAV DA BNAMEEEMSBRHESNT-
which should be generally avoided, particularly for P. BEICE, BEEFEMEAOIVYILMAEFELLN(2D),
aeruginosa sepsis, and for selected forms of endocarditis,
where prolonged courses of combinations of antibiotics are
warranted.
REEE
Recent Infectious Diseases Society of America (IDSA)
guidelines recommend either fluconazole or an
echinocandin. Empiric use of an echinocandin is preferred - S 4 oo . = g o =5
in most patients with severe illness, especially in those ?%%Eaﬁo%%]ﬁﬁg‘éy)ﬁjii%gﬁﬁﬁ%l*<%}§ &
patients who have recently been treated with antifungal - °
agents, or if Candida glabrata infection is suspected from
earlier culture data.
BRERNE BRI U RRAER, 550 ABREEMEANT
BLTHY, BRICL-TIFEEMN DAFRGEIVYILT—
RELL avAHLWNVEELEALNDD, COEE, M ORE
RERYRT =T, A=Y YR M EBFRARERAL:
aSa=4—3viERT %,
PK/PD < ==
MEAXR S, PK/PDER/EERLTITI. BIVFLRE
AL #llEtime above MIC(TAM) & <fRL, 72/7)aTk, ¥
LRS- /8y, J)aARTFRZEHR| LR E MR E (Cmax) iR
E T EH (AUC/MIC) EELED(1C*),
TDM

Patients with sepsis often have abnormal and vacillating
renal or hepatic function, or may have abnormally high
volumes of distribution due to aggressive fluid
resuscitation, requiring dose adjustment. Drug serum
concentration monitoring can be useful in an ICU setting
for those drugs that can be measured promptly. Significant
expertise is required to ensure that serum concentrations
maximize efficacy and minimize toxicity.

EHEaL

ERFIEEE, SHREE

When choosing empirical therapy, clinicians should be
cognizant of the virulence and growing prevalence of
oxacillin (methicillin)-resistant Staphylococcus aureus, and
resistance to broad-spectrum beta—lactams and
carbapenem among Gram—negative bacilli in some
communities and healthcare settings. Within regions in
which the prevalence of such drug-resistant organisms is
significant, empiric therapy adequate to cover these
pathogens is warranted.

Table M-3-3%38%&I1-3 %, mEEAMEECLHITHIER
DBHBLEETE, SECEMMBNERSNEDT, &
FEFMEADIVYIILEMNEZFELLV(ED),

Reassessment

The antimicrobial regimen should be reassessed daily for
potential de—escalation to prevent the development of
resistance, to reduce toxicity, and to reduce costs (grade
1B).

EHEGL

De-escalation® RAKK 7 ik &8 i

as soon as the causative pathogen has been identified, de—
escalation should be performed by selecting the most
appropriate antimicrobial agent that covers the pathogen

FRREMNRESH, DHARORGEHNRIFTHNIL, AIK
HISRIE D EEFIE FAVARHABRANEE S 5 (TTAAL—

S oAy, MEEEETHVEHIELIBE, BbICREE

and is safe and cost—effective. k9 5(1C),
REEDREELPILFFH .
. @‘ﬂﬁzquto)iu&ﬁ(;,ﬁﬁ(@)w«rp?f@tb?%é
We suggest the use of low procalcitonin levels or similar %%_L%Eﬁg%g%ﬂb@& EGEEHEL. BRIRRSIEE FIHT
biomarkers to assist the clinician in the discontinuation of | . s R S % | 4 HE B S o
empiric antibiotics in patients who appeared septic, but : ;{;ﬁﬁ%{%ﬁ%&lé@liﬁ?gﬁﬁﬁfﬁ(Table I-3-6)%
have no subsequent evidence of infection (grade 2C). -pﬁﬁh%ql_l'togﬂélllﬁﬁlzjﬂﬁ)l/;F:/(PCT) EOFEE
ERLTHENQA),
‘5 HmM

We suggest that the duration of therapy typically be 7 to 10
days if clinically indicated; longer courses may be
appropriate in patients who have a slow clinical response,
undrainable foci of infection, bacteremia with S. aureus;
some fungal and viral infections, or immunologic
deficiencies, including neutropenia (grade 2C).

