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ABSTRACT

INTRODUCTION:

Caesarean section rates have increased worldwide hame been predicted to
continue increasing over the current decade. Aptheent moment, caesarean section
is responsible for almost twenty-one percent ofbaiths, which is equivalent to
nearly one birth out of every five women. A caeaarsection is one of the most
common surgical procedures that has been linkeah timcreased risk of surgical site
infection. The purpose of the study is to study tlvbe addition of azithromycin to
standard antibiotic prophylaxis before skin inamsiwould decrease the incidence of
surgical site infection after caesarean section.

MATERIAL AND METHODS:

The present study was carried out in the Departroe@bstetrics and Gynecology,
KLES Dr. Prabhakar Kore Hospital and MRC, Belagawn January 2023 to January
2024. Pregnant women at Gestational age of 28 weeksore, who are to undergo
emergency caesarean delivery who have given infdreensent were recruited
.Group A received the standard antibiotic prophytadrug —injection ceftriaxone 1g
IV. Group B received the standard antibiotic prdpltic drug —Injection ceftriaxone
1g IV along with injection Azithromycin 500mg IV({gen within 60 minutes prior to
incision).The primary outcome of surgical site gifen was studied and Compared
between 2 groups.

RESULTS:

The incidence of surgical site infection in the ttohgroup was 35.9% which was
significantly decreased in the intervention grooi8.2%.

Surgical site infections are categorized as SupalfiDeep, or Organ space. In Group

A, there are 48 superficial infections (85.7%) &ndkep infections (14.3%). In Group
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B, there are 5 superficial infections (71.4%) andléep infections (28.6%). The
proportion of patients with surgical site infectsowere observed more in group A,
however , showing no statistical significance.His tstudy, mean postoperative stay is
5.72 days with a standard deviation of 1.617 inupra and 5.31 days with a standard
deviation of 1.176 in Group B. The mean postopeeasitay is slightly shorter in
Group B, suggesting a potential benefit of Azithyom in reducing hospital stay
duration. The proportion of readmissions is higineGroup A, suggesting a potential
benefit of Azithromycin in reducing readmissions.

CONCLUSION:

In this Randomized Controlled Trial conducted atedtiary care centre ,Belagavi
involving 256 participants over a span of one y@awas concluded that adjunctive
azithromycin administration decreases post-operatimfectious morbidity in

emergency Caesarean deliveries when administer#ihwi0 minutes prior to skin
incision.

KEYWORDS: Caesarean delivery, surgical site infection, Azithycin
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I ntroduction

INTRODUCTION

Caesarean section rates have increased worldwiibare been predicted to
continue increasing over the current decade. At ghesent moment, caesarean
sections are responsible for almost twenty-one gueraof all births, which is
equivalent to nearly one birth out of every fivemen. The Dominican Republic has
the highest rate of caesarean sections, which atdou 58.1% of all births, while

Chad has the lowest rate, which equals 14%.

When compared to their counterparts in the north@dheastern regions of the
country, the rate of caesarean sections was signily higher in the southern states
of India. Telangana had the highest rate of caasasections at 60.7%, while
Nagaland had the lowest rate at 52%learly sixty to seventy percent of all
deliveries that have taken place at Dr. KLE's PeMatn Kore Hospital and Medical
Research Centre, Belagavi, over the course of dkethree years have been brought
about by means of a caesarean section. Surgiealrgéction (SSI) after caesarean
section indeed represents a significant concern delivering mothers. These
infections can occur within 30 days post-surgerg afiect different layers of tissue,
categorized as superficial, deep, or involving argpace tissues. A WHO survey in
LMICs ,the incidence of surgical site infectionsigas from 1.2-23.6% whereas in
countries with better resources, the SSI rate wetsvden 1.2 and 5.2%SS! is
commonly seen in women undergoing a cesarean Beatid have associated risk
factors such as inadequate prenatal care, aneiitiaampoor nutritional status ,
extremes of BMI, GDM, emergency caesarean sectlPR§M, prolonged labor, co-
existing infections, comorbidities and inapprofeiasurgical techniques and

prolonged duration of surgefyDespite advances in surgical procedures, options fo
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I ntroduction

sterilizing surgical instruments, improved surgitadhniques, and improved infection
prevention programs, surgical site infections aranajor cause of nosocomial
infections, and the incidence of infections is @aging worldwide. SSI can also affect
the quality of life of the woman, resulting in chio pelvic pain, a prolonged hospital
stay ,hospital readmission, and sometimes everpgasm depressioif. Caesarean
section is one of the most common surgical proesitinat has been linked to an
increased risk of surgical site infection. Thidbecause of the fact that it is one of the
most common surgical procedufeslthough cephalosporin is commonly used as a
prophylactic antibacterial medicine, the occurrerafe infection after caesarean
section remains a significant issue, especiallwamen who have had non-elective

caesarean sectioﬁs.

Several studies have indicated that adding a sihggage of Azithromycin to
the usual cephalosporin prophylaxis may reduceiseof infection after a caesarean
procedure. Multiple randomized controlled trialsy/@aletermined that the utilization
of a broad-spectrum antibiotic in conjunction witmarrow spectrum antibiotic has
resulted in a significant decrease in post-caesardgaction instances, ranging from
30% to 60%. The reason for this is that infectibwiBbwing a caesarean section are
mainly caused by a variety of bacteria includingtbaa that can survive with or
without oxygen, as well as Ureaplasma or mycoplasmareaplasma is the
predominant organism found in the amniotic fluidl @morioamnion during caesarean
delivery and is linked to a 3 -to 8 fold higherkrisf post cesarean endometritis or
wound infections. Hence, the suggested narrow Bpacttreatment with
Cephalosporins alone does not provide adequateragefor commonly found

Ureaplasma and anerobic bactetia .
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I ntroduction

Adding a broad-spectrum antibiotic prophylaxis vieneficial as it offered
protection against Ureaplasma species, which arentbst commonly found bacteria

in wound cultures of women who have had a caesaeetion®’

The purpose of the study is to study whether aatditf Azithromycin to
standard antibiotic prophylaxis before skin inamsieould decrease the incidence of

surgical site infection after a caesarean section.
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Objectives

OBJECTIVES

* To study the effectiveness of Azithromycin in reducing surgical site infection

in caesarean delivery.
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Review Of Literature

REVIEW OF LITERATURE

In 1985, the World Health Organization (WHO) sdidttC-section rates over
10-15 % in any given location cannot be medicalistified. However, there
has been a consistent increase in the rate of {sateliveries over the past
three decades, in both developing and industridliz=eountries. An
examination of data from 169 countries, represgn®i®.4% of global births,
indicated that 29.7 million babies were delivergdchesarean section in 2015.
This was a significant increase from the 16 millioaesarean deliveries
recorded in 2000. Recent data from developed casngupports the notion
that C-section rates of approximately 15% at thpupation level are both
feasible and safe, while still achieving optimalalie outcomes for both
mothers and babies. Exceeding this threshold mggest unnecessary over-
medicalization of childbirth, which involves theeusf non-evidence-based
practices, the preference of healthcare profesksipriae profit motive of
private medical facilities, and maternal requésts.

