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Roadmap

 Case based interactive format

 Multiple articles per case

 Quick hitters and Short takes

 Summary of suggested practice 
changes



Learning Objectives

1. Describe the primary conclusions

2. Identify changes to your practice

3. Implement these practice changes



Journals Reviewed…

 Jan 2016 – Dec 2016
 N Engl J Med
 JAMA; JAMA Intern Med
 J Gen Intern Med
 J Hospit Med
 Lancet; Stroke; Ann Emerg Med; PLOS Med
 Am J Med; Am Heart J; Am J Cardiol
 Ann Intern Med + ACP J Club
 Crit Care Med; Am J Respir Crit Care Med
 Circulation, J Am Coll Cardiol, JACC HF
 BMJ, Chest, Clin J Am Soc Nephrol
 ACP Plus, BMJ Online update, J Watch
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Notables in 2016





N Engl J Med 1996;335:514-517.







http://annals.org/SS/hospitalist.aspx



Chest 2016;149:315-352.



JAMA Intern Med 2016;online pub Sept 12th.



Circulation 2016;133:1426-1428.





Ann Intern Med 2016;164:59-61.



JAMA 2016;315:1624-1645.



Case 1

A 67 y/o man presents with three days of 
productive cough, fevers, fatigue, and chest 
pain.

BP 96/64, HR 102, Temp 101.1, RR 24, SaO2 
92% on RA. Ill appearing, rales R base

CXR no infiltrate, UA neg, blood cx drawn, 
WBC 15K, creat 1.5

ER begins empiric ceftriaxone + azithromycin 
and calls you re: pt with “septicemia.”



Inner monologue w/ ER…

A. Not sure what ‘septicemia is,’ this is ‘Severe 
Sepsis’

B. Should I ask what the qSOFA score is??

C. Yes. I dread learning why SIRS is so wrong

D. Hmm. It’s all about the prostaglandins...



JAMA 2016;315:801-810.



Sepsis-3 Definitions

Objective: Evaluate and update definitions for sepsis

Design: Task force—meetings, Delphi, voting

Participants: 19 international experts

Goals: Limitations, definitions; clarity

JAMA 2016;315:801-810.



Sepsis-3: Limitations

Previous models focus too much on inflammation

JAMA 2016;315:801-810.



Sepsis-3: Limitations

Previous models focus too much on inflammation

Misleading that sepsis proceeds through continuum

JAMA 2016;315:801-810.



Sepsis-3: Limitations

Previous models focus too much on inflammation

Misleading that sepsis proceeds through continuum

The term “severe sepsis” is redundant…

JAMA 2016;315:801-810.



Sepsis-3: Definitions

“Life-threatening organ dysfunction 
caused by a dysregulated host response 

to infection…”

JAMA 2016;315:801-810.



Sepsis-3: Definitions

“Life-threatening organ dysfunction 
caused by a dysregulated host response 

to infection…”

Sequential Organ Failure Assessment 
(SOFA) score of 2 or more:

Mortality > 10%

JAMA 2016;315:801-810.



Sepsis-3: Definitions

Quick SOFA (qSOFA)

RR > 22 / min, GCS < 13,
SBP < 100 mm Hg

qSOFA > 2 = Mortality RR 3-14

JAMA 2016;315:801-810.



JAMA 2016;315:762-774.



Sepsis-3 Clinical Criteria

Question: Evaluate validity of clinical criteria of sepsis

Design: Retrospective cohort

Participants: 148,907 encounters suspected infection

1° outcome: Area under receiver operating curves of 
SIRS, SOFA, qSOFA, and LODS, i.e. accuracy

JAMA 2016;315:762-774.



SIRS

Chest 1992;101:1644-1655.



Sepsis-Related Organ Failure 
Assessment (SOFA)

Intensive Care Med 1996;22:707-710; MD Calc

1. Partial pressure of oxygen
2. FiO2
3. Plt count
4. Glasgow coma scale
5. Bilirubin
6. Level of hypotension
7. Creatinine



Sequential Organ Failure 
Assessment (SOFA)

Intensive Care Med 1996;22:707-710; MD Calc

1. Partial pressure of oxygen
2. FiO2
3. Plt count
4. Glasgow coma scale
5. Bilirubin
6. Level of hypotension
7. Creatinine



Logistic Organ Dysfunction System 
(LODS)

JAMA 1996;276:802-810.

