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▪ You are welcome to use any of the slides provided for 
educational purposes

▪ If you modify or add a slide, please substitute your 
institutional logo and do not use the CMQCC logos

▪ We welcome your feedback and recommendations for 
improving the slide set

▪ This deck includes screen captures of sample algorithms, a 
case study, and additional slides appropriate for use to 
certain audiences. 

Today’s Webinar Will Be Recorded and All Materials Available at cmqcc.org 
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This webinar is meant to introduce you to 

contents and additions in the new (2025) 

CMQCC Obstetric Sepsis Toolkit 

rather than a comprehensive lecture on the 

subject of maternal sepsis
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This slide set is considered an educational resource but does 

not define the standard of care in California or elsewhere. 

Readers are advised to adapt the guidelines and resources 

based on their local facility’s level of care and patient populations 

served and are also advised to not rely solely on the guidelines 

presented here.

Disclosure
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Toolkit Revision: Key Source Materials (CA/MI)

◼ The planning phase of the NIH funding was 

used to partner with patients, community 

advocates, and clinicians to identify barriers 

and patient centered materials.

◼ EHR data from 70-hospitals and over 600,000 

patients allowed validation of sepsis screening 

tools and flowchart

◼ The California/Michigan 18-month QI Learning 

Collaborative was used to refine content and 

identify implementation resources

2020

Original 
CMQCC Sepsis Toolkit
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Toolkit Revision: Key Source Materials (National)

Sepsis in 

Obstetric 

Care

2023 September 2023

National Safety Bundle: ACOG SMFM Consult Series 
Endorsed by ACOG

August 2025

Clinical Expert Series 
Obstet Gynecol



8

Toolkit Authors and Reviewers

None of the toolkit authors report any conflicts of interest. One reviewer, Dr. Neil Silverman, 

was a consultant and speaker for Pfizer and Cepheid in the past but is not currently 

associated with the development or marketing of any Pfizer or Cepheid products.

Gillian Abir, MBChB, FRCA Hayden Bosworth, PhD Shabnam Gaskari, PharmD, 

BCPPS

Jody Jones, MD, FACOG

Lindsay Admon, MD, MSc Alethia Carr, RD, MBA Marianne Gausche-Hill, MD, 

FACEP, FAAP, FAEMS 

Tyler Katz, MD

Kathleen Andonian, PharmD Arianna G. Cassidy, MD Ronald Gibbs, MD Jessica Kaslik, RN

Vernice Anthony, BSN MPH Holly Champagne, DNP, RN, 

CNS, RNC-OB, C-EFM
William Gilbert, MD Sarah Kuiper

Natali Aziz, MD, MS April Chavez, MA Bernard Gonik, MD Maile LeBoeuf

Leah Bahrencu, CPT, PN1 Julianne DeMartino, MD Neeru Gupta, MD Elliott Main, MD

Lori Barnes, BSN, RNC, CCE, C-

EFM

Lindsay du Plessis, DrPH, MPH Herman L Hedriana, MD Courtney Martin, DO, MHA, 

FACOG

Melissa E. Bauer, DO Douglas Fenton, MD Brenna Hughes, MD, MSc Emily McCormick, MPH, BSN, 

RNC-MNN, C-ONQS



9

Toolkit Authors and Reviewers

None of the toolkit authors report any conflicts of interest. One reviewer, Dr. Neil Silverman, 

was a consultant and speaker for Pfizer and Cepheid in the past but is not currently 

associated with the development or marketing of any Pfizer or Cepheid products.

