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PROC SE ZAJIMAT O SEPSI V URGENTNI MEDICINE?

V intenzivni mediciné jiz dlouho v centru pozornosti...
Surviving sepsis campaign, aktualizace doporuceni, Sepsis-3

Systém 0 bodu 1 bod 2 body 3 body 4 body
Respiracni
Pa0y/FiOy, =400 <400 <300 <200 <100
mmHg (kPa) (53.3) (53.3) (40) 26.7) s podporou (13.3) s podporou
dychani dychani
Koagulace
Trombocyty =150 <150 <100 <50 <20
x 10%/uL
Jitra
Bilirubin <12 1.2-19 |20-59 6.0-119 =120
mg/dL (umol/l) (20) (20-32) | (33-101) 102 —204) (204)
Kardiovaskularni | MAP > | MAP<70 | Dopamin<5 nebo | Dopamin 5.1-15 Dopamin>15 nebo
70 mmHg jakdkoliv davka | nebo adrenalin=0.1 | adrenalin >0.1 nebo
mmHg dobutaminu ! nebo noradrenalin= noradrenalin >0,1 !
0.1!
Centralni nervovy
systém
Glasgow Coma 15 13-14 10-12 6-9 <6
Score
Renalni funkce
Kreatinin <1.2 1.2-19 |2.0-34 3.5-49 >5.0 (440)
mg/dL (umol/L) (110) (110 - (171 = 299) (300 — 440)
170)
Diuréza (mL/d) <500 <200

Zkratky: FiO; - frakce vdechovaného kysliku, MAP — (mean arterial pressure) = stiedni arterialni tlak, PaO; -

parcialni tlak kysliku

! Davky katecholamint jsou uvedeny jako ng/kg/min po dobu nejméné jedné hodiny




JAK PROSTE, WATSONE!
JAK PROSTE????

Figure. Operationalization of Clinical Criteria Identifying Patients With Sepsis and Septic Shock

' Patient with suspected infection '

k., )

l

/ GSOFAZ2? \ jg / sepsisstill '\ No
\ (see(A) \, suspected? /

Monitor clinical condition;
reevaluate for possible sepsis
if clinically indicated

1‘1‘95 Yes
Assess for evidence
of organ dysfunction
L @ qS0FA Variables
" SOFA227 \ Mo Monitor clinical condition; Respiratory rate
{seef'ﬁj) — reevaluate for possible sepsis Mental status
s / if clinically indicated Systolic blood pressure
Yas
Il : SOFA Variables
p \ Pa0,/Fi0, ratio
' Despite adequate fluid resuscitation, Glasgow Coma Scale score
h:sanggﬁirﬁ r;greqmred o et \ No | Mean arterial pressure
Y AND B Administration of vasopressors
% 2. serum lactate level =2 mmol/L? / with type and dose rate of infusion
\ f Serum creatinine or urine output
j‘fes Bilirubin
Septic shock Platelet count

The baseline Sequential [Sepsis-related] Organ Failure Assessment (SOFA) score should be assumed to be zero unless the patient is known to have preexisting
(acute or chronic) organ dysfunction before the onset of infection. gSOFA indicates quick SOFA; MAP, mean arterial pressure.




VYVOJ DEFINIC SEPSE

Prvni definice

sepse (1991)

Druha definice
sepse (2001)

(Zdroj: Matéjovic M.: Sepse a jeji nova definice, Postgradualni nefrologie, XV, 2017 (1): 4-7.

Treti definice
sepse (2016)

I Poturzena/predpoklédana infekce

1 Kritéria SIRS (dvé nebo vice):

I Telesna teplota = 38 °C
nebo < 36 °C

I Srdecni frekvence = 30/min

I Dechova frekvence > 20/min nebo
PaC0,<32 mm Hg (4,3 kPa)

