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ICU costs in the United States t expensive condition D
treated in US hospitals

40 percent of all ICU costs

PLded NIV

Six times greater than that forlCU D’;nczﬁg
patients that do not have sepsis |
- ,
62 percent readmission rate

(Sutton & Friedman, 2013; Sepsis Alliance, 2014) |




31.5 miillion peopl‘e are | -

treated each year Most expensive condition

treated in US hospitals
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First descriptions of sepsis are found in Egyptian papyrus as early as 1600 BC |
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Le papyrus Eddiesnwsed honey and human
brains to cure eye infections



https://fr.wikipedia.org/wiki/Papyrus_Edwin_Smith

Hippocrate |
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Sepsis (oY L) =
« putréfaction »

« Pus bonum
et laudabile »

Galien |

130-200 |
®

Greek word

Sipsis Make rotten

Avicenne |

979-1037 BC |

Coincidence of
blood putrefaction

and fever

Faire pourrir

Pepsis Good digestion

Bonne digestion




Semmelweiss ‘ Pasteur | Robert koch ‘
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1818-1865 1870 |
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4 Theorle des germes e
o T0 5 oy ran by  aemeie e | =l A
Les processus d infection et de suppuration étaient causés par

des mlcro—organlsme

Le terme de sepsis devenant synonyme d'infection invasive.




HUGO Schottmuller \

1867-1936 Germany

Modern definition of
sepsis (1914)

Le sepsis survenait si des germes pathogenes envahissaient d’une facon
constante ou périodiquement la circulation sanguine a partir d’un foyer
infectieux et provoquaient des symptomes subjectifs et objectifs

Le traitement ne doit pas étre dirigé contre les bactéries dans le sang,
mais contre les toxines bactériennes libérées




Rising incidence, ) Changing
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1992

American College Of Chest Physicians

Society of Critical Care Medicine

accp! sccm consensus conference

Definitions for Sepsis and Organ Fallure and
Guidelines for the Use of Innovative Therabies in
Table 1—Definiti

e e e e e i - A
: Severe sep.m— sepsns associated with organ dysfunction, hypopex

O
SEPSIS-1

Infection=microbial phenomenon characterized by an iffamma- Fusmn or hypotensmn Hypoperfusion and perfusmn abnunn.;h-
tory response to the presence of microorganisms or the inv de. but are not limited to lactic ai

of normally sterile host tissue by those organisms. or an aciite altertt e —

SBacfemnia ﬂaﬂle pr::;nc: of m:ﬂ:y I::tem l;s:l;ies,:jlof:e systemic | Septic shock = sepsis-induced with hypotension despite adequate
y " I fluid resuscitation along with the presence of perfusion abnor-
mﬁamma?ory rei;pﬂt:r:lebto t:;vanety dﬁ:g;efsll;mc?l msulée.ﬁOThe . malities that may include, but are not limited to, lactic acidosis,
E.f; I:::e I:aItTr]; ‘:6:38°C ir :3(2;.30;;} heart rafem;gﬁmbl:aalts l::f oliguria, or an acute alteration in mental status. Patients who are

i pe — receiving inotropic or vasopressor agents may not be hypotensive

lnute or Pacg‘ at the time that perfusion abnormalities are measured.
Im

o Temperature <36°Cou=38,5°C
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’ |Sepsis-induced hypotension = a systolic blood pressure <90 mm Hg

Sepsis=t] FC > 90 battements/mlnute kted by two or N 2 reduction of =40 mm Hg from baseline in the absence of
e (T — m——t infection: (1) her causes for hypotension.

temper, ' N> 20/mn ou PaCOZ <32 mmHg 90 beats  per Mu pleargan dysfunctwnsyndm(MODS) presence ofa]tered

<32 m ou cellules immatures > 10% 12,00{}!(.'11 l

U O DU e T I u T T ORI T o T e M‘mm M m wm Failum fm Et HJ IE. 19892

7




i%\IE

accp/scom consensus conference

Deiinltlons for Sepsis and Organ Fallure and
Guidelines for the Use of Innovative Therapies in

Sepsis

THE ACCP/SCCM CONSENSUS CONFEREN
Roger C. Bone, M.D., EC.C.P,

Robert A. Balk, M.D., EC.C.P
Frank B. Cerra, M.D.