Sara McMannus, RN, BSN, MBA D’Angela Pitts, MD Casey Smiley, MD Maya Vasquez, MS, RN, IBCLC

Kate Menard, MD, MPH Lauren Puckett, PharmD Devin Smith, MSN, RN Deborah (Debbie) Villa, MSN, RN, 

APRN-CNS, RNC-OB, C-EFM

Ruhi Nath, MPH Rashmi Rao, MD Kendra Smith, PhD, MPH Jamie Vincent, MSN, APRN-CNS, 

RNC-OB, C-EFM, C-ONQS

Gwendolyn Norman, PhD Melissa G. Rosenstein, MD Robert Sokol, MD Charity S. Watkins, PhD

Lori Olvera, DNP, RNC-OB, EFM-C Christa Sakowski, MSN, C-

EFM, CLE

Beth Stephens-Hennessy, MSN, 

RNC-OB, EFM, CNS

Kurt Wharton, MD

Janelle Palacios, PhD, CNM Laurence Shields, MD Kayleigh Summers, LCSW Sarahn Wheeler, MD

Danielle M. Panelli, MD Neil S. Silverman, MD Maricar A. Tabios, LCSW Lyn X. Yasumura, MD

Christina Perez, BSN Maria Small, MD, MPH Jourdan Triebwasser, MD, MA



10

2025 Toolkit Table of Contents
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Chorioamnionitis / Intraamniotic Infection 
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Reporting and 

System 

Learning

Measuring Quality in the Care of Obstetric Sepsis / SEP-1 Measure
Measures for Obstetric Sepsis Bundle Implementation 
Debriefs and Multidisciplinary Case Review Guidance 

Respectful and 

Supportive 

Care

Initiating Healing After a Severe Maternal Event 
Connecting with Community and Patient Advocates

Sepsis Toolkit 2nd Edition: 

128 pages plus 58 pages 

of appendices
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Highlights of what is new in this edition

Readiness Obstetric Sepsis Educational Resources 
Preparedness Considerations for Low-Resource Hospitals and Emergency 

Departments 

Recognition Screening and Diagnosis of Sepsis in Pregnancy 
Bedside Evaluation 
EMR and Nurse-Driven Care 

Response Fundamentals in the Care of Sepsis during Pregnancy 
Source Control 
Antibiotics for Sepsis and Serious Infections in Obstetrics 
Chorioamnionitis / Intraamniotic Infection 
Prophylactic Antibiotics on Labor and Delivery 
Management of Allergies to Penicillin and Beta-Lactam Antibiotics 

Reporting and 

System 

Learning

Measuring Quality in the Care of Obstetric Sepsis / SEP-1 Measure
Measures for Obstetric Sepsis Bundle Implementation 
Debriefs and Multidisciplinary Case Review Guidance 

Respectful and 

Supportive 

Care

Initiating Healing After a Severe Maternal Event 
Connecting with Community and Patient Advocates
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Organization of Each Chapter:
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Melissa Bauer, DO

Associate Professor, OB Anesthesia, Duke University
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Burden of Sepsis on Maternal Mortality and Morbidity

◼ 2nd leading cause of maternal mortality

◼ 3rd leading cause of Severe Maternal Morbidity (SMM) at delivery 

     but it is 1st leading cause in antepartum and postpartum periods

◼ Significant racial

 inequities:

Trost et al, CDC DHHS, 2022

Creanga AA et al. Obstet Gynecol 2017

Petersen EE et al, MMWR Morb Mortal 

Wkly Rep 2019

Kendel et al. AJOG 2019
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Preventability

California North Carolina Michigan

39% Preventable 43% Preventable 73% Preventable

Bauer et al. Obstet Gynecol (2015)

Berg CJ et al. Obstet Gynecol (2005)

Main EK et al. Obstet Gynecol (2015)
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Community and 

Patient 

Engagement

An approach to 

research that involves 

partnership, power-

sharing, and direct 

engagement from 

people the research 

will impact



Maternal Sepsis Community 
Leadership Board:

Guided qualitative studies of patient and 
families and helped share the results
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Patients did not remember education about about 

warning signs

“I think if when they discharged me, if they had said be 

on the lookout for these symptoms, if you have any of 

them, call and check in. If they had taken five minutes to 

do that, I think it would’ve made a huge difference.”
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ACOG: Council on 
Patient Safety

CDC: HEAR HER 
Campaign

Identifies 15 key 
symptoms/signs for 
multiple causes of 

severe morbidity

We have identified multiple 
ways of sharing this tool in 
in and out-patient settings.

As noted, patients with 
Urgent Warning Signs 
should be evaluated right 
away.

