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Background: This study was conducted to look for the clinical profile including the
patterns of morbidities, comorbidities & mortality patterns in septic shock patients admitted
in our hospital in a developing country. The objective is to study their clinical profile in a
tertiary care hospital associated with Government Medical College Srinagar, in India.
Material And Methods: In this study, all those patients who were admitted in our
medicine ward in Sri Maharaja Hari Singh hospital [SMHS] (associated hospital of
Government Medical College, Srinagar) with septic shock in our ward over a period of 6
months were studied using the criteria provided by the SCCM/ACCP (Society of Critical
Care Medicine / American College of Chest Physicians). A total of 70 patients were
admitted during these 6 months with septic shock. Patients were studied for their presenting
complaints, comorbidities, diagnoses, residence and gender distribution. APACHE II and
SOFA scores were calculated in all patients.

Results: A total of 70 patients were admitted with septic shock in our ward during these 6
months. Out of these, 68.57% patients expired. Males were 57.14% and females 42.85%.
Most common source of infection was respiratory followed by urinary tract. Most common
comorbidity was hypertension followed by diabetes mellitus and chronic obstructive
pulmonary disease (COPD).

Conclusion: The most common source of infection leading to septic shock in our patients

is infection from respiratory followed by urinary tract.
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License, which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.

INTRODUCTION

According to the definition developed at 1991 consensus
conference [1][2], sepsis is an infection or suspected infection
leading to SIRS (systemic inflammatory response syndrome)
which is defined as the presence of two or more of the
following namely tachycardia (heart rate >90 beats/min),
tachypnea (respiratory rate >20 breaths/min), fever or
hypothermia (temperature >38 or <36 °C), and leukocytosis,
leukopenia, or band forms in blood (white blood cells
>1,2000/mm3, <4,000/mm3 or bands >10%). When sepsis is
complicated by organ dysfunction, it is termed severe sepsis,
which can then progress to septic shock, defined as “sepsis-
induced hypotension persisting despite adequate fluid
resuscitation.”

A task force in 2016 convened by the Society of Critical Care
Medicine (SCCM) , the European Society of Intensive Care
Medicine (ESICM) and other national societies ,proposed a
new definition of sepsis, termed Sepsis-3 [3] which defines
sepsis as a life-threatening organ dysfunction caused by a
dysregulated host response to infection [3],[4],[5].
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sepsis. Thus, the 2016 SCCM/EISCM task force
recommendations eliminate the concept of sepsis without
organ dysfunction.

Early recognition and management are very important in
patients with septic shock. Treatments thought to reduce the
risk of death in septic shock are limited to early resuscitation
with fluids and vasopressors , control of the source of sepsis
(which may need surgical intervention), and early
administration of appropriate empirical antibiotics [6].

MATERIAL AND METHODS

In this study, all those patients who were admitted in our
medicine ward in Sri Maharaja Hari Singh hospital [SMHS]
(associated hospital of Government Medical College, Srinagar)
with septic shock were studied. We covered a period of 6
months using the criteria provided by the SCCM/ACCP
(Society of Critical Care Medicine / American College of
Chest Physicians). A total of 70 patients were admitted in our
ward during these 6 months with septic shock. Patients were
studied for their presenting complaints, comorbidities,
diagnoses, residence and gender distribution. APACHE II and
SOFA scores were calculated in all patients. As per age
distribution, we divided the patients into three age groups: a.
<45 years, b. 46-65 years, and ¢. >65 years.
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APACHE 1II (Acute Physiology and Chronic Health
Assesment) score ranges from 0 to 71. It is calculated from the
following 12 physiological measurements (score from 4 to 4
via 0):

1. Partial pressure of oxygen; PaO2
Temperature

Mean arterial pressure

Arterial pH

Heart rate

Respiratory rate

Serum sodium

Serum potassium

9. Creatinine

10. Hematocrit

11. WBC count

12. GCS (Glasgow Coma Scale) score

Sl A i

These were measured during the first 24 hours after admission,
it also includes information about previous health status
(recent surgery, history of severe organ insufficiency,
immunocompromised state) and baseline demographics such
as age (score 0 — 6) [7].

SOFA (Sequential Organ Failure Assessment) score is
calculated from 6 different scores, one each for respiratory,
cardiovascular, hepatic, coagulation, renal and neurological
systems[8]. The scoring features are enumerated as follows:

1. Respiratory system scoring based on
PaO2/FiO2 (mmHg) and mechanical ventilation.

2. Nervous system scoring based on GCS (Glasgow Coma
Scale).

3. Cardiovascular system scoring based on Mean Arterial
pressure or requirement of vasopressors.

4. Hepatic scoring based on bilirubin levels.

Coagulation scoring based on platelet count.

