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Sepsis 
 

epsis which is defined as systemic response to infection may potentially causes 
multiple structures physiological stress and dysfunction such as; respiratory, renal, 

cardiovascular, and hematological. Because quick consideration should be paid to so 
many body systems, prepared approach during anesthesia for a septic patient is a must1. 

S 
 Patients with sepsis show signs of systemic inflammatory response syndrome, as result 
from generalized reaction to inflammation which may be caused by a wide range of 
infectious and non-infectious causes for example, burns, pancreatitis and multiple 
trauma2.  
 
Signs and laboratory results1,3: 
 

Altered mental status 
Tachypnea 
Fever (> 38.3°C) or Hypothermia (core temperature < 36°C) 
Heart rate > 90/min  
Arterial hypotension (sBP < 90 mmHg) 
Arterial hypoxemia (PaO2/FiO2 < 300) 
Decreased capillary refill or mottling 
Acute oliguria (urine output < 0.5 ml/kg/hr for at least 2 hrs despite adequate fluid 
resuscitation) 
Ileus (absent bowel sounds) 
Significant edema or positive fluid balance (> 20 mL/kg over 24 hours) 
Hyperglycemia (plasma glucose >140 mg/dl) in the absence of diabetes 
Leukocytosis (WBC count >12,000/μl), leukopenia (WBC count < 4,000/μl) or 
     normal WBC count with greater than 10% immature forms 
High serum creatinine  
High Plasma C-reactive  
Coagulation abnormalities (INR >1.5 or a PTT >60 sec) 
Thrombocytopenia (platelet count <100,000/μl) 
Hyperbilirubinemia (plasma total bilirubin >4 mg/dl) 
Unexplained metabolic acidosis 
Evidence of disseminated intravascular coagulopathy 
Postoperative respiratory failure 
Failure to reverse 
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Management4 
 

Emergency management  
Call for help 
100% oxygen 
Bolus of crystalloid or colloid 10 ml/kg IV 
Consider placing an arterial line  
Consider an adrenaline infusion, titrate to achieve a mean blood pressure >70mmHg 
 
 
Further management 
Consider placing a central venous line, aim for a CVP of >8mmHg 
Take samples for microscopy and culture of: blood, urine, Any other fluids 
   (e.g. bile, pus, ascites, CSF) 
Record any prior antibiotics 
Give appropriate antibiotics  
Check hematology, coagulation status, biochemistry, blood gases 
Place a urinary catheter 
 
 Further care 
*Continue vigorous fluid resuscitation throughout 
*Continue the adrenaline infusion 
*If there is continuing instability send to the ICU. These instabilities may include: 
  -Cardiorespiratory compromise presenting as desaturation, hypovolaemia, and 
     hypotension. 
  -Postoperative respiratory failure which may require re-intubation postoperatively. 
  -High risk patients are: ASA class III or above, diabetics, ICU patients, 
immunocompromised patients, instrumental urological procedures, instrumental enteric 
and biliary procedures, orthopaedic infections, urological sepsis, gynecological sepsis, 
biliary sepsis, pancreatitis, abscesses, and cellulitis or fasciitis2. 
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