Now available in 

>90 languages

Each warning sign has 
embedded clarifying 
language (useful for 
education and triage).

Improving Patient Education for Maternal Warning Signs 
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Share This Information Everywhere!

◼ Posters in L&D, 

antepartum testing and 

triage rooms

◼ Posters in prenatal office 

exam rooms 

◼ Place on patient and 

partner phones as a tile
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Patients were not listened to

◼ “I don’t feel like they ever took my concerns seriously., 

They were brushing me off and trying to get rid of me. 

They wanted to send me home, saying ‘Take this anxiety 

medicine, you’re going to feel better.”
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Patients wanted a way to advocate and 

to ensure that they were heard

◼ “It would have been helpful to have this list to give me the 

language. I had these symptoms and knew something was 

wrong. My husband and I thought we should be 

advocating for ourselves but didn’t know what we were 

supposed to be advocating for.”

◼ “Patients and their support person should be taught to 

watch for warning signs and know what they could 

potentially mean and what to say when entering an 

emergency room”
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Improving Patient-Clinician Communications

Listening and Advocacy Tools
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All of these materials 

can be shared by a link 

on the patient’s phone
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Elliott K. Main, MD

Clinical Professor, OB&GYN, Stanford University
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WHO, ACOG, SMFM, and 

the CDC have adopted the 

Sepsis-3 definition of Sepsis 

requiring End-Organ Injury

http://apps.who.int/iris/bitstream/106
65/254608/1/WHORHR-17.02-eng.pdf

Evaluation of organ function is 

performed using a combination of 

vital signs, physical examination, and 

laboratory tests

• This is equivalent to the CMS SEP-1 

definition of Severe Sepsis.  

• SIRS is no longer a criteria for Sepsis

http://apps.who.int/iris/bitstream/10665/254608/1/WHORHR-17.02-eng.pdf
http://apps.who.int/iris/bitstream/10665/254608/1/WHORHR-17.02-eng.pdf
http://apps.who.int/iris/bitstream/10665/254608/1/WHORHR-17.02-eng.pdf
http://apps.who.int/iris/bitstream/10665/254608/1/WHORHR-17.02-eng.pdf
http://apps.who.int/iris/bitstream/10665/254608/1/WHORHR-17.02-eng.pdf
http://apps.who.int/iris/bitstream/10665/254608/1/WHORHR-17.02-eng.pdf
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Maternal Infection Terminology 

Infection

End Organ Injury related to 
dysregulated host response to infection

Concern: SEP-3 definition does not promote 
early recognition of severe infections in time 

to prevent End Organ Injury (Sepsis). 

Serious 

Infection

Need to identify infections most likely 
to advance to End Organ Injury for 

earlier and more intensive treatment.  
The term “Serious Infection” is taken 
from new CDC terminology.

Sepsis
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Two-Step Algorithm to Identify 
Serious Infection and Obstetric Sepsis

◼ Pregnancy adjusted VS screen identifies 
Serious Infection, but the false positive 

rate is still too high to use alone for 
diagnosis sepsis ➔ Two step approach

◼ Goal is to conserve labs/interventions 

without sacrificing sepsis diagnostic 
specificity

◼ Remember that we do two-step 

evaluations for many diagnoses in 

OB/GYN

SMFM Consult Series highlighted the 
CMQCC two-step approach
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Important VS Criteria for First Step Screening

◼ HR meet criteria only if persisted on a recheck within 20 min. 

◼ RR and T are classified as abnormal with a single value as they 

would be unlikely to be repeated within 20 minutes. 

◼ The abnormal VS are required to be within 2 hours of each other. 

◼ White blood cell count is required to be within 24 hours of the 

other abnormal criteria.

Main EK, Fuller M, Kovacheva VP, etal. Performance Characteristics of Sepsis Screening 

Tools During Delivery Admissions. Obstet Gynecol. 2024 Mar 1;143(3):326-335. 

