CRITICAL CARE - SEPSIS & SEPTIC SHOCK

The Hour-1 Sepsis Bundle

Five actions, all started within 60 min of recognising sepsis or
septic shock. Start the clock at recognition — not confirmation.

0 Lactate e Cultures e Antibiotics ° Fluids e Vasopressors

RUN IT IN PARALLEL

Diagnostics and resuscitation happen at the same time. Never delay antibiotics or
fluids to wait for a lactate, a culture or imaging. If shock persists, start vasopressors
early.

WITHIN THE FIRST HOUR

The five core steps
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a Measure serum lactate

Draw immediately to gauge tissue hypoperfusion. Repeat in 2-4 h if the first lactate is >
2 mmol/L.Alevel > 4 mmol/L flags high mortality and drives aggressive
resuscitation.

e Blood cultures before antibiotics

Take > 2 sets from separate sites (aerobic + anaerobic) before the first dose — but
only if it does not delay antibiotics. Cultures let you de-escalate later.



e Broad-spectrum antibiotics

Give IV within 60 min for septic shock or high suspicion. If sepsis is unlikely and there
is no shock, antibiotics may be deferred up to 3 h while you confirm the diagnosis.

o Rapid crystalloid resuscitation

Begin 30 mL/kg balanced crystalloid for MAP < 65 mmHg or lactate > 4 mmol/L;
complete within 3 h. Reassess fluid responsiveness as you go — avoid overload.

e Start vasopressors if still hypotensive
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If MAP < 65 mmHg persists during or after fluids, start vasopressors to a target MAP
65 mmHg. Norepinephrine is first-line — don't wait for the bag to finish.

WHEN FLUIDS AREN'T ENOUGH

Choosing your vasopressor

AN
Norepinephrine First-line Vasopressin Add-on
DOSE ROUTE DOSE ROUTE
0.01-1.5 Central IV 0.03 units/min IV — fixed

mcg/kg/min
Add when norepinephrine alone is inadequate.
First agent in septic shock. Don't wait for a Do not titrate up.
central line — start at a low dose through a
peripheral line. Titrate to MAP = 65 mmHg.

Epinephrine sccond-line

DOSE ROUTE
0.01-1.5 Central IV
mcg/kg/min

Add or substitute if the MAP goal is still unmet.



KEEP RESUSCITATING

After the first hour

RESUSCITATION TARGETS

® TARGET MAP ® LACTATE ® URINE OUTPUT ® CAP REFILL

2 65 mmHg < 2 mmol/L Z 0 ° 5 mL/kg/h < 3 sec

REASSESS EVERY 2-4 H

Re-check MAP, urine output, capillary refill, mentation and lactate clearance. Re-titrate
fluids and vasopressors to response — the bundle is goal-directed, not a one-time
checklist.

FIND AND CONTROL THE SOURCE

Remove infected lines and drain abscesses promptly — ideally within 6-12 h.
Antibiotics rarely succeed against an undrained focus.

ADJUNCTS

Hydrocortisone for shock still refractory to fluids + vasopressors after > 4 h. Prefer
balanced crystalloids over normal saline to limit hyperchloraemic acidosis. Admit
unstable patients to ICU within 6 h.

IMPLEMENTATION

The clock starts at recognition, not confirmation. Bundle compliance within 1 his a
core sepsis quality metric — measure it. And it's iterative: reassess, re-titrate,
individualise to the patient's response.




EVIDENCE WATCH — THE 30 ML/KG DEBATE

The fixed 30 mL/kg bolus is contested. The Surviving Sepsis Campaign keeps it as the
default, but some advocate dynamic, titration-based resuscitation to avoid fluid
overload in selected patients — those with cardiac or renal limits. Weigh hypoperfusion
against congestion at the bedside.

Educational use only — not a substitute for clinical judgement. Based on the
Surviving Sepsis Campaign adult Hour-1 Bundle.
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