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A. Initial Resuscitation

1. For respiratory distress and hypoxemia start with face mask oxygen or if needed and available, high flow nasal cannula oxygen
or nasopharyngeal CPAP (NP CPAP). For improved circulation, peripheral intravenous access or intraosseus access can be
used for fluid resuscitation and inotrope infusion whan a central lina is not available. If mechanical ventilation is required than
cardiovascular instability during intubation is less likely after appropriate cardiovascular resuscitation (grade 2C).

2. Initial therapeutic end points of resuscitation of septic shock: capillary refill of <2 secs, normal blood pressure for age, normal pulses
with no differential between peripheral and central pulses, warm exiremities, urine oufput >1 mL+ghr', and normal mental status.
Scvn, saturation =70% and cardiac index batween 3.3 and 6.0 L/min/m? should be targeted thereafter (grade 2C).

3. Follow American College of Critical Care Medicine-Pediatric Life Support ( ACCM-PALS) guidelines for the management of
septic shock (grade ng).

4. Evaluate for and reverse pneumothorax, penicardial tamponade, or endocrine emergencies in patients with refractory shock
(grade 1C).

B. Antibiotics and Source Control

1. Empiric antibiotics be administered within 1 hr of the identification of severe sepsis. Blood culures should be obtained before
administering antibiotics when possible but this should not dekay administration of antibiotics. The empiric drug choice should
be changed as epidemic and endemic ecologies dictate (eg H1M1, MRSA, chloraquing resistant malaria, panicillin-resistant
preumocecc, recent ICU stay, neutropenia ) (grade 10)

2. Clindamycin and anti-toxin therapies for toxic shock syndromes with refractory hypotension (grade 20).

3. Early and aggressive source control (grade 10).

4, Clostridium difficile colifis should be treated with enteral antibiotics if tolerated. Oral vancomycin is prefermed for severe disease (grade 1A).
C. Fluid Resuscitation

1. In the industrialized world with access to inotropes and mechanical ventilation, initial resuscitation of hypovolemic shock begins
with infusion of isotonic crystalloids or albumin with boluses of up to 20mL/kg crystalloids {or albumin equivalent ) over 5—10
minutes, titrated to reversing hypotension, increasing urine output, and attaining normal capillary refill, peripheral pulses, and
level of consciousness without inducing hepatomegaly or rales. If hepatomegaly or rales exist then inofropic support should ba
implemented, not fluid resuscitation. In non-hypotensive children with severe hemolytic anemia (severa malaria or sickle call
crises) blood transfusion is considered superior to crystalloid or albumin bolusing (grade 2C).

D. Inctropes/Vasopressors/Vasodilators

1. Begin peripheral inotropic support until central venous access can be attained in children who are not responsive to fluid
resuscitation (grade 2C).

2. Patients with low cardiac output and elevated systemic vascular resistance states with normal blood pressure be given
vasodilator therapies in addition to inofropes (grade 2C).

E. Extracorporeal Membrane Oxygenation (ECMO)
1. Consider ECMO for refractory pediatric septic shock and respiratory failure (grade 2C).
F. Corticosteroids

1. Timely hydrocortisone therapy in children with fluid refractory, catecholamine resistant shock and suspected or proven absolute
(ctassic) adrenal insufficiency (grade 1A).

G. Protein C and A Protein C trat
No recommendation as no fonger available.
H. Blood Products and Plasma Therapies

1. Similar hemoglobin targets in children as in adults. During resuscitation of low superior vena cava oxygen saturation shock
(< 70%), hemoglobin levels of 10g/dL are targeted. After stabilization and recovery from shock and hypoxemia then a lower
target > T0g/dL can be considered reasonable (grade 1B).

2. Similar platelet transfusion targets in children as in adults (grade 2C).

3. Use plasma therapies in children to corect sepsis-induced thrombaotic purpura disorders, including progressive disseminated
intravascular coagulation, secondary thrombotic microangiopathy, and thrombotic thrombocytopenic purpura (grade 2C).

