
In the US, sepsis is the second leading cause of maternal death

Sepsis 

*defined as an acute increase > 2 points in the SOFA score (table 1)

Septic 
shock  

Clinically: Persistent hypotension requiring vasopressors to maintain MAP > 65 
mm Hg and a serum lactate > 2 mmol/L despite adequate volume resuscitation

Fever is neither necessary nor sufficient to determine whether sepsis is present!

We recommend that clinicians consider the diagnosis of sepsis in pregnant or 
postpartum patients with otherwise unexplained end-organ damage in the presence 
of a suspected or confirmed infectious process, regardless of the presence of fever

PATHOPHYSIOLOGY

Inflammatory 
response

Extravasation of 
albumin and 
fluid

Intravascular 
hypovolemia

Cytokine release         systemic vascular resistance
&       cardiac output

Tissue 
ischemia
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Maternal 
sepsis

life-threatening organ dysfunction* caused by 
dysregulated host response to infection

underlying circulation and cellular/
metabolic abnormalities are profound 
enough to substantially increase mortality

RECOGNITION

We recommend that sepsis and septic shock in pregnancy be considered medical 
emergencies and that treatment and resuscitation begin immediately 

Each tool has significant limitations as a single screening tool

INITIAL MANAGEMENT
Lab evaluation commonly includes: 
CBC with diff
cultures (blood, sputum, urine, etc.)
serum lactate levels* 
CMP (renal and hepatic function)
coagulation studies with INR 
ABG
peripheral blood smear

*although lactate levels >2 mmol/L suggest 
possible sepsis, intrapartum lactate 
elevations of >2 mmol/L are typical

In pregnant or postpartum patients 
with septic shock or a high likelihood 
of sepsis, we recommend 
administration of empiric broad-
spectrum anti microbial therapy, 
ideally within 1 hour of recognition

COMMON INFECTIOUS ETIOLOGIES

30% of cases 
have no source 
identified

Most frequently 
isolated: 
E coli
Group A strep
Group B Strep

Assess for and treat conditions that 
can mimic sepsis! 
(eg, diabetic ketoacidosis, adrenal crises, 
pancreatitis, anaphylaxis, cardiomyopathy, 
etc.)

We recommend rapid identification or 
exclusion of an anatomical source of 
infection and emergency source control 
when indicated
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ROLE OF FLUID THERAPY

Fever

Venodilation

Capillary leakage

Inadequate preload

in sepsis 
complicated by 
hypotension or 

suspected organ 
hypoperfusion

We recommend the use of a 
balanced crystalloid solution 
as a first-line fluid for 
resuscitation in pregnant 
and postpartum patients 
with sepsis or septic shock

We recommend against the use of starches or 
gelatin for resuscitation in pregnant and 
postpartum patients with sepsis or septic shock

We recommend ongoing, detailed evaluation of 
the patient's response to fluid resuscitation 
guided by dynamic measures of preload

Pulse-pressure variation Passive leg raising Echocardiography

Accomplished by analyzing the 
waveform of an arterial line

Only reliable in:
Sedated individuals receiving positive 
pressure, controlled mechanical 
ventilation
Those in sinus rhythm

If pulse pressure varies >13% 
with the respiratory cycle, the 
patient is volume-responsive Can be used in patients breathing 

spontaneously or not in sinus rhythm

Passive leg raise to 30- 45 degrees causes 
autotranfuion of ~300mL of blood

After 2-3 min of passive leg raising, fluid 
responders will have an       in cardiac output

*may not be useful to assess cardiac output after passive 
leg raising in third trimester because of uterine 
compression of the inferior vena cava; can instead consider 
administering 250-500 mL bolus of fluid

Point-of-care ultrasound to measure the 
diameter of the inferior vena cava with 
respiration, determine stroke volume variation, 
and assess the hemodynamic response of the 
carotid artery to autotransfusion

Inferior vena cava diameter <1.5 cm with 
significant variation in caliber with the 
respiratory cycle predicts fluid responsiveness

We recommend 
early 

administration 
(within 3 hours)

of balanced 
crystalloid 

solutions 

of
1 to 2 L

VASOPRESSORS AND ISOTROPES

Used to increase blood pressure and cardiac contractility in 
hypotensive patients who are not fluid-responsive or not 
candidates for further fluid resuscitation (eg, patients with 
pulmonary edema)

We recommend norepinephrine as the first-line vasopressor 
during pregnancy and the postpartum period with septic shock

ADDITIONAL THERAPIES

DELIVERY

If a uterine source for sepsis is suspected or confirmed, we recommend prompt delivery or evacuation of uterine contents to 
achieve source control, regardless of gestational age

MATERNAL AND PERINATAL OUTCOMES

Because of an increased risk of physical, cognitive, and emotional problems in survivors of sepsis and septic shock, we recommend 
ongoing comprehensive support for pregnant and postpartum sepsis survivors and their families 

We suggest using IV corticosteroids 
in pregnant or postpartum patients 
with septic shock who continue to 
require vasopressor therapy

Because of an increased risk of VTE 
in sepsis and septic shock, we 
recommend the use of 
pharmacologic VTE prophylaxis in 
pregnant and postpartum patients 
in septic shock

We suggest initiating insulin 
therapy at a glucose level
 >180 mg/dL in critically ill 
pregnant patients with sepsis 
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