I Leukocutoza = 12 000/ul nebo
leukopenie < 4 000/l

Poturzenda/predpokladana infekce

Jedno &i vice z nasledujicich kritérif:
I Celkove pfiznaky
— Horetka = 38,3 °C
— Huypotermie = 36 °C
— Srdecni frekvence = 90/min
— Tachupnoe
— Alterace vedomi
— \fiditelng otoky, pozitivni bilance
—  Huperglukemie bez DM
1 Znamky zanétu
— Leukocytoza = 12 000/pl
— Leukopenie < & 000/l
— =10 % nezraljch forem
— Vzestup CRP
— \zestup prokalcitoninu
I Hemodynamika
— Arterizlni hupotenze
— Sw0:=70%
~  Srdecni index = 3,5 I/min/m?
I Organove dusfunkce
— Arteridlni hypoxemie
—  Mowve vznikla oligurie
— \izestup koncentrace kreatininu
0 44,2 pmol/|
— Kpagulopatie
~ Trombocutopenie
— lleus
~ Huyperbilirubinemie
I Porucha tkanove perfuze
— Huperlaktatemnie = 1 mmol/I
— Snizeny kapilarni refill nebo
mramoraz

ner 1 Srovnani ptivodnich definic a nove definice sepse

krui; Pa0; —

“iens Ziini krue; STK —

Poturzena/pfedpokléddana infekce

Skore SOFA (2 body a vice):

| Respirace/oxugenace (Pa0,/Fid,)

| Clasgow Coma Scale

| Hupotenze (MAP < &5 mm Hg) ¢i
potfeba vazopresom

I Jatemi funkce (bilirubin)

| Koagulopatie (trombocytopenis)

I Renalni funkce (koncentrace
séroveho kreatininu, oligo-/anurie)

Screening dle gSOFA

I Alterace stavu vedomi

I STK=100mm Hg

I Dechova frekvence = 22/min

fak owidy uhiigiteho




ROZDILY OPROTI INTENZIVNI MEDICINE

Neselektovana populace v PNP a na UP, mitigované priznaky nebo zcela matouci
priznaky, prodlevy v diagnostice i v |Iécbé pfri prijimani na standardni oddéleni....




SKOROVACI SYSTEMY PRO DETEKCI SEPSE

gSOFA pro primarni péci vcetné prednemocnicni a pro urgentni prijmy?

qQSOFA
, ° ijol:e'v\ston Altered s
SIRS = 2 a vice faktoru: i i RR 23/ i

o teplota nad 38° C nebo pod 36° C
o Tepova frekvence nad 90/min.

o Dechova frekvence nad 20
dechli/min nebo PaO:2 pod 32
mmHg (4,3 kPa)

o Leukocyty nad 12 000 nebo pod

4000 nebo vice nez 10 % nezralych
forem * dechova frekvence > 22

* systolicky tlak < 100

Score of 22 Criteria Sugqests a Greater Risk of a Poor Outcome

SOFA / qSOFA = 2 a vice bod

e alterace stavu védomi - GCS < 15




NEKTERE DALSI SKOROVACI SYSTEMY
CIS (Clinical Impression Score), PIRO, NEWS/MEWS, SPEED

Sepsis patients in the emergency department: stratification
using the Clinical Impression Score, Predisposition, Infection,
Response and Organ dysfunction score or quick Sequential
Organ Failure Assessment score?

Vincent M. Quinten®, Matijs van Meurs®®, Anna E. Wolffensperger?,

Jan C. ter Maaten® and Jack J.M. Ligtenberg®

Superior performance of National Early Warning Score
compared with quick Sepsis-related Organ Failure
Assessment Score in predicting adverse outcomes:

a retrospective observational study of patients in the

prehospital setting

Daniel J. Silcock?®, Alasdair R. Corfield®®, Kevin D. Rooney™® and Harry Staines®

Background Early intervention and response to deranged
physiological parameters in the critically ill patient improve
outcomes. A National Early Warning Score (NEWS) based
on physiological observations has been developed for use
throughout the National Health Service in the UK. The quick
Sepsis-related Organ Failure Assessment Score (GSOFA)
was developed as a simple bedside criterion to identify
adult patients outwith the ICU with suspected infection who
are likely to have a prolonged ICU stay or die in hospital. We
aim to compare the ability of NEWS and qSOFA to predict
adverse outcomes in a prehospital population.

Patients and methods All clinical observations taken by
emergency ambulance crews transporting patients to a
single hospital were collated along with information relating
to mortalitv over a 2-month period. The perfarmance of the

curve for the primary outcome for gSOFA was 0.679 (95%
Cl: 0.624-0.733), for NEWS category was 0.707 (95% CI:
0.654-0.761) and for NEWS total score was 0.740 (95% CI:
0.685-0.795). Comparison of the receiver operating
characteristic curves between NEWS total score and gSOFA
using Delong’s test showed NEWS total score to be
superior to qSOFA at predicting combined ICU admission
within 48 h of presentation or 30-day mortality (P=0.011).