I. Mechanical Ventilation.

1 Lung-p strategies during mechanical ventilation (grade 2C)

Crit Care Med 2013; 41:580-637



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

* Ressuscitacao inicial e controle da infeccao

* 19 recomendacoes
e 3 (subdividas em “a” e “b”)

e Suporte hemodinamico e terapia adjuvante
e 21

e Qutras terapias de suporte
. 41

* Consideracoes para pediatria
. 24

Crit Care Med 2013; 41:580-637
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SURVIVING SEPSIS CAMPAIGN BUNDLES

TO BE COMPLETED WITHIN 3 HOURS:

1) Measure lactate level

2) Obtain blood cultures prior to administration of antibiotics

3) Administer broad spectrum antibiotics

4) Administer 30 mL/kg crystalloid for hypotension or lactate Z4mmol/L

TO BE COMPLETED WITHIN 6 HOURS:
5) Apply vasopressors (for hypotension that does not respond to initial fluid resuscitation)
to maintain a mean arterial pressure (MAP) 2 65 mm Hg
6) In the event of persistent arterial hypotension despite volume resuscitation (septic
shock) or initial lactate =4 mmol/L (36 mg/dL):
- Measure central venous pressure (CVP)*
- Measure central venous oxygen saturation (Scvo,)*
7) Remeasure lactate if initial lactate was elevated”

*Targets for quantitative resuscitation included in the guidelines are CVP of 28 mm Hg,
Scvo, of 270%, and normalization of lactate.

Bundles are selected sets of interventions or processes of care distilled from
evidence-based practice guidelines and targeted to be achieved over a fixed period
of time. Bundles should act as a cohesive unit to ensure all steps of care are consis-
tently delivered. The Surviving Sepsis Campaign (SSC) and the IHI used key recom-

Crit Care Med 2013; 41:580-637



Performance
Improvementin the
Management of Sepsis

Christa Schorr, RN, M3

Implementation of clinical practice guidelines in sepsis is challenging for many
institutions for a variety of reasons including lack of administrative support, staff
resistance. unfamiliar equipment, and inability to apply sepsis education in the clin-
ical setting. Severe sepsis guideline implementation may be facilitated by delivering
small blocks of information, building on initial successes, and using the bundle

dppro ach.

Crit Care Clin 2009; 25:857-867



Performance
Improvementin the
Management of Sepsis

Christa Schorr, RN, M3

Critical steps prior to protocol implementation

Obtain administrative support

Evaluate interdepartmental interactions

Develop and relay a firm understanding of the goals

Establish a formal interactive relationship with the emergency department and the
critical care unit

Collaborate with the general/internal medicine team

|dentify champions/unit protocol leaders

Provide a unit-, hospital-, and system-wide education campaign

Crit Care Clin 2009; 25:857-867



Protocol Implementation Plan

Tool
Development

Cross-depantmental
Support

Equipiment ss—m

"

/ Administration

/ Staff Physicians

Process Process
re-evaluation / Residents re-evaluation

/ Pharmacists

/ Nurses

Protocol
Implementation

Data -—-——— — Education

Collection

Data
Analysis

Evaluation

Multidiciplinary

Fig. 2. An approach to protocol implementation. (From Biomerieux. Townsend SR, Dellinger
RP, Levy MM, et al, editors. Surviving Sepsis Campaign: Implementing the Surviving Sepsis
Campaign. Des Plaines, IL: Society of Critical Care Medicine, International Sepsis Forum,
and European Society of Intensive Care Medicine; 2005.)
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Quadro 1. Delineamento das fases necessarias a execugao do projeto

FASE

DEFINICAO

DETALHAMENTO DURACAO

Fase 1

Avaliacdo e preparo da
infraestrutura e processos

Criagdo do grupo de sepse da instituicao 3 més
Elaboracdo de protocolo de tratamento

Definicdo geografica da abrangéncia do projeto — estratégias de triagem

Definicdo geografica da abrangéncia do projeto — locais para coleta de dados

Elaboracdo do guia de anfibioticoterapia empirica para a instituicao

Adequac3do da rotina de dispensacdo da primeira dose de antibiotico

Adequacido da rotina laboratorial para coleta de exames

Adequacio do sefor de suprimentos para fornecimento do material necessario ao protocolo de atendimento
Adequacdo do banco de sangue para fomecimento adequado

Rotina de pricrizac&o no atendimento em centro cirdrgico

Producdo do material grafico e de suporte necessario para divulgagdo e conducido da campanha

Definigdo e treinamento do profissional responsavel pela coleta dos dados

Fase 2

Estabelecimento da
aderéncia e moralidade
basais

Coleta de dados basais de aderéncia e mortalidade 3 meses

Fase 3

Instituicdo do programa de
educagdo continuada e agdes
para melhora da aderéncia ao
tratamento

Lancamento oficial da campanha na institui¢do 18 meses
Programa de educacéo continuada