These criteria identify seriously ill patients

and are important to build into your EHR



31

ACTION STEPS AFTER POSITIVE SCREEN AND 
BEDSIDE EVALUATION

If any EOI 
criteria is met, 
then diagnosis 

of sepsis is 
made

4 potential clinical paths
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Potential Clinical Paths for 

Positive Screen
▪ Sepsis: One or more end-organ injury 

criteria is present that meets the 

diagnosis of sepsis.

▪ Septic Shock: Diagnosed if there is a 

vasopressor requirement to maintain 

MAP > 65 mm Hg despite adequate fluid 

resuscitation and a lactic acid level > 2 

mmol/L in the setting of infection. 

▪ Serious Infections Without End-organ 

Injury and with an ELEVATED Lactate 

▪ Serious Infections Without End-organ 

Injury and with a NORMAL Lactate

Both require increased monitoring and 

potential reevaluation
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Examples of Teaching Points

Lactic Acid Levels 

◼ Sepsis-3 consensus recommend 

against the use of lactic acid for the 

diagnosis of sepsis.  Lactate is more 

a measure of tissue perfusion (e.g. 

septic shock).

◼ Labor can be associated with high 

levels of lactic acid in the absence of 

serious infection, most likely due to 

anaerobic metabolism during 

prolonged physical exertion.

◼ Women not in labor or after an hour 

PP should not have a level >2mmol/L

Blood Cultures

◼ In the setting of sepsis, blood cultures 

are recommended before antibiotics.

◼ However, if antibiotics are started for 

an infection before the diagnosis of 

sepsis is made, blood cultures should 

be drawn at the point of diagnosis.

◼ Blood cultures are almost never 

positive in chorioamnionitis and may 

be postponed until and unless end-

organ injury is identified.

◼ Studies indicate that the yield of BC 

after 1-2 hrs of ABX  is still good 



34

Christa Sakowski, MSN, C-EFM, CLE

Implementation Lead, CMQCC, Stanford University
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◼ “Eyes-on” history and physical assessment 

◼ Default in absence of clear alternative diagnosis is action – treat 

infection and obtain more information

 Closer observation

 Simple labs

 Full case discussion
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Importance of Nursing Assessment
AMERICAN NURSES ASSOCIATION (ANA): 
THE NURSING PROCESS ASSESSMENT

“An RN uses a systematic, dynamic way to collect and analyze data about 
a client, the first step in delivering nursing care. Assessment includes not 
only physiological data, but also psychological, sociocultural, spiritual, 
economic, and life-style factors as well. For example, a nurse’s 
assessment of a hospitalized patient in pain includes not only the 
physical causes and manifestations of pain, but the patient’s response—
an inability to get out of bed, refusal to eat, withdrawal from family 
members, anger directed at hospital staff, fear, or request for more pain 
medication.”
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Components of Bedside Evaluation

◼ If you’ve not already done so, review available labs

◼ Does patient/family report symptoms or observations?

◼ Perform a physical assessment:

 Upon general observation of the patient, are 
abnormalities noted?

▪ Shivering

▪ Confusion

▪ Clammy skin

▪ Difficulty breathing

▪ Grimacing/Guarding (Signs of pain)

▪ Skin color associated with poor perfusion

Evaluation be done by RN, CNM or Physician
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Components of Bedside Evaluation
▪ Evaluate possible sources of infection

❑ Incision/laceration

❑ Breasts

❑ Pain with urination, CVA tenderness, other signs of urinary/kidney 
infection

❑ Cough, abnormal lung sounds

▪  Are there signs associated with alternate diagnosis?

❑Heavy bleeding or other signs of hemorrhage

❑HTN, edema, severe headache or other signs of preeclampsia

*If assessment performed by nursing, communication with the provider for orders should 
occur prior to moving to action steps if a nurse driven pathway is not the standard of care 
in the facility
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Communication

Use CUS (concerned, uncomfortable, safety issue) words if there is 
resistance to sepsis screening and you receive a response like the 
following examples:
• “We will continue to monitor her; sepsis screening is not necessary.”
• “It is normal in pregnancy to have those vital sign changes; it is not sepsis.”