Table I-3-6 XA LIE DTN ARIMICEH

Antiviral Therapy

We suggest that antiviral therapy be initiated as early as
possible in patients with severe sepsis or septic shock of
viral origin (grade 2C).

EHEGL




CMV

The role of cytomegalovirus (CMV) and other herpesviruses
as significant pathogens in septic patients, especially those
not known to be severely immunocompromised, remains
unclear.

Active CMV viremia is common (15%—35%) in critically ill
patients; the presence of CMV in the bloodstream has been
repeatedly found to be a poor prognostic indicator. What is
not known is whether CMV simply is a marker of disease
severity or if the virus actually contributes to organ injury
and death in septic patients. No treatment
recommendations can be given based on the current level
of evidence.

EHEGL

E
B We recommend that antimicrobial agents not be used in
patients with severe inflammatory states determined to be
of noninfectious cause (UG).
Source Control (215> % - _ )
BB hO— We recommend that a specific anatomical diagnosis of
I infection requiring consideration for emergent source
control (eg, necrotizing soft tissue infection, peritonitis, BUIEE S 3V DEFIZEWTHARBNEEZEHT-BH
cholangitis, intestinal infarction) be sought and diagnosed or| D |DEEE DI FO—)LIZTEBFROALNARON =L
excluded as rapidly as possible, and intervention be EHIhTWS,
undertaken for source control within the first 12 hr after
the diagnosis is made, if feasible (grade 1C).
RERAEREIRTE . ) . .
We suggest that when infected peripancreatic necrosis is
identified as a potential source of infection, definitive L
intervention is best delayed until adequate demarcation of " &
viable and nonviable tissues has occurred (grade 2B)
NADEEE ) ) —
When source control in a severely septic patient is
required, the effective intervention associated with the L
least physiologic insult should be used (eg, percutaneous B e
rather than surgical drainage of an abscess) (UG).
CRBSI If intravascular access devices are a possible source of
severe sepsis or septic shock, they should be removed L
promptly after other vascular access has been established " &
(UG).
Infection SDD/SOD
Prevention We suggest that selective oral decontamination (SOD) and
| T selective digestive decontamination (SDD) should be hay g Sk -
B introduced and investigated as a method to reduce the %q]":lﬁ:{%#%"w%—CSDDtquwﬁﬁﬁl J:\)FE]‘_;:FU)
incidence of ventilator-associated pneumonia (VAP); this * ﬁéTh\ij sShTLD, L, WTEET%E%‘EU)%M 3
. ' - i MNAHEETHY, MEEHBREIIEINS HRIREEAH DT
infection control measure can then be instituted in + Py
X ; X . &, FEIBIIZIEITHAEL (2B * ),
healthcare settings and regions where this methodology is
found to be effective (grade 2B).
Chlorhexidine Gluconate
We suggest oral chlorhexidine gluconate (CHG) be used as
a form of oropharyngeal decontamination to reduce the risk oHEAL
of VAP in ICU patients with severe sepsis (grade 2B).
Corticoster(_)ids . 17 We suggest not using intravenous hydrocortisone as a
ANFARTASF treatment of adult septic shock patients if adequate fluid
resusmtatlop and vasopressor therapy are able to resFore . IR TR IR AR BN T R S LA B A BRI RS 3y
hemodynamic stability (see goals for Initial Resuscitation). HEEIZHL, Savhhd 0B EHIsREd 3
If this is not achievable, we suggest intravenous = (ZE\) ~AL, 3Y ’ %
hydrocortisone alone at a dose of 200 mg per day (grade °
20).
We recommend that corticosteroids not be administered for
the treatment of sepsis in the absence of shock (grade 1D).
ACTHELR W t not using the ACTH stimulation test to identi
e suggest not using the H stimulation test to iden ify |- 2T O E S OERREICACTHRR LT ETHD
the subset of adults with septic shock who should receive | = (2B)
hydrocortisone (grade 2B). °
LI Several randomized trials on the use of low—dose 5 - =
hydrocortisone in septic shock patients revealed a .- ElH,Em#L’—C' 'E'Nfimrl E]Iﬂl#%@(iﬁ‘,jﬁf:l&,ﬁﬁ_ﬁﬂﬁ,
Y ! ) . = |BMfEES v IR EEREOREENFRICH NI LIS
significant increase of hyperglycemia and hypernatremia as SBT3 (2B)
side effects. =8 °
ke SavyRERBIRET3(20),
5% -BE50M . \ -
s INARO3J)LFY 2 T300 mg/dayLl T, 5SALULEDDE-
When low-dose hydrocortisone is given, we suggest using RHERESENH#RESND(1A),
continuous infusion rather than repetitive bolus injections [ # |+ /NARAZJLFYV U HE 8 T200 mg/dayZ45 2, F-1&
(grade 2D). 100 mgiR—S RIH 541210 mg/hrD #5515 5 (240
mg/day) %475 (2B),
we suggest intravenous hydrocortisone alone at a dose of /\f(l~D:I)L:f-‘}/’éfﬁﬁﬁﬁ'é(1A)_c,‘1‘t§tb'(“)‘:)‘)b7°l/\‘l~
200 mg por day (grade 20) #|ZVAVLERTES(20) . B8, THFHAHJUPTILE
€ per cay : LTV UIERET NETIIRLN(2B),
Rk b

