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A Rural Canadian Approach to Sepsis
Adopted from SSC 2016 Guidelines

Sepsis: Life-threatening organ dysfunction due to dysregulated host response to infection

Screen all Patients with Suspected Infection

gSOFA defines sepsis as 2+ of: *Consider all possible
sources of infection (ex.
1. SBP <100 mmHg CNS, abdomen, skin, etc.
2. RR > 22 and have a low threshol
to initiate investigations
3.6C5<15 for serious infections

Fluids & Tests

Crystalloid 30 mi/kg over first 3 hrs if hypotensive

Arterial BP monitoring is superior to automatic NIBP

Target MAP > 65 (CVP monitoring is out)

When possible consider blood transfusion if Hgb < 70
Baseline labs: CBC, lytes, Cr/BUN, PTT/INR, lactate, cultures

Antibiotics
Start broad-spectrum IV Abx within 1hr

+ Eg.Vancomycin 20mg/kg load + pip-tazo
3.375g g6h or vancomycin 20mgﬁ<g load +
imipenim 500mg g6h

Don’t delay Abx, but ideally blood cultures x2 +

Blood Pressure Support

1. Norepinephrine start 0.5mcg/kg/min, titrate to 1mcg/kg/min
2. Vasopressin 0.04 U/min (fixed rate)

3. Epinephrine 0.1-0.5 mcg/kg/min if persisting hypotension

* Dopamine is no longer considered a first-line agent

* Consider IV hydrocortisone 100mg g8h for refractory hypotension

Ventilator
+ Use lower tidal volumes (6-8ml/kg), head to 30-45°
+ ONLY if suspected ARDS (acute w/ bilat CXR infiltrates):
+ Tidal vol. 6ml/kg, plateau <30 cmH,0
+ Titrate PEEP to target plateau of 28 cmH,0
+ Titrate FiO, to target PaO,/FiO, ratio < 150%

Other Considerations
Minimum effective sedation & analgesia in vented pts
+ Fentanyl 0.5-2 mcg/kg/hr + Propofol 10-200 mcg/kg/min
Use arterial glucose rather than capillary glucose
No bicarb in patients with pH >7.15
Discuss goals of care




