Appendix 1 Flow Chart on the Management of Sepsis

¢"Are 2 or more of the following ™
SIRS criteria present?
- Temperature =38°C or <36°C
- Respiratory rate =20 breaths per min
- Heart rate =100 beats per min
= White cell count =169 or <40 x 10%L

- Bedside glucose =7 .7 mmal/l
{in the absence of diabetes)
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- Assess:
- Maintain airway patency

- Apply Oz 15 I/minute - (non re-breathable bag)
- Attach pulse oximeter to patient

- Consider the need for anaesthetist
- Consider tracheal intubation to secure airway

Airway
- Assess-ensure adequate breathing
- Ventilate if necessary Breathing
Management: Assess & Record Circulation

Record: IMEWS (MAP and peripheral perfusion as
appropriate)
Secure IV access with large-bore cannula -14G /16G
Bloods sent for: FBC, Lactate, C-RP, coagulation screen,
LFTS, U&E, blood cultures and group and save (as
appropriate)

Consider the need for Imaging - Chest X- ray, CT / MRI & US
scans

Early IV antibiotics

Fluid Resuscitation: (Appendix 2)

o Start IV fluids crystalloid

Monitor strict fluid balance (urinary catherisation)

Put on ECG and automatic BP monitors

Consider need for Anaesthetic Team - CVP/Arterial lines-
Thromboprophylaxis-

o Anti- embolic stockings, anti-coagulants if no

coagulopathy

Treat peri-arrest arrhythmias,

CPR if necessary

Continuously CTG
monitor (if appropriate)
and consider timing and

method of delivery

Urgent Cultures: clinically relevant

(Ideally before antibiotics)

-Blood, urine, vaginal, wound swabs, placental, others as
clinically indicated e.g throat

NB - Do not delay giving Antibiotics ASAP - within 1 hour

Attempt to establish a
focus of infection and
treat any obvious source

Piperacillin/tazobactam IV 4.5g every 8 hours
Plus

Gentamicin*IV one dose per GAPP App calculator
(Use pre-pregnancy weight)

Apply caution:
Regarding temperature data if anti-
pyretic medication has been
administered

Resus and Refer

Detection .MEWS
sTriage
Communication e |SBAR

Clinical evaluation
eSepsis screening tool

Recognition

eSepsis 6 within one hour

sReferral to senior clinicians
and critial care as
appropriate

Call early for senior
Obstetrician &
Anaesthetist
Inform Paediatric/NICU
Consult Microbiologist

ASAP

Plus

IF indwelling central venous catheter preceding onset of
sepsis, IF inflammation at IV catheter insertion site, IF
history IV drug use or IF risk factors for MRSA ADD
Vancomycin* IV infusion, dose per GAPP App calculator.

Refer to “Sepsis” section GUH Adult Antimicrobial
Guidelines (Current GAPP App) for full details including

Commence immediate
antibiotics as shown

alternatives in penicillin allergy.

*Review need for ongoing Gentamicin and Vancomycin on

a daily basis. Continue with once daily gentamicin ONLY if
Consultant/Specialist Registrar recommended. For advice
on monitoring see Aminoglycoside & Vancomycin Dosing &

Take arterial blood gases
& Lactate levels
(Blood Gas Analyzer
Labour ward /NICU)

Monitoring section of GAPP App

Review antibiotic therapy at 24-48 hours and modify, if
indicated, based on clinical progress and culture results.

Communicate using -ISBAR

Contact Consultant

and if appropriate monitor invasively

Obstetrican/Critical Care Anaesthetist
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Appendix 2 Flow Chart on Fluid & Lactate in Maternal Sepsis

Algorithm Fluid & Lactate in Maternal Sepsis

SBP <90 mmHg or MAP <65 mmHg,
Lactate >2 mmol/L

Fluid resuscitation of 30
ml/kg IV in 1 hour
Caution: with PET

Transfer to Labour Ward
High risk of severe sepsis/septic shock

Lactate Levels need to
be interpreted within
the clinical context

Fluids: Give Bolus 500 mls Crystalloid over 15 minutes: give up to 30 mls/kg IV/hr,
(E.g. 30 mls by 70kg=2100 mls per hr) and reassess
(Repeat lactate after 2 litres and if shock is persistent contact CRITICAL CARE TEAM)

If SBP <90mmbhg,
or 40mmHG below patient’s normal
BP
MAP <65mmHG and/or
Lactate >2 mmol/L
or organ dysfunction

SBP >90 mmhg, MAP >65 mmhg and
Lactate <2 mmol/I
e Maintenance IV fluid
e 1/2 hourly observations or as per
IMEWS
e Reassess for hypovolaemia
e Repeat Lactate as clinically
indicated- If Lactate > 2 mmol/l —
Escalate care

\

/*MAP: Mean Artieral Pressure
SBP: Systolic Blood Pressure
For more information go onto National Clinical Guidance
No6. Sepsis Management go to:
www.health.gov.ie/patient-safety/ncec
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