The significant rise in the proportion of C-sectlrths (17%, having doubled
between 2005 and 2006 and 2015-2016 has raisethatibspolicy issues in
India over the past few decades, particularly doethe disproportionate
concentration in the southern region. Several stidiave endeavored to
comprehend the socio-demographic characteristicadsarean births in
India. The well-documented disparity in the utitipa of C-sections in India
favors urban and more affluent populations, hidttlitg the socio-economic
bias. Recent research utilizing extensive natignadipresentative sample

surveys has identified a disproportionate concéntreof C-section births in
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private healthcare facilities. An analysis conddctesing the data from the
District Level Household Survey (DLHS)-4 (2011) ealed that 13.7% of
births occurred in public hospitals, whereas 37.89%obirths in private
institutions were delivered via C-section. A diffat analysis utilizing data
from the National Family Health Survey (NFHS) releebthat the proportion
of caesarean section (C-section) deliveries in ipublbspitals in India
decreased from 15.2% to 11.9% between 2005-06 @bhs-26. Conversely,
the prevalence of C-section deliveries among peiviagalthcare providers
significantly increased from approximately 25% t@und 40% during the
same time frame. It is crucial to comprehend thera® of an unacceptable
prevalence rate of C-section deliveries due todigaificant health hazards
they pose, the substantial increase in healthcasts,cand their frequent
association with commercial interests. The expensémted to caesarean
deliveries are significantly greater than thosenaf-caesarean deliveries, and
this difference becomes even more pronounced ivageri healthcare
institutions in India. It is important to mentiohat despite the southern states
of India having a prevalence rate of C-sectionwéeies higher than the rate
recommended by the World Health Organization (WHO)ing the NFHS-3
survey (2005-2006), the practice continues to meeein all of these states.
Based on the NFHS-4 data from 2015-2016, the ptmpoof caesarean
section deliveries in South Indian states ranges f23.6% in Karnataka to
40.1% in Andhra Pradesh. In addition to a steadyeimse, the spread of
needless C-section births among disadvantaged aimformed segments of
the population likely exacerbates the already ehaiing reproductive health

situation in the country’.
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SURGICAL SITE INFECTIONSAFTER CESAREAN DELIVERY

Surgical site infections (SSIs) constitute a sultsaproportion of morbidity
and costly healthcare outcomes. SSls occur in JoB#l surgeries, but the
rate is significantly greater, ranging from 7-10 #r caesarean deliveries
(CDs). Postoperative surgical site infection (S$tjlowing caesarean
deliveries (CDs) is a major contributing factorigher rates of iliness, death,
hospital readmission, and longer hospital staygplémenting evidence-based
activities using a bundle strategy to prevent anitimmze surgical site
infections (SSI) following caesarean delivery (Gl help improve maternal

safety and reduce cosfs.

Classification and Risk Factors of SSI

Surgical site infections encompass both superfigial deep incisional
infections, as well as infections in the organ gpathe occurrence rate of
incisional infection following caesarean delive@L) is 2-7 %, whereas the
rate of necrotizing fasciitis is 0.18%, and thesrat endometritis is 2-16 9.
The CDC has issued guidelines for identifying riaktors that contribute to
the development of SSlis following Caesarean delivEhese guidelines aim
to identify areas in obstetric care that can beifreztlito reduce the occurrence
of SSIs. Some patient-related risk factors inclidgh body mass index
(BMI), diabetes, asthma, smoking, recurrent pregpaless, and an ASA
classification more than 33 There is a multitude of evidence in the general
surgical literature indicating that maintaining peo glucose levels and
quitting smoking will significantly reduce the ocgcence of surgical site

infections. As far as we know, there have beenaponts on the effects of
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these therapies on pregnant individuals. Pregnapeyific risk factors
encompass hypertensive diseases, gestational ekaletllitus, premature
rupture of membranes, prolonged labor, sexuallystratted infections during
pregnancy, chorioamnionitis, and multiple gestatioRrocedure-related risk
factors encompass elements such as prolonged autgie (more than 38
minutes), intestinal injury, utilization of stap/dailure to close subcutaneous
tissue if it exceeds 2 centimeters, and the impropéministration of
perioperative antibiotics.

Post-cesarean infections are caused by a comhinafidifferent types of
microorganisms, including bacteria that can surwivth or without oxygen,
as well as Ureaplasma or Mycoplasmas. The predarimacroorganisms
found in the endometrial cultures of women with tpossarean Endometritis
are Ureaplasma/Mycoplasmas, aerobic gram-negatogs, r Enterococci,
Gardnerella, and anaerob®S, Ureaplasma, Staphylococci, and Enterococci
are frequently seen in wound infectiGh¥. Moreover, when properly
identified, Ureaplasma (or Mycoplasma) is the preth@nt organism found in
the amniotic fluid and chorioamnion during caesaréalivery. It is linked to
a 3 to 8-fold higher risk of post-cesarean endaitieetr wound infectiotf°
Bacterial vaginosis is also linked to a much highek, up to six times greater,
of developing post-cesarean endometritis. Hence, shggested narrow-
spectrum treatment with Cephalosporins alone dassprovide adequate
coverage for commonly found Ureaplasma and anaetuditeria, which are
associated with increased risk factors. Indeed,usge of a specific type of

antibiotic prophylaxis that targets a limited rangé bacteria alters the
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composition of the microbial community in favor tife growth of resistant

species, particularly anaerobic bact&tfa

WOUND COMPLICATIONS?

Wound hematoma, seroma, dehiscence

Wound hematoma refers to a gathering of blood, evedroma refers to a
gathering of serum. Hematomas typically result frarfack of initial blood
clotting or a bleeding tendency, such as from aaticlant medication. The
occurrence of hematoma can be attributed to intensghing or high blood
pressure following surgery. Wound hematoma or saramiich occurs in 2-5
% of women following caesarean delivery, can lea@oéund dehiscence and
serve as a breeding ground for the developmentaafng infection. Wound
dehiscence refers to the separation of an incaimwhoccurs as a complication
in 2-7 % of cases after a caesarean delf¢éry

Wound infection

Wound infection is characterized by redness, dggnand hardening of the
incision. It occurs in 2-7 % of patients and ofteises 4 -7 days after GH?®
When wound infection occurs within 48 hours, thestncommon causative
organisms are usually groups A or B-Hemolytic Stwepccus. Additional
organisms frequently associated with wound infextionclude Ureaplasma
urealyticum,  Staphylococcus  epidermidis,  Enterouscc faecalis,
Staphylococcus aureus, Escherichia coli, and Psaterabilig®*

Necrotizing Fasciiti€

Necrotizing fasciitis is an uncommon yet severeecdtibn that leads to

considerable illness following CD. It is characted by the rapid and
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progressive death of the tissue beneath the skirittenconnective tissue layer
known as fascia. The presence of intense pain,itasgpwooden-hard
induration of the subcutaneous tissues, bullousories skin necrosis or
ecchymosis, and high serum creatine kinase leeeinaicative of necrotizing
fasciitis. A key characteristic of this conditioa the fast advancement of
clinical signs. Imaging techniques such as comptaaetbgraphy or magnetic
resonance imaging can reveal the presence of etlehapreads along the
fascial plane. The diagnosis is verified during teebsequent surgical
procedure. Indicative features may include infladed pale grey fascia with
patches of dead tissue, skin necrosis that mayabityeseparated along the
fascia, or the presence of gas in the soft tissSygse | necrotizing fasciitis is
the outcome of a polymicrobial infection that inved both aerobic and
anaerobic bacteria. On the other hand, type lloteing fasciitis is typically
caused by a single organism, specifically grougrdpococcus. According to
a 1997 study, necrotizing fasciitis was observed mere 0.18 % of women
who underwent caesarean delivery (CD). The occoeesf this condition
occurred between a timeframe of 5-17 days after GBe procedure. The
authors documented a significantly elevated fataliate of 2294,
underscoring the criticality of promptly identifgnand treating necrotizing

fasciitis.
Endometritis

» Postpartum endometritis is caused by a polymictabiaction of the decidua.
It is characterized by a fever of 38.0 °C or abaliscomfort in the fundus,

and the presence of purulent discharge from theusiteCD is related with a
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greater risk of endometritis compared to vaginalivdey. Postpartum
endometritis occurs in 2-16% of women who have aazhesarean delivery.
The risk of complications is greater after caesaaivery conducted during
labor (3-11%) compared to those performed beforborla(0.5-5%).
Additionally, the risk is higher in patients witbhptured membranes compared

to those with intact membranes (3-15% vs. 1-5%peesvely)

