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Management of Sepsis in Pregnancy and Puerperium 
 

Key Points 
 

 Sepsis can lead to rapid deterioration and death in pregnant women and in the 
puerperium. 

 Always suspect sepsis in all sick pregnant women until proven otherwise. 

 Use Modified Early Obstetric Warning Score (MEOWS) chart for all pregnant women in 
hospital. 

 Early recognition and treatment of sepsis are crucial to reduce mortality and morbidity. 

 Involve Obstetric & Gynaecology, Microbiology, Anaesthetic and Critical Care teams 
early. 

 Use Sepsis Six care bundle. 
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Abbreviations 
 

CTG Cardiotocography 

CT scan Computerized tomography scan 

GAS Group A Streptococcus 

MEOWS Modified Early Obstetric Warning Score 

MRSA Meticillin-resistant staphylococcus aureus 

NSAIDs Non-steroidal anti-inflammatory drugs 
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1.   AIM OF GUIDELINE 
1.1 To identify at risk patients and pick up septic patients early 

1.2 Prevent progression of sepsis to severe sepsis 

1.3 Reduce maternal morbidity and mortality arising due to sepsis 

 
2.   BACKGROUND 
2.1 Sepsis is a leading cause of maternal mortality in the UK.  

2.2 Pregnant women are vulnerable to infection and the physiological changes of 
pregnancy increase their risk of developing serious complications from an infection. 

2.3 The onset of sepsis may be insidious and if not treated promptly and aggressively 
can progress rapidly to a very morbid state even resulting in death within 12 to 24 
hours. 

2.4 Early recognition and treatment improves outcomes and decreases mortality. 

 
3.   DEFINITIONS 
3.1 Sepsis is defined as life-threatening organ dysfunction caused by a dysregulated 

host response to infection. 

3.2 Septic Shock is a subset of sepsis with circulatory and cellular/metabolic 
dysfunction associated with a higher risk of mortality. 

3.3 Maternal sepsis is a life-threatening condition defined as organ dysfunction 
resulting from infection during pregnancy, childbirth, post-abortion, or postpartum 
period (World Health Organisation 2017). 

 
4.   RECOGNITION OF SEPSIS 
4.1  Identifying the septic patient 

 If a person presents with signs or symptoms that indicate possible infection. 
Think 'could this be sepsis’?  
Use SEPSIS ASSESSMENT TOOL (see section 5.3). 

 People with sepsis may have non-specific, non-localised presentations, for 
example feeling very unwell, and may not have a high temperature. 

 Pay particular attention to concerns expressed by the person and their family or 
carers, for example, changes from usual behaviour. 

 Assess women who might have sepsis with extra care if they cannot give a 
good history (for example, people with English as a second language or people 
with communication problems). 

 Identify factors that increase risk of sepsis (see section 4.2)  
 Use a structured set of observations (see section 4.3) to assess women in a 

face-to-face setting to stratify risk if sepsis is suspected. 
 Use an early warning score to assess women with suspected sepsis in acute 

hospital settings. 
4.2  Risk Factors 
4.2.1  Non-obstetric 

 Impaired immune systems because of illness or drugs 
 Diabetes (gestational or otherwise) or other comorbidities 
 Obesity 
 Anaemia 
 Socioeconomic deprivation 
 History of pelvic inflammatory disease 
 Ethnic minority group 
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4.2.2  During pregnancy 
 Close contact with people with group A streptococcal infection 
 Cervical cerclage 
 Amniocentesis and other invasive intrauterine procedures 
 Continued vaginal bleeding or an offensive vaginal discharge 

4.2.3  During vaginal delivery 
 Prolonged labour 
 Prolonged rupture of membranes 
 Vaginal trauma 
 Forceps or ventouse delivery 
 Episiotomy 

4.2.4  Surgical interventions 
 Caesarean section, especially, if complications occur 
 Manual removal of placenta 
 Retained products of conception after miscarriage 

4.3  Presentation 
4.3.1  Symptoms of maternal sepsis 

 Fever - can be a sign of more serious infection, including puerperal sepsis, 
chorioamnionitis or other genital tract sepsis, wound or breast infection, 
pyelonephritis or pneumonia, which may lead to systemic sepsis. 

 Sore throat – can indicate a Group A streptococcal infection. 
 Pain – All complaints of pain are potentially serious and must be 

investigated thoroughly. Special emphasis on perineal and breast pain. 
 Abdominal pain, diarrhoea and vomiting – These symptoms can be 

suggestive of a variety of significant disease processes during pregnancy 
and the puerperium. 

 Breathlessness – Breathlessness after delivery is very uncommon and 
needs a full investigation to rule out serious underlying disease. Although it 
is more common in pregnancy, largely as the result of physiological 
changes, it can also be the presenting symptom of serious medical 
conditions, including pneumonia which may have associated cough, fever 
and raised inflammatory markers. 

 Productive cough 
 Urinary symptoms 

4.3.2  Signs of maternal sepsis 
  Suggestive signs of sepsis may include but are not limited to:- 

 Altered mental status 
 Acute deterioration in functional ability 
 Respiratory rate 21-24 OR breathing hard 
 Persistent tachycardia >100 beats per minute OR new arrhythmia 
 Systolic B.P. < 100 mmHg 
 Not passed urine in last 12-18 hours 
 Temperature < 36 degree C 
 Abnormal or absent fetal movements or heart beat 
 Spontaneous rupture of membranes or significant vaginal discharge 
 Uterine or renal angle pain and tenderness 
 Failure to respond to treatment 

 
5.   MANAGEMENT WITH LOCAL TOOLS 
5.1 All antenatal patients admitted must have MEOWS commenced. This includes any 

women having a positive pregnancy test. Please see the ‘Recognition of 
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deterioration in pregnant or recently delivered women: The use of the modified 
early obstetric warning system (MEOWS)’ guideline for further information. 