Coleta de dados e divulgacdo dos resultados coletivos

http://www.sepsisnet.org/
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Quadro 2 - Indicadores a serem utilizados no protocolo — pacote 6 horas

Indicador

Descrigao

Definigao

Lactato

Hemoculturas

Antibidtico

Volume/

Vasopressor

Pressdo  venosa

central

Saturacdo venosa
de oxigénio

Coleta de lactato nas seis primeiras horas

Coleta de hemocultura antes de antibicticoterapia. Culturas
colhidas posteriormente a administragdo do antibidtico ndo
deverdo ser computadas

Administrac3o correta de antibioticoterapia, considerando-se
antibidticos administrados em até 96 horas antes do diagnostico
da sepse grave ou dentro das primeiras 24 horas desse
diagndstico.

Infusdo de 30 mlkg peso de cnstaldides nas seis pnmeiras
horas de diagnéstico em pacientes com lactato acima de 2 x o
valor normal ou com pressdo arterial média abaixo de 65 mmHg
E uso de wvasopressores naqueles que permanacerem
hipotensos apés volume.

Monitorizar e obter pressdo venosa central entre 8-12 mmHg
para pacientes em ventilagio espontinea ou 12-15 mmHg para
pacientes em ventilacio mecinica naqueles gue tinham niveis
de lactato acima de 2 x o valor normal ou que necessitaram
vasopressores para manter pressio arterial acima de 65 mmHg.
Monitorizar e obter saturacdo venosa central acima de 70% em
pacientes gue tinham niveis de lactato acima de 2 x o wvalor
nomal ou que necessitaram vasopressores para manter
pressdo artenal acima de 65 mmHg.

Numerador — nimero de pacientes que colheram lactato dentro das seis primeiras horas do diagndstico da sepse
Denominador - todos os pacientes com sepse grave/choque séptico
Numerador - nimero de pacientes que colheram hemocultura antes do inicic da antibicticoterapia.

Denominador — todos os pacientes com sepse grave/choque séptico

Numerador — nimero de pacientes em que a administrac3o de antibioicoterapia de amplo espectro ocomeu dentro da
primeira hora do diagnéstico da sepse nos pacientes das enfermarias e das UTI e dentro das trés primeiras horas nos
pacientes do pronto socorro.

Denominador - todos os pacientes com sepse grave/choque séptico

Numerador - pacientes que receberam pelo menos 30 ml/Kg de crstaldides E vasopressores (se indicado) para manter
pressdo arterial média acima de 65 mmHg

Denominador — pacientes com lactato acima de 2 x o valor normal ou com press3o arterial média acima de 65 mmHg.

Pacientes em quem ndo foi colhido lactato (caso estejam normotensos)

Numerador - pacientes que obtiveram os niveis mencionados dentro de 6 horas de diagndstico da sepse

Denominador - pacientes com lactato acima de 2 x o valor normal ou que necessitaram vasopressores para manter
pressdo arterial média acima de 65 mmHg. Pacientes em quem ndo foi colhido lactato (caso estejam normotensos).
Pacientes em quem n3o foi colhido lactato (caso estejam normotensos) ou que ndo receberam volume ou vasopressores,
embora tivessem indicacio.

Numerador - pacientes que obtiveram os niveis mencionados dentro de 6 horas de diagndstico da sepse

Denominador - pacientes com lactato acima de 2 x o valor normal cu que necessitaram vasopressores para manter
pressdo arterial média acima de 65 mmHg. Pacientes em quem ndo foi colhido lactato (caso estejam normotensos).
Pacientes em guem néo foi colhide lactato (caso estejam nomotensos) ou que ndo receberam volume ou vasopressores,

embora tivessem indicac3o.




Why don't physicians adhere to guideline recommendations in
practice? An analysis of barriers among Dutch general practitioners
Marjolein Lugtenberg*!, Judith M Zegers-van Schaick’-2, Gert P Westert!3 and
Jako S Burgers*

Table 2: Perceived barriers* to the implementation of key recommendations from selected guidelines

Perceived barriers Key recommendations Clinical guidelines
(N = 56) (N=12)

N % N %

26 46 10 83
Lack of knowledge 26 46 10 83
Lack of awareness/familiarity 26 46 10 83