Risk factors for surgical site infections followi@PD

Several diverse risk factors for surgical site atitens (SSIs) after caesarean
delivery (CD) have been documented. The risk factbsted in decreasing
order of significance as measured by relative risksodds ratios, include
subcutaneous hematoma, chorioamnionitis, mateombmbidities (American
Society of Anesthesiologists class of 3 or greatéspacco use during
pregnancy, incision length greater than 16.6 cmijtdéid prenatal care (less
than 7 visits), body mass index greater than 3bdtg/m2, corticosteroid use,
subcutaneous tissue thickness greater than 3 @ignged second stage of
labor (compared to the first stage), absence ofbiatit prophylaxis,
pregestational diabetes, operating time equal ttooger than 38 minutes,
hypertensive disease/ preeclampsia, duration ofrlaxceeding 12 hours,
nulliparity, twin gestations, premature rupture membranes, gestational
diabetes, increased blood loss (for every increafsd00 mL), previous
caesarean delivery, emergency delivery, and rumiireembranes (increased

risk for every additional hour§*
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PREOPERATIVE MANAGEMENT

Preoperative antibiotics

The primary method for preventing surgical siteeations (SSls) after a
caesarean delivery (CD) is the administration of fiest generation

cephalosporin. A metanalysis of randomized corgtbltrials demonstrated
that the administration of first generation cepbptwrin, as opposed to no
antibiotics, resulted in a reduction in the likelid of developing wound
infections and endometritis. Additionally, studiémve shown that the
incidence of surgical site infections (SSls) isused when first generation
cephalosporin antibiotics are administered befoeking an incision in the
skin, as opposed to after clamping the umbilicaldcdarhe meta-analysis
conducted by Constantine et al. found a substarg@uiction in the risk of
endometritis. A recent study conducted a randomizatrolled experiment
which demonstrated that administering antibiotiogbrylaxis before making
an incision in the skin resulted in reduced incmeof both wound infection
and endometritis, in comparison to administeringafter clamping the

umbilical cord?

Azithromycin

Recent research have indicated advantages in inglukzithromycin during

the course of CD. In a study conducted in 2008a Eit al. found that the
regular use of intravenous Azithromycin resultedaimeduced likelihood of
endometritis when compared to the typical practafe using antibiotic

prophylaxig® In 2016, the author of this study found that inigl intravenous

Azithromycin 500 mg in the routine preoperative ildiotic prophylaxis

Page 12



Review Of Literature

resulted in reduced chances of endometritis andnd/anfection in women
undergoing non-elective caesarean delivery, contip@aresing a placebo. The
inclusion of preoperative Azithromycin does not Igieany immediate
consequences for the neonates, while there is rhdefalong-term data. The
randomized controlled research of Azithromycin, whesed in conjunction
with conventional antibiotics, did not reveal anispdrities in composite
newborn outcome, mortality rates, or admissiornf¢oneonatal intensive care
unit (NICUY?>.

A 2016 randomized controlled trial conducted athb4pitals in the United
States compared the effectiveness of CefazolinithAmmycin to Cefazolin +
placebo as antibiotic prophylaxis before caesardativery in women
undergoing non-elective caesarean section. Fouoilie people involved in
the 2013 study, 6.1% of those who were given Céifazo Azithromycin
experienced a wound infection, Endometritis, oreotinfection within 6
weeks following surgery. In comparison, 12% of @ats who received
Cefazolin + placebo had similar infections. Theconte showed a statistically
significant difference. The trial was influenced kiyree significant
confounding factors: patient weight, wound clost@ehniques, and Cefazolin
dose. Approximately 75% of the participants hadodybmass index (BMI)
exceeding 30 kg/m2, and the utilization of stapi@swound closure was
prevalent. Both conditions are correlated with devaed risk of post-
operative infection. Furthermore, the administratiof Cefazolin was not
regulated in the study, as it was undertaken bef@etandard prescription of
2 - 3 grams of Cefazolin given before surgery tooatmodate for those with a

larger body weight. There was no significant défece in adverse maternal
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outcomes between the two groups. Participants mermtored for a period of

up to 6 weeks after the occurrence of €D.

Risk to Infant

The risk of Azithromycin to infants who are expogedt after their mothers
receive pre-operative prophylaxis is negligible. eTHFDA classifies
Azithromycin as a Class B drug for use during peegry. The medication
shows placental transport, although the extentxpbsure is contingent upon
the time interval between administration and chitttb During a study,
researchers observed that the highest levels dhrrmycin in the blood of
newborns were reached 12 to 24 hours after theg gien the medication
orally. A single intravenous dose of Azithromycimimtains concentrations in
breast milk for a duration of up to 48 hours. Infaare expected to be exposed
to the drug, however the level of exposure is mpdepresenting only about
1% of the therapeutic drug concentrations. Basetthemxisting safety data, it
is medically justifiable to continue nursing witticany delay in women who
are given Azithromycin before a surgical procedth®

Tita et al. conducted a randomized controlled erpemt in 2016 to assess
newborn outcomes for up to 3 months following CbeTncidence of adverse
neonatal outcomes, such as mortality, sepsis, loerotomplications, was
similar between patients who were given Azithromy@s pre-operative
prophylaxis and those who got a placebo. Spedyictiie rates were 14.3%

(146 out of 1019) and 13.6% (134 out of 994) retipely. ©

Page 14



Review Of Literature

Dosage and Administration

Dosage: The suggested dosage for AzithromycinGsna@ IV.

Mechanism of action

In order to replicate, bacteria require a spegfiocess of protein synthesis,
enabled by ribosomal proteins. Azithromycin bindsthie 23S rRNA of the
bacterial 50S ribosomal subunit. It stops bactepabtein synthesis by
inhibiting the transpeptidation/translocation stdpprotein synthesis and by
inhibiting the assembly of the 50S ribosomal subufihis results in the
control of various bacterial infections. The stroaffinity of macrolides,

including Azithromycin, for bacterial ribosomes, onsistent with their

broadspectrum antibacterial activities. Azithromycinhighly stable at a low
pH, giving it a longer serum half-life and increagiits concentrations in

tissues compared to Erythromycin.

Pharmacodynamics

Macrolides stop bacterial growth by inhibiting prot synthesis and
translation, treating bacterial infections. Azithmgcin has additional

immunomodulatory effects and has been used in dahroaspiratory

inflammatory diseases for this purpose.

Administration: Administering drugs intravenoustyrecommended because it
allows for quicker attainment of therapeutic metara levels in the

bloodstream compared to taking them orally. Azithyoin can be

administered concurrently with cephalosporin thfougsite administration

without any compatibility issue<:®
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Antibiotic timing: For the treatment of CD, it iecommended to administer

Azithromycin intravenously, 30-60 minutes beforeking an incision?

LITERATURE FROM PREVIOUSSTUDIES:

Freret TS et al. (2024) conducted a study to ingatd the potential
correlation between Azithromycin usage and the redsed occurrence of
postoperative infection. Out of the total numbepafients studied, which was
1366, 1158 patients, accounting for 84.8% of theltovere successfully
matched. The primary outcome occurred at a rat&60f%. After delivery,
oral antibiotics were given to 9.8% of the patiertsd 1.0% of them had an
urgent postpartum visit for infection. The additioh Azithromycin did not
result in a decreased occurrence of the main owcdtnwas linked to a
reduction in the usage of oral antibiotics and are@se in the number of
urgent postpartum consultatiofts.

In a study conducted by Ruzic MF et al. (2023), risgearchers assessed the
occurrence of postoperative infections in motheh® winderwent pre-labor
caesarean deliveries. The study aimed to deterifiseimpact of adding
adjunctive Azithromycin to the conventional antifiégprophylaxis. Out of the
total of 2,867 patients that were included in thealgsis, 1,391 (48.5%)
belonged to the pre-AZl group, whereas 1,476 (5).Bétonged to the post-
AZl group. The patients in the post-AZl group wecharacterized by
advanced age and a higher likelihood of having gbev insurance.
Additionally, they showed a greater tendency toscmme aspirin and obtain
predelivery antibiotics within a two-week timeframghe administration of

Azithromycin resulted in a substantial decreasth@likelihood of composite
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infection, mostly due to a reduction in the prolitibs of wound infection.
The likelihood of experiencing other postpartum bpems, such as wound
seroma and dehiscence, was reduced. There wersaerrible disparities in
specific infant health complications among the gouOut of the 1,138 sets
that were analyzed for propensity, the primary omte continued to be
considerably lower in the post-AZI grouf.