We suggest that clinicians taper the treated patient from
steroid therapy when vasopressors are no longer required
(grade 2D).

?(JEI%;’EEJJ%O)?EE}fJVZ\EE(U*L(i BmAIZhIES S
2D),




Blood Product

Red blood cell

Administration Once tissue hypoperfusion has resolved and in the absence
A AR s of extenuating circumstances, such as myocardial ischemia,
severe hypoxemia, acute hemorrhage, or ischemic coronary
artery disease, we recommend that red blood cell BEHETL
transfusion occur when the hemoglobin concentration
decreases to < 7.0 g/dL to target a hemoglobin
concentration of 7.0 to 9.0 g/dL in adults (grade 1B).
Erythropoietin We recommend not using erythropoietin as a specific
treatment of anemia associated with severe sepsis (grade oEAL
1B).
FFP N
We suggest that fresh frozen plasma not be used to correct ZERGHMEROHZEF T, APTTHAEEDELULE, H
laboratory clotting abnormalities in the absence of bleeding BULMEPT-INRA2MELL EICEER L TWAIGEITEIG L
or planned invasive procedures (grade 2D). %o
Platelets = . T - =
° In patients with severe sepsis, we suggest that platelets be fEﬂ;?%gﬁéﬂwég)gMg?fgﬁ?ﬁgg?_;féﬁ:gwg{%
administered prophylactically when counts are < seyptic DICO)i;‘in rTMﬁ'q'%IJ‘VJDAT‘]]I%EﬁIJ;‘JREODSEﬂOJ&ﬁ:
10,000/mm3 (10 % 10°/L) in the absence of apparent ;ﬁlﬁlﬁfﬁb‘f-ﬁéhf’b\ﬁb\t SR ENE(L 4 DAL
bleeding, as well when counts are < 20,000/mm3 (20 X ) hfﬁ)LJ;I%ﬁ‘\LZ\E'C‘ﬁ)Z) 35-/-_ hepari‘:—ingaced
109/L) if the patient has a significant risk of bleeding. thrombloc';:openia (HIT) &iﬁé(i*jafﬁéb ADAMTS—
Higher platelet counts (> 50,000/mm3 [50 X 109/L]) are 13M3% LI FEZBHIZET L'CL\Z{;_’;P;:)mbotic '
advised for active bleeding, surgery, or invasive procedures thrombocytopenic purpura (TTP) DIS&H, I/ NMREIM I
(grade 2D). BOTEETHIETHD.
DIC(HHIRDS) |ARORE s BUSE 51T BDICH, WETLRED—ETHYAHD
AL HERELYSH(1C*),
Bm . . .
Z+HFHsevere sepsis/septic shock®organ dysfunction®
18 B IZThrombocytepenia (Platelet count<100,000) & " SEHDICE AL I RLRENEL, BIEZH#5DICHD
Coagulopathy (PTINR>1.5) A’A-THY., HATDICELTIE| ™ |REAZERICHREIND(1B*),
EBLTLEL,
BAsa A L & HIDICE M 2 TDICE B MF &N 1- B A TDICD A HE
AL BIAT B EAEELLN(2C %),
AR AFIODICIZH S HAREMIELIRCTIE R LI,
RSEA/RYY  [DVT prophylaxisDEFIEL TDH R H HY # L AIVZENA, BKA DT S EUFHIFDICIZERLTE
MEDLEL,
Dalteparin A3} Tl ME—EKZEINTLVS, DICKERH 3t
- H_EFERRERT, XoBEANYUIZ ,