Conclusion Our study shows qSOFA can identify patients
at risk of adverse outcomes in the prehospital setting.
However, NEWS is superior to gSOFA in a prehospital
environment at identifying patients at risk of adverse
outcomes. European Journal of Emergency Medicine
00:000-000 Copyright © 2018 Wolters Kluwer Health, Inc.
All riahts reserved.

Objective The aim of this study was to compare the
stratification of sepsis patients in the emergency
department (ED) for ICU admission and mortality using the
Predisposition, Infection, Response and Organ dysfunction
(PIRO) and quick Sequential Organ Failure Assessment
(qSOFA) scores with clinical judgement assessed by the
ED staff.

Patients and methods This was a prospective
observational study in the ED of a tertiary care teaching
hospital. Adult nontrauma patients with suspected infection
and at least two Systemic Inflammatory Response
Syndrome criteria were included. The primary outcome was
direct ED to ICU admission. The secondary outcomes were

predicted in-hospital (AUC = 0.764), 28-day (AUC =0.784)
and 6-month mortality (AUC = 0.695). The gSOFA score also
predicted in-hospital (AUC = 0.823), 28-day (AUC = 0.848)
and 6-month mortality (AUC = 0.620).

Conclusion Clinical judgement is a fast and reliable
method to stratify between ICU and general ward admission
in ED patients with sepsis. The PIRO and qSOFA scores do
not add value to this stratification, but perform better on the
prediction of mortality. In sepsis patients, therefore, the
principle of ‘treat first what Kills first’ can be supplemented
with ‘judge first and calculate later. European Journal of
Emergency Medicine 25:328-334 Copyright © 2018 The
Author(s). Published by Wolters Kluwer Health, Inc.

The SPEED (sepsis patient evaluation in the emergency
department) score: a risk stratification and outcome

prediction tool

Jan Philipp Bewersdorf?, Oliver Hautmann® Daniel Kofink®, Alizan Abdul Khalil?,
Imran Zainal Abidin® and Alexander Loch®

Objectives The aim of the study was to identify covariates
associated with 28-day mortality in septic patients admitted
to the emergency department and derive and validate a
score that stratifies mortality risk utilizing parameters that
are readily available.

Methods Patients with an admission diagnosis of
suspected or confirmed infection and fulfilling at least two
criteria for severe inflammatory response syndrome were
included in this study. Patients’ characteristics, vital signs,
and laboratory values were used to identify prognostic
factors for mortality. A scoring system was derived and
validated. The primary outcome was the 28-day

mortality rate.

derivation and 0.81 (0.73-0.90) in the validation set. The
SPEED (sepsis patient evaluation in the emergency
department) score performed better (P=0.02) than the
Mortality in Emergency Department Sepsis score when
applied to the complete study population with an area under
the curve of 0.81 (0.76-0.85) as compared with 0.74
(0.70-0.79).

Conclusion The SPEED score predicts 28-day mortality in
septic patients. It is simple and its predictive value is
comparable to that of other scoring systems. European
Journal of Emergency Medicine 24:170-175 Copyright €
2017 The Author(s). Published by Wolters Kluwer Health,
Inc.



TO BE CONTINUED....

SURVIVING SEPSIS CAMPAIGN GUIDELINES 2021

Recommendation

2. We recommend against using gSOFA compared with SIRS, NEWS, or
MEWS as a single screening tool for sepsis or septic shock.
Strong recommendation, moderate-quality evidence.

ONLINE SPECIAL ARTICLE 1064

www.ccmjournal.org November 2021 = Volume 48 « Number 11

Surviving Sepsis Campaign: International
Guidelines for Management of Sepsis and

Septic ShOCk 2021 Online Special Article

Laura Evans’ TABLE 1 .
Andrew Rhodes® Table of Current Recommendations and Changes From Previous 2016 Recommendations

KEY WORDS: adults; evidence-based medicine; guidelines; sepsis; septic

shock

Waleed Alhazzani® )

Massimo Antonellit Recommendation Strength Changes From 2016

) ) Recommendations 2021 and Quality of Evidence Recommendations

Craig M. Coopersmith®
INTRODUCTION Craig French® 1. For hospitals and health systems, we rec- Strong, moderate-quality evidence Changed from Best practice
Sepsis is life-threatening organ dysfunction caused by a dysregulated host re- Flavia R. Machado ommend using a pe rfon'na.n ce improvement Loz statement

Lauralyn Mcintyre® program for sepsis, including sepsis screening “We recommend that hospi-

sponse to infection (1). Sepsis and septic shock are major healthcare problems,
impacting millions of people around the world each year and killing between ~ Marlies Ostermann®
one in three and one in six of those it affects (2-4). Early identification and  Hallie C. Prescott®
appropriate management in the initial hours after the development of sepsis ~ Christa Schorr"
improve outcomes. Steven Simpson'?