In their study, Huang D et al. (2022) examined preventive impact of
combining Azithromycin with a single dose of cepisgorin in preventing
surgical site infections in women undergoing unpkthcaesarean delivery. A
clinical trial was done that was randomized, dotiied, and controlled. 242
women who had their first non-elective caesareasticge were randomly
divided into two groups. The experimental group=(t21) received 1500mg
of cefuroxime sodium and 500mg of intravenous Awnithycin, while the
placebo group (n = 121) received 1500mg of cefunexisodium and a
placebo. The main result measured was the prevalehdCaesarean scar
defects (CSD), which was assessed using transvagiinasonography and
saline infusion sonohysterography within 6 montfisradelivery. Secondary
outcomes included alterations in infection biomasksuch as hypersensitive
C-reactive protein and procalcitonin, surgical ctiogtions, and the
administration of postoperative antibiotics. A totd 104 women in the
experimental group and 108 women in the placebamoommpleted the initial
sonographic follow-up. CSD was detected using smapiy in 32.7% (34 out
of 104) and 46.3% (50 out of 108) of patients ia #xperimental and placebo

groups, respectively. The relative risk was 0.73%9confidence interval:
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0.50-0.99; p = 0.043). There were no differencaténcharacteristics of CSD
and short-term infection outcomes across the grdaps

Yang M et al. (2022) did a study to investigate éfiectiveness of include
Azithromycin in antimicrobial prophylaxis for patiess undergoing caesarean
delivery (CD). They performed a statistical analysi relevant randomized
controlled trials (RCTs) and cohort studies in thailable literature. They
considered studies in our meta-analysis that atlizlentical study design and
outcome measures. Subsequently, they conductedopeteity tests and
calculated the quantity of the effect. Their systém review and meta-
analysis of randomized controlled trials (RCTs) desirated that the
inclusion of Azithromycin as a preventive measureaesarean delivery (CD)
significantly decreased the likelihood of devela@pindometritis and wound
infection. Furthermore, the meta-analysis findirigem the cohort studies
further validated the effectiveness of Azithromyaimntreating Endometritis,
wound infection, and composite infections. Nevdehg, the use of meta-
analysis was not feasible for assessing the saffetgcluding Azithromycin
due to the lack of consistency in the outcome nreasemployed across
several trials. The inclusion of Azithromycin in témiotic prophylaxis
decreased the likelihood of surgical site infectiom patients undergoing CD.
Nevertheless, future research should include mavgreup analyses focusing
on non-elective caesarean delivery and long-terfovieup investigations to
assess the safety of the progefiy.

Jabs C et al. (2021) did a study to investigate ithpact of include
Azithromycin in the usual antibiotic prophylaxis tive occurrence of surgical

site infection (SSI) in women undergoing both pksnand unplanned
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caesarean births. The introduction of adjunctivatikamycin prophylaxis

resulted in a drop in surgical site infection rafesm 3.5% to 2.9%. The
decrease in surgical site infections (SSIs) by Odi#lo not reach statistical
significance (P=0.42). There was no disparity ingsal site infection (SSI)

rates between the elective and non-elective gr@spinrhe addition of

Azithromycin to the routine antibiotic prophylaXisr caesarean delivery did
not result in a statistically meaningful decreasesurgical site infection (SSI)
rates in a cohort with initially low SSI raté8.

Sanusi A et al. (2021) undertook a study to eveluahether the time of
administering Azithromycin in addition to routinentéiotic prophylaxis is

linked to the risk of infection complications dugimon-elective caesarean
delivery (CD). Out of the total of 2013 women wharticipated in the parent
Randomized Controlled Trial (RCT), 1973 patientthvell the necessary data
were considered for analysis. Out of the total nembf patients, 1355

(68.7%) were administered perioperative antibiotitthin 30 minutes before
the skin incision, whereas only 92 (<5%) receivatibéotics more than 60

minutes prior to the skin incision. The antibioticning groups showed

significant differences in parity (p=0.012) andadol usage (p<0.001). There
was no notable disparity in the likelihood of thanpipal post-operative

composite infection outcome (or any of its sepamponents) among the
different time groups. The tests of interaction e@ed no statistically

significant variations in post-infectious morbidityetween the randomly

assigned groups based on antibiotic schedufing.
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 Tita ATN et al. (2016) assessed the advantages safdty of using
Azithromycin-based extended-spectrum prophylaxissamen who have non
elective caesarean delivery. Out of the women walod tAzithromycin, 6.1%
experienced the primary event, whereas 12.0% detiidho received placebo
experienced it. The relative risk of experiencihg primary result was 0.51,
with a 95% confidence interval of 0.38 to 0.68. Twalue was less than
0.001. The Azithromycin group and the placebo gralmwed notable
disparities in the occurrence of endometritis (3:8806.1%, P=0.02), wound
infection (2.4% vs. 6.6%, P<0.001), and major matkadverse events (1.5%
vs. 2.9%, P=0.03). There was no statistically $igamnt difference between
the groups in terms of a secondary neonatal congpasitcome, which
encompassed neonatal death and severe neonatalasetu

» A prospective observational cohort study was cotetlon 741 pregnant
women who underwent CS from July to September 2§2Rahel Mezemir et
al. Women who had CS were followed up for at I&fstlays. Infected wound
specimens from those who had SSlis were collectel kacteriologically
analyzed. The incidence of post-cesarean surgitalirdection was 11.6%.
Staphylococcus aureus was the most common baate@§ wounds (21.2%).
Two to three antenatal care visits (ANC), delayeutematal booking,
membrane rupture, multiple vaginal examinations pablic hospitals were
associated with increased risk of SSI after CScantrary shorter hospital
stays and transversal incisions were associatédiaiter risk SSI after C¥,

* In a retrospective research study at Manipal Usitein Udipi, 20 of the 305
cesarean section cases experienced surgical fatgiam. 85% of the patients

developed superficial surgical site infections dgrithe hospital stay ,10%
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developed deep surgical site infections. The nigjofi surgical site infections
were classified as superficial infections (75%)eménfections (12.5%), and
(12.5%) had organ space infections.This study eeskthat the lack of proper
post operative dressing practices and lack of prbped hygiene resulted in
an increased rate of surgical site infectiofs .

A retrospective single-center cohort study of dl) Quly 2012 to December
2017 was performed. Infections were identified 3@aday active surveillance
using CDC definitions by one infection preventiarésd reviewed by one
physician. Bundle 1 (2014) included enhanced safgiinstrument

sterilization, bandage removal POD2, preoperatiagescloth, 3 grams
Cefazolin for women >120 kg, recommended patienmtmirgg, staple removal
on POD7, and silver dressings. Bundle 2 (2015uohetl nurses prepping with
prolonged preparation time using two chlorhexidmeplicators. Bundle 3
(2016) included preoperative vaginal preparatioth %0 mg Azithromycin in

unscheduled CD in labor and encouraged post-placgidve change. Over
5.5 years, 2.2% (176/8150) of women developed G&sSSI. 79% (138/176)
were superficial incisional primary SSI. The fitmtindle had no significant
effect on the odds of post-CD SSI (odds ratio [QOR]8, confidence interval
[95% CI] 0.15 - 1.61). A decreased odd of post-CB Br both bundle 2 was
observed (OR 0.63, 95% CI 0.45 - 0.87) and bundl®R 0.61, 95% CI 0.42
- 0.88). This study concluded that implementatidnsorgical site bundles
significantly decreased the rate of surgical sifedtions™

