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WOoRLD Sepsis DAY INFOGRAPHICS

A Grosat HeautH Crisis

47 000 000 - 50 000 000 At least 11 000 DOO die
- 1 death every 2.8 seconds

cases per year

1 in every 5 deaths worldwide

Survivors may face
Is associated with sepsis

Iifelong consequences

ad. | Global www.worldsepsisday.or
Sepsis ' P y:0rg
Mg | Alliance  www.global-sepsis-alliance.org

WoRLD Sepsis DAY INFOGRAPHICS

Post-Sepsis SympToMs
Sepsis Does Not End at Hospital Discharge

Difficuity Swallowing

Oifficulty Sleeping

Difficuity Concentrating

o) X Global www.worldsepsisday.or
Sepsis : P Gkl
Mg | Alliance  www.global-sepsis-alliance.org
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Bolezen

Doma pridobljena
pljucnica
Bolnisni¢na pljucnica
Infekcijski

endokarditis

Okuzbe koze in
mehkih tkiv

Protimikrobno zdravljenje

Smrtnost pred Smrtnost v dobi Razlike v
antibiotiki (%0) antibiotikov (%) prezivetju(%)

~35 ~10 ~25
~60 ~30 ~30
~100 ~25 e
~11 ~0,5 ~10

Clin Infect Dis 2008;47: S249-65; Lancet 1935;226:383-4; Lancet 1938;231:733-4; Am J Med 1948;5:402-18;

Clin Infect Dis 2009;49:383-91.



Surviving Sepsis Campaign: International
Guidelines for Management of Sepsis and
Septic Shock 2021

Critical Care Medicine

Initial Resuscitation

Recommendations

4. Sepsis and septic shock are medical emergencies,
and we recommend that treatment and resuscitation
begin immediately.

Best practice statement.

5. For patients with sepsis induced hypoperfusion or
septic shock we suggest that at least 30 mL/kg of IV
crystalloid fluid should be given within the first 3 hours
of resuscitation.

Weak recommendation, low-quality evidence.



Surviving Sepsis Campaign: International
Guidelines for Management of Sepsis and
Septic Shock 2021

Vasoactive Agents

Recommendations

37. For adults with septic shock, we recommend using
norepinephrine as the first-line agent over other vaso-
pressors. Strong recommendation

38. For adults with septic shock on norepinephrine with in-
adequate MAP levels, we suggest adding vasopressin
instead of escalating the dose of norepinephrine.

Weak recommendation, moderate-quality evidence.

39. For adults with septic shock and inadequate MAP
levels despite norepinephrine and vasopressin, we
suggest adding epinephrine.

Weak recommendation, low-quality evidence.



Surviving Sepsis Campaign: International
Guidelines for Management of Sepsis and
Septic Shock 2021

Critical Care Medicine

Time to Antibiotics

Recommendations

12. For adults with possible septic shock or a high like-
lihood for sepsis, we recommend administering
antimicrobials immediately, ideally within one hour of
recognition.

Strong recommendation, low quality of evidence (septic

shock)

Strong recommendation, very low quality of evidence

(sepsis without shock)







Septic¢ni Sok in smrtnost

Varpula 2005 [24] 3
Degoricija 2006 [25] 107
SOAP study 2006 [26] 219
Esteban 2007 [59] 19
Malacame 2008 [35] 34
Weiss 2009 [38] 43
Pestana 2010 [61] 7
Wurzinger 2010 [40] 50
Chua 2011 [64] 82
Moore 2011 [41] 17
EPISS study 2013 [46.47] 587
Nesseler 2013 [69 | 26
Sakr 2013 [48] 85
Chauvet 2015 [52] 66
Suberviola Canas 2015 [72] 7]
Contou 2016 [77] 139
SepNet 2016 [54] 473
Jamme 2017 [85] 299
Ong 2017 [89] 81

Shankar-Han 2017 [57] 39294

Random effects model
1*=98%, ©* =0.3189, p <0.01

Papadimitriou-Olivgens 2016 [55] 47

SepNet 2016 [54] n
Shankar-Harn 2017 [57] 18338
Random effects model

R =93%, ¥ =0.0591, p<0.01
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7754
47.40
4318
70.76
2654
39.01
16.61
3467
27.87
3945
27.96
58.62
30.28
26.90
377
37.30
3733
2462
2564

37.31  [31.51; 43.49]