R. Phillip Dellinger, M.D., FC.C.P

CHEST / 101 1 6 1 JUNE, 1982
ICE COMMITTEE
Chairman Alan M. Fein, M.D., FC.C.P
William A. Knaus, M.D.
Roland M. H. Schein, M.D
Walliam ] Sibbald, M.D., FC.C.P.

1992 |

®
SEPSIS-1 |

In 2001, a second consensus conference
validated most of the previous concepts

but drew attention to the fact that systemic
inflammatory response is not specific of sepsis
and could be seen in many diseases.
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Peu sensible

SIRS criteria are missing

in 1 in 8 patients
34 % des patlents en sep5|s SEevere € 470 € S
DErM Asswv ssvmwanmanec A mvrAcAantAant mnac lar AvidAvAad AA CIDC

Table 1. Baseline Characteristics and Hospital Outcomes of P:

for the Systemic Inflammatory Response Syndrome [S4RS].*

Patients with Patients with
m Characteristic All Patients SIRS-Positive Sepsis SIRS-Negative Sepsis

no. of patients no. of patients no. of patient
’ with data with data

Hospital outcome — no. (%) 09,663 96,385 13,278

Death 25,713 (23.4) 23,577 (24.5) 2136 (16.1)  <0.001
S_'Euay D. Jamie Cooper, M.D_, Ph.D., and Rinaldo Bellomp, M.D., Ph.D.

/

Fittsburgh, PA (Angus); = Division of General Intermal Medicine; Bet rael Deaconess Medical

Dﬂiﬂl Tﬂm MD, MPH Center, and Harvard Medical School. Boston. MA (MNgol: and Anesthesidl Critical Care and Pain

e sehERaEEe= - This lack of positivity was
associated with highest hospital
morbidity and mortality

Volume 48, 8o, 5 : November 2006




Peu sensible

—  Peu spécifique

= Dépend Recueil

(1) Intensive Care Med (2012) 38:811-819 .
43 'AJ ( DOI 10.1007/500134-012-2549.5 ORIGINAL
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Davi
interchangeable par les cliniciens

Pfffj:| Sepsis et sepsis sévere étaient utilisés de facon
SIRS

Marc
“===%0ns In data Eﬂﬁflll'ﬂ and definition

o Olal
Sepsis Sepsis severe S criteria

al NMnace Amanna Emarnancu Nanarmant Datianfe

\/‘ N ENGL] MED 360;0 NEJM.ORG AUGUST 2g, 2013

Vol 381 March2, 2013 ‘ Eviow Amiiois ‘ ,

Sepsis definitions: time for change t'l' 5

Simon R. Finfer, M.D., and Jean-Louis Vincent, M.D., Ph.D., Editors

Severe Sepsis and Septic Shock
Derek C. Angus, M.D., M.P.H., and Tom van der Poll, M.D., Ph.D.

Jean-Louts Vincent, Steven M Opal, John C Marshall, Kevin | Tracey C




SEPSIS-2

Leukocyle Activation Leukocyte Deactivation
Sapsis-Inducad Tissua Injury Sepsis-Induced Immuncsuppression

Systemic Inflammatory Compensatory Anti-Inflammatory
Response Syndrome (SIRS) Response Syndrome (CARS)
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Time Post Insult

