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Epidemiología
Clinical Spectrum of Early-onset Neonatal Sepsis
• EGB el principal patógeno y E. Coli 2º en frecuencia.
There are ~3300 invasive early-onset sepsis cases and 390 deaths in the
United states each year (2005-2008 data).
data)
GBS is the leading pathogen and E coli is second
2/3 E coli isolates are resistant to ampicillin.

• Estimación anual de 3.300 casos, con una mortalidad del 10%.

Black preterm
Non black ppreterm
Black term
Non black term

Rate*
5.14
2.17
0.89
0.04

Case fatality ratio
24.4%
21.5%
1.7%
1.6%
*/1,000 live births

Weston et al Pediatr. Inf Dis. J. 30: 937, 2011
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With improved obstetrical management and evidence-based use of
intrapartum antimicrobial therapy, early-onset neonatal sepsis is becoming less frequent. However, early-onset sepsis remains one of the
most common causes of neonatal morbidity and mortality in the preterm population. The identiﬁcation of neonates at risk for early-onset
sepsis is frequently based on a constellation of perinatal risk factors
that are neither sensitive nor speciﬁc. Furthermore, diagnostic tests
for neonatal sepsis have a poor positive predictive accuracy. As a result,
clinicians often treat well-appearing infants for extended periods of time,
even when bacterial cultures are negative. The optimal treatment of
infants with suspected early-onset sepsis is broad-spectrum antimicrobial agents (ampicillin and an aminoglycoside). Once a pathogen is identiﬁed, antimicrobial therapy should be narrowed (unless synergism is
needed). Recent data suggest an association between prolonged empirical treatment of preterm infants (≥5 days) with broad-spectrum antibiotics and higher risks of late onset sepsis, necrotizing enterocolitis,
and mortality. To reduce these risks, antimicrobial therapy should be
discontinued at 48 hours in clinical situations in which the probability
of sepsis is low. The purpose of this clinical report is to provide a
practical and, when possible, evidence-based approach to the management of infants with suspected or proven early-onset sepsis. Pediatrics
2012;129:1006–1015
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INTRODUCTION
“Suspected sepsis” is one of the most common diagnoses made in the
NICU.1 However, the signs of sepsis are nonspeciﬁc, and inﬂammatory
syndromes of noninfectious origin mimic those of neonatal sepsis. Most
infants with suspected sepsis recover with supportive care (with or

The guidance in this report does not indicate an exclusive
course of treatment or serve as a standard of medical care.
Variations, taking into account individual circumstances, may be
appropriate.
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FIGURE 2

ROC curves for WBC counts (A), ANCs (B), I/T ratio (C), and platelet counts (D) performed at !72 hours
Newman et al. Pediatrics 126: 903-90, 2010
according to age at the time of the CBC.
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Use of the Complete Blood Cell Count
in Early-onset Neonatal Sepsis

ØEn un estudio con 166.092 neonatos con sospecha de sepsis
neonatal precoz.
ØCuando los valores de leucocitos, neutrófilos totales, índice I/T y
plaquetas fueron normales, solo 0,6% de los neonatos tenía un
hemocultivo positivo: VPN del 95%.
ØBajas cifras de leucocitos y neutrófilos totales, y altos índices de I/T
se asocia a un riesgo aumentado de hemocultivo positivo: VPP del
20-40%.

Hornik el al Pediatr. Inf. Dis; 31: 799-802. 2012
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Días de tratamiento antibiótico
Duration of Antibiotic Therapy
ü Tratamiento antibiótico ≥ 5 días, durante los primeros días de vida, ha sido
asociado con incremento de mortalidad, NEC y sepsis neonatal tardía.
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Prolonged therapy with antibiotics ( 5days) in the first few days of life
has been associated with increased mortality, NEC and late onset sepsis.
3.5
3.0
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2.0
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0
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9 to 10

Days on Antibiotics
Cotten CM and the NICHD Network Pediatrics 123: 58-66, 2009, Kuppala
VS J Pediatr. 159: 720-25, 2011, Vanaja N J Pediatr. 159: 392-97, 2011
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ü En	
   pacientes	
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Definición de corioamnionitis
Definition of Chorioamnionitis
Elevated
cytokines or
amniotic fluid

Histological
Biochemical

Polymorphonuclear
infiltration of
placenta, membranes
and umbilical cord

Microbiological
Maternal fever
tachycardia,
leukocytosis, CRP,
vaginal discharge,
uterine tenderness.
Fetal tachycardia.

