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Rationale 
To minimise the risk of maternal death from sepsis by: 

• The early recognition of  the development of sepsis in a pregnant or 
postpartum woman in a timely fashion 

• Timely escalation of women with recognised signs of sepsis using  the 
trigger tool to the multi-disciplinary team for appropriate management 

 

Definition 
 
Sepsis is a clinical syndrome caused by the body’s immune and coagulation 
systems being switched on by infection.  
 
Septic shock is a life-threatening condition that is characterised by low blood 
pressure despite adequate fluid replacement, and organ dysfunction or failure. 

 
Potential complications of sepsis/septic shock include: 
Adult respiratory distress syndrome (ARDS), Disseminated Intravascular 
Coagulation (DIC), acute renal failure, Liver failure, CNS dysfunction, cardiac 
failure and death. 
 
Background Information 
 
There were 24 maternal deaths attributed to sepsis between 2013-2015 
(Saving Lives, Improving Mother’s care - Confidential Enquiry into Maternal 
Deaths and Morbidity – 2017); of these 7 women died of genital tract sepsis 
(direct deaths) and 30 died from other infections (indirect deaths).  

 
Sepsis is difficult to diagnose. The signs and symptoms of sepsis can be non-
specific and can be missed if clinicians do not think “could this be sepsis” 
(NICE 2016) 

 
Guideline Outline 
 
General principles of care relating to the prevention and early detection 
of sepsis 
 
Take into account that women with sepsis may present with non-specific, non-
localised symptoms such as feeling unwell and will not necessarily have a 
raised temperature. 
Family members may report changes in behavior /mental state 
 
In the Antenatal Period: 

• Women should be advised to seek prompt medical advice if they 
develop symptoms of fever, malaise, abdominal pain, vaginal 
discharge, diarrhoea after the following procedures: 

o Amniocentesis 
o Chorionic villus sampling 
o Insertion of a cervical suture 
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o Amniotomy (AROM) 
o Prolonged rupture of membranes 
 

• Women should be advised to seek prompt medical advice if they 
develop symptoms of fever, malaise, breathlessness, associated with a 
sore throat or upper respiratory tract infection or contact with another 
person with a sore throat or upper respiratory tract infection.  

 

• Women should seek prompt medical advice if they develop symptoms 
of fever, malaise, abdominal pain, diarrhoea, hypothermia with no other 
obvious causative factors of illness 

 

• The Modified Obstetric Early Warning chart should be used on 
antenatal women who are inpatients 
 

• Relevant investigations including throat swabs in cases of suspected 
upper respiratory tract infection should be taken 

 
In the Intrapartum period: 
Prompt medical attention should be sought for women in the intrapartum 
period who: 

• Who complain of unexpected abdominal pain with/without signs of fetal 
distress and/or diarrhoea  

• Present with offensive liquor or vaginal discharge 

• Present  with a known infection requiring treatment 
 
In the postnatal period: 

• Prompt medical attention should be sought for  women who: 

• Develop signs of a wound infection (abdominal or 
perineal/genital tract) 

 

• Present with offensive lochia and/or sub-optimal uterine 
involution 

 

• Present with signs of mastitis 
 

• Present with abdominal pain and/or diarrhoea 
 

• Present with signs of a urinary tract infection 
 

• Present with fever and general malaise associated with a sore 
throat or upper respiratory tract infection or contact with another 
person with a sore throat or upper respiratory tract infection 

 

• Women should be given written and verbal information (where possible 
in their preferred language) explaining: 

• The importance of good personal and perineal hygiene 
especially in the presence of upper respiratory tract infections 

• Wound care (abdominal and genital tract) 
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• Signs and symptoms of a genital tract infection 
 
Diagnosis 
 
Pregnant women and women in the postnatal period (6 weeks) are a high risk 
group for sepsis. 
 
Sepsis is difficult to diagnose.  Women with certain clinical/medical factors are 
at greater risk of developing sepsis. Women who develop sepsis may have a 
history of infection or fever but this is not always the case and signs and 
symptoms can be non-specific.  
 
