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1. Nevzdavat to




Benchmarking the Incidence and Mortality of

Severe Sepsis in the United States”

(Crit Care Med 2013; 41:1167-1174)
David F. Gaieski MD'; . Matthew Edwards, MD'; Michael J. Kallan, MS?% Brendan G. Carr, MD, MA, MS*-
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Mortality Related to Severe Sepsis and Septic Shock
Among Critically Ill Patients in Australia and New

vilcher, FCICI .45

Figure 1. Mean Annual Mortality in Patients With Severe Sepsis
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2. Neztracet Cas

EARLY GOy

EMANUEL
ALEXANDRIA

Mortalita 46% vs 30%




Duration of hypotension before initiation of effective antimicrobial

therapy is the critical determinant of survival in human septic shock*
(Crit Care Med 2006; 34:1589-1596)
Anand Kumar, MD; Daniel Roberts, MD; Kenneth E. Wood, DO; Bruce Light, MD; Joseph E. Parrillo, MD;
Satendra Sharma, MD; Robert Suppes, BSc; Daniel Feinstein, MD; Sergio Zanotti, MD; Leo Taiberg, MD;
David Gurka, MD; Aseem Kumar, PhD; Mary Cheang, MSc
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Impact of time to antibiotics on survival in patients with severe
sepsis or septic shock in whom early goal-directed therapy was

initiated in the emergency department
(Crit Care Med 2013; 41:1167-1174)

David F. Gaieski, MD; Jesse M. Pines, MD, MBA, MSCE; Roger A. Band, MD;

Mark E. Mikkelsen, MD, MSCE; Richard Massone, MD; Frances F. Furia, MD; Frances S. Shofer, PhD;

Munish Goyal, MD

Time from Qualification for EGDT to Antibiotics

Frequency

O1hr 1-2hrs 2-3hrs 3-4hrs 4-5hrs 56hrs 6-8hrs >10hrs
27% 38% 36% 38% 60% 100% 0%




A Randomized Trial of Protocol-Based Care for Early Septic Shock




A Randomized Trial of Protocol-Based Care for Early Septic Shock

L] -
TI'\ | P % I B T T N I‘" =5 5% i i = | ] - e T W e W I

U PACIENTU KTERI BYLI V.CAS

IDENTIEIKOVANI NA URGENTNIM
PRIUMU A KTERI DOSTALI RY.CHLE

ANTIMIKROBIALNIFTERARII A
ZAKLADNI ©OBIEMONVOUNLECBU NEBYL

PROKAZAN VYZNAMNY EEEKT
REUSCITACNICH PROTOKOLU

use of centr: 11 venous catheterization and central
hemodynamic monitoring in all patients.




3. Nebat se pocatecni racionalni terapeutické agresivity

A Randomized Trial of Protocol-Based Care for Early Septic Shock

The ProCESS Investigators*

In summary, in our multicenter, randomized
trial, in which patients were identified early in
the emergency department as having septic
shock and received antibiotics and other nonre-
suscitation aspects of care promptly, we found

no significant advantage, with respect to mor-
tality or morbidity, of protocol-based resuscita-
tion over bedside care that was provided accord-




Does Central Venous Pressure Predict
Fluid Responsiveness?*

A Systematic Review of the Literature and the Tale
of Seven Mares (CHEST 2008; 134:172-178)

Paul E. Marik, MDD, FCCP: Michael Baram, MDD, FCCP: and Bobbak Vahid, MD
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Importance of appropriate initial antibiotic
therapy and de-escalation in the treatment
of nosocomial pneumonia

J. Rello
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CLINICAL RESEARCH STUDY

LU AJM Theme Issue: Infectious Disease

Benefit of Appropriate Empirical Antibiotic Treatment:
Thirty-day Mortality and Duration of Hospital Stay

Abigail Fraser, MPH,* Mical Paul, MD,>® Nadja Almanasreh, MD,° Evelina Tacconelli, MD,* Uwe Frank, MD,*
Roberto Cauda, MD,CI Sara Borok, MD,? Michal Cohen, MD,® Steen Andreassen, PhD,f Anders D. Nielsen, MS::,1c
Leonard Leibovici, MD,*"*‘l on behalf of the TREAT Study Group

Table 3  Duration of Hospitalization by Medical Center and Appropriateness of Antibiotic Treatment

