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Reduction in case fatality rate from
meningococcal disease associated with improved
healthcare delivery

R Booy, P Habibi, § Nadel, C de Munter, | Britto, A Morrison, M Levin, and the
Meningococcal Research Group
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Abstract

Background and aims—The case fatality
rate from meningococcal disease (MD)
has remained relatively unchanged in the
post antibiotic era, with 20-50% of pa-
tients who develop shock still dying. In
1992 a new paediatric intensive care unit
(PICU) specialising in MD was opened.
Educational information was dissemi-
nated to local hospitals, and a specialist
transport service was established which
delivered mobile intensive care. The influ-
ence of these changes on mortality of chil-
dren with MD was investigated.
Methods—A total of 331 consecutive chil-
dren with meningococcal disease admit-
ted to the PICU between 1992 and 1997
were studied. Severity of the disease on
admission was assessed using the paediat-
ric risk of mortality (PRISM) score.
Logistic regression analysis was used to
correct for clinical severity, age, and sex;
death was the outcome, and year of
admission, a temporal trend variable, was

RS dzé 3dzy
|

/the primary exposure.
Results—THeE

vear (fromn
despite disk
unchanged. T adjustmen Jage, sex,
and disease severity, the overall estimate
for improvement in the odds of death was

(-'19% per vear (odds ratio for the :i.'early)

LETIRY W51 Fe

Conclusions—A significant improvement
in outcome for children admitted with
MD to a PICU has occurred in association
with improvements in initial management
of patients with MD at referring hospitals,
use of a mobile intensive care service, and
centralisation of care in a specialist unit.

(Arch Dis Chald 2001;85:386-300)

U»

¢ ¢

N e



420dz] £ F NRSELIADLIAG A
destek tedavisi rehberleri

Special Article

Clinical practice parameters for hemodynamic support of pediatric

and neonatal patients in septic shock®
2002

Joseph A. Carcillo, MD; Alan 1. Fields, MD; Task Force Committee Members

Pediatric Special Article

Clinical practice parameters for hemodynamic support of pediatric
and neonatal septic shock: 2007 update from the American C¢"
of Critical Care Medicine* 2007

Joe Brierley, MD; Joseph A. Carcillo, MD; Karen Choong, MD; Tim Comell, MD; Allan DeCaen, MD;

Andreas Deymann, MD; Allan Doctor, MD; Alan Davis, MD; John Duff, MD; Marc-Andre Dugas, MD;

Alan Duncan, MD; Barry Evans, MD; Jonathan Feldman, MD; Kathryn Felmet, MD; Gene Fisher, MD;

Loy Frankel, MD; Howard Jefiries, MD; Bruce Greenwald, MD; Juan Gutierrez, MD;

Mark Hall, MD; Yong Y. Han, MD; James Hanson, MD; Jan Hazelzet, MD; Lynn Heman, MD; Jane Kiff, MD;
Niranjan Kissoon, MD; Alexander Kon, MD; Jose Irazusta, MD; John Lin, MD; Angie Lorts, MD;

Michelle Mariscalco, MD; Renuka Mehta, MD; Simon Nadel, MD; Trung Nguyen, MD; Carol Nicholson, MD;
Mark Peters, MD; Regina Okhuysen-Cawley, MD; Tom Poulton, MD; Monica Relves, MD; Agustin Rodriguez, MD;
Ranna Rozenfeld, MD; Eduardo Schnitzler, MD; Tom Shanley, MD; Sara Skache, MD; Peter Skippen, MD;
Adalberto Torres, MD; Bettina von Dessauer, MD; Jacki Weingarten, MD; Timothy Yeh, MD; Amo Zaritsky, MD;
Bonnie Stojadinovic, MD; Jerry Zimmerman, MD; Aaron Zuckerberg, MD

Special Article

Surviving Sepsis Campaign: International guidelines for
management of severe sepsis and septic shock: 2008

