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L’ECOGRAFIA NELLA SEPSI 

DIAGNOSI PRECOCE E 
IDENTIFICAZIONE DELLA 

FONTE



SEPSI: Obiettivi
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! 1) Diagnosi precoce: 

! 2) ABT precoce e adeguata 

! 3) Ottimizzare la perfusione tissutale 

! 4) Eradicazione/controllo fonte  L’E
COGRAFIA CI P

UO’ 

AIUTARE?



IDENTIFICAZIONE 
PRECOCE DELLA SEPSI
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identificazione precoce
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PERCORSI “DEDICATI”
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diagnosi differenziale  
precoce … 

nel paziente malperfuso

IDENTIFICAZIONE PRECOCE 
DELLA SEPSI

SPAZIO PER L’ECOGRAFIA?



8

8

75% è problema di volemia 
(2/3 sepsi) 15% non è problema di volemia

“come collassa la vena CAVA inferiore? ”

79

Crit Care 2004 32:1703

IDENTIFICAZIONE PRECOCE 
DELLA SEPSI
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 JAMA. 2015;314(7):708-717.
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Spec 94% (Sens 33%)
Hyperdynamic LVF had a 

positive likelihood ratio of 5.3 and was a 
strong independent predictor of sepsis 
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Considera settico ogni ipoperfuso e  
cerca l’ipoperfusione in ogni settico

DIAGNOSI e amplificazione

ipoperfuso?
look 

septic?IPOPERFUSO?
IPOPERFUSO? look septic?LOOK SEPTIC?



donna 65 aa 
 PA 75/45, FC 120 r, FR 35 TA 38,soporosa 

dubbio dolore addominale.
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CONSIDERA SETTICO L’IPOPERFUSO..
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cava intermedia?
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SINfemorale sup sin



16

cava intermedia?
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• Diagnosi e trattamento precoce della fonte 
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SPAZIO PER L’ECOGRAFIA?



• il punto è :
• -non evidenze specifiche su 1-3 ore ma 
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underscore the importance of early identification and treatment 
sepsis Crit Care Med 2014; 42:1749–1755)

should be recognized as an urgent situation that requires immediate response.

Crit Care Med 2014; 42:1749–1755)
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Conclusions: This systematic review with meta-analysis provides evidence that 
inappropriate use of empiric antibiotics increases 30-day and in-hospital mortality in 
patients with a severe infection

(CHEST 2000; 118:146–155)

……….scorretta nel 50% dei casi



• Hit early
• Hit right
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C’è il sospetto di un’ infezione?

ECOGRAFIA point of care:POCUS 

Tosse produttiva, dolore 
toracico, dispnea; 
Dolore addominale, diarrea 
vomito;  
Disuria, urine torbide, dolore al 
fianco;

  Cefalea con rigor nucale, alterazione 
sensorio, otalgia, faringite;  

 Dolore localizzato ± flogosi cute o      
articolazioni 
 Endocardite.
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cuore: 
endocarditi

Addome 
diffuse:peritonite, 
perforazione, ischemia 
intestinale 
focali :appendice-diveritcoli, 
colecisti

Torace 

pleurite 
empiema 
polmonite 
ascesso 

parti molli 
articolazioni
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• Diagnosi e trattamento precoce della fonte 



artrite e….
artrocentesi
S.agalatie



MA CON L’ECOGRAFIA 
BEDSIDE SIAMO ACCURATI?
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Objective: 
 The aim of this study was to compare the accuracy of the standard diagnostic 
work-up of septic patients with an integrated approach using early point of
care ultrasound (POCUS) to identify the source of infection
and to speed up the time to diagnosis, compared with the final diagnosis.
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STUDY DESIGN: 

standard work-up

Prospective clinical study (March 2015-September 2015)

t2

t2 : two emergency physicians, blinded to POCUS results and experienced in 
sepsis,independently reviewed the entire medical records of patients and indicated the 
source of patient’s sepsis.