Clinical

Fetal
vasculitis
(funisitis)
Neonatal Sepsis

Positive culture
Positive PCR

Corioamnionitis principal factor de riesgo
para sepsis neonatal precoz
•
	
  
•
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  37	
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  de	
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  corioamnioniOs	
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  (histológicamente	
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Chorioamnionitis and the Risk of Neonatal Sepsis
in Premature
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22 wk

23 wk
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Histologic
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51%

48%

41%

34%

Clinical
chorioamnionitis

28%

26%

20%

19%

19%

15%

14%

4%

4%

2%

2%

2%

1%

Early-onset sepsis 6%

Stoll et al Pediatrics 126: 443-456, 2010
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  Risk	
  Factor	
  	
  

}

Modelo	
  predicOvo	
  mulOvariable	
  (6	
  variables)	
  para	
  esOmar	
  la	
  

Are Complete Blood Cell Counts Useful in the Evaluation of Asymptomatic
Neonates Exposed to Suspected Chorioamnionitis?
Gregory L. Jackson, William D. Engle, Dorothy M. Sendelbach, Debra A. Vedro, Sue
Josey, Jodi Vinson, Carol Bryant, Gary Hahn and Charles R. Rosenfeld
Pediatrics 2004;113;1173

probabilidad	
  para	
  desarrollar	
  sepsis	
  neonatal	
  precoz	
  en	
  
neonatos	
  ≥	
  34	
  semanas.	
  
Calculadora	
  de	
  riesgo	
  de	
  sepsis,	
  disponible	
  en	
  internet.	
  
hfp://www.dor.kaiser.org/external/DORExternal/research/
InfecOonProbabilityCalculator.aspx	
  	
  
Los	
  resultados	
  deben	
  asociarse	
  con	
  la	
  exploración	
  ksica	
  y	
  los	
  
datos	
  de	
  laboratorio,	
  para	
  ayudar	
  como	
  guía	
  en	
  la	
  toma	
  de	
  
decisiones	
  a	
  la	
  hora	
  de	
  iniciar	
  tratamiento	
  anObióOco.	
  

The online version of this article, along with updated information and services, is
located on the World Wide Web at:
http://pediatrics.aappublications.org/content/113/5/1173.full.html
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Probability of Neonatal Early-Onset Infection Based on
Maternal Risk Factors for Infants > 34 weeks gestation

Gestational age (weeks/days)
Temperature
ROM (Hours)
GBS status (positive, negative, uncertain)
Maternal intrapartum treatment (GBS specific or broad spectrum)
Was IAP given 4 hours prior to delivery

Predicted probability(/1,000 live births) =
http://www.dor.kaiser.org/external/DORExternal/research/InfectionProbabilityCalculator.aspx
Puopolo et al 2011

Probability of Neonatal Early-Onset Infection Based on
Maternal Risk Factors for Infants > 34 weeks gestation

Gestational age (weeks/days)
Temperature
ROM (Hours)
GBS status (positive, negative, uncertain)
Maternal intrapartum treatment
Was IAP given 4 hours prior to delivery

34 weeks 5 days
99.5 F
12.7 hours
Positive
GBS specific
Yes

Predicted probability(/1,000 live births) =

0.8

http://www.dor.kaiser.org/external/DORExternal/research/InfectionProbabilityCalculator.aspx
Puopolo et al 2011

Conclusiones
ØSepsis neonatal precoz causa importante de morbimortalidad
neonatal.
ØLos algoritmos presentados por COFN son guías orientativas,
influye el “arte y la experiencia” del Neonatólogo.
ØLos test de laboratorio son más útiles para excluir a los recién
nacidos sin infección, que para identificar a los infectados.
ØLos antibióticos deben de suspenderse en 48-72 horas en aquellas
situaciones en las cuales la probabilidad de sepsis es baja.

