Association between timing of antibiotic administration and mortality from septic shock in patients treated with a quantitative resuscitation protocol. 
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	Objective: We sought to determine the association between time to initial antibiotics and mortality of patients with septic shock treated with an emergency department-based early resuscitation protocol.
	

	[bookmark: 15]Design: Preplanned analysis of a multicenter randomized controlled trial of early sepsis resuscitation.
	

	[bookmark: 16]Setting: Three urban U.S. emergency departments.
	

	[bookmark: 17]Patients: Adult patients with septic shock.
	

	[bookmark: 18]Interventions: A quantitative resuscitation protocol in the emergency department targeting three physiological variables: central venous pressure, mean arterial pressure, and either central venous oxygen saturation or lactate clearance. The study protocol was continued until all end points were achieved or a maximum of 6 hrs.
	

	[bookmark: 19]Measurements and Main Results: Data on patients who received an initial dose of antibiotics after presentation to the emergency department were categorized based on both time from triage and time from shock recognition to initiation of antibiotics. The primary outcome was inhospital mortality. Of 291 included patients, mortality did not change with hourly delays in antibiotic administration up to 6 hrs after triage: 1 hr (odds ratio [OR], 1.2; 0.6–2.5), 2 hrs (OR, 0.71; 0.4–1.3), 3 hrs (OR, 0.59; 0.3–1.3). Mortality was significantly increased in patients who received initial antibiotics after shock recognition (n = 172 [59%]) compared with before shock recognition (OR, 2.4; 1.1–4.5); however, among patients who received antibiotics after shock recognition, mortality did not change with hourly delays in antibiotic administration.
	

	[bookmark: 20]Conclusion: In this large, prospective study of emergency department patients with septic shock, we found no increase in mortality with each hour delay to administration of antibiotics after triage. However, delay in antibiotics until after shock recognition was associated with increased mortality.
	



· First study to look at timing of abx administration while also using goal directed therapy
· If in septic shock - no change in outcome if abx given within at least first 3 hours of identifying septic shock- no data beyond that.
· If abx given prior to septic shock, outcome improved (12 v 24% mortality)
· septic shock = two SIRS criteria & systolic <90 OR lactate >4 after rapid 20ml/kg fluid bolus
· Dramatically different than Kumar et al who reported 7.6% decrease in survival with each hour abx were delayed after hypotension was noted. (source of abx recommendation for Surviving Sepsis Campaign guidelines)
· Only 1/3 had blood culture positive sepsis – poorer survival 26% v 15% mortality if culture negative
1. In regards to timing of antibiotic administration, the best survival rate was achieved when antibiotics were administered: 
a. Immediately at admission
b. >6 hours after septic shock was identified
c. After the time septic shock was identified, but within 6 hours
d. Before septic shock was identified
e. It didn’t matter when
2. T or F: It is uncommon to have a negative blood cultureculture in a septic patient.


Reducing ventilator-associated pneumonia in intensive care: Impact of implementing a care bundle
Morris AC, et al
Critical Care Medicine 2011, Vol 39, No 10, p 2218-24.
	Objectives: Ventilator-associated pneumonia is the most common intensive care unit-acquired infection. Although there is widespread consensus that evidenced-based interventions reduce the risk of ventilator-associated pneumonia, controversy has surrounded the importance of implementing them as a “bundle” of care. This study aimed to determine the effects of implementing such a bundle while controlling for potential confounding variables seen in similar studies.
	

	[bookmark: 14]Design: A before-and-after study conducted within the context of an existing, independent, infection surveillance program.
	

	Setting: An 18-bed, mixed medical–surgical teaching hospital intensive care unit.
	

	Patients: All patients admitted to intensive care for 48 hrs or more during the periods before and after intervention.
	

	Interventions: A four-element ventilator-associated pneumonia prevention bundle, consisting of head-of-bed elevation, oral chlorhexidine gel, sedation holds, and a weaning protocol implemented as part of the Scottish Patient Safety Program using Institute of Health Care Improvement methods.
	

	Measurements and Main Results: Compliance with head-of-bed elevation and chlorhexidine gel were 95%–100%; documented compliance with “wake and wean” elements was 70%, giving overall bundle compliance rates of 70%. Compared to the preintervention period, there was a significant reduction in ventilator-associated pneumonia in the postintervention period (32 cases per 1,000 ventilator days to 12 cases per 1,000 ventilator days; p < .001). Statistical process control charts showed the decrease was most marked after bundle implementation. Patient cohorts staying >=6 and >=14 days had greater reduction in ventilator-associated pneumonia acquisition and also had reduced antibiotic use (reduced by 1 and 3 days; p = .008/.007, respectively). Rates of methicillin-resistant Staphylococcus aureus acquisition also decreased (10% to 3.6%; p < .001).
	

	Conclusions: Implementation of a ventilator-associated pneumonia prevention bundle was associated with a statistically significant reduction in ventilator-associated pneumonia, which had not been achieved with earlier ad hoc ventilator-associated pneumonia prevention guidelines in our unit. This occurred despite an inability to meet bundle compliance targets of 95% for all elements. Our data support the systematic approach to achieving high rates of process compliance and suggest systematic introduction can decrease both infection incidence and antibiotic use, especially for patients requiring longer duration of ventilation.
· compliance rate - 70% overall, 90% of noncompliance was in wake-and-wean 
· MRSA acquisition decreased from 10 to 3.6%
· No change in duration of ventilation (b/c sicker patients?)
· Wake and wean should correlate most strongly with decreased duration and the compliance was lowest in this area
	

	
	

	
	

	
	

	
	

	
	

	
	

	



	


1. The components of the care bundle to prevent VAP include the following:
a. Head of Bed elevation
b. Daily nebulization and coupage
c. Chlorhexidine oral rinses
d. Wake and wean trial
e. Regular endotracheal suctioning
2. T or F: Patients who were on the ventilator for a longer duration had a greater reduction in VAP incidence using the care bundle than patients who were ventilated for shorter periods of time. 