ESTFARUL DV prophylaxis DEHIEL TOHEHHY - e wa
HEHLIENTRESNT=,
. e SR AR BELAROER, DICICHT 2R -T2H
¥FinqkNa RELL EHIZ, AU EEBEERDONAE DT,
. . . A AR TIE, TFR/—PIAVEUHRELT, DICEEHLT-
We recommend against antithrombin administration for the y e i N N s
ATI treatment of severe sepsis and septic shock (grade 1B). * iﬁ%g%?;ﬁigi%%;}?:%zémﬁﬁL&L\ATGEEEFH
y I3 =< o
DICERI2346|Z A R I, ZHEH_ETHRABRELT, rh-
TMEEA/SY VB TORBRBATh -, TORE,
rh-TM RBELL DICH R ZE [£rh-TMEE T66.1%, ~/\1) B TL49.9% TH>
f=o Tz, HMOBEREKRIHENRSNTEY, A/
BLLBLTDICERESE-EL TS,
A2 JLEEH RN XY — (gabexate mesilate, GM) A JLEE
FI77ERZ Y (nafamostat mesilate, NM) 72 &E D & LA
AR REEFRE =L N5 REEFRIAE Z (synthetic protease inhibitor, SPI) (&,
L F ke ROBAN/ U EREDHREAFIBASN THEY (2D *),
HISEEBMOH IO DEEHENBIRSNDIESIZE
ATBHIEMNTES(2D*),
We suggest that fresh frozen plasma not be used to correct BE, HEIhEGED, 1L, FhFhomER s O
6 laboratory clotting abnormalities in the absence of bleeding | = | EIZK>THMERMNHIBHE L, IEEFIDOESTIZ
or planned invasive procedures (grade 2D). #ATH(D*),
IVIG b1 . . Lo
®ETOTYY We suggest not using intravenous immunoglobulins in adult
patients with severe sepsis or septic shock (grade 2B). RABRMEZREADREI AT IREIZEDFRBED
The low—quality evidence led to the grading as a weak i BiE, BEEATHRLEIT+HTHS(2B), LHL, AT
recommendation. The statistical information that comes TR HAR D BB CICUE RN EFRO D120, RES
from the high—quality trials does not support a beneficial nJyroEksEEELTELLN(2C),
effect of polyclonal IVIG.
B554327 s BiEFE RIS RES DTS DREEEBLTHEN
AL o)
BSRERSHM L REFTOTULORIBEEF02 g/kell b, B 5HRIIE3E
e RILLE175(20).
BHER AL 25 FHMAEERATS(0).
Selenium L .
LY We suggest not using intravenous selenium to treat severe

sepsis (grade 2C).

This recommendation does not exclude the use of low—dose
selenium as part of the standard minerals and oligo—
elements used during total parenteral nutrition.

EHEGL




History of
Recommendations
Regarding Use of
rhAPC

The results of the PROWESS SHOCK trial (1,696 patients)
were released in late 2011, showing no benefit of rhAPC in
patients with septic shock (mortality 26.4% for rhAPC, 24.2%
placebo) with a relative risk of 1.09 and a p value of 0.31.
The drug was withdrawn from the market and is no longer
available, negating any need for an SSC recommendation
regarding its use.