Strong, very low-quality evidence
(for standard operating proce-
dures)

for acutely ill, high-risk patients and standard op-

! tals and hospital systems have a
erating procedures for treatment.

performance improvement pro-
gram for sepsis including sepsis
screening for acutely ill, high-risk
patients”

2. We recommend against using gSOFA compared Strong, moderate-quality evidence NEW
with SIRS, NEWS, or MEWS as a single-
screening tool for sepsis or septic shock.

3. For adults suspected of having sepsis, we sug-  Weak, low guality of evidence
gest measuring blood lactate.

INITIAL RESUSCITATION

4. Sepsis and septic shock are medical emergen-  Best practice statement
cies, and we recommend that treatment and
rasnacitation henin immediataly



...URGENTNIM LEKARUM VSAK STALE DIAGNOSTIKU
NEUSNADNUIJI...

Surviving Sepsis Campaign 2021 guideline: fails to appreciate
the challenge of evaluating an undifferentiated patient

Justin Ang and Adrian Boyle

European Journal of Emergency Medicine 2022, 29:00-100

Emargancy Department, Addenbrooke’s Hospital, Cambridge University
Hospitals NHS Foundation Trust, Cambridge, UK

The Surviving Sepsis Campaign has recently published
an update to their 2016 guideline [1]. These guidelines
are influential and important; they are adopted as qual-
ity metrics and incorporated into practice standards
produced by national bodies. Failure to achieve stand-
ards can lead to regulatory penalties for institutions and
individual clinician litigation. The guideline is peppered
with strong recommendartions based on weak, very weak,
evidence and ‘Best Practice Statements’.

Regrerrably, the guideline writing group has produced
recommendations from the premise that the diagnosis of
sepsis and septic shock is usually straightforward. Most
emergency physicians appreciate that the diagnosis of

Cormrespondenca to Justin Ang, MBBS, B5c, Emergency Department,
Addenbrooke's Hospital, Cambridge University Hospitals NHS Foundation Trust,
Cambridge, CB2 000, UK

Tel: +44 1223 245151, e-mail: justinang@nhs.net

Received 23 Movember 2021 Accepted 15 December 2021

time and careful clinical evaluation. The European Society
For Emergency Medicine has expressed these concerns
before, [5] and these stll stand. Other professional socie-
ties have made alternative recommendarions. Notably, the
American College of Emergency Physicians states ‘thart
there is insufficient evidence to recommend very short
time scales for antibiotic administration for patients with-
out shock™ and this is endorsed by the Infectious Diseases
Sociery of America [6].

The guideline fails to make useful recommendartions
for clinicians working outside intensive care units. The
majority of patients who attend EDs with suspected sep-
sis are not admitted to [CU. The recognition of sepsis is




Srovnani diagnostickych kritérii SIRS a qSOFA pro ¢asnou

diagnostiku sepse — 4S - Prospektivni observacni studie

Cil: 200 pacientu, 1. 2. 2018 — 29. 2. 2020, celkem 203 pacientt
1. 3. 2020 - prvni tri potvrzené pripady infekce SARS-CoV-2

e HLAVNI CIL:

e porovnani diagnostickych kritérii (SIRS versus qSOFA)
sepse v urgentni mediciné: porovnat vyse uvedené
hodnoty vitalnich funkci u zarazenych pacientu (SIRS
versus SOFA) podle vyslednych skupin: bez dg infekce,

infekce, sepse;

* VEDLEJSI CILE:
 zjistit dosazenou diagnostickou presnost
v prednemocnicni fazi na zakladé vysledné diagndzy
v nemocnici (infekéni versus neinfekcni diagnoéza)

* porovnat hospitalizacni letalitu (,, case-fatality ratio”)
v jednotlivych skupinach




ZARAZOVACI KRITERIA

Pacienti ve studii4 S:

204 celkem, 104 sepse, 90 infekce, 9 neinfekéni diagnéza
96 % infekcni dg (infekce + sepse + septicky sok) 51 % sepse + septicky sok