Appropriate Antibiotic Treatment Inappropriate Antibiotic Treatment

Rabin Medical Center, Israel
No. of patients
Mean (SD)
Median (range)
Freiburg University Hospital, Germany
No. of patients
Mean = SD
Median (range)
A. Gemelli University Hospital, Italy
No. of patients
Mean = SD
Median (range)
Total
No. of patients
Mean = SD
Median (range)*

282
7.97 (8.58)
5 (0-62)

90
15.63 (8.83)
14 (1-36)

84
14.25 (11.63)
10.5 (1-62)

456
10.64 (13.90)
7 (0-62)

151
10.77 (13.90)
7 (1-125)

31
18.42 (13.83)
14 (3-65)

39
16.62 (12.20)
12 (2-48)

221
12.87 (9.86)
8 (1-125)

SD = standard deviation.
*Mann Whitney test, P = .048.




4. ... a jeji ekonomické / persondlni narocnosti
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5. Nedélat leCcebnou kosmetiku




B-HCO2 aktualni
B-0=yhemoglobin

-Saturace Hb kys

B-Hemoglabin

B'-Teplata aktualni
pec. bioch. yyietie
P-Laktat




Re-thinking resuscitation: leaving blood pressure
cosmetics behind and moving forward to permissive
hypotension and a tissue perfusion-based approach

Martin W DUnser®, Jukka Takala?, Andreas Brunauer' and Jan Bakker

Dinser et al. Critical Care 2013,17:326

Table 1. Tissue perfusion-based resuscitation endpoints

Category

Parameter

Endpoint

Suggested

measurement

interval

Pathophysiologic
background

Therapeutic
implications

Feripheral perfusion

Vlenous oxygen saturation

Arterial lactate

Urine output

Capillary refill time

Skin mottling

Peripheral temperature
Peripheral perfusion index
Tissue axygen saturation
Central

Mixed

Absolute value

Clearance

<4.5 seconds
Absent

Warm

<2 mmaol/L

>20%/2 hours

=0.5 mL/kg per hour

15-60 minutes?

Continuous

Continuous

15-60 minutes®

Inadequate systemic
blood flow

Inadequate systemic
blood flow

or

excessive vasodilation

Fluids, red blood cells,
inotropes, vasodilator.

Vasopressors only to
ensure minimum mean
arterial blood pressure
for coronary and cerebral
perfusion!

Fluids, blood, inotropes,
vasodilators, and/or
VaSOpressors




6. Nepodléhat médnim trendum

the NEW ENGLAND
L o MEDICINE

MARCH 26, 2009

Intensive versus Conventional Glucose Control
in Critically IIl Patients

The NEW ENGLAND
JOURNAL o MEDICINE

ESTABLISHED IN 1812 MAY 31, 2012

Drotrecogin Alfa (Activated) in Adults with Septic Shock

The NEW ENGLAND
JOURNAL o MEDICINE

, 2014

A Randomized Trial of Protocol-Based Care for Early Septic Shock

Hydroxyethyl Starch 130/0.42 versus
Ringer’s Acetate in Severe Sepsis

Perner, M.D., Ph.D., Nicolai Haase, M.D.,

The NEW ENGLAND
JOURNAL o MEDICINE

ESTABLISHED IN 1812 OCTOBER 22, 2009

Intensity of Continuous Renal-Replacement Therapy
in Critically Il Patients




VOLUME 346

The New England
Journal of Medicine

NUMEBER 19

The NEW ENGLAND JOURNAL of MEDICI

The NEW ENGLAND
JOURNAL o MEDICINE

ESTABLISHED IN 1812 MARCH 2009

Intensive versus Conventional Glucose Control
in Critically Tll Patients

NE

Hypoglycemia and Risk of Death
in Critically Ill Patients

The NICE-SUG/




7. Opomijet limitace klinickych studii

30,00%
20,00%
10,00%

0,00%

Predstavte si phase 3 studii
naradrenalinu ...

... pacient se sepsi indukovanou
refrakterni hypotenzi (STK pod 90mmHg
po podani 1000ml) dostane
0,25ug/kg/min testované latky...