Examples of CUS verbiage
• “I am uncomfortable with waiting to initiate the sepsis screening, and I 
would like to activate the order set so that we can promote early recognition 

and treatment if indicated.”
• “Although vital signs are elevated in pregnancy, her current vital signs meet 

sepsis screening criteria. This is now a safety issue we must address.”

AHRQ TEAMSTEPPS - https://www.ahrq.gov/teamstepps-program/index.html
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Emphasis on Accurate Vital Sign Collection
• Respiratory Rate (RR) and Pulse: Frequently omitted, inaccurately 

measured, or not recorded. Dismissed due to pain.
• Small change in RR of 3-5 breaths per min. could be an early sign of 

deterioration. RR outside of normal range should be monitored closely, 

the body will increase the RR to maintain oxygen delivery to the 
tissues.

• Temperature: Consider oral temp (increased accuracy) with any 
suspicion of infection or symptoms of fever. However, 20-25% of 
septic patients never developed a fever.

• Blood pressure: Most valuably used as a indicator of septic shock and 
not as a screening value. MAPs 65-90 raise concern and should be 
closely monitored.

Appendices G & H
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Courtney Martin, DO, FACOG, MHA, Hoag Health 
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Building Safety Infrastructure: Keys to Success

 Safety Infrastructure is Foundational

▪ Built layer by layer to support reliable, high-quality care.

 Interdisciplinary Partnership

▪ Physician + Nursing Dyads at the center of collaboration.

 EHR & Decision Support

▪ Early recognition\

▪ Reduced time to treatment

 Nurse-Driven Care

▪ Empowers recognition

▪ Accelerates care delivery

 Beyond Sepsis

▪ Expands knowledge

▪ Strengthens change management
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 Wellness Bias

▪ Symptoms dismissed due to patient’s outward appearance of wellness

▪ Pregnancy-related optimism masks early warning signs

 Normalization of Deviance

▪ Incremental deviations from norms (e.g., vitals, symptoms) become 

tolerated→ In OB, deviations without immediate harm are more easily 

normalized creates blind spots that delay recognition and treatment

Denial Delay Dismissal

3 Deadly D’s:
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EHR Infrastructure: Mitigating Bias in Maternal Safety

 Objective, Discrete Data

▪ Integrates risk of progression

▪ Calculates scores

▪ Produces actionable BPAs/OPAs

 Early Recognition

▪ Warnings & alerts before EOI

▪ Triggers on trends (↑ respiratory rate, ↑ pregnancy-specific labs)

 Bias Reduction Potential

▪ Limits reliance on subjective perception

▪ Helps counter: Wellness Bias; Pregnancy Bias; Race/Ethnicity Bias
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Standardized Order Sets and Related EHR Tools

 Right Care, Right Time

▪ Supports timely, consistent management of complex maternal conditions.

 Proven in Other Bundles

▪ Hemorrhage

▪ Hypertensive disorders

 EHR Tools for Sepsis

▪ Sepsis order sets

▪ Antibiotics (sepsis + chorio)

▪ Nursing protocols

▪ Care escalation tools (Sepsis in Obstetrics Score)

▪ Sepsis pathway

 Next Phase: Decision Support

▪ Integration of advanced alerts, predictive models, and real-time guidance
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Example Flowchart of New CMQCC Sepsis 2-Step Process

Importance of Nursing Assessment and Communications
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Example Decision Support of Previous CMQCC Sepsis 

2 Step Process
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…

 Why Nursing Standing Orders?

■ Ensure treatments remain within RN scope of 

practice

■ Allow EHR decision support to trigger timely 

interventions

 Example: Sepsis Standing Orders

■ Standard evaluation: vitals, labs, cultures

■ Automatic triggers → Sepsis pathway activated

■ Nurse-driven antibiotic delivery per order set

■ Escalation protocol if criteria met (Sepsis in 

Obstetrics Score, EOI, abnormal labs)

 Impact

■ Protects RN scope of practice

■ Reduces delays in treatment

■ Strengthens consistency & safety
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 Reduce Clinical Practice Variation