* febrilni stav nebo hypotermie

* a soucasné predpokladana diagnodza
infekcniho onemocneéni
* respiracni: dusnost, kasel

* mocové infekce — priznaky infekce mocovych
cest, zavedeny permanentni mocovy katetr

GIT — prujmy, zvraceni
dekubity se sekreci
jakykoliv suspektni zdroj infekce




DIAGNOSTICKA PRESNOST V PNP
KLASIFIKACE OPERACNIHO STREDISKA

Tab. c. 3: Klasifikace Z0S

Klasifikace ZOS ZZS Pocet o,
Dusnost 75 37 %
Zhorseni stavu 46 23 %
Poruchy vedomi/kolaps/bezvedomi 25 12 %
Bolest (na hrudi/zad/bricha) 21 10 %
Neurologicke obtize nespecifikovane 10 5 %
Teplota 9 4 %
Uraz/pad 6 3 %
Psychoza 4 2 %
Dehydratace — hypertenze — alergie
— hypoglykemie — intoxikace — PO

Jypogiyrer . jednom > 4%
krece — lezici osoba — otevirani bytu ..

pripadu

— NEVIME



1. ROZLOZENI V CASE ,
2. MORTALITA JEDNOTLIVYCH SKUPINACH

ROZLOZENI Vv CASE CASE-FATALITY RATIO %

38,5

20

15

10
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SIRS NEBO gqSOFA V DIAGNOSTICE?

Tab. c. 2: Senzitivita a specificita kriterii SIRS a gSOFA v ZZS

a na UP
SENZITIVITA SPECIFICITA
SIRS - 275 (95% [:;1 ’§1nfg-?9,ﬁ} (95% gﬁgﬁg-dﬂﬂ}
SIRS - UP (95% 5?’?9?%-93,2] (95% gli:lgﬁ?;u-dtiﬁ}
WBOFA=LL5 g5y, gﬁédu%-qgj} (95% ot ’?5?;-91,3}
aSOFA — UP s 75 1

(95% CI: 33,6-53,4)

(95% Cl: 75,1-90,5)



JSME VE SHODE....

'e recommen d against using gSOFA compared with SIRS, NEWS, or
gle screening tool for sepsis or septic shock.
Strong recommendation, moderate-quality evidence.

el1064 www.ccmjournal.org November 2021 + Volume 49 + Number 11

Online Special Article

TABLE 1.

Table of Current Recommendations and Changes From Previous 2016 Recommendations

Recommendation Strength Changes From 2016
Recommendations 2021 and Quality of Evidence Recommendations
1. For hospitals and health systems, we rec- Strong, moderate-quality evidence Changed from Best practice
ommend using a performance improvement (for screening) statement
program for sepsis, including sepsis screening “We recommend that hospi-

Strong, very low-quality evidence
(for standard operating proce-
dures)

for acutely ill, high-risk patients and standard op-

: tals and hospital systems have a
erating procedures for treatment.

performance improvement pro-
gram for sepsis including sepsis
screening for acutely ill, high-risk
patients”

2. We recommend against using gSOFA compared Strong, moderate-quality evidence NEW
with SIRS, NEWS, or MEWS as a single-
screening tool for sepsis or septic shock.

3. For adults suspected of having sepsis, we sug-  Weak, low quality of evidence
gest measuring blood lactate.



KLINICKY VYZNAM gSOFA

Annals of Emergency Medicine

Az 1722772007707 7:20 JO727 727718

Next Article >

January 2018 Volume 71, Issue 1, Pages 1-9.e2

Assessed for eligibility
(n=1.728)

Low Accuracy of Positive gSOFA Criteria for Predicting 28-
Day Mortality in Critically Il Septic Patients During the
Early Period After Emergency Department Presentation

ncy (n=160)
usal of invasive

Sung Yeon Hwang, MD, Ik Joon Jo, MD, Se Uk Lee, MD, Tae Rim Lee, MD, Hee Yoon, MD, Won Chul Cha,
MD, Min Seob Sim, MD, Tae Gun Shin, MDE#"

Total study population |
n=1.395)

.D_ﬁ' PlumX Metrics l

[ 1

~ &3 g Mobile ||

DOI: https://doi.org/10.1016/j.annemergmed.2017.05.022 | '.) Check for updates

Positive gSOFA within 3 hours Negative gSOFA within 3 hours
(n=717) (N=678)

# Article Info Figure 1. Patients included in the analysis. DNR, Do not

resuscitate.

gSOFA found to have a low sensitivity and poor ability to work as a screening
test for ED admitted patients who appeared very sick which questions its
implementation against the model of early recognition and timely
management.