5.2 Postnatal women who have prior risk factors identified, developed complications or 
undergone surgical intervention should have MEOWS commenced following the 
birth of the baby. 

5.3 The Frimley “Telephone Triage Tool” for outpatients and the “Inpatient Maternal 
Sepsis Tool” to aid the diagnosis and management of Sepsis are given below : 
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5.4 Treatment of sepsis should follow the following algorithm adapted from the Sepsis 
 Trust.  
 

 
 
 For Antibiotic guidance refer to “Frimley Adult Antimicrobial Guide” 
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6.   SOURCE CONTROL 
6.1 A specific anatomical diagnosis of infection should be sought and diagnosed or 

excluded as rapidly as possible, and intervention be undertaken for source control 
within the first 12 hr after the diagnosis is made, if feasible. 

6.2 Imaging studies for diagnosis guided by the clinical picture may include Chest X-
Ray, Ultrasound scan, CT scan. 

6.3 If uterus is considered to be the primary focus of infection, retained products should 
be excluded by clinical examination alone. Ultrasound examination may be 
considered in certain circumstances. Exploration of the uterine cavity should be 
considered if retained products are suspected/confirmed. 

6.4 Hysterectomy may be indicated if the woman is critically ill and could be life saving. 
6.5 Non-steroidal anti-inflammatory drugs (NSAIDs) should be avoided for pain relief in 

sepsis as they impede the ability of polymorphs to fight Group A Streptococcus 
(GAS) infection. 

6.6 Review the results of any investigations requested at the earliest opportunity. 
6.7 Possible diagnoses are given in the figure below. 
 

 
 
7.   FETAL MONITORING AND DELIVERY IN SEPSIS 
7.1 During the intrapartum period, continuous electronic fetal monitoring is 

recommended in the presence of maternal pyrexia  
 (defined as a temperature >38.0 °C once or 37.5 °C on two occasions 2 hours 

apart) and this should also apply to sepsis without pyrexia. 
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7.2 Changes in CTG, such as changes in baseline variability or new onset 
decelerations, must also prompt reassessment of maternal mean arterial pressure, 
hypoxia and acidaemia. These changes may serve as an early warning sign for 
derangements in maternal end-organ systems. 

7.3 The effects of maternal sepsis on fetal wellbeing include the direct effect of 
infection in the fetus, the effect of maternal illness/shock and the effect of maternal 
treatment. 

7.4 The risk of neonatal encephalopathy and cerebral palsy is increased in the 
presence of intrauterine infection. 

7.5 In a critically ill pregnant woman, birth of the baby may be considered if it would be 
beneficial to the mother or the baby or to both. A decision on the timing and mode 
of birth should be made by a senior obstetrician following discussion with the 
woman if her condition allows. 

7.6 If preterm delivery is anticipated, cautious consideration should be given to the use 
of antenatal corticosteroids for fetal lung maturity in the woman with sepsis. 

7.7  Attempting delivery in the setting of maternal instability increases the maternal and 
fetal mortality rates unless the source of infection is intrauterine. 

7.8 The decision on mode of delivery should be individualised by the consultant 
obstetrician with consideration of severity of maternal illness, duration of labour, 
gestational age and viability. 

7.9 Epidural/spinal anaesthesia should be avoided in women with sepsis and a general 
anaesthetic will usually be required for caesarean section. 

 
8   PROPHYLAXIS FOR CONTACTS 
8.1 When a mother has been found to have invasive GAS (Group A streptococcal) 

infection in the peripartum period, the neonatologist should be informed and 
prophylactic antibiotics administered to the baby.  

8.2 Close household contacts of women with group A streptococcal infection should be 
warned to seek medical attention should symptoms develop, and the situation may 
warrant antibiotic prophylaxis. 

8.3 Healthcare workers who have been exposed to respiratory secretions of women 
with group A streptococcal infection should be considered for antibiotic prophylaxis. 

 
9   INFECTION CONTROL ISSUES 
9.1 Group A β-haemolytic Streptococcus and MRSA are easily transmitted via the 

hands of healthcare workers and via close contact in households. 
9.2 Local infection control guidelines should be followed for hospital–specific isolation 

and contact precautions. 
9.3 Invasive group A streptococcal infections are notifiable and the infection control 

team and the consultant for communicable diseases should be informed and 
advice sought. 

9.4 Women suspected of or diagnosed with group A Streptococcus sepsis should be 
isolated in a single room with en suite facilities to minimise the risk of spread to 
other women. 

9.5 Continued due attention to hand hygiene is essential to prevent crosscontamination 
and cross-infection by staff or patients. 

9.6 When more than one case of sepsis is diagnosed at the same time with the same 
micro-organism, urgent consideration should be given to the possibility of a 
contaminated area in the Maternity Unit and/or carriage of the microorganism by 
staff members. In such circumstances, senior medical and midwifery staff must be 
informed and there must be close liaison with the Microbiology department and 
Infection Control team. 
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10   INDICATIONS FOR TRANSFER TO ITU 
  [Adapted from Plaat and Wray (2008)] 

10.1  Cardiovascular: Hypotension or raised serum lactate despite fluid resuscitation 

10.2  Respiratory: Pulmonary oedema, Mechanical ventilation, Airway protection 

10.3  Renal: Renal dialysis 

10.4  Neurological: Significantly decreased conscious level 

10.5  Miscellaneous: Multi-organ failure, Uncorrected acidosis, Hypothermia 
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