A Cochrane study assessed the effects of proplylaatibiotics compared
with no prophylactic antibiotics on infectious cdioptions in women

undergoing cesarean section. Compared with placelno treatment, the use
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of prophylactic antibiotics in women undergoingaresn section reduced the
incidence of wound infection (RR 0.40, 95% CI 0£8650.46, 82 studies,
14,407 women), endometritis (RR 0.38, 95% CI 0.840#42, 83 studies,
13,548 women) and maternal serious infectious cmaipbns (RR 0.31, 95%
Cl 0.20 to 0.49, 32 studies, 6159 women). The amichs of this review
support the recommendation that prophylactic amtiits should be routinely
administered to all women undergoing cesareanaetti prevent infection.
Compared with placebo or no treatment, the useagshylactic antibiotics in
women undergoing cesarean section reduced theemmédof wound infection,
endometritis and serious infectious complicatiopn$@% to 70%°

A prospective observational cohort study was cotetu involving 325
women who underwent labor and scheduled C-sections January, 2018 to
September, 2018 at the University Clinical CentérKosovo, Clinic for
Obstetrics and Gynecology. Each woman was folloveed30-postoperative
days. Overall, the SSI rate was 9.85% and the mddiee to SSI was the 7th
postoperative day. It was observed that sevectbfareduced the risk of SSI.
These included: age less than 35 years (RR 0.25;©B5 0.199-0.906 and P =
0.027) preoperative use of antibiotics (RR 0.2F209CI; 0.107-0.502 and P
= 0.000) and duration of the operation less thdodr (RR 0.135; 95% CI;
0.054-0.338 and P = 0.000). Previous cesareanoeeatid one or more co-
morbidity were associated with 7.4 fold and 8 faldtreased risk of SSI,
respectively. A statistically significant assoaati between SSI and co-
morbidity, preoperative antibiotic use, durationogferation, age and history

of previous cesarean section was noted.
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MATERIAL AND METHODS

STUDY AREA: The present study was carried out in the DepartroEQbstetrics

and Gynecology, KLES Dr. Prabhakar Kore Hospital BRC, Belagavi.

STUDY POPULATION: Women undergoing emergency cesarean sections

according to inclusion criteria.
STUDY DESIGN: A Randomized Control Trial
SAMPLE SIZE.

The formula used for sample size calculation is -

(Zay, + Zp)? * (01 (1 — p1) + p2(1 — p2))
n=
(P1 — p2)?

» where pl is the proportion of group 1, p2 is thepprtion of group 2. For
95% confidence level{a 2/ value is 1.96 and for 80% power Zf values is

0.84.

= \Ve assume that prevalence of surgical site infectiogroup A - standard
antibiotic prophylaxis with injection Ceftriaxonend group B —injection
Ceftriaxone with Azithromycin as 20% and 8% respety with 95%
confidence level and 80% power, sample size reduioe the study is 128

subjects per group.

» Total Sample Size required is -128 x 2 =256
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RANDOMIZATION: Patients are classified into two groups by compgénerated

randomization system.

STUDY PERIOD: Total period of 12 months —January 2023 to JanRagy.

INCLUSION CRITERIA:

Pregnant women at Gestational age of 28 weeks ae,meho are to undergo

emergency caesarean delivery who have given inforconasent.

EXCLUSION CRITERIA

» Use of antibiotics 7 days prior to randomization
» Patients with underlying liver disease

® Chorioamnionitis

» Structural heart diseases or arrhythmias

» Use of medications known to prolong QT interval
= Hypertension in pregnancy

» Acute Gastroenteritis

METHODOLOGY:
Sampling Procedure-Patients admitted at 28 weeksgeasdtation and beyond,
according to the inclusion criteria of the studyhomunderwent emergency cesarean

sections were screened for the study.

» \Vritten, informed consent was taken from all thetipgants

®» Patients were randomized into either of the twaigso
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INTERVENTION-

®» Group A received the standard antibiotic prophytaadrug —Injection

Ceftriaxone 1g IV.

= Group B received the standard antibiotic prophytadtug —

Injection Ceftriaxone 1g IV along with inj@n Azithromycin 500mg IV (given

within 60 minutes prior to incision)

» The primary outcome of surgical site infection wstadied and compared

between 2 group.

= The women were followed up until the day of disgeafor any induration,

redness or discharge at the surgical incision site.

Page 25



B( 500 mg

Azithromycin For
Injection U.S.P

ON U!
(LYOPHILIZED POWDER)

Methodol ogy

o

k % 500 ™
E Aliﬂ'\romycin For
Y. Injection U.S.P

N
\ \\‘
\
o

TOTAL NO OF WOMEN SCREENED-370

EXCLUDED-94
ELECTIVE CASES-60

— HYPERTENSION-28

TOTAL NO OF WOMEN ELIGIBLE -276

RECRUITED-256

s

RANDOMIZED

ACUTE GASTROENTERITIS-4
ALLERGIC TO AZITHROMYCIN-2

DID NOT CONSENT-20

CONTROL GROUP - INTERVENTION
GROUP-128

128

Page 26



Methodol ogy

CDC RECOMMENDATIONS FOR PREVENTION OF SURGICALSITE

INFECTION
Parenteral Antimicrobial * Antimicrobial prophylaxis should be administered only when indicated based
Prophylaxis on published clinical practice guidelines

* Antimicrobial prophylaxis should be timed such that bactericidal
concentrations of the agent are established in the serum of respective surgical
site tissues when the incision is made

* For clean and clean-contaminated procedures, additional prophylactic
antimicrobial agents doses should not be administered after the surgical
incision is closed

Non-Parenteral Antimicrobial  « Do not apply antimicrobial agents (i.e., ointments, solutions, powders) to
Prophylaxis surgical incision for prevention of SSI
*» Antimicrobial dressings applied to surgical incision following primary closure
is an unresolved issue with no current recommendations
Glycemic Control * Implement intraoperative and perioperative glycemic control and use blood
glucose target < 200 mg/dL in diabetic and non-diabetic patients

* Optimal HbAIC target level for the prevention of SSI in patients with and
without diabetes remains and unresolved issue with current
recommendations

Normothermia * Maintain perioperative normothermia
Oxygenation * For patients with normal pulmonary function undergoing general anesthesia
with endotracheal intubation, administer increased fraction of inspired
oxygen intraoperatively and post-extubation in the immediate postoperative
period
* To optimize tissue oxygen delivery, maintain perioperative normothermia and
adequate volume replacement

Antiseptic Prophylaxis * Advise patients to shower or bathe (full body) with soap (antimicrobial or
non-antimicrobial) or an antiseptic agent on at least the night before the

operative day
* Perform intraoperative skin preparation with an alcohol-based antiseptic
agent, unless contraindicated

STATISTICAL ANALYSIS:

Data entry was performed using M.S. Excel, andissizal analysis was
conducted using the Statistical Package for Sd®iénces (SPSS Version 16) for
M.S. Windows. Descriptive statistical analysis wearried out to explore the
distribution of various categorical and quantitativariables. Categorical variables
were summarized with n (%), while quantitative aates were summarized by mean
+ S.D. All results were presented in tabular forma graphically using bar diagrams

or pie diagrams as appropriate. Inferential siatisivere employed to test for

Page 27



Methodology

statistical significance between the two groupgafetric tests, such as the t-test,
were used for quantitative variables, while categdvariables were tested using the
chi-square test. A P-value of <0.05 was considstatistically significant, following

all the standard rules of statistical tests.

ETHICAL ISSUES

1. The objectives and procedure of the study wepéaaed to all patients.

2. Informed consent was taken from all patientéinglto participate in the study.

3. The option to opt out of the study was kept opéhout any clause.

4. Complete confidentiality regarding patient im@tion was maintained through all

stages of the study.

Ethics committee approval was obtained from the @NNhstitutional Ethics
Committee on Human Subjects Research on 27/09/Z0%2trial is registered under

CTRI1/2022/12/048571.
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RESULTS & OBSERVATIONS

The study involves a total of 256 participants, who are divided into two
groups. Group A (Control Group) and Group B (Treatment Group). Each group

consists of 128 participants.