Pre-existing risk factors 
Sepsis should be suspected in women with any of the following risk factors 
who also have 1 Red flag criteria or 2 or more Amber flag criteria  from table 1 
(Sepsis Recognition): 
 

• Impaired immunity 

• Gestational diabetes, diabetes or other co-morbidities 

• Invasive procedures: 
o Caesarean section 
o Instrumental delivery 
o Removal of retained products of conception 
o Amniocentesis 
o Cervical cerclage 

• Catheterisation 

• Indwelling lines 

• Amniotomy 

• Vaginal trauma 

• Wound haematoma 

• Continued vaginal bleeding  

• Offensive vaginal discharge 

• Multiple vaginal examinations 

• Prolonged rupture of membranes 

• History of pelvic infection 

• Maternal sore throat, upper respiratory tract infection or close contact 
with people with a group A streptococcal infection 

• Intravenous drug misuse 

• Breach of skin integrity (e.g.) cuts, burns, blisters or skin infections 

• Anaemia 

• Water birth  
 
Known infection 
Sepsis can also occur as a result of a known infection. Sepsis should be 
suspected in women with the following conditions who also have 1 Red flag 
criteria or 2 or more Amber flag criteria  from table 1 (Sepsis Recognition): 
  

• Chorioamnionitis 

• Pyelonephritis/ urinary tract infection 
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• Wound infection 

• Genital tract infection 

• Pneumonia 

• Endometritis 

• Mastitis 
 
Signs and symptoms 
Sepsis should be suspected if the woman presents with the following clinical 
symptoms 1 Red flag criteria or 2 or more Amber flag criteria  from table 1 
(Sepsis Recognition): 
 

• Fever/rigors 

• Diarrhoea 

• Vomiting 

• Abdominal/pelvic pain 

• Rash 

• Vaginal discharge/ unexplained heavy lochia 

• Wound infection (abdominal or genital tract) 

• Sore throat or upper respiratory tract infection 

• Breast abscess or sore and painful breasts 

• Pain on micturition and frequency of micturition 
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Table 1 Sepsis Recognition 

 
 
When interpreting the criteria in table 1 please note the following: 
 

• Do not rely on temperature to either rule out or diagnose sepsis. 
Women with a normal temperature may still have sepsis. Hypo or 
hyperthermia may be because of a physiological response (e.g.) 
following surgery or epidural 

 

Sepsis is suspected if the woman has a pre-existing risk factor, a known infection, or signs and symptoms 

of infection in addition to 1 red flag criteria  2 or more amber flag criteria 

Category Red flag Criteria 

 

 

Amber flag Criteria Green flag Criteria 

History 

Evidence of altered mental 

state. 

• History from patient 
friend or relative. 

• History of acute 
deterioration of 
functional ability 

• Impaired immune 
system (illness or 
drugs including oral 
steroids) 

• Trauma, surgery or 
invasive procedures 
in the last 6 weeks 

Normal Behaviour 

Respiratory Rate • Respiratory rate ≥ 
25 breaths per 
minute. 

• New need for 
oxygen  

Respiratory rate 21 – 24 

breaths per minute. 

No high risk or moderate/ 

high risk criteria met. 

Blood Pressure Systolic BP 90mmhg or less   

or more than 40mmhg 

below normal rate. 

Systolic BP 91 – 100mmhg 
No high risk or moderate/ 

high risk criteria met. 

Circulation (Heart 

Rate)  

And Hydration 

• Heart rate more 
than 130 bpm. 

• Not passed urine in 
previous 8 hours   

• Catheterised 
patients – passed 
less than 0.5ml/kg 
urine per hour. 

• Heart rate 91 – 
130bpm (non- 
pregnant) 

• Heart rate 100-
130bpm (pregnant 
women) 

• Catheterised 
patients – passed 
0.5 – 1ml/kg urine 
per hour. 

No high risk or moderate/ 

high risk criteria met. 

Temperature  Tympanic temperature less 

than 36°C 

 

Skin • Mottled or ashen 
appearance 

• Cyanosis of skin, 
lips or tongue 

• Non-blanching rash 
of skin. 

Signs of potential infection 

including: redness, swelling 

or discharge at surgical site, 

or breakdown of wound. 

No non-blanching rash 
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• Young fit women may have a lower baseline heart rate 
 

• Interpret blood pressure in context with the woman’s previous blood 
pressure readings 

 

• When assessing the woman’s mental state take into account what she 
is normally like. Remember that mental state can also be affected by 
pain, anxiety and cerebral oedema(pre-eclampsia/eclampsia)  

 

• If oxygen saturation is difficult to measure it may be indicative of 
peripheral shut down due to shock   

 
Escalation and Management 
 
Prompt escalation and management is required to reduce the incidence of 
morbidity and mortality 
Please note women in the intrapartum period with suspected or confirmed 
sepsis will require management from a multi-disciplinary team including, a 
senior obstetrician and anaesthetist, senior midwife and if there are signs of 
organ dysfunction a senior intensivist 
 
Where possible involve the woman and her birth companions in shared 
decision making regarding care. 
 