51 91 12 100
Lack of agreement with guideline recommendation 38 68 12 100
Interpretation/lack of evidence™* 13 23 9 75
Lack of applicability 32 57 12 100
Lack of self-efficacy I 20 8 67
Lack of outcome expectancy 17 30 10 83
i evious practice/lack of motivation 15 27 8 67
|Behaviour 46 82 12 100
Patient factors 22 40 I 92
Patients preferences/demands 14 25 9 75
Patients ability/behaviour** I 20 8 67
Guideline recommendation factors 24 43 I 92
Unclear/ambiguous™* 18 32 1 92
Incomplete/not up to date™* 8 14 4 33
Not easy to use/too complex** 3 5 3 25
Environmental factors 29 52 12 100
Lack of time/time pressure 7 13 5 42
Lack of resources/materials 7 13 5 42
Organisational constraints 20 36 Il 92
Lack of reimbursement 2 4 2 17

* Barriers were classified according to the framework of Cabana et al. (1999) with some additional types of sub-barriers (*)

Implementation Science 2009; 4:54



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

B. Screening for Sepsis and Performance Improvement

1. Routine screening of potentially infected seriously ill patients for severe sepsis to allow earlier implementation of therapy (grade 1C).

2. Hospital-based performance improvement efforts in severe sepsis (UG).

Crit Care Med 2013; 41:580-637
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Seu paciente tem algum desses sinais??

| Hipertermia (>38 °C) |

Dispnéia ou dessaturagao
(Sp0O,<90)

Taquicardia (>90 bpm)
| Oliguria (diurese < 0,5mL/Kg/Hora) - -

‘ Rebaixamento do nivel de Hipotensdo (PAS <90mmHg ou PAM <65) |
consciéncia . -

Fique aterta, pode ser SEPSE!!
Notifique a equipe médica usando a ficha de triagem do PROTOCOLO DE SEPSE
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EQUIPE MEDICA

Seu paciente tem algum desses sinais

| Hipertermia (>38 °C) |

Rebaixamento do nivel de
consciéncia

| Hipotensao (PAS <90mmHg ou PAM <65) |

Fique alerta, pode ser SEPSE!!
Consulte o PROTOCOLO DE SEPSE desta instituicao

lllllllllllllll

lllllllllll
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Reduced mortality after the implementation of a protocol

for the early detection of severe sepsis

Glauco A. Westphal MD, PhD?P, Alvaro Koenig MDP*, Milton Caldeira Filho MD?,
Janaina Feijo MD?, Louise Trindade de Oliveira®, Fernanda Nunes?,
Kénia Fujiwara MDb, Sheila Fonseca Martins?, Anderson R. Roman Goncalves MD, PhD?

977 subjects
| Sepsis/SIRS |
Phase | ‘ Phase Il 334

Inclusion criteria Inclusion criteria
119 124

| |
! ' } l ) )

Severe sepsis Septic shock Excluded Severe Sepsis Septic Shock  Excluded
32 70 17 49 66 9

| | | |

Fig. 1  Distribution of the patients evaluated, by study phase and inclusion criteria.

J Crit Care 2011; 26:76-81



Reduced mortality after the implementation of a protocol

for the early detection of severe sepsis

Glauco A. Westphal MD, PhD?-®, Alvaro Koenig MD®*, Milton Caldeira Filho MD?,
Janaina Feijo MD?, Louise Trindade de Oliveira®, Fernanda Nunes?,
Kénia Fujiwara MDb, Sheila Fonseca Martins?, Anderson R. Roman Goncalves MD, PhD?

Attachment 1 — General form for record of Expanded Clinical Signs of Infection

Data:

Time:

Room/bed

AP
Hypotension-
SAP< 90

HR
Tachycardia
=90 bpm

RR
Tachypnea >
20 bpm

Temperature
=38.5° or
<36 °C

Oliguria
(<0.5 ml/kg/h)

Mental
confusion
psychosis

Supplementary
oxygen

§

9

10

AP — arterial pressure; SAP — systolic arterial pressure: HR- heart rate; RR — respiratory rate.
Obs: If two or more items present alterations, register it in red and tell the nurse.