1. Partial pressure of oxygen
2. HR and BP
3. Plt count, WBC
4. Glasgow coma scale
5. Bilirubin
6. PT
7. BUN
8. Creatinine
9. Urine output







AUROC = 0.5



AUROC = 1.0



AUROC 95%C.I. p

SIRS

Sepsis-3 Results ICU



AUROC 95%C.I. p

SIRS 0.64 0.62-0.66
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AUROC 95%C.I. p

SIRS 0.64 0.62-0.66
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Sepsis-3 Results ICU



AUROC 95%C.I. p

SIRS 0.64 0.62-0.66

qSOFA 0.66 0.64-0.68

SOFA 0.74 0.73-0.76 < 0.001

Sepsis-3 Results ICU



AUROC 95%C.I. p

SIRS 0.64 0.62-0.66

qSOFA 0.66 0.64-0.68

SOFA 0.74 0.73-0.76 < 0.001

LODS 0.75 0.73-0.76 < 0.001

Sepsis-3 Results ICU



AUROC 95%C.I. p

SIRS

Sepsis-3 Results non-ICU



AUROC 95%C.I. p

SIRS 0.76 0.75-0.77

Sepsis-3 Results non-ICU



AUROC 95%C.I. p

SIRS 0.76 0.75-0.77

SOFA 0.79 0.78-0.80 < 0.001

Sepsis-3 Results non-ICU



AUROC 95%C.I. p

SIRS 0.76 0.75-0.77

SOFA 0.79 0.78-0.80 < 0.001

qSOFA 0.81 0.80-0.82 < 0.001

Sepsis-3 Results non-ICU



Sepsis-3 Clinical Criteria

Question: Evaluate validity of clinical criteria of sepsis

Design: Retrospective cohort

Participants: 148,907 encounters suspected infection

1° outcome: Area under receiver operating curves of 
SIRS, SOFA, qSOFA, and LODS

Conclusions: In the ICU, SOFA and LODS better than SIRS 
and qSOFA; outside the ICU, qSOFA better 
than SOFA and SIRS

JAMA 2016;315:762-774.





Chest 2016;149:1117-1118.



Chest 2016;149:1117-1118.

1. SIRS wasn’t meant to define sepsis
2. Who uses SOFA?
3. “Surviving Sepsis” Campaign – do we 

start all over again?
4. Caution please



Inner monologue w/ ER…

A. Not sure what ‘septicemia is,’ this is ‘Severe 
Sepsis’

B. Should I ask what the qSOFA score is??

C. Yes. I dread learning why SIRS is so wrong

D. Hmm. It’s all about the prostaglandins...



PNA & Sepsis Short Takes

CT chest showed an infiltrate in 33% of pts with suspected 
PNA and clear CXR. Am J Respir Crit Care Med 
2016;192:974-982.

Continuous infusion B-lactams better than intermittent 
dosing in severe sepsis. Am J Respir Crit Care Med 
2016;194:681-691.



BMJ 2016;355:i6071.



Case 2

82 y/o woman on an inpatient palliative care 
service is seen in consultation for distressing 
hallucinations.

Physical examination and thorough review of 
medications do not identify a culprit etiology.

U/A negative, TSH and Chem normal.

The primary team is asking about 
pharmacologic options for treatment…



Which of the following are true?

A. Risperidone increases extrapyramidal sx

B. Risperidone decreases delirium severity

C. Degree of QTc prolongation predicts excess CV 
risk with antipsychotics.

D. All of the above are true.

E. Hello Vitamin H.



JAMA Intern Med 2017;177:34-42.



Delirium Treatment

Question: Efficacy of risperidone and haloperidol in 
treating distressing delirium in palliative care

Design: Placebo controlled RCT

Patients: 247 adults with delirium + distress inpatient 
palliative care services in Australia

1° Outcome: Improvement in delirium symptom score

2° Outcome: Delirium severity, midazolam use, EPS, 
sedation, and survival

JAMA Intern Med 2017;177:34-42.