▪ Ensure consistency across clinicians

▪ Provide a structured, evidence-based 

pathway

 Infrastructural Safety

▪ Build in critical safety items often 

forgotten in “a la carte” ordering

▪ Embed checklists, default settings, 

and safeguards

 Behind-the-Scenes Safety

▪ Faster medication administration

▪ Automatic pharmacy alerts

▪ Paging/notification of team members

▪ Continuous awareness processes

4 pages
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Start the Clock!!! Urgent Language Matters
▪ Aligns with national sepsis standards

▪ Establishes 'time zero' for recognition 

and care

 EHR Integration
▪ Visible countdown clock in the chart

▪ Reinforces urgency at the bedside 

and across teams

 Why It Matters
▪ Creates a shared sense of urgency

▪ Reduces delays in antibiotics and 

interventions

▪ Every minute counts in maternal 

sepsis
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Elliott K. Main, MD, Stanford University

Kathleen Andonian, PharmD, Sharp Mary Birch Hospital

Lauren Puckett, PharmD, Stanford Medicine Children’s Health
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Fluid Management

◼ Sepsis and septic shock leads to low 
circulating intravascular volume. Adequate 

tissue perfusion is vital for both cellular and 

bodily function.

◼ 2021 SSC guidelines recommends an initial 

fluid bolus of 30 mL/kg of crystalloid within the 

first three hours for patients with septic shock.

◼ KEY: this refers to IBW NOT actual weight

◼ For those with serious infection but no end-

organ injury, a more modest fluid load of 500-

1,000 ml is recommended.
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What bacteria do we need to cover in Chorioamnionitis/IAI?

Antibiogram and ID Team are Key!
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Antibiotic 

Considerations

Three newer choices 

should receive attention 

depending on local 

antibiograms: ceftriaxone, 

metronidazole, and 
piperacillin-tazobactam
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Empiric Management of 

Chorioamnionitis/

Endomyometritis

◼ Currently 4 reasonable options

◼ Amp + gent may no longer be the 

leading option

◼ Ceftriaxone and metronidazole 

combination is gathering positive 

experience and may be ideal for Type 

1 PCN allergies and in more serious 

infections

◼ Piperacillin-tazobactam offers a 

single drug, broad-spectrum option

Note that the combination 

of ceftriaxone and 
metronidazole are leading 
choices in 4 categories
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Antibiotics for Sepsis of Both 

Known and Unknown Origin
◼ Guidance in toolkit is provided for both 

situations when the origin is unknown or 

known

◼ Antibiotics should be administered within 

one hour of diagnosis

◼ Highlights also include GAS Bacteremia, 

necrotizing fasciitis, treatment durations, 

antibiotic step-down considerations, and 

source control

◼ Empiric antibiotic choices should be 

guided by the local antibiogram and may 

vary among sites

◼ Order sets are important to achieve the 

above



60

Lactation Safety of ABX

◼ Most recommendations are the 

same with the exception of 

metronidazole--now considered 

acceptable
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Prophylactic ABX Chapter: Topics Covered

◼ Cesarean Delivery

 Optimal dose of cefazolin? Adjust for weight/BMI?

 Azithromycin for patients in labor or ROM

 What about those already on ABX? Chorio? GBS?

 Penicillin allergy?

◼ 3rd and 4th Degree Perineal lacerations

◼ PPROM Latency
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Kayleigh Summers, LCSW, 

The Birth Trauma Mama Therapy & Support Services
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The Goal: Mitigate further trauma and put 

patients on a trajectory toward healing.

How do we get there? Acknowledgment 

and debrief.

Why is this important? A patient’s expected 

outcome for their birth often lies in stark contrast to 

the experience of almost dying, making this reality 

difficult for most to comprehend, increasing the risk for 

trauma and poor mental health outcomes.



66

Pre-Discharge Care Discussion

■ Too many patients leave the 

hospital with little to no 

understanding of what 

happened to them.

■ This guide walks through the 

5 crucial steps of a pre-

discharge discussion.

■ Allows space for patient 

questions.
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The way medical teams speak to patients 

after an SME is a piece of their story that 

they will take with them for the rest of their 

lives.