Prognostic value of prehospital quick sequential organ failure
assessment score among patients with suspected infection
Prabakar Vaittinada Ayara’b, Mathieu Delayb1 Aurélie Avondo®,

Francois-Xavier Duchateau®, Pierre Nadirasf, Fredéric Lapostolle®,

Tahar Chouihed" and Yonathan Freund®®

Objective After the third international consensus on sepsis
released its new definitions, the prognostic value of quick
sequential organ failure assessment (@SOFA) score has
been confirmed in the emergency department. However, its
validity in the prehospital setting remains unknown. The

gSOFA less than 2 (absolute difference 23%; 95%
confidence interval: 13-33%, P < 0.001). The overall
discrimination for gSOFA was poor, with an area under the
receiver operating characteristic curve of 0.69 (95%
confidence interval: 0.62-0.74).

objective of the study was to assess its accuracy for
prehospital patients cared by emergency physician-staffed
ambulances (services mobiles d'urgence et de réanimation
SMUR).

Conclusion In this large multicenter study, prehospital
qSOFA presents a strong association with mortality in
infected patient, though with poor prognostic performances
in our severely ill sample. European Journal of Emergency
Patients and methods This was a prospective Medicine 00:000-000 Copyright © 2018 Wolters Kluwer
observational multicenter cohort study (N=6). All Health, Inc. All rights reserved.

consecutive patients with prehospital clinical suspicion of -

Bladinien AAIO ARAAA AAA

[Py 3

Early variation of quick sequential organ failure assessment
score to predict in-hospital mortality in emergency
department patients with suspected infection

Najla Lemachatti*”, Mar Ortega™, Andrea Penaloza®, Pierrick Le Borgne”,
Pierre-Géraud Claret', Céline Occelld, Jennifer Truchot®, Florence Dumas®,
Anne-Laure Feral-Pierssens®, Héry Andrianjafy*, Sebastien Beaune',

Youri Yordanov®9, Pierre Hausfater*®, Bruno Riou®?, Ben Bloom",

Evguenia Krastinova' and Yonathan Freund®®; for the French

Society of Emergency Medicine Collaborators Group and the

INFURGSEMES Group

Background The quick sequential organ failure
assessment (qQSOFA) score showed good prognostic
performance in patients with suspicion of infection in the
emergency department (ED). However, previous studies
only assessed the performance of individual values of
qSOFA during the ED stay. As this score may vary over short
timeframes, the optimal time of measurement, and the
prognostic value of its variation are unclear. The objective of
the present study was to prospectively assess the
prognostic value of the change in gSOFA over the first 3h
(AqSOFA =qSOFA at 3 h—qSOFA at inclusion).

between patients who died and those who survived
(0.15, 95% confidence interval: 0.09-0.22, P< 0.001).

Conclusion In patients with suspected infection
presenting to the ED with a qSOFA of 2 or higher, the early
change in qSOFA is a strong independent predictor of
mortality. European Journal of Emergency Medicine
00:000-000 Copyright © 2018 Wolters Kluwer Health, Inc.
All rights reserved.

European Journal of Emergency Medicine 2018, 00:000-000

Keywords: emergency department,



KLINICKY VYZNAM gSOFA

umi identifikovat kritického, ale nikoliv nutnée septického pacienta
studie se shoduji na predikci mortality, na nizké senzitivite a vysoké specificité

ktery chcete zménit, a

nahradit ho nécim jinym.
(Williams et al., 2017) pub..c..c v v vnesmerge e evee T found
that it was not the right time to abandon SIRS criteria.

EEEMM }% i (@G siveo
Is (q)SOFA Criteria accurate for

Predicting Mortality in sepsis?
NO

Dr. Nidal Shawish. MD, MB.ChB., JBEM

They enrolled 8,871 patients, with SIRS present in 4,176
(47.1%). SIRS was associated with increased risk of organ
dysfunction (relative risk [RR] 3.5) and mortality in patients
without organ dysfunction (OR 3.2). SIRS and gSOFA showed
similar discrimination for organ dysfunction (area under the
receiver operating characteristic curve,

0.72 vs 0.73).

gSOFA was specific but poorly sensitive for organ dysfunction
(96.1% and 29.7%, respectively). Mortality for patients with
organ dysfunction was similar for Sepsis-2 and Sepsis-3 (12.5%
and 11.4%, respectively), although 29% of patients with Sepsis-3
organ dysfunction did not meet Sepsis-2 criteria. Increasing
numbers of Sepsis-2 organ system dysfunctions were associated
with greater mortality.

