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Bacteraemic shock may occur as a complication of
septic abortion. Since the Abortion Act of 1967,
this situation has become rare in Great Britain.
presumably due to a great reduction in illegal abor-
tions conducted in circumstances and by methods
conducive to sepsis. Occasionally, septic shock is
seen during pregnancy in relation to an infected
Shirodkar suture, an exacerbation of pre-existing
pelvic inflammatory disease, or peritonitis caused by,
for example, a ruptured appendix. Other cases occur
with intrauterine infections related to premature
rupture of the membranes, particularly if the subse-
quent delivery is operative. In the puerperium,
Gram-negative infections are usually treated
promptly, but bacteraemic shock can complicate
pelvic infection related to retained products of con-
ception or, rarely, a degenerating uterine fibro-
myoma.

Early diagnosis

This is the key to effective management and depends
on clinical recognition of the condition. A severe
Gram-negative infection should be suspected at
once in patients with a predisposing history who are
ill out of proportion to the local signs of infection
and out of proportion to the systemic indications of
infection such as pyrexia. Hypothermia and hypo-
tension, with reduced urinary output, elevation of
the blood urea, and haematological evidence of
disseminated intravascular coagulation may be seen
before bacteriological confirmation of the diagnosis
is obtained.

Initial management

This should consist of intravenous fluids and anti-
biotics and, if there is oliguria, diuretics. The fluids
must be controlled by a central venous pressure
(CVP) line, continuing the infusion until the CVP
starts to rise, and with 4 to 6 hourly plasma electrolyte
estimations. If hypotension persists then it may be
necessary to use chlorpromazine, isoprenaline, or
steroids to expand the intravascular compartment
and permit further fluid infusion to give adequate
tissue perfusion. If there is any anaemia or haemor-
rhage, whole blood should be the initial choice of
fluid, not the afterthought. The antibiotic regimen
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may include an agent such as flucloxacillin or a
cephalosporin, an aminoglycoside such as gentami-
cin, and metronidazole to cope with anaerobes. If
there is evidence of clostridial infection the regimen
should incorporate benzylpenicillin; if anaerobes are
found in blood cultures and the patient remains
seriously ill, lincomycin may be preferred to genta-
micin and metronidazole. If the patient is responding
well, it is a mistake to change antibiotics on the
basis of laboratory sensitivities. With oliguria,
intravenous frusemide, an initial dose of 25 or 50 mg,
and if there is no response a dose of 250 mg, does no
harm and may achieve diuresis. The risk of exacer-
bating the potential nephrotoxicity of cephalosporins
or aminoglycosides is small with short-term use of
frusemide in this way.

Subsequent management

If the patient's condition fails to respond promptly,
management in an intensive care situation is essential.
Obstetric patients are usually basically healthy
women, and however ill they are, management
orientated to the maintenance of systems is usually
effective in the long run. Respiratory maintenance,
using the ventilator, may be required. Peritoneal
dialysis is particularly appropriate if there is renal
failure, as it gives good control of fluid balance and
electrolytes with a minimum of cardiovascular
disturbance and at the same time provides peritoneal
lavage if there is peritonitis. Gastric aspiration may
be needed if ileus or obstruction supervenes.
Nutrition should be started early to cope with a
hypercatabolic state, using the oral route if possible,
otherwise intravenous aminoacids, plasma, and
whole blood if appropriate. Some authorities like
lipid infusions to maintain calory intake but there is
a small risk of untoward reaction or excessive
lipaemia. Physiotherapy to legs and chest is essential.

Surgery

The role of surgery is minimal. When there is
peritonitis laparotomy will doubtless continue to be
performed for diagnostic reasons, to repair bowel
perforation or to evacuate pus. In fact, exploration
can often be postponed, sometimes for weeks, until
bactaemic shock and infection are controlled, when
the operation may well no longer be necessary. It is
now well established that, in very seriously ill
women, surgical assaults designed to remove an
infected uterus or even septic products of conception
from its cavity do more harm than good.'
Remaining aspects of management which should

be considered are renal diagnostic procedures,
steroids, and heparin. If there is renal failure, renal
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biopsy adds nothing to management and may have
disastrous consequences; high-dose nephrograms do
not affect treatment and may render an oliguric
patient anuric. Steroid regimens have been used in
the treatment of bacteraemic shock in the USA, but
they can have major complications and are employed
only as a last resort in the moribund patient in
Great Britain. Heparin infusions should only be used
to treat disseminated intravascular coagulation in
these patients in the complete absence of bleeding
and, in my opinion, if circulating fragmented red
cells confirm the coagulopathy.
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