EHEaL

Mechanical
Ventilation of
Sepsis-Induced
ARDS

R £E £ ARDS D
BB SR

1ERAE L .
We recommend that clinicians target a tidal volume of 6
mL/kg predicted body weight in patients with - |FS—E#30 cmH20LL £ ELAEWNEHET6 ml/kg (FBHEE(K
sepsisinduced acute respiratory distress syndrome (ARDS) | — |E) BT DIEMEEEZRTET S (1A*),
(grade1A vs. 12 mL/kg).

wRISH—E We recommend that plateau pressures be measured in
patients with ARDS and that the initial upper limit goal for AIERFORR TSI —ENBLLDIEEFRITELT
plateau pressures in a passively inflated lung be < 30 cm B, EFEEEZERETHEIEIRETHS(2B*),
H20 (grade 1B).

PEEPLRJL
We recommend that positive end—expiratory pressure
(PEEP) be applied to avoid alveolar collapse at end
\7\;(:I:tlOgsia:::f:oi‘::ub::t)etgg;zd; 1hBe)r' rather than lower BYVEPEEPL A LEAL ST, iRIGATFLTE, &
Nt e o et BPERNBET AR HD, LHL, B—HLEE
evels of PEEP for patients with sepsis—induced moderate PEEPIEA R %4 5 &L E#THD (1B *)
to severe ARDS (grade 2C). Baaie = °
A PEEP > 5 cm H20 is usually required to avoid lung
collapse.

YO IW—kAVE
We suggest recruitment maneuvers in sepsis patients with s#nL
severe refractory hypoxemia due to ARDS (grade 2C). ALK

(303 I .
We suggest prone positioning in sepsis—induced ARDS
patients with a Pao2/Fio2 ratio < 100 mm Hg in facilities
that have experience with such practices (grade 2B). FEEEBFEE (Pa02/FI02<100) IZHWLTIE, BEEMIEE
We recommend that mechanically ventilated sepsis patients B9 5H(2Cx*),
be maintained with the head of the bed elevated between BEMIBKICEBLTIE, KEF1—TORDLEIRS 174
30 and 45 degrees to limit aspiration risk and to prevent D|EDHT—TIVEDERIEE, BoVICERDEE- &S
the development of VAP. MR EDEHEICBETRETHY, voNnNT—%EL
When necessary, patients may be laid flat for procedures, BHETBHELD)Y—REBRINDLEZEELI-LTE
hemodynamic measurements, and during episodes of BT RETHD
hypotension. Patients should not be fed enterally while
supine.

APRV/HFOV/ECMO

Other methods to treat refractory hypoxemia, including
high—frequency oscillatory ventilation, airway pressure
release ventilation, and extracorporeal membrane
oxygenation, may be considered as rescue therapies in
centers with expertise and experience with their use.

EHEGL

Inhaled Nitric Oxide

Inhaled nitric oxide does not improve mortality rates in
patients with ARDS and should not be routinely used.

EHEaL

NIV

We suggest that noninvasive mask ventilation (NIV) be used
in that minority of sepsis—induced ARDS patients in whom
the benefits of NIV have been carefully considered and are
thought to outweigh the risks (grade 2B).

EHEGL

Weaning Protocol

We recommend that a weaning protocol be in place and
that mechanically ventilated patients with severe sepsis
undergo spontaneous breathing trials regularly to evaluate
the ability to discontinue mechanical ventilation when they
satisfy the following criteria:

a) arousable

b) hemodynamically stable (without vasopressor agents)

¢) no new potentially serious conditions

d) low ventilatory and end—expiratory pressure
requirements

e) low Fio2 requirements which can be safely delivered with
a face mask or nasal cannula.

If the spontaneous breathing trial is successful, extubation
should be considered (grade 1A).

EHEaL

Pulmonary Artery Catether

We recommend against the routine use of the pulmonary
artery catheter for patients with sepsis—induced ARDS
(grade 1A).

EHEaL

Fluid Therapy of Severe Sepsis
ED&ESIZIT5H

We recommend a conservative fluid strategy for patients
with established sepsis—induced ARDS who do not have
evidence of tissue hypoperfusion (grade 1C).