Specialist in Accident and Emergency Medicine
Sheikh Khalifa Medical City, Emergency Medicine Institute

Abu Dhabi, United Arab Emirates CONCLUSIONS:

SIRS was associated with organ dysfunction and mortality, and
abandoning the concept appears premature.

A gSOFA score >2 showed high specificity, but poor sensitivity
may limit utility as a bedside screening method. Although
mortality for organ dysfunction was comparable between
Sepsis-2 and Sepsis-3, more prognostic and clinical information
is conveyed using Sepsis-2 regarding number and type of organ
dysfunctions.

The SOFA score may require recalibration with patient’s data.




CO DALSIHO NAM DATA UKAZALA?

Tab. ¢. 3 — deskriptivni statistika — shrnuti kontinualnich proménych a jejich standardnich odchylek

pocet selhavajicich

pocet (%) vek hodnota CRP pocet leukocytil organani
Cely soubor 203 (100%) 4.1 (14.7) 1221 (111.8) 12.5 (6.0) 1.4 (1.2)
Muzi 106 (52.2%) 72.4 (14.5) 128.3 (126.2) 12.4 (5.7) 1.5(1.3)
Zeny 97 (47.8%) 76.0 (14.7) 115.4 (93.9) 12.7 (6.3) 1.3(1.1)
Bez sepse 99 (48.8%) 73.4(14.0) 2.6 (64.4) 11.4 (4.8) 0.7 (0.8)
Se sepsi 104 (51.2%) 74.8 (15.4) 1787 (118.1 13.6 (6.7) 241 (1.4 :
Propustén/a 159 (78.3%) 72.5 (14.2) 109.1 (100.8) 12.1 (5.9) 1.2 (1.1)
Zemrel/a 44 (21.7%) 79.9 (15.2 169.0 (136.0) 141 (7.4) 2.2 (1.1)
Sepse a propustén/a 64 (61.5%) 72.5(14.2 177.4 (106.9) 13.2 (6.3) 2.0(1.2)
Sepse a zemrel/a 40 (38.5%) 79.9 (15.2) 180.8 (135.4) 14.4 (7.4) 2.3(1.1)

Legenda: statisticky vyznamne rozdily zvyraznéeny.



JEDNOTLIVE POLOZKY qSOFA V PNP

Tab. ¢. 4 - Vitalni funkce v prednemocnicni fazi — shmuti kontinualnich proménych a jejich standardnich odchylek™

pocet (%)  tlak systolicky tlak diastolicky fffg'::; teplota GSC
Cely soubor 203 (100%)  131.2(343)  73.3(20.0) 240 9.7) 38.2(1.2) 13.8 (2.47)
Muzi 106 (52.2%)  132.4(34.8)  74.3(19.6) 24.4 (9.9) 38.3 (1.1) 137 (2.4)
Zeny o7 (478%)  130.0(33.8)  72.3(20.5) 236 (9.4) 38.0 (1.3) 13.8 (2.6)
Bez sepse 00 (48.8%)  1422(301) 79.6(159) 227 (8.5) 38.2 (1.1) 14.4 (1.6)
Se sepsi 104 (51.2%)  1208(349)  67.4(21.8)  25.2(10.) 381 (1.3) 131 (2.9
Propustén/a 150 (78.3%) 1351 (33.5)  75.7 (17.9) 23.4 (9.1) 38.2 (1.1) 14.2 (1.9)
Zemrel/a 44(217%)  117.3(33.8)  65.0(24.9) 261 (11.2) 37.8 (1.4) 12.2 (3.4)
Sepse & propustén/a 64 (615%)  1244(351)  69.3(19.) 24.6 (9.9) 38.2 (1.4) 13.6 (2.7)
Sepse & zemrel/a 40 (385%)  1149(340)  643(254)  26.3(11.6) 37.9 (1.2) 12.5 (3.2)

Legenda: statisticky vyznamne rozdily zvyrazneny.