[2143;39.15]
[69.66; 84.20]
[42.77: 52.07)
[28.35; 58.97]
[66.43; 74 83]
[19.92; 34.04]
[31.88; 46.50]
[1259; 2131)
[27.09; 42.86)
[17.15; 40.83]
[36.95; 41.98)
[19.14; 38.22)
[50.15; 66.73]
[24.25; 36.84)
[2227:3193)
[32.25; 42.28)
[34.63; 40.03)
[3397; 40.78]
[20.06; 29,64
[25.42; 25.86]

8545 [73.34;93.50]

4427

4671

[40.87; 47.71)
[46.21; 47.20)

51.87 [43.89; 59.76)

Vincent JL, et al. Crit Care 2019;23:196.

university
clinical
centre
ljubljana



SMRTNOST (%)

university
clinical -

centre

ljubljana

Septicni Sok / sepsa in smrtnost — EIT KIBVS
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Sepsa In antibiotik

Mesto Cas do atb v h | Razmerje
raziskave (mediana) obetov za
smrt
Gaieski 261 urgenca, ZDA 119 0.30
CCM 2010; 38;1045- (§0k) (v 1h: po 1h)
53
Daniels 567 bolnica, Anglija 121 0.62
Emerg Med J 2010; (v 1h: po 1h)
doi:10.1136
Kumar 2154 urgenca, Kanada 360 0.59
CCM 2006; 34(6): (§0k) (v 1h: po 3h)
1589-1596
Appelboam 375 bolnica, Anglija 240 0.74
CCM 2010; 14(Suppl (v 1h: po 3h)
1):50
Levy 15022 multi-centri¢na 0.86
CCM 2010; 38(2): 1- (v 1h: po 3h)

8



Turnidge 1D, et al 2009
Big C, et al 2010
Guilarde AO, et al 2006
Cosgrove SE, et al 2005
Talon D, et al 2002
Melzer m, et al 2003
Allard C, et al 2008
Lodise TP, et al 2005
Wolkewitz M, et al 2011
Kang Cl, et al 2010
Libert M, et al 2008
Rieg S, et al, 2009
Shurland 5, et al. 2007
Blot 51, et al 2002
Wang FD, et al 2008

Whitby M, et al 2001
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Po Gramu poz. sepsa =

smrtnostv %
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MRSA smrtnost 16 do 63%
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MSSA smrtnost 11 do 27%
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van Hal SJ, et al. Clin Microbiol Rev 2012;25:362-86.
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ESBL enterobakterije i tnost
Shamsrizi P, et al. BMJ Open 2020;10:e03026 .
Category N ratio (2&% Cl)
figk
Catagory N ratio (95% CI) Overalt
i ; -
Overall
Overat 56 - Pathogen
Fatmnii pneamoidas 4 —— 180118 2.15)
Mortality time Eschavichie ool & Kletsiofs prownonae 2 B ——— L R
14 day mortality 5 S e— 177 (1.15,272) Gram negatwe bacteria 5 —— 1.76 (1.3, 2.34)
28 day mortality 2 —— 1.63(1.35,1.47)
Time not defined 27 e 1.70 (1.47,1.97) Study design
Retrospecive cahort studies & —— 1.80(1.37, 2.37)
Income classification Casse cobon studes 3 ——— 1.56 0108, 2.29)
High income countries 41 - 1.76 (1.54, 2.00)
Lowimiddie income countres 15 —— 1.56 (1.25, 1.56) Study period
Years: 1991-1666 3 . 1.53(1.10. 212
Study population Years: 2000-2006 ’ —— 1810143 2.54)
All kinds of patiants 36 - 165 (1,43, 1.90)
Cancer patients 5 —_— 1.73(1.18,2.57) C
Chidren 7 —_—— 20982.2MN) Reporied ! . 176137, 2.25)
Neonates 3 —— 1.76 (1.27, 2.45) N reporied 4 —— 1.73(120, 2.51)
Appropriateness of tharapy Empirical therapy
Aeparted 44 —-— 1.75(1.54, 1.99) Reportad a —— 1760117, 2.64)
Not reporied 12 —— 1.55(1.26, 1.%0) NOT PR e 3 — 1.76(1.18 2.63)
L T T T Bl ; T
0 5 1 2 3 4 2 4

Smrtnost ESBL : non

ESBL

Atributivna smrtnost ESBL : non ESBL




Veckratno odporni Ps. aeruginosa in smrtnost
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Heterogeneity: Tau® = 0.25; Chi* = 41.01, df = 14 (P= 0.0002); I* = 66%

Test for overall effect: Z = 5.04 (P < 0.00001)