EHEGL

B 2 agonist

In the absence of specific indications such as
bronchospasm, we recommend against the use of 32—
agonists for treatment of patients with sepsis—induced
ARDS (grade 1B).

EHEaL




Sedation,
Analgesia, and
Neuromuscular
Blockade in
Sepsis

MUEE (351588
;. 8, mothis

Sedation Titration

We recommend that either continuous or intermittent
sedation be minimized in mechanically ventilated sepsis
patients, targeting specific titration endpoints (grade 1B).

EHEGL

NMBA

We recommend that NMBAs be avoided if possible in the
septic patient without ARDS due to the risk of prolonged
neuromuscular blockade following discontinuation. If
NMBAs must be maintained, either intermittent bolus as
required or continuous infusion with train—of-four
monitoring of the depth of blockade should be used (grade
10).

EHEaL

NMBA for ARDS

We suggest a short course of an NMBA (£ 48 hours) for
patients with early, sepsis—induced ARDS and Pao2/Fio2 <
150 mm Hg (grace 2C).

EHEGL

Critical lliness Myopathy/
Critical Iliness Polyneuropathy

An association between NMBA use and myopathies and
neuropathies has been suggested by case studies and
prospective observational studies in the critical care
population, but the mechanisms by which NMBAs produce
or contribute to myopathies and neuropathies in these
patients are unknown.

EHEGL

%t;o:sliﬁgiic;lb L We recommend a protocolized approach to blood glucose + 180 mg/dIA LD E M#EE 2 ¥ 5 FE BRUMAE £ & (25t
management in ICU patients with severe sepsis, L, MEEEZETIEE-OICBBIRMNAVR) VGRS
commencing insulin dosing when two consecutive blood _|ETS0A*),
glucose levels are > 180mg/dL. This approach should target| |- MAEENIFA—ILEITIMRICIE, BAZMmEEfEIX144~
an upper blood glucose level < 180 mg/dL rather than an 180 mg/dIEL (2A * ), M¥EEZE80~110 meg/dIIZH#iFFT S
upper target blood glucose < 110 mg/dL (grade 1A). AL AV R ERITITHRONAX),

BRATOZER  EIRE A AU RRES TN BT A TORE M
We recommend blood glucose values be monitored every 1 BEEAVRAYIBREENEETHETI~2BMEIC, £
to 2 hrs until glucose values and insulin infusion rates are EL=-D6IZ4EREC, MEEZE=4—3F5(1C*),
stable, then every 4 hrs thereafter (grade 1C).  EMEMAFEAL-E S MEENE RSB ERENKSE
We recommend that glucose levels obtained with point—of— | = |, IEFEMEIZRITAHF=HHELAZLNVIB* ),
care testing of capillary blood be interpreted with caution, + BRI SE B A TIE BRI - 53R M % AL V- 5 mAEE E
as such measurements may not accurately estimate ik, HAIWELMAEH RS ERIC K HTLE MR EEHE AT
arterial blood or plasma glucose values (UG). %, T, EEDRIKEZTOMHEREEITL, TDIE

EEHERTH(B*),

Renal BASRESRA .

Replacement - MAPRBER, VLT FUGEOBHREEERLL:

Therapy sHaL RRTO)E@%‘E%%HI:%EEZ%%(;‘:HL‘(ZC*)e

EREBMEE " - HBREEITOTHREMN LNV EER M, B

FEMES 3wy TIE, BRAARBEEELTELLC*),

CRRT/IRRT
We suggest that continuous renal replacement therapies
and intermittent hemodialysis are equivalent in patients « CRRTIZIRRTICLEE L TFRERETHEDIETURIL
with severe sepsis and acute renal failure because they BONTULVELN(2A %),
achieve similar short-term survival rates (grade 2B). = |- LOLEAS, BIRBEAFRELZEFITTRENTY
We suggest the use of continuous therapies to facilitate AEEO A 5HIRRTTIEASCRRTEz[Esustained low-
management of fluid balance in hemodynamically unstable efficiency daily dialysis (SLED) #2945 (1C* ),
septic patients (grade 2D).