Group A: Control group -Injection Ceftriaxone 1g V. (Standard antibiotic

prophylaxis group)

Group B: Injection Ceftriaxone 1g IV (Standard antibiotic prophylaxis group) +

Azithromycin 500mg IV

Table 1: Distribution of patients based on the Age group

GROUP Total
A B
Age Group 19-20 years n 8 6 14
% 6.3% 4.7% 5.5%
21-25 years n 64 S7 121
% 50.0% 44.5% 47.3%
26-30 years n 46 o4 100
% 35.9% 42.2% 39.1%
31-35 years n 9 10 19
% 7.0% 7.8% 7.4%
>36 years n 1 1 2
% 0.8% 0.8% 0.8%
Total n 128 128 256
% 100.0% 100.0% 100.0%

Chi-Square: 1.38, P Vaue: 0.84, Statistically not significant
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In the age group of 19-20 years, there are 8 participants in Group A and 6
participants in Group B, making up 6.3% and 4.7% of their respective groups, and
5.5% of the total participants. The age group of 21-25 years has the highest
representation, with 64 participants in Group A and 57 in Group B, constituting
50.0% and 44.5% of their respective groups, and 47.3% of the total participants. For
the 26-30 years age group, there are 46 participants in Group A and 54 in Group B,
representing 35.9% and 42.2% of their respective groups, and 39.1% of the total
participants. The age group of 31-35 years includes 9 participants in Group A and 10
in Group B, making up 7.0% and 7.8% of their respective groups, and 7.4% of the
total participants. The smallest age group is above 36 years, with 1 participant each in

both groups, representing 0.8% of their respective groups and the total participants.
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Graph 1. Distribution of patients based on the age
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Table 2: Distribution of patients based on the BM|1

PVaue

GROUP Total
A B
BMI Normal n 106 98 204
Category % 82.8% 76.6% 79.7%
Overweight n 21 30 51
% 16.4% 23.4% 19.9%
Obese n 1 0 1
% 0.8% 0.0% 0.4%
Total n 128 128 256
% 100.0% 100.0% 100.0%

Chi-Square: 2.90, P Vaue: 0.23, Statistically not significant

In the Normal BMI category, Group A has 106 participants (82.8%) and

Group B has 98 participants (76.6%), making up 79.7% of the total participants. The

Overweight category includes 21 participants in Group A (16.4%) and 30 in Group B

(23.4%), constituting 19.9% of the total participants. The Obese category has only one

participant from Group A (0.8%) and none from Group B (0.0%), representing 0.4%

of the total participants.
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Graph 2: Distribution of patients based on the BM|1
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Table 3: Distribution of patients based on the obstetric score

GROUP
Total
A B
n 66 56 122
Nulliparous
% 51.6% 43.8% 47.6%
OBSTETRIC SCORE
n 62 72 134
Multiparous
% 48.4% 56.3% 52.3%
n 128 128 256
Total
% | 100.0% | 100.0% | 100.0%

Chi-Square: 1.56, P Vaue: 0.26, Statistically not significant

Participants are categorized based on their obstetric score into Nulliparous and

Multiparous. Group A has 66 Nulliparous (51.6%), and 62 Multiparous (48.4%).

Group B has 56 Nulliparous (43.8%), and 72 Multiparous (56.3%).
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Graph 3: Distribution of patients based on the obstetric score

MULTIPAROUS

Page 32




Results

Table 4. Distribution of patients based on the presence of anemia and status of

wound
GROUP STATUS OF WOUND Total P
Value
Healthy Unhealthy
A ANEMIA Yes n 21 18 39 0.08
% 25.6% 39.1% 30.5%
No n 61 28 89
% 74.4% 60.9% 69.5%
Total n 82 46 128
% 100.0% 100.0% 100.0%
B ANEMIA Yes n 27 8 35 0.05
% 24.3% 47.1% 27.3%
No n 84 9 93
% 75.7% 52.9% 72.7%
Total n 111 17 128
% 100.0% 100.0% 100.0%

In Group A, 21 participants with anemia had healthy wounds (25.6%)
compared to 18 with unhealthy wounds (39.1%), while 61 participants without
anemia had healthy wounds (74.4%) and 28 had unhealthy wounds (60.9%). In Group
B, 27 participants with anemia had healthy wounds (24.3%) and 8 had unhealthy
wounds (47.1%), whereas 84 participants without anemia had healthy wounds

(75.7%) and 9 had unhealthy wounds (52.9%).
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Table5: Distribution of patients based on the diabetes in pregnancy and status of

wound
GROUP STATUS OF WOUND Total PValue
Healthy Unhealthy
DIABETESIN Yes n 11 7 18 0.48
PREGNANCY
% 13.4% 15.2% 14.1%
No n 71 39 110
% 86.6% 84.8% 85.9%
Total n 82 46 128
% 100.0% 100.0% 100.0%
DIABETESIN Yes n 11 4 15 0.11
PREGNANCY
% 9.9% 23.5% 11.7%
No n 100 13 113
% 90.1% 76.5% 88.3%
Total n 111 17 128
% 100.0% 100.0% 100.0%

11 participantsin Group A with diabetes had healthy wounds (13.4%) versus 7

with unhealthy wounds (15.2%), and 71 participants without diabetes had healthy

wounds (86.6%) compared to 39 with unhealthy wounds (84.8%). In Group B, 11

participants with diabetes had healthy wounds (9.9%) and 4 had unhealthy wounds

(23.5%), whereas 100 participants without diabetes had healthy wounds (90.1%) and

13 had unhealthy wounds (76.5%).
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Table 6: Distribution of patients based on incidence of surgical site infection

GROUP Total
A B

Surgical Site Infection No n 82 111 193

% 64.1% 86.7% 75.4%
Yes n 46 17 63

% 35.9% 13.3% 24.6%

Total n 128 128 256
% 100.0% 100.0% 100.0%

Chi-Square: 17.70, P Vaue: 0.001, Statistically significant

The incidence of surgical site infection was noted in both groups. In Group A,

82 participants (64.1%) had no surgica site infections, and 46 participants (35.9%)

had surgical site infections. In Group B, 111 participants (86.7%) had no surgical site

infections, and 17 participants (13.3%) had surgical site infection.
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Graph 4: Distribution of patients based on the incidence of SSI
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Table 7: Distribution of patients based on the type of surgical siteinfection

GROUP Total P
Vaue
A B
Type of surgica Superficial n 48 5 53 0.66
siteinfection

% | 85.7% 71.4% 84.2%
Deep n 8 2 10

% | 14.3% 28.6% 15.8%
Organspace | n 0 0 0

% 0.0% 0.0% 0.0%

Total n | 56/128 7/128 63/128

Surgical site infections are categorized as Superficial, Deep, or Organ space.
In Group A, there are 48 superficial infections (85.7%) and 8 deep infections (14.3%).

In Group B, there are 5 superficial infections (71.4%) and 2 deep infections (28.6%)
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Graph 5: Distribution of patients based on the type of surgical siteinfection
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Table 8: Distribution of patients based on the wound culture and sensitivity

GROUP | Sensitivity
A B
MRSA 2 0 Doxcycline, Linezolid,
Pipercillin, Tazobactam
Citrobacter freundii 3 2 Gentamycin,
Azithromycin, Meropenem,
Ceftazidime, Levofloxacin
Coagulase negative | 2 0 Azithromycin, Cefotaxime.
Staphylococcus aureus
Linezolid, Ampicillin
Pseudomonas aeruginosa 2 0 Ceftazidime,
Tobramycin, Meropenem
Staphylococcus epidermidis 0 1 Teicoplanin, Vancomycin,
Linezolid, Clindamycin
Klebsiella oxytoca 1 0

In Group A, Methicillin-resistant Staphylococcus aureus (MRSA) was
identified in 2 cases, with sensitivity to Doxycycline, Linezolid, and a combination of
Piperacillin and Tazobactam. Citrobacter freundii was found in 3 cases in Group A
and 2 cases in Group B. This bacterium showed senstivity to Gentamycin,
Azithromycin, Meropenem, Ceftazidime, and Levofloxacin. Coagulase-negative
Staphylococcus aureus was isolated in 2 cases in Group A, with sensitivity to

Azithromycin, Cefotaxime, Linezolid, and Ampicillin. Pseudomonas aeruginosa was
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detected in 2 cases in Group A and was sensitive to Ceftazidime, Tobramycin, and
Meropenem. Staphylococcus epidermidis was identified in 1 case in Group B,
showing sensitivity to teicoplanin, Vancomycin, Linezolid, and Clindamycin.