Study MDR Non-MDR Odds ratio Odds Ratio
Events Total Events Total Weight (%) M-H, random, 95% C! M-H Random 95% Cl
| i
Aradjo 2016 a2 54 68 2,012 7.8 7.41(3.67,14.98) z
Caseli 2010 14 39 1 88 6.4 3.92[1.58,9.73]
Dantas 2014 24 57 26 63 76 1.03[0.50, 2.14] alii
Ni—
Furtado 2009 31 63 61 182 87 1.92 [1.07, 3.44]
———
Gomes 2011 11 15 1 26 18 68.75 [6.87, 687.92]
———
Hirsch 2012 6 13 17 150 a7 6.71[2.02, 22.30]
s
Joo 2011 16 a2 s 160 7.6 2.20[1.06, 4.55]
o —
Matos 2016 14 20 20 34 a9 1.63[0.50, 5.29]
—_—
Morata 2012 a1 127 100 582 9.9 2.30[1.50, 3.53]
—r—
Pefia 2012 51 145 132 487 10.1 1.46 [0.98,2.17]
—l I3
Pefia 2013 30 60 17 31 6.6 0.82[0.35,1.97]
I
Tam 2010 8 25 10 84 5.4 3.48[1.20,10.14)
2 L
Trecarichi 2011 11 27 1 11 20 6.88 [0.77, 61.69]
o [—
Tumbarello 2011 20 40 26 66 7.2 1.54 [0.70, 3.40]
Zawaski 2005 44 86 68 212 93 2.22[1.33,3.70]
fAT 4
Total (95% C1) 813 2,388 100.0 2.39 [1.70, 3.36]
S
Total events 363 593

0.001 0.1 10
non-MDR (higher incidence) MDR (higher incidence)

1000

o

deMatos EC, et al. Rev Soc Bras Med Trop. 2018; 51:415-20.
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;:1.{,‘-‘! Clinical Microbiology and Infection
4 Volume 20, Issue 5, May 2014, Pages 410-423
Oeagloal Artiele Study
Bacteriology
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Carbapenem resistance and mortality in patients
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%
OR (95% Cl) Weight

with Acinetobacter baumannii infection: systematic  Cofsky (2002) —_—r— 1.38 (0.51,3.70)  5.07

review and meta-analysis Kwon (2007) —— S57(1:A0,8.09) 599
Wareham (2008) —_—— 3.46 (1.40,8.57) 558

EV. Lemos * A535, F.P, de ls Moz b, TR, Einarson | WeF. McGhan %, £. Queveda &, C. Castadieda ™ & K, Kawai * Lautenbach (2009) PR - E 0.81 (0.44, 1.50) 7.92
Jamulitrat (2009) —_— 442 (2.32,841) 7.61
Metan (2009) —i—#— 3.44 (1.47,8.08) 5.96
Sheng (2010) — 216 (1.02, 456) 6.73
Routsi (2010) - E 0.42 (0.09, 1.94) 2.80
Esterly (2011) —_— 4.20 (1.60, 11.00) 5.22
Chang (2011) —et-i— 1.86 (1.03,3.37) 8.06
Deris (2011) e 1.64 (0.59, 453) 4.90
Aydemir (2012) ——Eﬁ—i— 1.45(0.75,2.79) 7.52
Huang (2012) — 2.10(1.11,400) 7.62
Kim (2012) E ——————> 9,15 (2,86, 29.26) 4.14
Lemos (2013) R 2,50 (1.21,5.18)  6.90
Zheng (2013) e 1.97 6)  8.59
Overall (I-squared = 54.7%, p = 0.005) o 2.22 (1.66,2.98) 100.00

I
NOTE: Weights are from random effects analysis i
05 1 2 4 8

Crude OR
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Vecékratno odporne po Gramu neg. = C
bakterije

;}‘F-r.:{ ::
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: T
K.Pneumoniae - K.Pneumoniae —
CEFIIIR Carbapenems R

K. pneumoniae ceflll R=32,7% /v SLO =20.7%

K. pneumoniae carbapenem R=10,9% /vSLO =1.9%
E.coli ceflll R=14.3% /v SLO 9.3%

EARS - net 2022
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Veckratno odporne po Gramu neg.