J Crit Care 2011; 26:76-81




Reduced mortality after the implementation of a protocol

for the early detection of severe sepsis

Glauco A. Westphal MD, PhD?P, Alvaro Koenig MDP*, Milton Caldeira Filho MD?,
Janaina Feijo MD?, Louise Trindade de Oliveira®, Fernanda Nunes?,
Kénia Fujiwara MDb, Sheila Fonseca Martins?, Anderson R. Roman Goncalves MD, PhD?
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g 0.8+

©

2

S 0.6

n

S

2 0.41

z

©

'g 0.2 - - - Phase | (102 patients) — Phase Il (115 patients)

o

0
0 10
Days after detection of severe sepsis / septic shock
Study phase Number of patients at risk for sepsis
baseline Day 10 Day 20 Day 30 Day40 Day50 Day60

Phase | 102 79 60 54 49 45 39
Phase Il 115 103 97 87 83 79 73

Fig. 2 Probability of survival in patients with severe sepsis or
septic shock during Phase [ (dotted line) and Phase I (solid line),
according to the time elapsed after the detection of sepsis (P <.001).

similar between the 2 phases of the study (Table 1). The
mean time elapsed between the identification of the first
signs of sepsis risk and the detection of sepsis was longer in
phase I than in phase II (34 vs 11 hours; P < .001). The

J Crit Care 2011; 26:76-81



Organisational culture: variation across
BMJQ5 hospitals and connection to patient safety
climate

T Speroff, S Nwosu, R Greevy, et al.

Table 6 Correlation between organisational culture and Safety Attitudes Questionnaire, Safety Climate Survey, and Information and Analysis scales

Respondent level Intensive care unit level Hospital level
Correlation (r) matrix Group Hierarchical Group Hierarchical Group Hierarchical
SAQ overall 0.49% —0.48% 0.66% —0.57% 0.69% —0.63%
Teamwork Climate 0.41% —0.39% 0.54% —0.43% 0.57% —0.491
Safety Climate 0.40% —0.39% 0.56% —0.47% D.51% —0.431
Job Satisfaction 0.55% —0.49% 0.71% —0.63% 0.74% —0.66%
Stress Recognition —0.12% 0.10+ —0.30% 0.35t —0.42¢ 0.47t
Perceptions of Management 0.48% —0.47% 0.68% —0.59+ 0.75% —0.68%
Working Conditions 0.40% —0.42% 0.60% —0.63% 0.62% —0.73%
Safety Climate 0.47% —0.48% 0.64% —0.58% 0.65% —0.63%
Information and Analysis 0.33% —0.37% 0.56% —0.56% 0.55% —0.54*

*p<005; +p<0.01; $p<0.001.

Qual Saf Health Care 20103 19:592-596



Organizational culture and its implications for infection
prevention and control in healthcare institutions

S. De Bono?, G. Heling?, M.A. Borg®'*

o

Hofstede's representation of organizational culture.

J Hosp Inf 2014; 86:1-6
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changed that?
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Table 4. A CBT analysis of the four main emotional reactions to a practice gap

Doctor emotion Probable belief Recommended influence Desired emotional
to focus on change

Complacency [ am sure [ am doing fine, so I do not Motivation Surprise or anxiety
have to change

Irritation [ am sick of experts telling me what to Motivation sSurprise or anxiety
do when [ have been doing okay for
years

Anxiety I do not know how to fix it Ability Contentment

I do not know if [ am capable of fixing it

Disappointment [ should be doing better than this Ability Contentment

Australian Family physician 2011; 40:24-28



Why haven’t |
changed that?
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Table 2. NICS choosing the right approach

Identified barrier Tailored intervention/s

Lack of knowledge Educational courses

Decisional aids

Perception/reality Audit and feedback

mismatch Reminders

Lack of motivation Incentives/sanctions
Leadership

Beliefs/attitudes Peer influence

Opinion leaders

Systems of care Process re-design

Australian Family physician 2011; 40:24-28



SPREAD - Sepsis PREvalence Assessment Database
Perfil epidemiologico da sepse grave e choque séptico
dentro de UTI brasileiras

Flavia R. Machado, Fernanda Carrara, Alexandre C Biasi, Fernando Bozza,
Juliana Lubarino, Reinaldo Salomao, Elaine M. Ferreira, , Derek Angus,
Luciano Cesar Pontes Azevedo e investigadores do estudo SPREAD
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SPREAD - Sepsis PREvalence

Assessment Database

Flavia R. Machado, Alexandre C Biasi, Fernanda Carrara, Fernando Bozza,
Derek Angus, Juliana Lubarino, Elaine M Ferreira, Reinalde Salomao,
Luciane Cesar Pontes Azevedo e investigadores do éstudoe SPREAD

Supported by: AMIBner

One-day prevalence study
Cross-sectional, multicenter, nationwide

Primary objective: to assess the prevalence of severe

sepsis and septic shock at the ICUs in hospitals from

different Brazilian geographic regions. e
s 2

Sepsis
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SPREAD - Sepsis PREvalence