JEDNOTLIVE POLOZKY qSOFA NA UP

Tab. ¢. 5 — Vitalni funkce na urgentnim prijmu — shrmuti kontinualnich proménych a jejich standardnich odchylek

pocet (%) tlak systolicky tlak diastolicky dechova teplota GSC
frekvence

Cely soubor 203 (100%) 134.3 (32.0) /8.6 (18.8) 24.6 (9.0) 37.8(1.1) 13.7 (2.4)
Muzi 106 (52.2%) 135 (33.4) 80.9 (18.7) 24.5(9.3) 37.9(1.0) 13.7 (2.3)
Zeny 97 (47.8%) 133.5(30.7) 76.1 (18.7) 24.7 (8.6) 37.6 (1.1) 13.8 (2.6)
Bez sepse 99 (48.8%) 143.6 (27.2) 83.5 (16.8) 22.9 (7.3) 37.9(0.9) 14.5 (1.5)
Se sepsi 104 (51.2%) 125.4 (33.9) 73.9 (19.5) 26.1 (10.1) 37.7 (1.2) 13.0(2.9)
Propustén/a 159 (78.3%) 137.8 (31.6) 79.8 (18.6) 24.2 (9.0) 37.9(1.1) 14.2 (1.8)
Zemrel/a 44 (21.7%) 121.5 (30.8) 74.2 (19.2) 25.8 (8.6) 37.4 (1.1) 121 (3.5)
Sepse & propusten/a 64 (61.5%) 128.8 (35.3) 73.7 (19.4) 26.2 (10.8) 37.9(1.2) 13.5 (2.6)
Sepse & zemrel/a 40 (38.5%) 119.9 (31.1) 74.2 (19.9) 26.1 (8.9) 37.4 (1.1) 12.3 (3.3)

Legenda: statisticky vyznamne rozdily zvyraznény.



KONTROVERZE OHLEDNE APLIKACE ATB NA UP VERSUS RIZIKO ODKLADU
PRI HOSPITALIZACI NA STANDARDNIM ODDELEN!

Recommendation Strength Changes From 2016
Recommendations 2021 and Quality of Evidence Recommendations
INFECTION
11. For adults with suspected sepsis or septic Best practice statement

shock but unconfirmed infection, we recom-
mend continuously re-evaluating and searching
for alternative diagnoses and discontinuing
empiric antimicrobials if an alternative cause of
illness is demonstrated or strongly suspected.

12. For adults with possible septic shock or a high  Strong, low quality of D from previous:
likelihood for sepsis, we recommend adminis-  evidence (Septic shock =nd that administra-
tering antimicrobials immediately, ideally within a4y e tion of iniravenous antimicrobials
1 f should be initiated as soon as pos-

sible after recoanition and within

very low auality of evi-
e dence (Sepsis without shock)

one hour for both a) septic shock
Al W) SCpoio Wilhivul ohiven

strong recommendation, mod-
ty of evidence

13. For adults with possible sepsis without shock, Besi practice statement
we recommend rapid assessment of the likeli-
hood of infectious versus noninfectious causes
of acute illness.

14. For adults with possible sepsis without shock, ~Weak, very low quality of evidence NEW from previous:

we suggest a time-limited course of rapid inves- e T e e R A T el e
tigation and if concern for infection persists, the 0 e e e e el e e
administration of antimicrobials within 3 hr from

. . . . as soon as possible after recogni-
the time when sepsis was first recognized. tion and within 1 hr for both a) septic

shock and b) sepsis without shock”

strong recommendation, mod-
erate quality of evidence

15. For adults with a low likelihood of infection Weak, very low quality of evidence NEW from previous:
and without shock, we suggest deferring anti- B e T e e R Ta T el e
microbials while continuing to closely monitor 0 e e e e el e e
the patient. as soon as possible after recogni-

tion and within 1 hr for both a) septic
shock and b) sepsis without shock”



CO DAL V URGENTNI MEDICINE A JAK SNIZIT LETALITU?

* Pro diagnostiku je potreba zejména
na sepsi myslet

* a pak lze uzit jakékoliv skorovaci
schéma

* Nejvyssi cas vypracovat doporucené

postupy pro urgentni medicinu

* s ohledem na pacienty, co velmi
pravdépodobné budou prijati na
standardni oddéleni

* Kazdy UP by mél mit organizacni a
terapeuticky standard

* VCetné vypracované ATB lécby ve
spolupraci s mistnim ATB strediskem

The ED responsibilities in the first
hours

Identification
Clinical

examinatic . o
Fluid resusicitation

Other investigation

0= ORIt R e I e S -48

1. Dose antibotics Deescalation

3lood culture reassesment

A-puncture- lactate
P 2. Dose antibotics
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