In the intrapartum period take into account the following when planning the 
time and mode of delivery: 

• The source and severity of the infection 

• Gestation 

• Fetal wellbeing 

• Stage and progress in labour 

• Parity 

• Response to treatment 
 
Please note for women with sepsis and signs of organ dysfunction regional 
analgesia should be used with caution following the advice of a Consultant 
Obstetric Anaesthetist 
 
Clinical observations are recorded on the Modified Obstetric Early Warning 
Score Chart (MOEWS) and a MOEWS score is calculated according to the 
number of normal, amber or red triggers. The escalation process for women 
who trigger for sepsis is on the back of the MOEWS chart but please are 
mindful that women may score on the MOEWS chart for conditions other than 
sepsis 
 
Complete a FABULOS sticker and place in the woman’s records 
 
Table 2 below indicates the escalation process and immediate management 
for women with suspected sepsis and red or amber triggers 
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In addition: 

• If the source of the infection is not known – carry out appropriate 
investigations in accordance with clinical picture (e.g.) MSU, HVS, 
throat swab, wound swab 

• Check any perineal or abdominal wounds 

• Check feeding history and breast for evidence of mastitis 
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Table 2:  Escalation and Immediate Management 
 

1 or more Red flag criteria 2 or more Amber flag 
criteria or systolic BP  
91 – 100mmhg. 

1 Amber flag criteria Green Flag 
criteria 

• Immediate review by Senior 
clinician (Registrar / 
Consultant) 

• Obtain bloods for: Blood gas 
(including glucose and 
lactate).Blood culture, FBC, 
U&E, Clotting screen, 
creatinine and CRP 

• Give broad spectrum 
antimicrobial within 1 hour of 
diagnosis.  

• Discuss with a consultant. 

• Monitor continuously or a 
minimum every 30 minutes 
using MOEWS, including 
AVPU scale 

• Immediate review by 
Senior clinician 
(Registrar / Consultant)  

• Obtain bloods for: 
Blood gas (including 
glucose and 
lactate).Blood culture, 
FBC, U&E, Clotting 
screen, creatinine and C-
reactive protein 

• Review lactate results 
within 1 hour of patient 
meeting criteria. 

 

• Review by senior 
clinician (Registrar / 
Consultant) within 1 hour 

• Perform blood tests if 
indicated 

 

• Record 
observations as 
a minimum 
every 12 hours 
for low risk 
women 

• High risk 
women will 
have four 
hourly 
observations 
recorded as a 
minimum 

 

Where lactate is over 4 
mmol, or systolic BP less 
than 90mmhg 

Lactate over 2 mmol 
or evidence of acute 
kidney injury. 

1 moderate to high risk 
criteria / Definitive 
diagnosis or infection can 
be identified 

• Give IV fluid bolus within 1 
hour of diagnosis 

• Refer to Anaesthetists for 
review of management 

• Treat as high risk and 

follow RED pathway 

 

• Treat infection / condition 

Lactate between 2-4 mmol Lactate less than 2 mmol 
/ No evidence of acute 
kidney injury / No 
definitive diagnosis. 

Lactate less than 2 mmol 
/ No evidence of acute 
kidney injury / No 
definitive diagnosis 

• Give IV fluid bolus within 1 

hour of diagnosis. 
• Repeat assessment at      

least hourly 

• Review by a Senior 
clinician (Registrar / 
Consultant) within 3 
hours of meeting criteria 

• Repeat assessment at      
least hourly 

• Review by a Senior 
clinician (Registrar / 
Consultant) within 3 
hours of meeting criteria 

Lactate below 2 mmol Lactate less than 2 mmol 
/ No evidence of kidney 
injury but a definitive 
diagnosis or infection can be 
identified 

• Consider giving IV fluid 

bolus 

• Treat infection / condition 

Consultant to attend in person 
if fails to respond within 1 hour 
of initial antibiotic and / or IV 
fluid resuscitation. 
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Further management  
 