Assessment Database

Resources score - criteria: always available
Blood gas analysis in 3 hours
Lactate results in 3 hours
Blood + urine + tracheal secretion (quantitative or qualitative) cultures

Third generation cephalosporin + carbapenens OR piperacilin/tazobactam +
vancomicine OR teicoplanin OR linezolide

Cristaloids

Norephinephrine

Central line catheter (single or double lumen)

Central venous pressure eﬂ

Latin Americar

Sepsis



SPREAD - Sepsis PREvalence

Assessment Database

Resources score

All 8 items mmm)  HIGH AVAILABILITY
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Tabela 1. Caracteristicas gerais dos pacientes incluidos na instituicao

Caracteristica Instituicio Instituicio Instituicio Dados Brasil Dados Brasil Dados mundiais®
90 Tri . ° Tri . ° Tri . o
Viimene | Simen ChnemeMebol s
(n=9212) (n=19182)
Tempo de disfuncio (horas)
Tratado na UTI (PS) - - - 7,5£14.8 4,398 -
Tratado na UTI (Enf) - - - 11,8+193 88157 -
Sepse na UTIL - - - 12,2+18,3 10,1£16,5 -
Tratado no PS 79+138 8,0+16,2 3,185 6.3£13,5 5.3£113 -
Tratado na Enf - N=1 - 10,6=17.1 8.7+145 -
Global 79+13.8 7.8+£16,0 3,185 9,2+16.6 6.8+133 -
Tempo para inicio de ATB (horas)
Tratado na UTI (PS) - - - 3,546,7 2,1+4.8 -
Tratado na UTI (Enf) - - - 49491 3,574 -
Sepse na UTL - - - 43£77 3,2472 -
Tratado no PS 4,542 5,7£59 7,7£14.0 3,063 27£58 -
Tratado na Enf - - - 454838 3,7£7.9 -
Global 4.5+42 5,7+5,9 7,7£14.0 4,0£7.8 2.8+6,3 -

SOFA — Sequential Organ Failure Assessment,

Care Med. 2010 38(2):367-74).

APACHE II — Acute Physiologic Chronic Health Evaluation, VM - ventilacio mecdnica, ITU - mfeccdo trato wrmario, UTI -
unidade de terapia intensiva, ATB - antibidtico. Dados expressos em média = desvio padrdo, mediana (25%-75%) ou percentagem. *Dados da Surviving Sepsis Campaign (Crit
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b. DADOS DE MORTALIDADE

Tabela 3. Mortalidade por gravidade e local de desenvolvimento

Instituicio Instituicio Instituicio Dados Brasil Dadaos Brasil Dados mundiais~
2 'l(":ll:nll;;ne 3 1("]111:r:;;tle 4 ':'Illl:l;l;;tl e Husp(lrtlilszl);;l))llcos (ILAS 2005-2014)
(n=19182)
Gravidade
Sepse grave 57.1% 65,0% 28,6% 45.8% 32.9% 23,9%
Choque séptico 100,0% 92.3% 61,5% 72.,5% 64.1% 37.4%
Local de
desenvolvimento
Tratado na UTI (PS) - - - 58,7% 37.8% 26,5%
Tratado na UTI (Enf) - - - 64.,8% 53.2% 39.8%
Sepse na UTI - - - 62.,5% 57.1% 42.8%
Tratado no PS 62.5% 75,0% 55,6% 48.4% 43.3% -
Tratado na Enf - 100,0% - 48.8% 39.9% -
Global 62,5% 75.8% 55,6% 58,5% 46,0%% 30.8%

UTI - umidade de terapia mtensiva. Dados expressos em percentagem. *Dados da Surviving Sepsis Campaign (Crit Care Med. 2010 38(2):367-74).



* Implementando um protocolo institucional
* Envolver lideres locais

 Adotar diretrizes baseadas em evidéncias — viaveis e
atrativas

* Antecipar as principais dificuldades

e Selecionar estratégias e solucdes — dentro do orcamento
e das possibilidades

 Definir indicadores de sucesso

* Monitorar o progresso com feed back em tempos
regulares

e Se as mudancas forem incorporadas na organizacao
cultural da instituicao elas serao duradouras



* Pontos importantes
* Colaboracao (Time da Sepse)
* Treinamento, treinamento, treinamento, treinamento

* Coleta de dados em tempo real — auditoria do processo
« GERENTE DE PROTOCOLO — CASE MANAGER

* Avaliacao dos processos — feed-back
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