6. Renal system scoring based on serum creatinine levels
or urine output.

RESULTS

A total of 70 patients were admitted in our ward during these 6
months with septic shock. Out of the 70 patients, males were
40 and females 30. 32 (45.71%) patients were from urban
areas and 38 (54.28%) were rural. 13 patients were in group a,
33 in group b and 24 in group c¢ as per age distribution.
Maximum number of patients had hypertension as the
comorbidity (20/70 =28.5%). 18.5% had diabetes, 18.5% had
underlying COPD (Chronic obstructive pulmonary disease),
10% had underlying malignancy and 18.5% patients were
without any known comorbidity. Other comorbidities included
chronic kidney disease (4.2%), atrial fibrillation (4.2%) and
psychiatric illnesses (7.1%).

9]

Source of infection was evident in 58 patients (82.8%) whereas
rest had suspected but occult source of sepsis. Maximum
number of infections involved the respiratory tract (61.4%)
followed by urinary (11.4%) and intra abdominal (11.4%)
sources. Bacteremia (blood culture positivity) was documented
in 28.5% of patients. Other sources of infection included skin
and soft tissue, bed sores and CNS. Many patients were
primarily admitted for non infectious causes and later
developed aspiration or bed sores. Such non-infectious causes
included congestive cardiac failure (in 5) , post cardiac arrest
survival (in 3), haemorrhagic stroke (in 2), viral syndrome (in

2), myocardial infarction (in 2), hypoglycaemia (in 2), diabetic
ketoacidosis (in 1), fracture femur with pulmonary
thromboembolism (1  patient), and massive upper
gastrointestinal bleed (in 1 ). 48 out of 70 patients expired; that
is, a mortality of 68.57%.

Supportive measures include ventilation in 15 patients,
vasopressor support was given to all. 25 out of 70 patients
stayed in the ICU and renal replacement therapy in the form of
hemodialysis was given to 17 patients. Steroids were given to
6 patients.

APACHE II score of our patients was 24.48+ 6.81 and SOFA
score was 12.37+ 1.99.The average duration of stay of
discharged patients was 13.5 days whereas for expired
patients, it was 7.6 days.

Most common complications of septic shock in our patients
were renal failure and respiratory failure.

DISCUSSION

Septic shock is a serious condition that occurs when sepsis
(organ injury or damage caused by known or suspected
infection) leads to dangerously low blood pressure and
abnormalities in cellular metabolism [9]. The source of
infection may be located anywhere in the body, but most
commonly in the lungs, brain, urinary tract, skin or abdominal
organs [10]. The mortality due to septic shock reaches up to 50
percent even in industrialized countries [11]. Blood cultures
are positive in fewer than 50% of cases of sepsis
[12],[13],[14].

Most common coexisting illnesses among our patients were
hypertension (28.5%) , type II diabetes mellitus (18.5%) and
COPD.A study conducted by Anant M et al in 2015 showed
similar sequence of comorbidities but higher than reported
before (42% hypertension and 42 % type II diabetes) [15].
Also, their study population had 25% patients with chronic
kidney disease when compared to 1.5% and 4.4% reported
before [16],[17]. Most common source of infection in our
study was the respiratory tract (37%). Source of infection
reported in different studies vary [17],[18],[19].

APACHE I score of our patients was quite high and higher
scores indicate more disease severity and a higher risk of death
as is evident in our patients. The SOFA score again provides
quite valuable prognostic information on the survival of
patients admitted with severe sepsis with evidence of
hypoperfusion at presentation.

A recent data showed that mortality for severe sepsis or septic
shock in younger patients (age <60 years) was 45.6% as
compared to 60.7% in older (age 60—80 years) and 78.9% in
very old (age > 80 years) patients [20]. There has been a recent
increasing interest in the immuno-neuroendocrine system,
finding the relationship between gender, sex hormones, and
their effects on various pathophysiological parameters and the
immune response following adverse circulatory conditions
including sepsis [21],[22],[23].

CONCLUSION

The most common source of infection leading to septic shock
in our patients is infection from respiratory followed by
urinary tract.

8146



International Journal of Current Advanced Research Vol 6, Issue 12, pp 8145-8147, December 2017

References

1.

10.

11.

Bone RC, Balk RA, Cerra FB, et al. Definitions for
Sepsis and Organ Failure and Guidelines for the Use of
Innovative Therapies in Sepsis. Chest 1992;101:1644-
55.

ACCP/SCCM Consensus Conference Committee:
Definition for sepsis and organ failure and guidelines
for the use of innovative therapies in sepsis. Crit Care
Med 1992; 20: 864-74.

Singer M, Deutschman CS, Seymour CW, et al. The
Third International Consensus Definitions for Sepsis
and Septic Shock (Sepsis-3). JAMA 2016; 315:801-10.
Shankar-Hari M, Phillips GS, Levy ML, et
al. Developing a New Definition and Assessing New
Clinical Criteria for Septic Shock: For the Third
International Consensus Definitions for Sepsis and
Septic Shock (Sepsis-3). JAMA 2016; 315:775-87.
Seymour CW, Liu VX, Iwashyna TJ, et al. Assessment
of Clinical Criteria for Sepsis: For the Third
International Consensus Definitions for Sepsis and
Septic Shock (Sepsis-3). JAMA 2016; 315:762-74.
Dellinger RP, Levy MM, Rhodes A, et al. Surviving
Sepsis  Campaign: international  guidelines  for
management of severe sepsis and septic shock, 2012.
Intensive Care Med 2013; 39: 165-228.