This documents helps guide the words and 

phrases and can make a big impact.

This should be shared with all clinicains

What Not to Say and Why
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The way medical teams speak to 

patients after an SME is a piece of 

their story that they will take with 

them for the rest of their lives.

What Not to Say and Why
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Post-Discharge Care Guide

 Closing the gaps in coordination 

of care after SME

 Includes check-list for follow up 

appointments, assessments, 

and referrals including mental 

health. 

 Assess for social supports
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Summary of Care Form

 Physical aid for continuity of care

 To be filled out by a member of the 

team and provided to the patient

 Provides patient with information 

about their care to act as a 

communication tool between care 

providers.
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Life After Experiencing Sepsis is an educational 

document to be provided to patients that describes key 

points about sepsis and includes information about 

both physical and emotional recovery.
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Elliott K. Main, MD

Clinical Professor, OB&GYN, Stanford University
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“Severe Sepsis” is 

the denominator in 

SEP-1 and is the 

equivalent of the 

modern consensus 

definition of Sepsis 

used by CMQCC 

and all professional 

bodies:

(infection with end-

organ injury)
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CMQCC Serious 

Infection Flow Chart 

uses the same 

criteria for 

End-Organ Injury 

as SEP-1
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SEP-1 Numerator 

criteria is the same 

as CMQCC 

treatment 

recommendations.

 

Note that Lactate is 

not required for the 

diagnosis but is 

required once the 

diagnosis of severe 

sepsis is made
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Summary of SEP-1 in Obstetrics

◼ The denominator for SEP-1 is “Severe Sepsis” which is 

the same as the current consensus definition of Sepsis 

(infection with end-organ injury)

◼ Otherwise, the remaining criteria are the same

◼ Using the older definition of sepsis (infection with SIRS) 

leads to very high rates of sepsis in OB.  This now has 

significant consequences as sepsis is part of the publicly 

reported CMS/Joint Commission measure of Severe 

Obstetric Complications and Birthing Friendly designation
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Key Elements of Sepsis Toolkit Applicable for 

All Severe Maternal Events 

1. Improving Patient Education for Maternal Warning Signs

2. Improving Patient-Clinician Communications Listening 

and Advocacy Tools

3. Vital Sign Screening and Bedside Evaluation

4. Standardized Order Sets and Related EHR Tools

5. Healing After Severe Maternal Events-Trauma Informed 

Care
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Summary: Key Implementation Steps

1. Patient Education Tools for Maternal Warning Signs, Listening 

and Advocacy Tools

2. Screening For Serious Infection: VS and Bedside Evaluation 

Flow Chart

3. EHR: Standardized Sepsis Order Sets, Screening, and Education 

Tools 

4. Reevaluation of Antibiotic Treatment and Prophylaxis Protocols

5. Tools for Healing After Sepsis and other Severe Maternal Events

6. Measures for Performance (including SEP-1) and Implementation
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Questions?

We are considering doing a Sepsis Implementation Sprint 

(~3 months long) in early 2026.  Let us know if you may be 

interested: RNath@stanford.edu 

For additional resources, previously recorded webinars on Sepsis, 
and to Download the Toolkit and all Appendices please visit:

https://www.cmqcc.org/toolkits-quality-improvement/sepsis 

mailto:RNath@Stanford.edu
mailto:ath@stanford.edu
https://www.cmqcc.org/toolkits-quality-improvement/sepsis
https://www.cmqcc.org/toolkits-quality-improvement/sepsis
https://www.cmqcc.org/toolkits-quality-improvement/sepsis
https://www.cmqcc.org/toolkits-quality-improvement/sepsis
https://www.cmqcc.org/toolkits-quality-improvement/sepsis
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Contact Us

Info@CMQCC.org www.CMQCC.orgInfo@CMQCC.org

Info@CMQCC.org 
(or your 

email/Helpdesk)

www.CMQCC.org

www.CMQCC.org @CMQCC @CMQCC @CMQCC

mailto:Info@CMQCC.org
http://www.cmqcc.org/
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