
In septic shock, the first 60 minutes can shape outcomes for days.

One of the most critical—and debated—questions in ICU practice is:

Should you prioritize fluids or initiate vasopressors early?

While fluid resuscitation has long been the default response, evolving 
evidence suggests that early vasopressor use—particularly 
norepinephrine—may o�er better hemodynamic control with fewer 
complications

1. The First Hour That Decides Everything

The instinct to administer fluids at the onset of hypotension
is deeply ingrained.

However, not all shock states are driven by hypovolemia.

In vasoplegic conditions like septic shock:

• Fluid response is often transient 

• Interstitial edema can develop 

• Organ dysfunction may worsen 

Fluids are essential—but not universally beneficial.

2. Why Fluid Resuscitation Is the Default in ICU Practice

Emerging clinical evidence supports earlier initiation of vasopressors,
especially norepinephrine.

Key advantages include:

• Rapid restoration of vascular tone 

• Improved perfusion pressure 

• Reduced reliance on large fluid volumes

This shift reflects a broader move toward precision hemodynamic
management.

Fluids are often perceived as harmless—but cumulative balance tells a
di�erent story.

Excess fluid administration has been associated with:

• Pulmonary edema 

• Prolonged mechanical ventilation 

• Increased ICU mortality 

This underscores the importance of fluid stewardship in critical care.

3. Early Vasopressors in Septic Shock:
   What the Evidence Suggests

4. The Hidden Risks of Fluid Overload in ICU Patients

Modern ICU practice is moving beyond the “either-or” approach.

• Small, reassessed fluid boluses 

• Early vasopressor initiation 

• Continuous dynamic monitoring 

The goal is individualized care, not protocol-driven overload.

5. A Smarter Strategy: Combining Fluids
   and Vasopressors

The focus is no longer just on normalizing numbers like MAP.

It is about ensuring adequate tissue perfusion while minimizing harm.

Each intervention should be guided by real-time physiology—not routine.

6. Redefining the First Hour of Septic
    Shock Management
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Conclusion:

In modern ICU practice, the question is no longer whether to choose fluids or 
vasopressors—it is when and how to use each, based on evolving physiology.

Early vasopressor initiation, combined with judicious fluid use, reflects a shift 
toward precision-driven critical care rather than protocol-led resuscitation.

As evidence continues to evolve, the first hour of septic shock management
is being redefined—not by routine, but by responsiveness, balance,
and clinical judgment.

Clinical Insight:

Not every hypotensive patient needs fluids— but every patient needs
adequate perfusion.
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TAKEDA and the TAKEDA logo are trademarks or registered trademarks of Takeda Pharmaceutical Company Limited. Flexbumin® is a trademark or registered 
trademark of Baxalta Incorporated. Copyright (C) 2026 Takeda Pharmaceutical Company. All Rights Reserved.*

References:
1. Malbrain MLNG, Marik PE, Witters I, et al. Fluid overload, de-resuscitation, and outcomes in critically ill patients. Annals of Intensive Care. 2014;4:16. 2. Divatia JV, 
Amin PR, Ramakrishnan N, et al. Intensive care in India: The INDICAPS study. Indian Journal of Critical Care Medicine. 2016;20(4):216–225.  3. Evans L, Rhodes A, 
Alhazzani W, et al. Surviving Sepsis Campaign: International guidelines for management of sepsis and septic shock 2021. Intensive Care Medicine. 2021;47:1181–1247.
4. Vincent JL, Dubois MJ, Navickis RJ, Wilkes MM. Hypoalbuminemia in acute illness: Is there a rationale for intervention? Annals of Surgery. 2003;237(3):319–334.
5. Caironi P, Tognoni G, Masson S, et al. Albumin replacement in patients with severe sepsis or septic shock (ALBIOS trial). New England Journal of Medicine. 
2014;370:1412–1421.  6. Finfer S, Bellomo R, Boyce N, et al. A comparison of albumin and saline for fluid resuscitation in the intensive care unit (SAFE study). New 
England Journal of Medicine. 2004;350:2247–2256. 7. Caironi P, Tognoni G, Masson S, et al. Albumin replacement therapy in severe sepsis and septic shock. New 
England Journal of Medicine. 2014;370:1412–1421. 8. Acheampong A, Vincent JL. A positive fluid balance is an independent prognostic factor in critically ill patients. 
Critical Care. 2015;19:251. 9. Kumar HG, Kanakaraju K, Manikandan VAC, et al. The relationship between serum albumin levels and sepsis in patients admitted to a 
tertiary care center in India. Cureus. 2024;16(4):e59424. 10. Monnet X, Marik PE, Teboul JL. Prediction of fluid responsiveness: An update. Annals of Intensive Care. 
2016;6:111. 11. Malbrain MLNG, Van Regenmortel N, Saugel B, et al. Principles of fluid management and stewardship in septic shock. Intensive Care Medicine. 
2018;44:117–130. 12. Hoste EA, Maitland K, Brudney CS, et al. Four phases of intravenous fluid therapy: A conceptual model. British Journal of Anaesthesia. 
2014;113(5):740–747.

Disclaimer: This information is solely intended for the use of Registered Healthcare Practitioner / Registered Medical Practitioner only. This information should not be 
used or shared or distributed to any other person / party and should be strictly by the intended parties for the intended purposes only. Registered Healthcare 
Practitioner / Registered Medical Practitioner shall apply their independent medical judgment for assessing any patient. Takeda makes no representation or warranty 
concerning the information / content provided, and assumes no responsibility for the accuracy of the information or content or for any opinion furnished or any 
outcome based on the application of such information. This material contains copyright protected information, content; the use of which is limited by law and this 
material cannot be reproduced, replicated, used or modified by any person for their own use or further distribution. For more information, please refer to full 
Prescribing Information.