Reddy, Immunclogic Res 2003



Méthodologie |
Un gruuluc ITTeCTI1T1IaciIviIIidrlr uC 1L Jv experts ‘

Critic Données issues de I'analyse rétrospective alists

r

Plusieurs cohortes de patlents ameéricains et allemands

Special Commmumcam rrezrd, NUMDer 8
Th Table 2. Summary of Data Sets
! Characteristics UPMC? KPNC VA ALERTS KCEMS
Years of cohort 2010-2012 2009-2013 2008-2010 2011-2012 2009-2010
for Mo. of hospitals 12 20 130 1 14
Total No. of encounters 1309025 1 847 165 1640543 38008 S0 T27
Mervyr and study design study records

Djillali #  Setting
Craig M
Steven

tttttt

acrmnitions au Sepsis €L CnocC sepliquce dites

SEPSIS-3 |
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SEPSIS1et2 |
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Table 1. Sequential [Sepsis-Related] Organ Failure Assessment Score®

Score
System 0 1 2 3 4
Respiration
Pao,/Fio,, mm Hg =400 (53.3) <400 (53.3) <300 (40) <200 (26.7) with <100 (13.3) with
(kPa) respiratory support respiratory support
Coagulation
Platelets, x10°/pL =150 <150 <100 <50 <20
Liver
(Bmmlf:rif:: mg/dL <1.2 (20) 1.2-1.9 (20-32) 2.0-5.9 (33-101) 6.0-11.9 (102-204) >12.0 (204)
pmo

Cardiovascular

Central nervous system

Glasgow Coma Scale
score”

Renal

Creatinine, mg/dL
(umol/L)

Urine output, mL/d

MAP =70 mm Hg

15

<1.2 (110)

MAP <70 mm Hg

13-14

1.2-1.9 (110-170)

Dopamine <5 or
dobutamine (any dose)®

10-12

2.0-3.4 (171-299)

Dopamine 5.1-15
or epinephrine =0.1
or norepinephrine <0.1°

6-9

3.5-4.9 (300-440)

<500

Dopamine =15 or
epinephrine >0.1
or norepinephrine >0.1°

<6

>5.0 (440)

<200

Abbreviations: Fio,, fraction of inspired oxygen; MAP, mean arterial pressure;

Pao,, partial pressure of oxygen.

* Adapted from Vincent et al.**

b Catecholamine doses are given as pg/kg/min for at least 1 hour.

© Glasgow Coma Scale scores range from 3-15; higher score indicates better

neurological function.




La complexité du score SOFA Prélevements biologiques

Limitent son a Une version simplifiée du SOFA e réanimation

Altér Outcomes of the Surviving Sepsis Campaign in intensive care @ k¥ MMHg
units in the USA and Europe: a prospective cohort study

Mitchell M Levy, Antonio Artigas, Gary S Phillips, Andrew Rhodes, Richard Beale, Tiffany Osborn, Jean-Lous Vincent, Sean Townsend,
Stanley Lemeshow, R Phillip Deflinger

Vol 12 December 2012

USA Europe p value*

Count 18766 (74-0%) 6609 (26-0%)
Hospital mortality 5313 (28-3%) 2719 (41-1%) <0-0001
Origin

<0-0001
Emergency department 12218 (651%
Ward 476 4%) 405 (51:5%)

I 1785 (9-5%) 1045 (15-8%)




Figure. Operationalization of Clinical Criteria Identifying Patients With Sepsis and Septic Shock

Patient with suspected infection

{

osornzz2 \ ol seriis S0~ Horhir it
see e .
{ *7&':' mspectad: / if clinically indicated

Assess for evidence
of organ dysfunction
‘ _

SOFA 227 § H_ﬂl Monitor clinical condition:
(see @x‘} " reevaluate for possible sepsis
- if clinically indicated
] ves|

Sepsis ‘

(A) gSOFA Variables
Respiratory rate
Mental status
Systolic blood pressure

SOFA Variables
Pa0,/Fi0, ratio
Glasgow Coma Scale score
Mean arterial pressure

Administration of vasopressors
with type and dose rate of infusion

Serum creatinine or urine output
Bilirubin
Platelet count

gSOFA | | Cette stratification du risque a pour but de mettre I'accent sur la

précocité de la prise en charge
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|dentification rapide patients les + graves/susceptibles de s’aggraver




