GUIDELINE FOR THE EVALUATION, DIAGNOSIS, AND EMPIRIC TREATMENT OF INFECTION

Introduction:

Fever, infection, and subsequent organ dysfuntion are very common in acutely traumatized or critically ill
patients, with sepsis now being considered the leading cause of death from infection. Sepsis is now
defined as life-threatening organ dysfunction due to a dysregulated host response to infection. Organ
dysfunction is now the distinguishing clinical indicator that delineates an uncomplicated infection from
sepsis. The suggested method to assess for organ dysfunction put forth by the Society of Critical Care
Medicine (SCCM) is the Sequential (Sepsis-Related) Organ Failure Assessment (SOFA). For clinical
purposes, organ dysfunction can be represented by an increase in the SOFA score of 2 points or more
from baseline in the presence of infection, which is associated with in-hospital mortality > 10%. Septic
shock is defined as a subset of sepsis in which profound circulatory, cellular, and metabolic abnormalities
are present, and is associated with an in-hospital mortality of >40%. Septic shock can be identified in
patients with a vasopressor requirement to maintain a MAP of 65 mm Hg or greater and serum lactate
level greater than 2 mmol/L (>18 mg/dL) despite adequate volume resuscitation.
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For patients who are not critically ill, the quickSOFA, or qSOFA, was developed to help facilitate clinicians
to more quickly recognize those who are at risk for sepsis.

L. An alteration in mental status
1L A decrease in systolic blood pressure of less than 100 mm Hg
[1L. A respiration rate greater than 22 breaths/min

Patients with two or more of these criteria are more at risk to have a prolonged ICU stay or to die in the
hospital, and should be examined for organ failure.



Empiric Antibiotic Therapy for Sepsis Protocol:

Patients with signs and symptoms identifying a likely source of sepsis or with hemodynamic changes
associated with fever should be treated empirically with antibiotics as directed by the Quarterly
Antibiotic Rotation specified in the Antibiotic Stewardship Program guideline found on the MDSCC
website. The appropriate regimen should be initiated based on suspected site of infection (either
pneumonia or non-pneumonia).

1) A quarterly rotation schedule has been specified and information is distributed to all personnel. This
rotation includes a class of medications to be avoided for the quarter and adherence to this protocol
is very important.

2) Antibiotics should be de-escalated as soon as culture data is available.

3) For pneumonia, treatment should continue for a total of 7 days except for cases where the causative
organism is a multi-drug resistant organism in which case a longer duration of therapy may be
considered.
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Temp > 38.5" for > 4 hrs AND >24hrs post-admission/post-op
(IE evidence of organ dysfunction, it is permissible to begin workup immediately)

PULMONARY SOURCE

!

2

A. New, persistent, progressive
infiltrate on CXR

B. Respiratory

a. Purulent secretions

b. Decline in pulm. Status
C. Inflammatory

a. Fever

b. Leukocytosis

c. New onset Delirium

**A plus 2 additional

Directed MD Physical Exam and evaluation

of clinical parameters

symptoms must be present**

v

Intubated or Trached?

YES NO
Perform Obtain sputum culture
bronchoscopy w/
BAL

Start empiric PNA antibiotic
protocol

v

v

Investigate suspected source
first

v

CATHETER/LINE SOURCE .

!

Central line >72 hrs
with purulence at site
OR
1 or more s/s (see UTI
protocol) UTI >12hrs?

YES

NO

CONSIDER OTHER SOURCE

Other infectious
source

Potential non-
infectious source

)

-Concern for missed abdominal source
-Sinusitis

- Appropriate diagnostic tests

-Obtain source control

-Appropriate empiric antibacterials
started (see rotation)

- Examine wounds

- Diarrhea= C diff workup

Change line and
replace at NEW site
OR

Investigate
other source

A 4
Consider Non-Infectious Causes
-VTE - Adrenal Insufficiency
-Phlebitis - Malignant Hyperthermia

-Delirium Tremens
-Pancreatitis

-Acalculous cholecystitis
-NMS

-Drug fever or Central fever

Obtain UA and follow
UTI protocol

Adjust/De-escalate therapy per culture:

>10* CFU/mL = narrow spectrum to pathogen cultured

<10* CFU/mL-> d/c antibiotics

**Blood cultures should only be obtained when other potential sources have been ruled out**