Ris Hal plac P

1° Outcome 0.009

Del severity <0.001

Delirium Treatment



Ris Hal plac P

1° Outcome 0.009

Del severity <0.001

Midazolam 0.01

Delirium Treatment



Ris Hal plac P

1° Outcome 0.009

Del severity <0.001

Midazolam 0.01

EPS 0.01

Delirium Treatment



Ris Hal plac P

1° Outcome 0.009

Del severity <0.001

Midazolam 0.01

EPS 0.01

Survival 17d 16d 26d 0.01

Delirium Treatment





Delirium Treatment

Question: Efficacy of risperidone and haloperidol in 
treating distressing delirium in palliative care

Design: Placebo controlled RCT

Patients: 247 adults with delirium + distress inpatient 
palliative care services in Australia

1° Outcome: Improvement in delirium symptom score

2° Outcome: Delirium severity, midazolam use, EPS, 
sedation, and survival

Conclusion: Antipsychotics worsen delirium, increase EPS, 
and haloperidol increases mortality

JAMA Intern Med 2017;177:34-42.



Which of the following are true?

A. Risperidone increases extrapyramidal sx

B. Risperidone decreases delirium severity

C. Degree of QTc prolongation predicts excess CV 
risk with antipsychotics.

D. All of the above are true.

E. Hello Vitamin H.

JAMA Intern Med 2017;177:34-42.



Quick Hitter

JAMA Intern Med 2016;176:1557-1559.

n=180



JAMA Intern Med 2016;176:1557-1559.





Choose Wisely

35% didn’t get a baseline EKG

Of those that did, 60% had QTc prolongation…

J Hospit Med 2016;11:15-20.



Quick Hitter

N Engl J Med 2016;374:2222-34.





N Engl J Med 2016;374:2284-86.



BMJ 2016;355:i6355.



Misc. Short Takes

About face: non-selective BB ok in advanced cirrhosis. 
Hepatology 2016;63:1968-1976.

Lille score at 4 days as good as at 7 days to determine 
steroid responsiveness in severe alcoholic hepatitis. Am J 
Gastroenterol 2016; online 6 December 2016; 
doi:10.1038/ajg.2016.539.



Misc. Short Takes

Olanzapine effective for prevention of chemotherapy-
induced  nausea and vomiting. N Engl J Med 
2016;375:134-42.

…But is associated with DRESS syndrome. Be careful. [FDA 
Report] JAMA 2016;315:2514.

Avoid cipro for uncomplicated UTI, acute sinusitis, and 
bronchitis unless other drugs have failed – disabling and 
potentially permanent tendon, muscle, and CNS. [FDA 
Report] JAMA 2016;315:2513. 



Cardiac Short Takes

Invasive strategy for NSTEMI superior to conservative in 
80+ y/o pts. Lancet 2016;387:1057-65.

In VKA treatment, bleeding risk not higher in 80-89, mildly 
inc 90+ compared to 70-79. But clot risk increases. Treat 
on. JAMA Intern Med 2016;176:1176-1183.



Practice Summary

Things to Do:

1. Check out Annals for Hospitalists, NEJM Quick 
Take videos, and “Improving Diagnosis in 
Healthcare.”

2. Use qSOFA / SOFA but not at the expense of 
early identification of sepsis.

3. Ask about preferences in serious illness re: 
‘what might be worse than death.’

4. Lille score at 4 days for severe ETOH Hep



Practice Summary

Things to Do:

5. Invasive NSTEMI mgnt for patients over 80 –
they benefit.

6. Anticoagulate if over 80 and high risk – we 
overestimate bleeding risk.

7. Obtain baseline 12-lead if rx azithromycin and 
analyze carefully.



Practice Summary

Things to Consider:

1. CT chest for suspected PNA if CXR neg and if it 
will impact management.

2. Continuous infusion B-lactam dosing in sepsis

3. Continuing BB in advanced cirrhosis.

4. Olanzapine for chemo-associated N/V

5. LABA+LAMA > LABA+inhaled steroid in COPD



Practice Summary

Things Not to Do:

1. Antipsychotics in palliative care

2. Rx cipro for uncomplicated UTI, bronchitis, 
sinusitis



Thank you!

Melver.Anderson@ucdenver.edu