Fluid resuscitation 
 
For fluid resuscitation use crystalloids that contain sodium in the range of 130-
154mmol/l (Plasma-lyte) 
Give a bolus of 500mls over 15 minutes via an IV pump (for women under 16 
years of age give 20mls/kg over 10 minutes) 
 
If there is no improvement give a second bolus 
 
If there is no improvement after the second bolus alert the Consultant to 
attend 
 
Do not use starch based solutions or hydroxethyl starches (synthetic colloid 
solutions used for plasma volume expansion) for fluid resuscitation 
 
Consider human albumin solution 4-5% for patients with septic shock 
 
Record fluid balance and monitor urine output 
 
Consider catheterisation 
 
Oxygen administration 
 
Give oxygen via a facemask to achieve a target saturation of 94-98% 
 
NB - 100% Oxygen can be given in an emergency situation without 
prescription but – oxygen therapy must be prescribed. 
 
Antibiotic administration 
 
Take blood cultures and microbial samples before giving antibiotics 
Where the source of infection is clear use local guidance 
For women with a suspected infection but no clear diagnosis: 
 

• Start broad spectrum antibiotics immediately 
(Co-amoxiclav and metronidazole)- Clindamycin & gentamicin if 
penicillin allergic)  

• Clindamycin is the antibiotic of choice for Group A streptococcal 
infection (GAS), so add it to the antibiotic regime if GAS is 
suspected or patient is very unwell. 

•  In cases of Severe sepsis: Tazocin & Clindamycin( Discuss with 
microbiology) 

• In cases of Septic Shock: Tazocin , Clindamycin& gentamicin( 
Discuss with microbiology) 

• If meningococcal infection is suspected (fever and purpuric rash) 
give Ceftriaxone  
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NB - Avoid NSAIDs for analgesia as they impede the ability of polymorphs to 
fight GAS – use paracetamol instead 
 
Identify the source of infection: 
 

• Perform a Top to Toe examination to assess for infection# 

• Review clinical history 

• Collect and culture bacteriological samples (e.g.) urine, sputum, 
wound, HVS  according to the clinical findings and send them to the lab 
for urgent attention 

• Consider imaging to help identifying the source: Chest X- ray, Pelvic 
ultrasound, CT scan, MRI 

 
Treat the source if applicable: 
 

• Drainage of abscess, evacuation of retained products of conception. 

• Management of a woman in the antenatal or intrapartum period may 
involve delivery of the baby (especially if chorioamnionitis is the cause 
of sepsis).  
The decision to deliver will be made by a senior obstetrician: 

• Involve the neonatologist 

• If a preterm delivery is anticipated consider the use of 
corticosteroids for fetal lung maturity 

• If the woman is labouring continuous electronic fetal monitoring 
is advocated (please note changes on the CTG may indicate a 
deterioration in the woman’s condition as well  as the fetus such 
as hypoxia and acidaemia 

• Avoid epidural or spinal anaesthesia in women with sepsis 
 
Management of septic shock 
 
Septic shock is a life-threatening condition that is characterised by low blood 
pressure despite adequate fluid replacement, and organ dysfunction or failure. 

 
Management requires transfer to HDU and immediate review by the 
Anaesthetist and Obstetrician (Registrar or Consultant) 
 
Consider the following rescue measures: 
 

A: 

• Establish airway patency; apply 15l/min Oxygen via reservoir mask. 
 

B:  
• Check respiratory rate. Document all recording in the Early Warning 

Scoring Chart. 

• Attach SpO2 monitoring. 

• Check ABGs including lactate. Serum lactate will identify patients with 
hypoperfusion but without hypotension. 
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C: 
• Check pulse rate. 

• Peripheral perfusion (capillary perfusion time<2 seconds) and warmth 
of the extremities. 

• Check urine output and fluid balance status. 

• Check BP. ( remember sepsis can produce significant vasodilatation 
and patients may be profoundly hypotensive but warm peripheries) 

• Establish intravenous access with 2 X large bore cannula. 

• Send blood for FBC, U&Es, Coagulation, LFTs, CRP, G&S, blood 
cultures. 

• Give an intravenous fluid bolus of 500mls or 20ml/kg of a crystalloid 
solution 

• Check temperature and instigate contemporizing measures to 
normalize temperature. 