Bude tohle fungovat ?
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The NEW ENGLAND
JOURNAL o MEDICINE

ESTABLISHED IN 1812 APRIL 24, 2014 VOL. 370 NO. 17

High versus Low Blood-Pressure Target in Patients with Septic Shock

r, M.D., Ph.D., Ferhat Meziani, M.D., Ph.D., Jean-Francois Hamel, M.D., Fabier
CONCLUSIONS
Targeting a mean arterial pressure of 80 to 85 mm Hg, as compared with 65 to
70 mm Hg, in patients with septic shock undergoing resuscitation did not result in

significant differences in mortality at either 28 or 90 days. (Funded by the French
Ministry of Health; SEPSISPAM ClinicalTrials.gov number, NCT01149278.)
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The NEW ENGLAND
JOURNAL o MEDICINE

ESTABLISHED IN 1812 APRIL 24, 2014

High versus Low Blood-Pressure Target in Patients with Septic Shock

Pierre Asfar, M.D., Ph.D., Ferhat Meziani, M.D., Ph.D., Jean-Francois Hamel, M.D., Fabien Grelon, M.D.,

Secondary outcomes — no./total no. (%)

Death at day 907 164 (42.3) 170 (43.8)
Survival at day 28 without organ supporti: 241 (62.1) 235 (60.6)
Doubling of plasma creatinine 161 (41.5) 150 (38.7)
i ' 71/215 (33.0

Chronic hypertension 90/173 (52.0) 65/167 (38.9)
Renal-replacement therapy from day 1 to day 7 139 (35.8) 130 (33.5)

No chronic hypertension 66/215 (30.7 77/221 (34.8

Chronic hypertension 73/173 (42.2) 53/167 (31.7)
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target group

Days

Figure 2. Mean Arterial Pressure during the 5-Day Study Perio
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8. Nemyslet si, Ze uz vim o pacientoveé stavu vSechno










9. Neopomenout de-eskalovat




Med (2014) 40:32—40
013401330777 ORIGINAL ARTICLE

; _ De-escalation of empirical therapy is
ca-Ortega associated with lower mortality in patients

ia-Palomo . . .
Esperanza Ferndndez-Delgado with severe sepsis and septic shock
I. Herrera-Melero
C. Ortiz-Leyba
J. A. Marquez-Vacaro
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The Importance of Fluid Management in
Acute Lung Injury Secondary to Septic

Shock
CHEST /136 /1 / JULY, 2009

wramm, PharmD:
enjen Gajic, MD, FCCP,
- and

U«mu H fwﬁff MD, F(
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Initial Fluid Resuscitation: Adequate Adequate Inadequate Inadequate

Post-Resuscitation
Fluid Management: Conservative Liberal Conservative Liberal

FIGURE 3. Hospital mortality according to whether or not patients achieved AIFR, CLFM, both, or
neither. )




10. ,,... nékdy uz to vzdat ...“

DOPORUCENI PREDSTAVENSTVA CLK ¢. 1/2010

k postupu pti rozhodovani o zméné lécby intenzivni na lécbu paliativni u pacientu
v terminalnim stavu, ktef'i nejsou schopni vyjadrit svou vuli

c) Zahajeni nebo pokracovani jakehokoliv lecebneho postupu, ktery neni odborné
oduvodnény, kde neexistuje racionalni predpoklad jeho piiznivého ué¢inku na celkovy
prubéh onemocnéni a kde rizika komplikaci, stradani, utrap a bolesti prevazuji nad
realnym klinickym pifinosem zvoleného postupu, je vrozporu s etickymi principy
mediciny a Chartou prav umirajicich. Neexistuje povinnost zahajovat marnou a neucelnou
1écbu nebo v ni pokracovat, pokud je probihajici lé¢ba oduvodnéné za takovou oznacena.
Zabezpeceni fyzickych, psychickych, socialnich a duchovnich potieb pacienta, odstraneni
pociti bolesti, stradani a utrpeni s respektovanim lidské dustojnosti jsou zakladni priority
paliativni pece.
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High-Frequency Oscillation in Early Acute High-Frequency Oscillation for Acute
Respiratory Distress Syndrome Respiratory Distress Syndrome

Conventional
rentilation

Control

Probability of Survival
Probability of Survival

P=0.004 by log-rank test

15 30 45

Days since Randomization




High-Frequency Oscillation in Early Acute
Respiratory Distress Syndrome

High-Frequency Oscillation for Acute
Respiratory Distress Syndrome

e

In conclusion, in a large effectiveness study, we
were unable to find any benefit or harm from the
use of HFOV in adult patients with ARDS. We
recommend that this mode of ventilation not be
used for routine care.
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