Pediatric Septic Shock Resuscitation:
Taking out the Goals?
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The Third International Consensus Definitions
for Sepsis and Septic Shock (Sepsis-3)

Definition of Sepsis

Sepsis is defined as life-threatening organ dysfunction
caused by a dysregulated host response to infection

Singer M, et al. JAMA. 2016,315(8):801-810,
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Surviving Sepsis Campaign: International
Guidelines for Management of Severe Sepsis
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SURVIVING SEPSIS CAMPAIGN BUNDLES (2012)

TO BE COMPLETED WITHIN 3 HOURS:

1) Measure lactate level

2) Obtain blood cultures prior to administration of antibiotics
3) Administer broad spectrum antibiotics

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

TO BE COMPLETED WITHIN 6 HOURS:
5) Apply vasopressors (for hypotension that does not respond to initial fluid resuscitation)
to maintain a mean arterial pressure (MAP) > 65 mm H
6) In the event of persistent arterial hypotension despite volume resuscitation (septic
shock) or initial lactate 24 mmol/L (36 mg/dL):
- Measure central venous pressure (CVP)*
- Measure central venous oxygen saturation (Scvo,)*
7) Remeasure lactate if initial lactate was elevated”

*Targets for quantitative resuscitation included in the guidelines are CVP of 28 mm Hg
Scvo, of 270%, and normalization of lactate.
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« Use AAP-CHA Septic Shock Trigger tool to triage.
« Physician decides it is Septic Shock.
« Triage to Septic Shock Protocol.

TRIGGER TOOL
15 minutes

« Attain blood culture and give context-specific empiric antibiotics.
« Give 20 mL / kg fluid bolus(es) if no hepatomegaly or crackles.

LCEAZEENEN « if fluid refractory shock then begin continuous peripheral epinephrine infusion.
BUNDLE

1 hour

« Use multimodal monitoring to titrate fluid, inotrope, vasopressor, vasodilator, and
hormonal therapies.

« Attain capillary refill < 3 seconds, MAP - CVP normal for age, C1 3.3 Lto 6.0 L /min/
m?2, SVRI 800 to 1200 dyne sec/m?, ScVO, > 70 %, and even fluid balance.

* Assure source control and proper antibiotic levels that kil infection.

PERSONALIZED
APPROACH
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The FALLS-protocol (Schematic decision tree)
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Conclusion

* Early antibiotics and adequate resuscitation reduced pediatric sepsis
mortality

* A meta-analysis of 44 studies revealed a significant reduction in
mortality associated with improved compliance with the sepsis bundle

* Inadequate management influence the phenotype of the patient

* Some new bedside tools are able to give informations on hemodynamic
more details than the surviving sepsis campaign goals

¢ Itis suggested to modified of the sepsis bundle according to local
situation , followed by an evaluation of the modified bundle
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