E@ESE

The effect of dose of continuous renal replacement on
outcomes in patients with acute renal failure has shown
mixed results. None of these trials was conducted
specifically in patients with sepsis. Although the weight of
evidence suggests that higher doses of renal replacement
may be associated with improved outcomes, these results
may not be generalizable.

FiRLBLEEMRRELRBRREOHRI) ICETS
IETURLARNILDEVRCTIXEHEET 50, EdiFe
EERHETICIEES>TLVEL(AX),

Non-renal Indication

no evidence supports the use of continuous therapies in
sepsis independent of renal replacement needs.

#

s ANV REDAT AT —EBREZEITSITIE, REFE
ERIHEDRR, KAEROER, 5V FMKRFELE
EREOTLREDTENBETHSD(2C),

- LRRAKRICEYRRBEOREECR S LN TED AR
ENHSH(20),
FLALEALERFRERETHEVITET U RFAN
(20),

PMX-DHP

REE#EIL

- EMBRAFEMEES HBUMAEE IV IITHLTIE, B]
BEREVR, FREBERSESUMREINRINTINVS(20),

- FREBETIHNESHDREREH TICITBRLLS T+ 5
THH(2C),

Bicarbonate
Therapy

BREBRE

We recommend against the use of sodium bicarbonate
therapy for the purpose of improving hemodynamics or
reducing vasopressor requirements in patients with
hypoperfusion—induced lactic acidemia with pH 2 7.15
(grade 2B).

The effect of bicarbonate administration on hemodynamics
and vasopressor requirements at lower pH, as well as the
effect on clinical outcomes at any pH, is unknown.

EHEaL




2;::'_"\{,:';5 Indication/Drug We recommend that patients with severe sepsis receive
Prophylaxis daily pharmacoprophylaxis against venous
DV'??"/M thromboembolism (VTE) (grade 1B). We recommend that
this be accomplished with daily subcutaneous low—
molecular weight heparin (LMWH) (grade 1B versus sEL
unfractionated heparinflUFH] twice daily and grade 2C " &
versus UFH given thrice daily). If creatinine clearance is <
30 mL/min, we recommend use of dalteparin (grade 1A) or
another form of LMWH that has a low degree of renal
metabolism (grade 2C) or UFH (grade 1A).
IPC
We suggest that patients with severe sepsis be treated
with a combination of pharmacologic therapy and sl
intermittent pneumatic compression devices whenever " &
possible (grade 2C).
NV RBEPTODVT PR We recommend that septic patients who have a
contraindication to heparin use (eg, thrombocytopenia,
severe coagulopathy, active bleeding, recent intracerebral
hemorrhage) not receive pharmacoprophylaxis (grade 1B).
Rather we suggest they receive mechanical prophylactic L
treatment, such as graduated compression stockings or " &
intermittent compression devices
(grade 2C), unless contraindicated. When the risk
decreases, we suggest starting pharmacoprophylaxis (grade
20).
Stress Ul -3
Pr;:isyla):i::r We recommend that stress ulcer prophylaxis using H2
N blocker or proton pump inhibitor be given to patients with = -
AMVAR soEZ
FLRRBFE severe sepsis/septic shock who have bleeding risk factors L
(grade 1B).
PPI/H2RA
When stress ulcer prophylaxis is used, we suggest the use
of proton pump inhibitors rather than H2 receptor oEAL
antagonists (H2RA) (grade 2C).
We suggest that patients without risk factors should not sEL
receive prophylaxis (grade 2B). ACRS
Risk Factors for GI Bleeding eg, coagulopathy, mechanical ventilation for at least 48 hrs,
possibly hypotension
iti BE-BMAE
N*u;rﬂ;);n* We suggest administering oral or enteral (if necessary) '*%f“bf"BEUAE?ﬁME-’fFﬁQW(’F%“T’*‘%'@&%UB
feedings, as tolerated, rather than either complete fasting %) HE/: TR —kRZa
or provision of only intravenous glucose within the first 48 . fem TN \Z = o .
hrs after a diagnosis of severe sepsis/septic shock (grade tﬁﬁf’?’i’\?\%@ygb 5:5&2%%5;?%@*":\\
20). FanE0A, MTEBEORRELEE CIEIEEICHIA
$5H5C*),
BREEHDY— <Ay = -
F RN EMENNY—EFIRETHILITHERELGL
(1B*),
We suggest avoiding mandatory full caloric feeding in the - BEELOY—IE, ESARERER (25 keal/kg/day), B
first week, but rather suggest low-dose feeding (eg, up to | = |BAR—F AKX H LWL IEMIERESICKSEHAZFERAL
500 kcal per day), advancing only as tolerated (grade 2B). TiT5(2D *), ) )
- FEi# 8 E (BMI>30) TIE, FHERERICLEEA, HD
WEERAEZFIALHAEETIRNETHS (2D * ),
LTS T U NN
FE b LARTIC SAELNRL e e
We suggest using intravenous glucose and enteral nutrition %EE%FE;??D%“E??EE,)D(B_&?%’J\E%ﬂﬂgﬁff
rather than total parenteral nutrition (TPN) alone or “ET'J’”_:’%‘?B?,'?’%)T’&)@*Xz*ﬁﬂ"]f‘?ﬁéﬂ’igéﬂmﬁé%%?_1’)7“
parenteral nutrition in conjunction with enteral feeding in = LB *])“ = ) £ i THIE
;:ijus(tg;j:ysz?&er a diagnosis of severe sepsis/septic 8H E k‘)l‘%li%ﬂ)l’(?ﬁ%%{#ﬁﬁbf, BEAOY—EERTE
: B&OREERET S,
GERE