2008

R. Phillip Dellinger, MD; Mitchell M. Levy, MD; Jean M. Carlet, MD; Julian Bion, MD; Margaret M. Parker, MD; Roman Jaeschke, MD;
Konrad Reinhart, MD; Derek C. Angus, MD, MPH; Christian Brun-Buisson, MD; Richard Beale, MD; Thierry Calandra, MD, PhD;
Jean-Francois Dhainaut, MD; Herwig Geriach, MD; Maurene Harvey, BN; John J. Marini, MD; John Marshall, MD; Marco Ranieri, MD;
Graham Ramsay, MD; Jonathan Sevransky, MD; B. Taylor Thompson, MD; Sean Townsend, MD; Jeffrey 5. Vender, MD;

Janice L. Zimmerman, MD; Jean-Louis Vincent, MD, PhD; for the Intemational Surviving Sepsis Campaign Guidelines Committee

Surviving Sepsis Campaign: International
Guidelines for Management of Severe Sepsis
and Septic Shock: 2012

R. Phillip Dellinger, MD'; Mitchell M. Levy, MD?%* Andrew Rhodes, MB BS* Djillali Annane, MD*

2012

Herwig Gerlach, MD, PhD?; Steven M. Opal, MD?¢ Jonathan E. Sevransky, MD’; Charles L. Sprung, MD?%
Ivor S. Douglas, MD’; Roman Jaeschke, MD'’; Tiffany M. Osborn, MD, MPH''; Mark E. Nunnally, MD'?*;
Sean R. Townsend, MD"; Konrad Reinhart, MD'; Ruth M. Kleinpell, PhD, RN-CS';

Derek C. Angus, MD, MPH'S; Clifford S. Deutschman, MD, MS'7; Flavia R. Machado, MD, PhD'%;
Gordon D. Rubenfeld, MD'"; Steven A. Webb, MB BS, PhD?’; Richard J. Beale, MB BS*';

Jean-Louis Vincent, MD, PhDD**; Rui Moreno, MD, PhD*; and the Surviving Sepsis Campaign

Guidelines Committee including the Pediatric Subgroup*

w

rgency department
[
(%]

[=]
<8
=

E
-

un

Recognize decreased mental status and perfusicn.
Begin high flow 0. Establish IV/10 access.

Initial resuscitation: Push boluses of 20 cc/kg
isotonic saline or colleid up to and over
60 cc/kg until perfusion improves or unlass
rales or hepatomegaly develop. Correct
hypoglycemia and hypocalcemia. Begin antibiotics.

T
Shock not reversed?

Reverse warm shack by ti

Fluid refractory shock: Begin inotrope IV/I0.
Use atropine/ketamine IV/IO/IM to obtain
central access and airway if neaded.
Reverse cold shock by titrating central di
or; if resistant, titrate central epinephrine.

Dose range:
Dopamine up to
10 meg/kg/min,

r

ine
0.05 to 0.3

ing central

meg/ka/min.

T
Shock not reversed?

Catecholamine resistant shock: Begin hydrocortisone
if at risk for absolute adrenal insufficiency

!

| Monitor CVP in PICU. Attain normal MAP-CVP and ScvO, >70 percent.

¥

v

v

care

v e

Cold shock with
normal blood pressure:

1. Titrate fluid and
epinephrine, Scv0,
>70 percent, Hgb

Cold shock with
low blood pressure:

1

. Titrate fluid and

epinephrine, Scv0y
>70 percent, Hgb

Warm shock with
low blood pressure:

1. Titrate fluid and
nerepinephrine,
ScviD; >70 percent.
1f still hypotensive,
consider vasopressin,

li in or

M

>10 g/dL. >10 g/dL.

2. If ScvO, still 2. TF still hypotensive,
<70 percent, add consider inephri
vasodilator v_ﬂth 3. 1f Scv0, still
Em_lume loading <70 percent, consider

nitr s, 1ok .

milrininone, imrinone,
and others). Consider
levosimendan,

enoximone or

levasimendan.

terlip

angiotensin.
. If ScvO, still

<70 percent, consider

low dose epinephrine.

w

w
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T
Shock not reversed?

v

Rule out and carrect pericardial effusion, pneumcthorax, and
intra-abdominal pressure >12 mmHg. Consider pulmonary artery,
PICCO, or FATD catheter, and/or Doppler ultrasound to guide fluid,

inctrope, vasopressor, vasodilator and hormonal therapies.
Goal CI »3.3 and <6.0 L/min/m2,

shock:

T
Shock not reversed?
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Early Reversal of Pediatric-Neonatal Septic Shock by Community
Physicians Is Associated With Improved Outcome

Yong Y. Han, MD*§; Joseph A. Carcillo, MD*{§; Michelle A. Dragotta, RN§; Debra M. Bills, RN§;
R. Scott Watson, MD, MPH*1§; Mark E. Westerman, RT§; and Richard A. Orr, MD*1§

ABSTRACT. Objective. Experimental and clinical mote ACCM-PALS recommended rapid, stepwise escala-

studies of septic shock support the concept that early tions in fluid as well as inotropic therapies may have
resuscitation with fluid and inotropic therapies improves value in improving outcomes in these children. Pediat-
survival in a time-dependent manner. The new American rics 2003;112:793-799; fluid resuscitation, inotropes, inter-

College of Critical Care Medicine-Pediatric Advanced Life facility transport, hydrocortisone.
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.
> TABLE 6. PICU Mortality: Sepsis Recognition to First Appropriate Antimicrobial
A Administration®
>\ «N Time to Initial
Antibiotics (hr) No. of Patients % Mortality % Difference Unadjusted OR
\
L | & <1 16 13 =1l 098 0.20-4.78
Z 2 >1 14 12
N [T <2 43 7 8 234 063-871
>2 87 15
>_ <3 66 6 13 358 1.09-11.76
Q >3 64 19
’Z -8- <4 78 8 11 2.86 097-842
— cc < <‘ >4 52 19
E ‘:6 OR = odds ratio.
h “For 101 (78%) of patients, the initial antimicrobial agent was appropriate based on either culture sensitivities or recommended empiric therapy.

time from hypotension onset (hrs)

Etkin antibiyotik tedavisinin

! CritCareMed 2014;42:2409.
- > o = A L Pediatric Critical Care
olFotlFyYl aNNbaaA

riskindeki I\:IQ S EA 6 N gaatlikK S | Delayed Antimicrobial Therapy Increases Mortality
A > A - » and Organ Dysfunction Duration in Pediatric Sepsis*
3SOA1YS ¢

y Y 2 N\IJ Scott L. Weiss, MD'; Julie C. Fitzgerald, MD, PhD'; Fran Balamuth, MD, PhD?

Elizabeth R. Alpern, MD, MSCE; Jane Lavelle, MD?* Marianne Chilutti, MS*
Robert Grundmeier, MD*?; Vinay M. Nadkarni, MD, MS'; Neal J. Thomas, MD, MSc
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KumarA et al.Duration of hypotension before initiation of effective

antimicrobial therapy is the criticaleterminant of survival in Uygun antimikrobial tedavinin 3 saatten
h ic shockCri d. ; 34: . .
uman septic shockCritCareMed. 2006; 34: 15896 uzun gec'kmes'

4 kat mortalitear t @€k éna nede




Antibiyotik tedavisl

¢CNEE AP Si1 Sy anfhNm blelTLIATF shle(THYhnifusgaNA & 1 ¢

1. Il taulyPy &FoP

2. TYFS AAd2WdRE RPEP @ SNJ 60 2 LI dz

_ i ¢2LX dzYRIF{A lyGAoA@2GA]1 RANBYce RJIZNIE
KV ve y¢ikis@k doZ, s apeiziyest RPeEP NyAGSYAY RANBy e R

3 Sepsisirfokal bir infeksiyon2 Rl € PY Ry ISt A0 YE
4. 96f Al SRSY S1 GPO6O6A &2NHzyf I §J
5 5FKF | yOS (8 &ddhizasy®IRAT YAS 2f Iy
6

~

CF1PY TFYFYRIE @gSet  aktimkrSojalh § dziget

YNEf ONNJ NNBYS&aA 2ftdzNBI 1 Nf 0NNJ &2y dzOdzy |
YNf GNNJ NNBYSaA e21al ({tAyA]l @&lFyPal 3l



Antibiyotik tedavisl
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1. . SYAR@-&lny ANY 0
A Sefotaksim(seftriaksor) +ampisilin ve/veya aminoglikozid
A Ampisilin+aminoglikozid

2. . S0S1 @S 20dzl o6BHdn IANYDO

A Seftriaksonveyasefotaksimg vankomisirt (*menenjit varsa)
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