bakterije

M

Acinetobacter spp.
- Carbapenems R

Acinetobacter spp. — carbapenem R
=36,3% /v SLO =43,3%

MDR (fluoroquinolones,
aminoglycosides, carbapenems) =
31.8%/vSLO=41,7%

EARS - net 2022

Ps.aeruginosa —
Carbapenems R

Ps. aeruginosa - carbapenem R=18. 6%
/v SLO =14,5%,

MDR (pip/ tazo, ceftazidim,
fluoroquinolones, aminoglycosides,
carbapenems)=13,4% /v SLO =8.3%
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Septicni Sok in ¢as do smrti

Daviaud et al. Annals of Intensive Care {2015) 5:16 N :
DOI 10.1186/513613-015-0058-8 @ Annals of Intensive Care

a SpringerOpen Journal

RESEARCH Open Access

CrossMark

Timing and causes of death in septic shock ®

32% 68 %

35 _\_Y_’ \ }- Early deaths
30 - Y |_| Late deaths

15 1 —

[ ] il
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10 A

Mumber of deaths

Time from ICU admission

Daviaud F, et al. Ann Int Care 2015:5:16.



Septicni Sok in ¢as do smrti

Daviaud et al. Annals of Intensive Care {2015) 5:16
DOI 10.1186/513613-015-0058-8

@ Annals of Intensive Care

a SpringerOpen Journal
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RESEARCH Open Access
. . . . @ CrossMark
Timing and causes of death in septic shock
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Daviaud F, et al. Ann Int Care 2015:5:16.



Celi¢cna smrt = odpoved organa = smrt
organizma




Okvara organov pri sepsi

* Moteno delovanje mikrocirkulacije — okvara endotelija. lzguba
avtoregulacije, dusikov oksid...

* Okvara mikrocirkulacije vpliva na prekrvavitev tkiv, hipoksija tkiv, celicna
smrt, odpoved organa, smrt bolnika

aters rocogniion | 81 Cytabine mediared W Ougan sctivated dasshcal V. ENecier phase |
| .




Okvara organov pri sepsi

 Okvarjena cirkulacija = zmanjSan transport kisika / okvarjena
regulacija pretoka

@na hipoksija

* Moten celi¢ni metabolizem
» Okvara mitohondrijev

» Okvara membranskih pump

* PoveCana prepustnost celicne membrane

* Motena regulacija znotrajceli¢nega ph



Septicni Sok in SOFA

Bawer of ol Covivad Cone (20001 2238

'-u-s,mh.-ymnw.xmmowcé‘l») CrithB| Care
RESEARCH Open Access
Mortality in sepsis and septic shock in Q_

R e nidl

Europe, North America and Australia
between 2009 and 2019— results from a
systematic review and meta-analysis

Estimated mean mortality
rat
o
o9

........ -
1 o0

R*=0,1654

6 8
SOFA score

10

12

Mortality = 0,1895 + 0,0184*SOFA

14
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Bauer M, et al. Crit Care 2020.
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Smrtnost bolnikov s sepso In okvara organov

MORTALITY %

70.0

50.0

40.0

30.0

20.0

10.0

0.0

2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019

Cardiovascular

Haematologic

Lung

Liver

Central Nervous System

Kidney

Cardenas CL, et al. Crit Care 2022:26:302.



Smrtnost bolnikov s sepso In okvara organov

Number n Mortality HR (95% CI) HR (95% CI)
of organ unadjusted adjusted
failure

1 1141 8.9 1 1

2 1582 17.8 1.7 (1.4-1.9)** 1.6 (1.4-1.8)**
3 1077 23.5 2.1 (1.8-2.4* 20 (1.7-2.3)**
=4 396 38.9 2.8 (2.4-3.3)* 2.7 (2.2-3.2)*%*
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HR = Hazard ratio; *P < 0.05; **P < 0.01

Organ n Mortality HR (95% CI) HR (95% CI)
dysfunction unadjusted adjusted
Respiratory 2914 23.0 1.8 (1.6-2.0)** 1.6 (1.4-1.8)**
Cardiovascular 3065 19.5 1.1 (1.0-1.2) 1.1 (1.0-1.2)
Renal 1636 26.4 1.6 (1.5-1.8)** 1.6 (1.5-1.8)**
Hepatic 59 32.2 1.7 (1.3-2.4)** 2.0 (1.4-2.7)**
Hematologic 1242 22.8 1.2 (1.1-1.3)** 1.2 (1.0-1.3)**
Neurologic 171 20.5 1.0 (0.8-1.3) 1.0 (0.8-1.3)

HR = Hazard ratio; *P < 0.05; **P < 0.01

Umegaki T, et al. Anesthes Clin Pharm 2011;27:180-4.