Figure. Operationalization of Clinical Criteria Identifying Patients With Sepsis and Septic Shock

[ Patient with suspected infection ]

Y

LR EE Y B
(see suspected?

if clinically indicated

Yes Yes

Y

Assess for evidence |
of organ dysfunction |

() aSOFA Variables
Respiratory rate

SOFA 227 Monitor clinical condition;
{5ee No reevaluate for possible sepsis Mental status

if clinically indicated Systolic blood pressure

SOFA Variables

Pa0,/Fi0, ratio
Despite adequate fluid resuscitation, Glasgow Coma Scale score
1. vasopressors required to maintain .
MAP =65 mm Hg HEHI'.I .':!rterl.'ill pressure
AND Administration of vasopressors

2. serum lactate level =2 mmol/L? with type and dose rate of infusion
Serum creatinine or urine output

Yes Bilirubin
Platelet count
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JAMA | Original Investigation | CARING FOR THE CRITICALLY ILL PATIENT

Prognostic Accuracy of Sepsis-3 Criteria for In-Hospital
Mortality Among Patients With Suspected Infection
Presenting to the Emergency Department

¥ona Table 3. Diagnostic Performances for the Prediction of In-Hospital Death
Yanmn

Jenn For Prediction of Death SOFA SOFA SIRS Severe Sepsis
F=hri Sensitivity, % (95% CI) Fu (59-80) I 73 (61-83) 93 (85-98) 47 (36-59)

Chara _Snecifiritv. % (95% (1) 79(76-80) 70 (67-73) 27 (24-31) 82 (80-85)

Figure 2. Receiver Operating Characteristic Curves

Z q ~ for In-Hospital Mortality
Etude de ¢ _ 18 (14-23) 11 (8-13) 20 (14-27)

Ve ="  17(95-98) 98 (95-99) 94 (92-96)

S0FA $Eii\gre Sepsis

30 ser

gSOFA indicates quick Sequential Organ Failure Assessment; SIRS, systemic
inflammatory response syndrome; and SOFA, Sequential [Sepsis-related] Organ
Failure Assessment. The area under the receiver operating characteristic curves
for gSOFA is 0.80 (95% Cl, 0.74-0.85); SOFA, 0.77 (95% Cl, 0.71-0.82);

SIRS, 0.65 (95% Cl, 0.59-0.70); and severe sepsis, 0.65 (25% Cl, 0.59-0.70).

e g = —— % oy =g

True-Positive Rate (Sensitivity), %

» Cutoff value

&> Cutoff value=2 (qSOFA, SOFA, SIRS) 39 (53) 664 (82)
(@] Cutoff value =yes 35 {4?) 141 (IE]

20 40 60 80
False-Positive Rate {1-Specificity), %
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Prognostic Accuracy of the SOFA Score, SIRS Criteria,
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Les performances pronostiques de

Etude rétrospective

190 000 patients I'item diagnostique score SOFA 22

182 services de réanimation | ~ 2criteres ou plus de SIRS
ctuge australienne et néuzeranuarse

2000 - 2015 qSOFA >2
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and qSOFA Score for In-Hospital Mortalit

With Suspected Infection Admitted to the Intensive Care Unit

™ Mortality Among
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for the Australian and New Zealand Intensive Care Society (ANZICS) Centre for Outcomes and Resource Evaluatlon (CORE)
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Yonathan Freund, MD, PhD; Majla Lemachatti, MOy Evguenia Krastinova, ML, FAl; Mare Wan Laer, MD;
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La définition du sepsis

Physiopathologie (SOFA)

EDC septique

Pas de SIRS ni de sepsis sévere

qSOFA
qSOFA et SOFA

Meilleure comparabilité des études




SIRS criteria 2 24 Organ dysfunction mpnolmh r::mrmm

4 Communication entre le personnel de
fecton santé, mais aussi le public.

Cela va améliorer la rapidité du
diagnostic qui est un élément clé de

\ pronostic

Organ dysfunction
SOFA2 2/ GSOFA The new sepsis definition Verdonk et dl.