Table 1. Identified Septic Sources

no. %

Respiratory infections
79 39,5

   Pneumonia
79 39,5

Abdominal infections
39 19,5

   Cholecystitis 13 6,5

   Cholangitis 11 5,5

   Appendicitis 6 3,0

   Diverticulitis
6 3,0

   Intra-abdominal abscesses
3 1,5

Urosepsis
46 23,0

   Urinary tract infections (UTI)
29 14,5

   Hydronephrosis/Pyelonephritis
17 8,5

Endocarditis
2 1,0

Joint abscesses
1 0,5

Musculoskeletal abscesses
2 1,0

Hepatic abscesses
1 0,5

Meningitis
2 1,0

Others 6 3,0

Total identified 178 89,0

Unidentified Septic Source 22 11,0

Total 200 100,030

A  diagnosis of septic source
 after standard work-up 
was possible  in 
178/200 patients ( 89%). 

Results: 
200 patients  



Accuracy  of  diagnosis  after 
clinical suspicion was 52,5%
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POCUS  implemented diagnoses 
Sensitivity of 73% (IC 95% 66- 79%)
Specificity of 95% (IC 95% 77- 99%). 

Accuracy  of  diagnosis  POCUS 
implemented diagnosis was 75%
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A 75% accuracy of POCUS-based work-up in our study should be be considered a (very) good result as we included 

in diagnostic work up with ultrasound also patients with suspected urosepsis. 
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Specificity of 95%.....Needless antimicrobial therapy

Relevant and emerging problem 
CAP:  17% of patients hospitalized did not have an infection



36

Time to diagnosis after standard work-up 

Standard  imaging work-up diagnosis:
   within 1 hour in only 21.9% , within 3 hours in 52.8% 
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- POCUS results influenced the early management of patients in 35% 

- in 24% the antimicrobial therapy chosen after the first clinical 
evaluation was changed  

-in 22% --> interventional source control: 
surgery
drainage of thoracic empyema or septic arthritis
endoscopic removal of biliary tract calculi  in cholangitis
nephrostomya in ureteral calculi 
NECESSITA’ DI PROTOCOLLI CONDIVISI

POCUS & EARLY MANAGEMENT :
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Idronefrosi dx con ureterolitiasi:  
contattato radiologo interventista per nefrostomia 
percutanea
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• FEBBRE IN DIALIZZATO PERITONEALE



Pericardite tubercolare  
ecoguida in-plane 
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Am J Respir Crit Care Med Vol 189, Iss 10, pp 1204–1213, May 15, 2014

• Diagnosi precoce FONTE SETTICA...

• Studio osservazionale retrospettivo in 29 ICU di 3 paesi (Canada,  USA  
Arabia Saudita), tra il 1989 e il 2008 –  

• 8670 pazienti consecutivi con shock settico 
• Infezioni comunitarie 61% – ospedaliere 39%  
• Esami culturali positivi nel 69% dei casi (emoculture positive nel 33% )  
• gram negativi 50%, gram positivi 37%, anaerobi 5%, funghi e M.Tuberculosis 

8% 



FONTE INFETTIVA Prevalenza Mortalità
Infezione disseminata 1,5% 84,5% 1,56
Intestino ischemico 5,3% 77,9% 1,44

Peritonite batterica spontanea 2,0% 76,4% 1,41
Colite da Cl. Difficile 2,6% 68,3% 1,26

Altre infezioni endo-addominali 0,5% 66,7% 1,24
Infezione primaria del sangue 5,0% 59,5% 1,10

Viscere perforato 9,4% 55,6% 1,03
Polmone 40,1% 54,0% 1,00

Peritonite / ascesso / ostruzione ileale 3,7% 54,0% 1,00
Artrite / osteomielite 0,8% 52,5% 0,97

Pancreatite 1,1% 50,0% 0,93
Infezione del SNC 0,8% 44,8% 0,83

Infezione di sito chirurgico 1,1% 43,3% 0,80
Cellulite / fascite necrotizzante / decubito 6,9% 42,0% 0,78

Catetere intravascolare 3,2% 41,3% 0,76

Colecistite / colangite 4,2% 38,7% 0,72
Altre 0,9% 38,4% 0,71

Pielonefrite 9,4% 34,1% 0,63
Enterocolite / diverticoilite 0,3% 28,0% 0,52

Uropatia ostruttiva con infezione 1,2% 21,1% 0,39

54%

<40%

40-54%

54-70%

> 70%
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- It is likely that wider use of POCUS will allow 
a faster diagnosis,  

conducive to a more prompt and appropriate 
antimicrobial therapy and 

source control strategy.



Destra Sinistra
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‘‘Experience is simply the name we give our mistakes.’’
Oscar Wilde

francesca.cortellaro@gmail.com