Pro-inflammatory cytokines
oxidative stress

INFECTION

4

i

MICROCIRCULATION
DYSFUNCTION

4

&
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Endothelial cells
smooth muscle cells
erytrocytes, leukocytes, platelets

TISSUE HYPOPERFUSION
Mitochondrial damage,

metabolic reprograming (warburg effect)

4

ORGAN DYSFUNCTION

(G



Prognostic Value of Procalcitonin in Adult
Patients with Sepsis: A Systematic Review

and Meta-Analysis

PCT ob sprejemu

university

PCT tek dravljenj

Gaoy -

© % O Wt
'

Tachmbowncy|30] (2011) — IAI(180 & s67

Schuertata] (2913} —_—— 297 (131 33 e

Sehuersfalt] (203 —— €101 45 1180) 692
I

Mt Norfd 1] (2014 — 2900007, 443) “eQ
v
'

iz AvorgueeH2) 2312} —_————— 3A2(124.5877) m
'
'
|

Sutesroia(al] (1012) e S 203 1 7H s
|

Katssonad] GO, — 2420097 802, 2010

Carcia de Cuabans foruaiiie| 48] (2014) —_— 220(1.43 429, w9
; N

Graanias] G 1) - $0.00(2.21, 7999 [
]

Ovesst (1-aqursd = 37 9% p=0.478) 0 0000
1
\
]
'
'
L

Study %

D RR (95% Cl) Weight
'

Adamik{24] (2000) ' 24.62 (1.61, 375.70) (4]
|

Meng]25] (2009) —— 314(159.620) 600

Yin[26] (2013) - 220(1.76,275) 10.71

Subervicla{27] (2013} —_— 258 (069, 9.67) 253

Clec'h[28] (2008) ——0-— 202(108 377) 647

Lij29] (2014) :—-0—— 6.00(2.77, 12.99) 525
'

Masson(30] (2014) —— : 1.38 (0.93, 2.05) 887

Yaroustovsky{31] (2013) —— 1.93 (1.14, 3.30) 7.40

Feng(32] (2012) —lo— 261 (158 4.30) 774

Jain{33] (2014) ——0-%— 1.89 (102, 3.52) 653

Dahaba[34] (2006) : —_— 11.43 (3.70, 35.33) a2

Magrini[35] (2013) _:L*-_ 420 (160, 11.00) 401

Sawva[36] (2011) :—#— 4.84 (313, 7.49) 845
!

Kenzaka[37] (2012) -+ 1.81(0.79, 4.18) 479

Giamarellos-Bourboulis{38a] (2011) —_—— 2.49(156,.398) 810

Giamarelios-Bourboulis{38b] (2011) — a21

Overall (1-squared = 63 5%, p = 0.000) 0 260(2.05.3.30) 100.00
'
'

NOTE: Weights are from random effects analysis 1

T * T
00266 1 376

Liu D, et al.

PLOS ONE 2015
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Original Article

Usefulness of presepsin as diagnostic and prognostic marker of sepsis in
daily clinical practice

Matjaz Jereb', Matej Mavric', Miha Skvarc?, Alja Drobnic', Spela Dolenc’, Natalija Planinc Strunjas’,
Boris Luksic®, Nina Grasselli Kmet'
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PRES APACHE II PCT CRP

Median range Median range Median range Median range

Sepsis (n =9) 771 286-5565 14 6-26 1,0 0-31 180 72-432

Diagnosis  Shock (n =45) 1914 342-20000 26 13-43 19,0 0-499 246 37-457
p-value 0,014 < 0,001 0,002 0,628

Died (n=21) 3154 625-20000 29 15-43 19 2-499 233 37-457

Outcome  Survived (n=33) 1208 286-12096 21 6-39 15 0-238 246 50-453
p-value 0,009 0,002 0,136 0,382

None (n=19) 1941 342-20000 26 13-43 13,6 0-157 178 37-457

Aekialogy G-pos. (n=25) 1314 297-13332 23 12-37 19 0-499 292 75-457

G-neg. (n=10) 2906 286-11359 31 6-40 17:5 0-238 215 102-453
p-value 0,381 0,224 0,969 0,863

PRES: presepsin concentration (pg/mL); PCT: procalcitonin concentration (mcg/mL); CRP: C-reactive protein concentration (mg/L); G-pos.: Gram-positive
sepsis/septic shock; G-neg.: Gram-negative sepsis/septic shock.

