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Introduction 

Despite recent advances in the management of severe sepsis 

and septic shock, this condition continues to be a leading cause of 

death worldwide. Some experts usually consider sepsis as one of 

the most challenging syndromes because of its multiple 

presentations and the variety of its complications (Ricardo, 2012).  

 The American college of Chest Physicians and The Society 

for Critical Care Medicine defined sepsis as an infection 

syndrome involving two or more manifestations of systemic 

inflammatory response syndrome which include temperature  

more than 38 degrees or less than 36 degrees , heart rate more 

than 90 beats/min, respiratory rate more than 20 breaths/min. or 

PaCO2 less than 32 mmHg and white blood cell count more than 

12000/micro liter , less than 4000/micro liter  or  more than 10 % 

immature (band) forms. Septic shock is an increasingly severe 

sequela of sepsis involving hypotension despite adequate fluid 

resuscitation as well as the presence of perfusion abnormalities or 

organ dysfunction (Clive et al., 2008).  

Anaesthetists play a central role in the multidisciplinary 

management of patients with severe sepsis from their initial 

deterioration at ward level, transfer to the diagnostic imaging 

suite, and intra-operative management for emergency surgery.  

Preoperative resuscitation, aimed at optimizing major organ 
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perfusion, is based on judicious use of fluids, vasopressors, and 

inotropes.  Intra-operative anaesthesia management requires 

careful induction and maintenance of anaesthesia, optimizing 

intravascular volume status, avoidance of lung injury during 

mechanical ventilation, and ongoing monitoring of arterial blood 

gases, lactate concentration, haematological and renal indices, and 

electrolyte levels. Postoperative care overlaps with ongoing 

management of the severe sepsis syndrome patient in the 

intensive care unit (Eissa et al., 2010). 

These patients are by definition, high risk, already requiring 

multiple supports, and require experienced and skillful decision-

making to optimize their chances of a favorable outcome. Similar 

to acute myocardial infarction, stroke, or acute trauma, the initial 

hours (golden hours) of clinical management of severe sepsis 

represent an important opportunity to reduce morbidity and 

mortality.  Rapid clinical assessment, resuscitation and surgical 

management by a focused multidisciplinary team, and early 

effective antimicrobial therapy are the key components to 

improved patient outcome (Johnson et al., 2011). 
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Aim of the work 
 

The aim of the work is to highlight the importance of 

anaesthetic assessing and managing the patients with severe 

sepsis undergoing surgical operation.   
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     Definitions and epidemiology of Septic shock 

Because varying definitions of sepsis and septic shock were 

used in the past, standardized definitions were produced by The 

American College of Chest Physicians and the Society for Critical 

Care Medicine Consensus Conference on Standardized 

Definitions of Sepsis in 1992. Sepsis is defined as an infection-

induced syndrome involving 2 or more manifestations of systemic 

inflammatory response syndrome: (1) temperature > 38 degrees or 

< 36 degrees; (2) heart rate > 90 beats/min; (3) respiratory rate > 

20 breaths/min or PaCO2 < 32 mmHg; and (4) white blood cell 

count > 12000/microliter, < 4000/microliter or > 10% immature 

(band) forms (Clive et al., 2008).  

Septic shock is an increasingly severe sequela of sepsis 

involving hypotension despite adequate fluid resuscitation as well 

as the presence of perfusion abnormalities or organ dysfunction. 

The latter are evident in resultant lactic acidosis, oliguria, 

obtundation, and so forth (Clive et al., 2008).  

This circulatory shock represents an imbalance between the 

body’s oxygen demands and the available oxygen supply, and is 

principally   of the distributive type, although cardiogenic and 

hypovolemic components may also be involved. Classically, 

septic shock is associated with a normal or high cardiac output 

and a low systemic vascular resistance, generalized changes in 

capillary permeability result in edema formation with ‘third 
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spacing’ and altered tissue function. While traditionally 

associated with bacterial infection, fungi or even viruses can 

represent the infecting pathogen (James et al., 2008). 

 Diagnostic criteria for sepsis                          

Documented or suspected infection with some of the 

following clinical signs or laboratory data 

1. Infection: documented or suspected infection 

2. Signs of systemic inflammation 

(a) General parameters 

 Fever (core temp. >38.8°C). 

 Hypothermia (core temp. <36°C). 

 Tachycardia (>90 beats\ min or >2 SD above the normal 

value for age). 

 Tachypnea (>20 breaths \ min). 

 Altered mental status. 

 Significant edema or positive fluid balance (>20 ml\ kg 

over 24 h). 

 Hyperglycemia (plasma glucose > 120 mg\dl or 7.7 mmol 

\L) in non-diabetic patients. 

(b) Inflammatory parameters 

 Leukocytosis (WBC count > 12,000/mm
3
). 

 Leukopenia (WBC count < 4,000/mm
3
). 

 Normal WBC count with > 10 % immature forms.    


