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Rhodes et al

ICM 2017

CCM 2017

Inspired fromé.

ü55 experts 

ü5 sections 
üHemodynamics

ü Infection

üAdjunctive therapies

üMetabolic

üVentilation



JAMA 2017



Le sepsis aux urgences

1. Comment reconnaître ?



Sepsis is a life -thretening organ

dysfunction caused by a dysregulated

host response to infection

JAMA 315:801; 2016



Le sepsis: comment reconnaître?

üSuspecter une infectioné

üD®tecter une dysfonction dôorganeé



Organ dysfunction is

characterized clinically by a 

change in SOFA score Ó2 related

to the episode of new infection  

JAMA 315:801; 2016



Seymour C  et al

JAMA 315:762; 2016

Sepsis = infection + 2 qSOFA points



Seymour C  et al

JAMA 315:762; 2016

SOFA in the ICU qSOFA outsidethe ICU



Le sepsis: comment reconnaître?

üSuspecter une infectioné

üD®tecter une dysfonction dôorganeé

üqSOFA 2

ü2 pts dysfonction dôorgane

üSignes biologiques

üSignes cliniques habituelséT°/GB/CRPé



Evaluation of skin perfusion 



The Mottling Score Ait Oufella et al

ICM 37:801;2011



The Mottling Score Ait Oufella et al

ICM 37:801;2011

N=60   / H6



Le sepsis aux urgences

1. Comment reconnaître ?

2. Prise en charge



Le sepsis aux urgences:

Prise en charge

üIdentifier / Contrôler la source

üAntibiotiques

üTraitement supportif



Rhodes et al

ICM 2017

CCM 2017



NY state

49331 pts

149 hosp

NEJM 2017



HEMODYNAMIC 

RESUSCITATION



Vincent JL and De Backer D

NEJM 369:1726; 2013

Fluids at the different stages of shock





New bundles
Levy-M et al

ICM 2018





9190 pts with sepsis

Liu V et al

Annals ATS 2013

Not too much but alsonot limitedé.



Andrews-B et al

JAMA 2017

212 patients in Zambia



Jama2017

=> Patients were reassessedfor tolerance, but not for indication!

~70 ml/kg





NY state

49331 pts

149 hosp

NEJM 2017

Caution: the delay in fluid

administration may be related

to lower initial severity



NY state

49331 pts

149 hosp

NEJM 2017

OR hospital

mortality for each

hour delay



Le sepsis aux soins intensifs:

Prise en charge

üIdentifier / Contrôler la source

üAntibiotiques

üTraitement supportif



üAre wehappy with the 

prescribedantibiotics ?

üAre wehappy with

source control?



CID 2014



Rhodes et al

ICM 2017

CCM 2017



Rhodes et al

ICM 2017

CCM 2017



Rhodes et al

ICM 2017

CCM 2017



Vincent JL and De Backer D

NEJM 369:1726; 2013

Resuscitation targets at the different 

stages of shock



ICM 2015



üThe concept remains valid

üPatient identification is crucial

üThe classical EGDT may be applied when 

better hemodynamic strategies cannot be used

üWhenever possible use advance hemodynamic 

monitoring tools to optimize tissue perfusion



What is the right amount of fluids

after the salvage phase? 



Fluids and cardiac output Muller L et al

Anesthesiology

115:541; 2011

39 critically ill patients



CVP as a target ?



CVP

Stroke
volume

DDB  USI

Extreme CVP values  provide some information even if all 
indices of preload poorly predict fluid responsiveness !



Eskesenet al

ICM 2016

1148 pts

CVP: Never an optimal prediction but still 

some reasonable guidance if nothing better 

can be usedé.



CVP

Stroke

volume
DDB  USI

The increase in CVP does not indicate the 

response to fluids



We should individualize fluid therapy !







The best way to administer fluids

Perfusion issue that may respondto fluids

Prediction of the responseto fluids

Fluid challenge to assessresponse

(incl.and tolerance) to fluids



Payattention to the responseof the patient



ICM 2015

N = 2213



DDB USI

Do fluids correct hypotension

in septic shock ?



The increase in arterial pressure depends on vascular tone and 

the impact on cardiac output

Preload

Arterial pressureCardiac output

Cardiac output

In sepsis, the low vascular tone limits the 
increase in arterial pressure in response to 

fluids.



DDB USI

Does correction of hypotension with 

vasopressorsaffect tissue perfusion ?