<

Jereb M, et al. JIDC 2019;13:1038-44.
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Cytokine

journal homepage: www alsevier.com/locate/oytokine

Proinflammatory cytokines levels in sepsis and healthy volunteers, and

tumor necrosis factor-alpha associated sepsis mortality: A systematic
review and meta-analysis

TNFa levels in sepsis according to SOFA score TNFa levels and sepsis mortality
150 -
- =NS
E ’ 9
g 100+ =
B )
2 - z
c 50 [9)
: s
] :
0-
>=9 &
SOFA Score 0 T T T 1

Ln TNF levels (pg/ml)

Gharamti AA, et al. Cytokine 2022;158.



e
Diagnostic and prognostic value of @
interleukin-6, pentraxin 3, and procalcitonin -
levels among sepsis and septic shock -
patients: a prospective controlled study
according to the Sepsis-3 definitions i
00+ —_— [——] ks
Con!xoh‘ (n = 45) Sepsis :n = 51) Septic sholck (n = 46)
Cumulative survival probability IL-6 (pg/ml)
- 70000 -
1.04 Y —
: .70 <348.9pg/ml :
171 2 348.9pg/ml 60000 -
Log-rank test |
084 p = 0.008
50000 -
g 1000 c---c Death
- m---m Recovery
30000 -
0.49 3
20000
02+ 10000 - £ ..................... ¥
0 e ':';':
0.0 Initial Discharge

o-
.
3
&
3
%
8

Day Song J, et al. BMC Infect Dis 2019.
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Is Interleukin-6 a better predictor of @
successful antibiotic therapy than

procalcitonin and C-reactive protein? A

single center study in critically ill adults
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Weidhase L, et al. BMC Infect Dis 2019:19:150.



Basal procalcitonin, C-reactive protein,
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interleukin-6, and presepsin for prediction
of mortality in critically ill septic patients:

a systematic review and meta-analysis
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Procalcitonin (PCT)

OR podlea 11 (92713565) =GN [EER—— OR 1.025(0.850, 1.235)
With estimated 95% prediction interval (0.604, 1.732)
I-squared = 99.94%, p < 0.001

HR pooled 9 (> 665/2344) o s —— HR  1.155(0.950, 1.404)
With estimated 95% prediction interval (0.993, 1.009)
I-squared = 99.94%, p < 0.001

C-reactive protein (CRP)

OR podlea 5 (513/2287) <’\> OR 1.008 (0.987, 1.028)
With estimated 95% prediction interval (0.954, 1.064)
I-squared = 95.65%, p= 0.018

HR pooled 6 (> 505/1740) T HR 1.028 (0.960, 1.100)
With estimated 95% prediction interval (0.989, 1.022)
I-squared =98.77%, p = 0.238

Interdeukin-6 (IL6)

OR podiec 7 (> 2241963) QO : 995, 1.009)
With estimated 95% prediction interval (0.979, 1.025)
I-squared = 99.52%, p=0.270

HR - singie study 1 (NR/97) | m-oou 1.002)

Presepina (sCD14, PSP) g

HR pooled 2(>74/278) ) HR 1.003 (1.000, 1.006)
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Kaj lahko naredimo? ier (/C—
* IzboljSamo diagnostiko

- orodja za prepozavo bolnikov (QSOFA, MEWS, LIP score,.....)

- novi biomarkerji

- 1zboljSamo lahko triazo bolnikov
* Skrajsamo Cas do ustreznega antibiotika

- nove mikrobioloske metode (MALDITOF, SeptiFast...)

- inkubacija HK Zze na oddelku
* Optimizacija antibioticne terapije

- polnilni odmerki, merjenje koncentracije atb...
* Odstranitev vira okuzbe

- boljse sodelovanje med razlicnimi strokami
* [zboljsamo lahko zdravljenje na EIT

- multimodal vasopresorna terapija (NE+vasopressin+AT-Ill)



univgr_sit); >
Kaj lahko naredimo? =

 Uporaba novih orodij

- ,,.Sepsis ImmunoScore® / algoritem za hitro diagnostiko in napoved
sepse

- mezenhimske maticne celice
- membrane za odstranjevanje posrednikov vnetja



Z.akljucki

* Sepsa je kompleksna bolezen z visoko smrtnostjo, ki je posledica odpovedi
organov.

* Odpoved vsakega organa prispeva k neugodni prognozi.
* Kljucna je okvara endotelija na nivoju mikrocirkulacije.
* Hitro ukrepanje resuje zivljenja bolnikov s sepso ali septichim sokom.

* Personaliziran pristop je prihodnost obravnave bolnikov s sepso.
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