Klebsiella oxytocawas found in 1 case in Group A, but specific antibiotic sensitivities

were not detailed.

Table 9: Distribution of patients based on the duration of post oper ative stay

GROUP | Mean Sta. T P

Deviation Test Vaue

POST OPERATIVE STAY A 5.72 1.617 2.30 0.02

(DAYS)
B 5.31 1.176

The mean postoperative stay is 5.72 days with a standard deviation of 1.617 in

Group A and 5.31 days with astandard deviation of 1.176 in Group B.
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Table 10: Distribution of patients based on readmission in view of SSI

GROUP Tota
A B
READMISSION Yes | n 4 1 5
% 3.1% 0.8% 2.0%
No n 124 127 251
% 96.9% 99.2% 98.0%
Total n 128 128 256
% 100.0% 100.0% 100.0%

Chi-Square: 1.83, P Vaue: 0.18, Statistically not significant

Readmission is noted in 4 participants in Group A (3.1%) and 1 participant in

Group B (0.8%), while 124 participants in Group A (96.9%) and 127 in Group B

(99.2%) were not readmitted. A prospective observational cohort study was conducted

on 741 pregnant women who underwent CS from July to September 2022 by Rahel

Mezemir et al. Women who had CS were followed up for at |east 30 days.
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Graph 6: Distribution of patients based on readmission in view of SS|
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Table 11: Distribution of patients based on Secondary Suturing

GROUP Total
A B
SECONDARY SUTURING Yes n 7 3 10

% 5.5% 2.3% 3.9%

No n 121 125 246
% 94.5% 97.7% 96.1%

Total n 128 128 256

% | 100.0% 100.0% 100.0%

Chi-Square: 1.66, P Vaue: 0.33, Statistically not significant

Secondary suturing was required for 7 participants in Group A (5.5%) and 3

participant in Group B (2.3%), while 123 participants in Group A (94.5%) and 127 in

Group B (97.7%) did not require secondary suturing.
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Graph 7: Distribution of patients based on Secondary Suturing
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DISCUSSION

This randomized controlled trial was conducted aver2-month period from
January 2023 to January 2024. The research wasdaut at KLES Dr. Prabhakar
Kore Hospital and Medical Research Centre (MRC) Baelagavi. The study
population comprised women undergoing emergencyreas sections, selected
based on specific inclusion criteria. The randowmhizentrolled trial design aimed to r
assess the efficacy of adjunctive Azithromycin mneventing surgical site infections

and improving postoperative outcomes.

In this study, in the age group of 19-20 yearsietaae 8 participants in Group
A and 6 participants in Group B, making up 6.3% ahd% of their respective
groups, and 5.5% of the total participants. The ggmip of 21-25 years has the
highest representation, with 64 participants in UproA and 57 in Group B,
constituting 50.0% and 44.5% of their respectiveugs, and 47.3% of the total
participants. For the 26-30 years age group, the¥ed6 participants in Group A and
54 in Group B, representing 35.9% and 42.2% ofr ttespective groups, and 39.1%
of the total participants. The age group of 31-&arg includes 9 participants in
Group A and 10 in Group B, making up 7.0% and 7@&%heir respective groups,
and 7.4% of the total participants. The smallest g@up is above 36 years, with 1
participant each in both groups, representing 0o8%heir respective groups and the
total participants. The age distribution of pagamts in both groups is fairly similar,
with the majority of participants falling within ¢h21-25 years and 26-30 years age
ranges. These two age groups collectively accaurthe vast majority (86.4%) of the
study population. The even distribution of partarips across the two groups ensures

that any observed differences in outcomes betwemupGA and Group B are not
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likely due to age-related biases. The small numebearticipants in the youngest (19-
20 years) and oldest (above 36 years) age grouggests that the findings of this

study will be most applicable to the 21-35 years a&mnge.

The study by Ruzic et al. had a similar age distidn with an older average
age, highlighting that older participants were fdlig more prevalent in the post-
Azithromycin group® The age distribution in the study by Huang etas similar,
with the mean age being around 30 years in bothupgro(30.0 £+ 3.1 in the
experimental group and 30.4 + 3.5 in the placeloup). Both studies focused on a
relatively young demographic, which is common isarean delivery resear¢hLiu
et al. reported that 87% of their participants waged 20-35 years, with 21% aged

20-25 years and 39% aged 26-30 y&ars

In this study, in the Normal BMI category, Group has 106 participants
(82.8%) and Group B has 98 participants (76.6%)kingaup 79.7% of the total
participants. The Overweight category includes 2ftipipants in Group A (16.4%)
and 30 in Group B (23.4%), constituting 19.9% dd thtal participants. The Obese
category has only one participant from Group A ¥9)8&nd none from Group B
(0.0%), representing 0.4% of the total participaiise majority of participants in
both groups fall into the Normal BMI category, wihslightly higher proportion in
Group A. Group B has a higher percentage of Oveyteparticipants. The very
small number of Obese participants limits the gelwability of the study findings to
obese populations. P Value of 0.23 indicates thatdifferences in BMI distribution

between the groups are not statistically significan

Ruzic et al. reported similar BMI distributions tvita mean BMI of

approximately 27.5 kg/m? in both grodpsHuang et al. reported a mean BMI of
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approximately 27.5 kg/m? in both groups, with samiproportions of participants
being overweight or obese (25 participants in tkeeemental group and 31 in the

placebo group had a BNHBO0)™

In this study, participants are categorized basedheir obstetric score into
nulliparous and multiparous. Group A has 66 nutiyps (51.6%), and 62 multiparous
(48.4%). Group B has 56 nulliparous (43.8%), andritftiparous (56.3%). Ruzic et
al primarily involved primiparous women, which majffect the comparability of
outcomes related to parif§. The study by Huang et al., primarily involved
primiparous women, with nearly all participantsrggin their first pregnancy except
for one in each group with a previous vaginal de¥# Liu et al., (2016) reported

that 72% of their participants were primigravitia

In this study, the presence of diabetes in pregnanooted in 18 participants
in Group A (14.1%) and 15 participants in GrouplB.7%), while 110 participants in
Group A (85.9%) and 113 in Group B (88.3%) do natehdiabetes. The proportion
of participants with diabetes in pregnancy is reddy low and similar between the
groups. This indicates that diabetes is unlikelpdca confounding factor in the study
outcomes. P Value of 0.35 shows no statisticallgnificant difference in the

distribution of diabetes between the groups.

In Ruzic et al., prevalence of diabetes was skghibher, with significant
numbers in both pre- and post-Azithromycin grdipsuang et al. reported similar
prevalence rates of diabetes, with 17 participantie experimental group and 19 in

the placebo group having diabetes melfitus
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In this study, anemia is present in 39 participamt&roup A (30.5%) and 35
participants in Group B (27.3%), while 89 partiaipmin Group A (69.5%) and 93 in
Group B (72.7%) do not have anemia. The prevaleh@emia is slightly higher in
Group A, but the difference is not statisticallgrsficant. This similarity ensures that
anemia does not significantly impact the comparisboutcomes between the groups.
P Value of 0.34 indicates no significant differemeenemia distribution between the

groups. Liu et al., (2016) reported that 44% ofrthatients had antepartum anemia

The incidence of surgical site infection was stddie both groups. In Group
A, 82 participants (64.1%) had no surgical siteations, and 46 participants (35.9%)
had surgical site infections. In Group B, 111 pdptants (86.7%) had no surgical site
infections, and 17 participants (13.3%) had sulgiige infection. There is a
significantly higher proportion of surgical sitefestions in Group A compared to
Group B. This suggests that the addition of Azithycin may positively impact
wound healing. The incidence of surgical site ititet in the control group was
35.9% which was significantly decreased in therirgrtion group to 13.2%. P Value
of 0.001 indicates a statistically significant diénce in the incidence of surgical site

infections between the 2 groups .