FIGURE 1. Diogom conaring te et cf Le choc septique est maintenant défini

11992, 2001 ard 2016] 57.8] and doing e~ COMME UN sous-ensemble de sepsis
(hvoerleucocvtose. fiévre)

La définition des différentes étapes de la sévérité est simplifiée
Les criteres SIRS

Sepsis definitions




La définition du sepsis

Physiopathologie (SOFA)

EDC septique

Pas de SIRS ni de sepsis sévere

qSOFA
qSOFA et SOFA

Meilleure comparabilité des études




Déterminé a partir d'analyses de grandes bases de données
Trois éléments cliniques

Simple ett gSoFa nir

Any 2 of 3 clinical ©"-™M€' The full SOFA score

variables | outside the ICU sepsis

Predictive validity U patient)
(AUROC =0.81; 95% ClI, 0.80-0.82)

Seymour CW, Liu VX, lwashyna TJ, et al (2016) Assessment of clinical criteria for sepsis: for the Third
International Consensus Definitions for Sepsis and Septic Shock (Sepsis-3). JAMA 315:762-74




| La définition du sepsis
Etudes SEPSIS |
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Criteres de recrutement plus simples

I \ ™m__ 1. €cfIMe~ o 1. _ ___ o _

Etudes reproductibles
[ aSOFA

Meilleure comparibilité
* ‘l—| OOUFA et SUFA I

lIs présentent deux avantages: leurs mesures peut étre
automatisés et il peut étre réalisé rétrospectivement
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Pas de SIRS ni de sepsis sévere
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Table 1. Sequential [Sepsis-Related] Organ Failure Assessment Score®

System

Score

0

Respiration
Pao,/Fios, mm Hg
(kPa)

Coagulation

Platelets, =103 /pL
Liver

Bilirubin, mg,/dL

(pmol/L)
Cardiovascular

=400 (53.3)

=150

<1.2 (20)

MAP =70 mm Hg

<150

1.2-1.9 (20-32)

MAP <7(

Central nervous system

Glasgow Coma Scale
score®

Renal

Creatinine, mg/dL
(pmol/L)
Urine output, mL/d

<1.2 (110)

Abbreviations: Fio,, fraction of inspired oxygen; MAP, mean arte
Pa0,, partial pressure of oxygen.
a pdapted from Vincent et al #*

<100

2.0-5.9 (33-101)

<200 (26.7) with
respiratory support

<50

6.0-11.9 (102-204)

<100 (13.3) with
respiratory support

<20

>12.0 (204)




Détecter un dysfonctionnement organique

Dysfonction d’organesecondaire d une réponse

Sepsis . :
P In ote envers (ne infection

Avec |'espoir qu’elle a été
causée par une infection Ce patient est-il in}ecté ou non? ‘

e 1 _ M ..

Les nouvelles définitions n'offrent ‘When the infection is not

certain and organ

.. S EIRT dysfunction is present
Des progres importants ont été réalisco ceouin ucrpercs

années dans |'utilisation de biomarqueurs (Dg et Al|Bpie)
It is difficult to exclude a

sepsis diagnosis

I'identification de l'ii
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™ Procalcitonin: a f

e Marker for sepsis
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Abstract

Background: Sepsis is a global health
microbial infection, which leads to orga
Early and differential diagnosis of sepsis
proper antibiotic treatrments through tF
Main body of abstract: Current target
factor-g, interleukins, etc) are non-speci
family could be a critical tool for the di:
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ABSTRACT