Knaus WA, Draper EA, Wagner DP, Zimmerman JE
(1985). "APACHE II: a severity of disease classification
system". Critical Care Medicine. 13 (10): 818-29.
Vincent JL, Moreno R, Takala J, Willatts S, De
Mendonga A, Bruining H, Reinhart CK, Suter PM,
Thijs LG. The SOFA (Sepsis-related Organ Failure
Assessment) score to describe organ
dysfunction/failure. On behalf of the Working Group on
Sepsis-Related Problems of the European Society of
Intensive Care Medicine. Intensive Care Med 1996 Jul;
22(7):707-10.

Singer M, Deutschman CS, Seymour CW, Shankar-Hari
M, Annane D, Bauer M, Bellomo R, Bernard GR,
Chiche JD, Coopersmith CM, Hotchkiss RS, Levy MM,
Marshall JC, Martin GS, Opal SM, Rubenfeld GD, van
der Poll T, Vincent JL, Angus DC (2016). "The Third
International Consensus Definitions for Sepsis and
Septic Shock (Sepsis-3)". JAMA. 315(8): 801-810.

Jui, Jonathan (2011)."Ch. 146: Septic Shock". In
Tintinalli, Judith E.; Stapczynski, J. Stephan; Ma, O.
John; Cline, David M.; et al. Tintinalli's Emergency
Medicine: A Comprehensive Study Guide (7th ed.). New
York: McGraw-Hill. pp. 1003-14.
"Researchers make blood
breakthrough". Phys.org. June 4, 2010.

poisoning

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

Brun-Buisson C, Doyon F, Carlet J, et al. Incidence,
risk factors, and outcome of severe sepsis and septic
shock in adults. A multicenter prospective study in
intensive care units. French ICU Group for Severe
Sepsis. JAMA. 1995 Sep 27. 274(12):968-74.

Sands KE, Bates DW, Lanken PN, Graman PS, Hibberd
PL, Kahn KL, et al. Epidemiology of sepsis syndrome
in 8 academic medical centers. JAMA. 1997 Jul 16.
278(3):234-40.

Kumar A, Roberts D, Wood KE, Light B, Parrillo JE,
Sharma S, et al. Duration of hypotension before
initiation of effective antimicrobial therapy is the
critical determinant of survival in human septic
shock. Crit Care Med. 2006 Jun. 34(6):1589-96.

Naveet W. Development of a mortality prediction
formula due to sepsis/ severe sepsis in a medical
intensive care unit. Lung India 2015; 32: 313-9.
Brun-Buisson C, Meshaka P, Pinton P, Vallet B.
EPISEPSIS: a reappraisal of the epidemiology and
outcome of severe sepsis in French intensive care units.
Intensive Care Med 2004; 30: 580-8.

Karlsson S, Varpula M, Ruokonen E, ef al. Incidence,
treatment, and outcome of severe sepsis in ICU-treated
adults in Finland: the Finnsepsis study. Intensive Care
Med 2007, 33: 435-43.

Simon F, Rinaldo B, Jeffrey L, et al. Adult-population
incidence of severe sepsis in Australian and New
Zealand intensive care units. Intensive Care Med 2004;
30: 589-96.

Engel C, Brunkhorst FM, Bone HG, et al
Epidemiology of sepsis in Germany: results from a
national prospective multicenter study. Intensive Care
Med 2007; 33: 606-18.

P. Nasa, D. Juneja, O. Singh, et al.Severe sepsis and its
impact on outcome in elderly and very elderly patients
admitted in intensive care unit J Intensive Care
Med, 27 (2012), pp. 179-183

Opal SM, Laterre PF, Francois B, LaRosa SP, Angus
DC, Mira JP, Wittebole X, Dugernier T, Perrotin D,
Tidswell M, et al. ACCESS Study Group Effect of
eritoran, an antagonist of MD2-TLR4, on mortality in
patients with severe sepsis: the ACCESS randomized
trial. JAMA. 2013;309:1154-62.

Dellinger RP, Levy MM, Rhodes A, Annane D, Gerlach
H, Opal SM, Sevransky JE, Sprung CL, Douglas IS,
Jaeschke R, et al. Surviving Sepsis Campaign
Guidelines Committee including The Pediatric
Subgroup Surviving Sepsis Campaign: international
guidelines for management of severe sepsis and septic
shock, 2012. Intensive Care Med. 2013;39:165-228.
Cunnington A, Nadel S. New therapies for sepsis. Curr
Top Med Chem. 2008;8:603-14.

How to cite this article:

Henna Naqash and Parvaiz Ahmad Shah (2017) 'Clinical Profile of Septic Shock Patients in A Tertiary Care Hospital ',
International Journal of Current Advanced Research, 06(12), pp. 8145-8147.
DOI: http://dx.doi.org/10.24327/ijcar.2017.8147.1298

skskokosk skokok

8147