DDB USI

Albanese et al

Chest 126:534;2004

Correction of hypotension improves urine output and renal 

function in septic patients

MAP 50 => 78 mmHg

Patients with septic shock (n=14) 



DDB USI

Early introduction of vasopressorsmay 

decrease later need for fluids

When to introduce 

vasopressors?
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SennounN et al

CCM 35:1736;2007

Rats / LPS

Early introduction of norepi

decreased fluids requirements

ml



Duration of hypotension before initiation of 

vasopressoragents is associatedwith poor outcome
Bai X et al

Crit Care 2014

213 pts with septicshock



DDB USI

Which blood pressure target ?



Asfar P et al

NEJM  2014

High vs Low MAP ?

798 pts septic shock

65-70  VS  80-85 mmHg

73-75

Target

65-70



Asfar P et al

NEJM  2014

High vs Low MAP ?

798 pts septic shock

65-70  VS  80-85 mmHg

ü But lower incidence of AKI with high MAP in 

previously hypertensive patients

ü Higher rate of arrhythmias and AMI in high MAP



Deruddre et al

ICM 33:1557;2007

High variablity in response to increase in MAP

11 pts septic shock

Renal Doppler



MAP target ?

ü 65 mmHg as a starting point

üHigher levelscan beconsideredin some

patients but the responseto a higher target

level shoudbeevaluated

=> « MAP challenge»

üHowever, the «MAP challenge» should

take place only after having optimized

other aspects of perfusion.



Select the right vasopressor agent !



N = 1679 * p<0.05

Norepinephrine vs Dopamine in shock (SOAP investigators)

De Backer et al

NEJM 362: 779; 2010



* p<0.05

De Backer et al

NEJM 362: 779; 2010

Norepinephrine vs Dopamine in shock (SOAP investigators)
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De Backer et al

NEJM 362: 779; 2010

Norepinephrine vs Dopamine in shock (SOAP investigators)



Norepinephrine vs Dopamine in shock (SOAP investigators)
De Backer et al

NEJM 362: 779; 2010



De Backer et al

CCM 40:725:2012
Dopamine vs norepinephrine in septic shock

A meta-analysis

Norepi

better



Vail E et al

JAMA 2017

Shifting from norepi to 

phenylephrine+ dopamine was

associatedwith increasedmortality



Rhodes et al

ICM 2017

CCM 2017



Adding another alpha adrenergic

agent (i.e. epinephrine) would not 

increaseblood pressure more than

increasingthe dose of 

norepinephrineé

a= a

What to do if the patient is not responding

to norepinephrine ?



Myburgh et al

ICM 34:2226;2008

280  pts

Norepinephrine vs Epinephrine



Levy B et al

CCM 2011

30 pts cardiogenic

shock

Norepi + dobu

VS

Epi



Annane et al

Lancet 370:676;2007

330 pts septic shock

EPI vs NOREPI (+-DOBU)



Levy B et al

JACC 2018

Death rate: 52 % vs 37% p=0.25



Vasoconstriction

ŷ  intracellular calcium 

in vascular smooth muscle cells

G protein

Ca++

Voltage gated

Ca++ channel

Depolarization

of membraneCa++

Vascular smooth

muscle cell

Outer membrane

Differences arise due to receptor sensitivity and 

disposition in the vascular system, as well as 

stimulation of other receptors (beta/V2é)



VASST

802 septic shock pts

Russell et al

NEJM 358:877;2008



VASST Russell et al

NEJM 358:877;2008
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(NE > 15 mcg/min)

Less severe n= 378

(NE < 15 mcg/min)

p<0.05
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(15 mcg/min ~0.19 - 0.21 mcg/kg.min for 80-70kg pts) 



Gordon et al

JAMA 2016

A double-blind randomisedcontrolled trial of vasopressin(up to 

0.06 u/min) vs noradrenaline within 6h of onsetof septicshock.

Norepi dose at randomization: 0.16 [0.10-0.31] mcg/kg.min



Terlipressin

Bolus 0.5 ï1 mg /8-6h

Half -Life 6h

Infusion 20 ï160 µg/h
Morelli A Crit Care 2009

Liu Z et al ICM 2018

OôBrien A Singer M Lancet 2002 

Lange M et al ICM 2009



Liu Z et al

ICM 2018

N=617



Liu Z et al

ICM 2018

N=617



DDB USI

A role for angiotensin II in septic shock ?



Chawla L et al

Crit Care 2014

Administration of AGII decreasesthe need

for norepinephrine

20 pts distributive shock



NEJM 2017