Sepsis remains a leading cause of death in the intensive care units and in all age groups
worldwide. Early recognition and diagnosis are key to achieving improved outcomes.
Therefore, novel biomarkers that might better inform clinicians treating such patients are
surely needed. The main attributes of successful biomarkers would be high sensitivity,
specificity, possibility of bedside monitoring and financial accessibility. A panel of sepsis
biomarkers along with currently used laboratory tests will facilitate earlier diagnosis,
timely treatment and improved outcome may be more effective than single biomarkers. In
this review, we summarize the most recent advances on sepsis biomarkers evaluated in
clinical and experimental studies.
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dysfunction was comparable between Sepsis-2 and Sepsis-3, more prognostic and clinical
information is conveyed using Sepsis-2 regarding number and type of organ dysfunctions.
The SOFA score may require recalibration. CHEST 2017; 151(3):586-596 ‘" mesrovpscom

The SOFA score may require recalibration. CHEST 2017; 151({3):586-596
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qSOFA peut remplacer le SIRS?
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Conclusion: In this observational cohort study, qSOFA failed to identify two thirds of the patients admitted to an ED
with severe sepsis. Further, gSOFA failed to be a risk stratification tool as the sensitivity to predict 7-day and 30-day
mortality was low. The sensitivity was poorer than the other waming scores already in use at the study site, RETTS-triage
and the SIRS criteria.

m | symptoms or clinical signs suggesting an infection (n=1535) were prospectively induded in the study from January 1 | B

Table 5 Sensitivity, Specificity, and Positive (FPV) and Negative Predictive Values (NPV) for 30-day mortality by different stratification
tools in the Emergency Department (n =68 cases of deaths within 30 days among 1535 patients)

Stratification tool Ability to identify those who died Sensitivity Specificity PPV NPV

n (% of 68 cases)

(95% CI)

(95% Cl)

(959 C1)

(95% CJ)

Severe sepsis
SIRS 2 2

SIRS 2 2 (without leucocytes)

gs0FA 22
Red triage
Orange triage

2 Orange triage

19 (27.9%)
42 (51.8%)
32 (45.5%)
8 (11.9%)

14 (20.2%)
31 (45.6%)
45 (66.1%)

029 (018-041)
064 (051-0.75)
048 (036-061)
0.13 (Q05-0.25)
021 (012-0.32)
046 (022-0.58)
066 (054-0.77)

054 (0.92-0.95)
055 (0.53-0.58)
070 (068-0.72)
096 (0.95-0.97)
094 (0.92-0.95)
061 (058-063)
054 (052-057)

0.18 (0.12-0.24)
0,06 (0.05-0.07)
0.07 (0.05-0.08)
0.14 (0.07-023)
0.13 (D.08-0.19)
0.05 (0.04-0.07)
0.06 (0.05-0.07)

0.96 (0.95-0.97)
097 (0.96-098)
0.97 (0.96-097)
0.96 (0.96-094)
0.96 (0.96-095)
0.96 (0.95-0.97)
097 (0.96-097)

(Sepsis-related YO PPN TP T p chimy et al, Scandinavian Journal of Trauma, Resuscitation and Emergency Medicine (2017) 25:56
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Retards potentiels dans l'identification précoce et le traitement

Simpson SQ. New sepsis criteria: a change we should not make. Chest 2016; 149(5):1117-8.

Cortes-Puch |, Hartog CS. Opening the debate on the new sepsis definition change is not necessarily progress: revision of the
sepsis definition should be based on new scientific insights. Am J Respir Crit Care Med 2016;194(1):16-8.

Le calcul du score SOFA doit inclure des mesures biologiques.

