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Introduction 

 Fluid resuscitation has long been a fundamental 
component in the management of septic patients and choice 
of fluid has been a standing issue of debate.

Despite the evidence regarding a limited benefit with 
colloid use, surveys suggest that they are frequently the 
preferred choice for fluid resuscitation. (Delaney et al., 
2011)

With their higher molecular weight, colloids remain 
in the intravascular space longer, and,  therefore, provide 
more rapid hemodynamic stabilization than crystalloids, 
which extravasate to a greater degree so that more fluids 
are required to achieve the same end points. However, 
colloids are more expensive than crystalloids, in particular 
albumin, so that other colloids have been developed, 
including gelatins, dextrans, and hydroxyethyl starch (HES) 
solutions.(Vincent et al., 2007)

 SAFE Study provides evidence that; albumin and 
saline should be considered clinically equivalent treatments 
for intravascular volume resuscitation in a heterogeneous 
population of patients in the ICU. ( Finfer  et al.,2011)

At the same time, several studies have questioned the 
safety of HES in critically ill patients, with particular 
concern that its use increases the risk of acute kidney 
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injury. Most concern has focused on the use of 
concentrated HES solutions (10%) with a molecular weight 
of more than 200 kD and a molar substitution ratio (the 
number of hydroxyethyl groups per glucose molecule) of 
more than 0.5.( Perner  et al.,2012)

 Additional concern arouse from a recent 
Scandinavian trial reporting that the use of 6% HES 
(130/0.42) significantly increased mortality in patients with 
severe sepsis and septic shock. (Perner et al .,2012)

 Also CHEST trial a recent large randomized trial 
suggested that the use of HES was associated with increase 
in acute kidney injury , purities, hepatic failure and 
increased rate of blood products use. (Myburgh et al. 
,2012).

 So, where does this leave us in the big fluid debate? 
The present results are interesting and add another little 
piece to the big puzzle, but much more work is needed 
before we will be able to see the full picture and to better 
determine where each fluid fits. Although we use these 
fluids every, we still know surprisingly little about 
them.(Vincent et al., 2007)
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Aim of the work

To compare, and determine the effect of 
resuscitation fluids type on patients with severe sepsis 
with crystalloids i.e.; saline 0.9% versus colloids i.e.; 
HES 6% 130/0.4 or H. albumin 4% on survival rate and 
organ functions during ICU course.
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Review of literature
Chapter 1

Sepsis review

Introduction
Sepsis is one of the oldest and most elusive syndromes in 

medicine. (Majno, 1991)

In 1992, an international consensus panel defined sepsis as 

a systemic inflammatory response to infection, noting that sepsis 

could arise in response to multiple infectious causes, and that 

septicemia was neither a necessary condition nor a helpful term.    

Instead, the panel proposed the term “severe sepsis” to describe 

instances in which sepsis is complicated by acute organ 

dysfunction, and they codified “septic shock” as sepsis 

complicated by either hypotension that is refractory to fluid 

resuscitation or by hyperlactatemia. (Bone et al., 1992)

 In 2003, a second consensus panel endorsed most of these 

concepts, with the caveat that signs of a systemic inflammatory 

response, such as tachycardia or an elevated white-cell count, 

occur in many infectious and noninfectious conditions and 

therefore are not helpful in distinguishing sepsis from other 

conditions. Thus, “severe sepsis” and “sepsis” are sometimes used 