• Arterial line  
 

D: 
• Check BM 

• Check level of consciousness  

• Nurse the woman in a left lateral tilt if she is pregnant   

• Fetal monitoring ( if applicable) 
 
Ongoing  management 
 
Identify source of infection if not already known 
 
Start broad spectrum empirical therapy as soon as samples are withdrawn, 
and in all cases within 1 hour of recognition of sepsis. The exception to this is 
in suspected bacterial meningitis where immediate antibiotics may be 
lifesaving. Rationalise antibiotics when sensitivities are known. 
 
Involve the intensive care unit early in the management of severe sepsis and 
septic shock.  
 
Criteria of patients who need ICU care: 

 

• Hypotension or raised serum lactate levels despite fluid resuscitation 
requiring inotrope support 

• Pulmonary oedema or requiring airway protection or ventilation 

• Requiring renal dialysis 

• Significantly deceased level of consciousness 

• Multi-organ failure 

• Uncorrected acidosis 

• Hypothermia 
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Neonatal Care 
 
Remember the review the neonate and refer to the following guidelines when 
developing neonatal care plans: 

• Guideline for the Prevention of Early-onset Neonatal Group B 
Streptococcal Disease 

• Guideline for the Prevention of Early Onset Neonatal infection 
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Staff roles and responsibilities 
 
Midwives/Support staff 
To consider the possibility of sepsis in maternity patients with risk factors for 
sepsis, or signs and symptoms of infection or deterioration. 
To escalate in a timely manner if sepsis is suspected from clinical picture and 
/or clinical observations 

 
Obstetricians 
To consider the possibility of sepsis in maternity patients with risk factors for 
sepsis, or signs and symptoms of infection or deterioration 
To respond in a timely manner if sepsis is suspected from the clinical picture 
or clinical observations. To instigate management plans and escalate 
accordingly 

 
Storage of guidelines 
 
The intranet version of this document is the only version that is maintained. 

Any printed copies must therefore be viewed as “uncontrolled” and as such, 

may not necessarily contain the latest updates and amendments 

Documentation 
 
Clinical observations are recorded on the appropriate MOEWS chart 
Assessments, management plans and discussions will be recorded in the 
woman’s hospital and where appropriate hand held records 

 
Audit/Monitoring 
 
Any adverse incidents relating to the management of maternal sepsis will be 
monitored via the incident reporting system. Any problems will be actioned via 
the case review and root cause analysis action plans. The action plans are 
monitored by the risk midwife to ensure that improvements in care are made. 
The trends and any root cause analysis are discussed at the monthly risk 
meetings to ensure that appropriate action has been taken to maintain safety. 
 
The Guideline for the Care of Women with Sepsis will be audited in line with 
the annual audit programme, as agreed by the CBU. The audit action plan will 
be reviewed at the monthly risk management meetings on a quarterly basis 
and monitored by the risk midwife to ensure that improvements in care are 
made. 
 

Equality Impact Assessment 
 
Women’s and Children’s Services are committed to ensure that both current 
and potential service users and their families will not be discriminated against 
on the grounds of religion, gender, race, sexuality, age, disability, ethnic 
origin, social circumstance or background.  The principles of tolerance, 
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understanding and respect for others are central to what we believe and 
central to all care provided. 

 
Training 
 
Training will be given as documented in the Maternity Training Needs 
Analysis. This is updated on an annual basis. 

 
Review 
 
This guideline will be reviewed in three years of authorisation. It may be 
reviewed within this period if there are any reports, new evidence, guidelines 
or external standards suggesting that a guideline review is required 
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Glossary of terms 
 
ABG – Arterial blood gases 
ARDS – Adult respiratory distress syndrome 
AROM – Artificial rupture of the membranes 
AVPU – Alert, Voice (responds to), Pain (responds to), unresponsive 
BM – Blood glucose monitoring 
BP – Blood pressure 
CNS – Central nervous system 
CRP – C-reactive protein 
CT – Computerised tomography 
DIC – Disseminated intra-vascular coagulation 
GAS – Group A streptococcal infection 
G&S – Group and save 
HDU – High dependency unit 
HVS – High vaginal swab 

http://www.npeu.ox.ac.uk/mbrrace-uk
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ICU – Intensive care unit 
IV – Intra-venous 
LFT – Liver function test 
MOEWS – Modified Obstetric Early Warning Score 
MRI – Magnetic resonance imaging 
MSU – Mid-stream specimen of urine 
NSAID’s – Non-steroidal anti-inflammatory drugs 
NICE – National Institute for Health and Care Excellence 
U&E – Urea and electrolyte 
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