Colts associés + temps (Pc)

Ni gSOFA ni le SOFA ne permettent d’identifier l'infection
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Comparibilité avec les anciennes études
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Table 5 Possibility to implement the surviving sepsis campaign guidelines
African countries High-income countries P-value
263 el
35 (A1 &) P TR

(%) Tahlﬂ Sequential [Sepsis-Related] Organ Failure Assessment Score®
Possibility to implement all Grade 1 recommendations n (%) 15 (5./) Syster <00u”
Percentage of implementable Grade | recommendations () 808 (635 1o BAS) e <0.001*
Possibility to implement all Grade 1A and 1B recommendations n (%) 30 (114 <0.001%
= Percentage of implementable Grade 1A and 1B recommendations (%) 875 (708 to 958 w'“!- —— <0.001*
Possibility to implement all Grade 1C and 1D recommendations n (%) 26 (9.9) Eaeaitilant <0.001*
Percentage of implementable Grade 1C and 1D recommendations (%) 714 (571 to 89.3) <0.001%

Possibility to implement all Grade 2 recommendations n (%) 4(15) Platelets, 10°/uL <0.001*

L

Percentage of implementable Grade 2 recommendations ) 57.1 (381 to 81) Liver <0.001*

Possibility to implement all sepsis resuscitation bundles n (%) 43 (163) Bilirubin, mg/dL <0.001*
Bundle element ‘Lactate”  n (%) 64 (243) (pmol/L) <0.001%

Bundie element Tultures”  n (%) 188 (715) Cardiovascular <0001

Bundle element “Antibiotics” 1 (%) 204 (776 <0.001*

Bundle element “Hypotension”™  n (%) 238 (90.5) Central nervous system 003*

Bundle element "CVESovD2” n (%) 70 (268) Glasgow Coma Scale <0.001*

Possibility to implement all sepsis management bundles n (%) 12 (4.6) srore® <0.001*

Bundle element Steroids™  n (%) 252 (958) Renal 017
Bundle element ThHAPC™  n (%) 15 5.7) e <0.001*
Bundie element Glucose”  n (%) 221 (84) (pmol/L) Q.004*

Bundle elerment “Plateau Pressure”™ 0 (%) 182 (69.2) Urine output, mL/d <0.001%
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Impact sur le traitement
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Nouvelles recommandations basées sur ces nouvelles définitions
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Surviving Sepsis Campaign Responds to Sepsis-3

New Definitior

Continuing Evc March 1, 2016 Done
Edward Abraham, MD iry 23,2006 Volume 315, Number &
Conclusion

Once hospitals have adequately prepared for change, sepsis team leaders should reinforce the message that the new definitions do
not change the primary focus of early sepsis identification and initiation of timely treatment in the management of this vulnerable
patient population.

S
Les nouvelles définitions ne doivent pas modifier I'objectif principal qui
est l'identification précoce du sepsis et l'initiation d'un traitement

rapide dans la gestion de ces patients vulnérables




Special Communication | CARING FOR THE CRITICALLY ILL PATIENT JAMA February 23,2016 Volume 315, Number 8
The Third International Consensus Definitions
for Sepsis and Septic Shock (Sepsis-3)

Mervyn Singer, MD, FRCP; Clifford S. Deutschman, MD, MS; Christopher Warren Seymour, MD, M5c; Manu Shankar-Hari, MSc, MD, FFICM;
Djillali Annane, MD, PhD; Michael Bauer, MD; Rinaldo Bellomo, MD; Gordon R. Bernard, MD; Jean-Daniel Chiche, MD, PhD;

Craig M. Coopersmith, MD; Richard S. Hotchkiss, MD; Mitchell M. Levy, MD; John C. Marshall, MD; Greg 5. Martin, MD, MS5c;

Steven M. Opal, MD; Gordon D. Rubenfeld, MD, MS; Tom van der Poll, MD, PhD; Jean-Louis Vincent, MD, PhD; Derek C. Angus, MD, MPH

Définition plus proche de |la physiopathologie du sepsis

Criteres simples et facile a retenir

Le risque de minimiser la gravité du sepsis

Le risque d’anéantir les efforts déployés depuis plusieurs
décennies dans le cadre de la Surviving Sepsis Campaign
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