We suggest using nutrition with no specific
immunomodulating supplementation in patients with severe
sepsis (grade 2C).

Although no clear benefit could be demonstrated in clinical

- AT DRBIORTREERET B HBT 41

Tnssy trials with supplemental glutamine, there is no sign of harm. = EEN(2B*),
arginine supplementation could lead to unwanted
FLE= vasodilation and hypotension. Human trials of |-arginine C EERMEICIETILE SV ESARERERIDER S (L

supplementation have generally been small and reported
variable effects on mortality.

FZL0V(2B),

EPA/DHA/ Y1) /L
vk

no large, reproducible findings suggest a clear benefit in the
use of immunomodulating nutritional supplements in sepsis,
though larger trials are ongoing.

+ Eicosapentaenoic acid (EPA), docosahexaenoic acid
(DHA), Y J/L B, BREMEZRIELI-RERIOER
ZEELTH&KLN2B),




Setting Goals of

Goals of Care

We recommend that goals of care and prognosis be

(,;.a;w BT discussed with patients and families (grade 1B). aC#EL
End-of-Life Care PLANNING
We recommend that the goals of care be incorporated into
treatment and end-of-life care planning, utilizing palliative EL
care principles where appropriate (grade 1B).
Timing
We suggest that goals of care be addressed as early as
feasible, but no later than within 72 hrs of ICU admission SHEAL
(grade 2C).
Realistic Treatment Goals
Although the outcome of intensive care treatment in
critically ill patients may be difficult to prognosticate s#AL
accurately, establishing realistic treatment goals is "
important in promoting patient—centered care in the ICU.
Family Care Conferences The use of proactive family care conferences to identify
advanced directives and treatment goals within 72 hrs of
ICU admission promotes communication and understanding
between the patient’ s family and the care team; improves L
family satisfaction; decreases stress, anxiety, and "
depression in surviving relatives; facilitates end—of-life
decision making; and shortens length of stay for patients
who die in the ICU.
P EHARSAVFHNORMEE SRICB D THY,
NEOBIECBIL TIZ/NEREFAREME /NS
LS EZMEICOVYILT—avl, ZOLETEAARSAY
DEWEREEFERTINENETRELTEEWEER
T3,
D T D
A R LT e BRI [JUTASTY sl  SUFAEFY B 3y YITH T B ORA
8 FF+53THB(2D),
YRLASIHa — - ORLZAYRFRUY L AL/ARDSIZH L TEBLTHE

LM (20 %),