In Ruzic et al., adjunctive Azithromycin was assted with significantly
lower odds of postoperative infections, includingund infection¥' Huang et al.
found that adjunctive Azithromycin significantlyceced the incidence of surgical
site infection®® Liu et al. (2016) reported a 27% infection rateerevafter

prophylaxis®.

In this study, Surgical site infections are categgat as Superficial, Deep, or

organ space. In Group A, there are 48 superficitdctions (85.7%) and 8 deep
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infections (14.3%). In Group B, there are 5 supeélfiinfections (71.4%) and 2 deep
infections (28.6%). The distribution of surgicalesinfections is similar between the
groups, with most infections being superficial. TBhi-Square test shows that the
difference in the type of surgical site infectiogtween the groups is not statistically
significant. In Ruzic et al, Reduction in overathgpoperative infections, including
Endometritis, superficial, and deep wound infectjomas noted with Azithromycif
Liu et al. (2016) identified similar infection type noting significant rates of

Endometritis and wound infections post-surgery

In this study, In Group A, Methicillin-resistant &thylococcus aureus
(MRSA) was identified in 2 cases, with sensitivity Doxycycline, Linezolid, and a
combination of Piperacillin and Tazobactam. Citrciba freundii was found in 3
cases in Group A and 2 cases in Group B. This hanteshowed sensitivity to
Gentamycin, Azithromycin, Meropenem, Ceftazidimed aevofloxacin. Coagulase-
negative Staphylococcus aureus was isolated is@sda Group A, with sensitivity to
Azithromycin, Cefotaxime, Linezolid, and AmpicilliiPseudomonas aeruginosa was
detected in 2 cases in Group A and was sensitiveeftazidime, Tobramycin, and
Meropenem. Staphylococcus epidermidis was idedtifie 1 case in Group B,
showing sensitivity to teicoplanin, Vancomycin, emolid, and Clindamycin.
Klebsiella oxytoca was found in 1 case in Grou#t, specific antibiotic sensitivities

were not detailed.

Huang et al. also conducted microbiological cululeit focused more on
overall infection rates and CSD prevalence rathan tspecific organisrisLiu et al
identified common microbes like staphylococci amieeococci. Furthermore, when

specifically identified, ureaplasma (or Mycoplasmganus) is the most common
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organism isolated from the amniotic fluid and cbamnion at caesarean delivery,
and is associated with a 3- to 8-fold increasekl efspost-caesarean Endometritis or

wound infectior?®

In this study, readmission is noted in 4 particigan Group A (3.1%) and 1
participant in Group B (0.8%), while 124 participgm Group A (96.9%) and 127 in
Group B (99.2%) were not readmitted. The proportidrreadmissions is higher in
Group A, suggesting a potential benefit of Azithgam in reducing readmissions. P
Value of 0.18 indicates that this difference is statistically significant. In a study
conducted by Tita et al, concluded that there wasigaificant reduction in the
readmission rates with the use of the broader spectantibiotic - 27(2.6) in
intervention group vs 49(4.9) in placebo group vétktatistically significant P value

of 0.007°

In this study, Secondary suturing was required7fgrarticipants in Group A
(5.5%) and 3 participants in Group B (2.3%), whil23 participants in Group A
(94.5%) and 127 in Group B (97.7%) did not reqsieondary suturing. The need for
secondary suturing is higher in Group A, indicatingt Azithromycin may reduce the
need for additional surgical interventions. HoweweN/alue of 0.33 shows that this

difference is not statistically significant.

In this study, mean postoperative stay is 5.72 eatfsa standard deviation of
1.617 in Group A and 5.31 days with a standardat®n of 1.176 in Group B. The
mean postoperative stay is slightly shorter in @r8y suggesting a potential benefit
of Azithromycin in reducing hospital stay durati¢ghValue of 0.02 indicates that this

difference is statistically significant. A study raucted by Tita et al, showed a
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significant reduction in post operative stay wigewf extended spectrum antibiotic

when compared with the use of a narrow spectruibiatic. (3.12 versus 4.48)

RCT ON ANTIBIOTIC USAGE

IN CESAREAN SECTION AMONG

DIFFERENT STUDIES

STUDY BY

TYPE OF STUDY

OUTCOME

Ruiz- More
no et af®

RCT comparing IV
Metronidazole vs placebo

endometritis (14% vs 30%), wound
infection (2% vs 8%) are less in
Metronidazole group when compared
to placebo group.

Pitt et af®

Double blinded RC”
comparing intravaginal
Metronidazole vs placebo

7% developed endometritis
Metronidazole group as compared
19% of those receiving placebo gel.

Andrews et
a|4l

Double blinded RCT
comparing cefotetan with
Doxycycline +Azithromycin

Post CS endometritis (16.9%
24.7%, p=.02), wound infections
0.8% vs 3.6% and p=.03) were
significantly less in Doxycycline
+Azithromycin group.

Mayer et &f?

Double blinded prospective
RCT comparing Cefazolin
versus Cefazolin plus
Metronidazole

Significant reduction

in postoperative infection rate (149

vs 32%) and duration of hospital
stay (3.12% vs 4.46%) with

Cefazolin plus Metronidazole group

o

Alekwe et
a|43

RCT comparing single dose

of Ceftriaxone vs multiple
doses of Gentamycin,
Metronidazole.

n)

Incidence of endometritis (14% vs
15%), UTI(11% vs 15%) and SSI(7%
vs 6%) are not significantly differen

in both the groups.

—

Tita et af

RCT comparing IV
Azithromycin vs placebo

Infectious morbidity(6.1%
vs 12%, p< 0.001), Endometritis i$
(3.8% vs 6.1%, p = 0.002), woung

infection is(2.4% vs 6.6%, p< 0.001
adverse maternal events is(1.5% vys

2.9%, p = 0.03) are significantly lesgs
in Azithromycin group.

—

Lyimo et af*

RCT comparig single 1V
dose of Gentamycin+
Metronidazole vs 8hourly
administration of the same
antibiotics for 24 hrs.

SSI occurred in 4.8% in
1st group compared to
6.4% in 29 group.

In Cochrane review (2014) of 95 studies enroliingre than 15,000 women,

the use of prophylactic antibiotics in women whodemwent CS reduced the

incidence of wound

infection,

endometritis and madé serious

infectious
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complications when compared with no treatment. Bers et al (1980) and Ruiz-
Moreno, et al (1991) showed that when Metronidazeds given intravenously, the
chances of endometritis, surgical site infectiond aate of postoperative febrile
morbidity was reducéd In a prospective comparative study by O’Learyaletn
1986, post cesarean morbidity was lesser in AnipiciGentamycin group as
compared to Ampicillin alorié*® Metronidazole, when used as a prophylactic agent
administered intravenously or rectally gave mixezbuits for post caesarean
endometritis and wound infection. The timing of aistration of antibiotic was also
a concern. Cochrane (2002) and ACOG (2003) recordete administering
prophylactic antibiotics after cord clampfig Cochrane Database of Systematic
Reviews (2003) and CDC (2006) recommended admanistr of Cephalosporins of
first generation like Cefazolin after clamping ehbilical cord as prophylaxis against
post- caesarean infections rather than a pre-surgioophylaxis. Cefazolin was
considered as it was equally effective and cheafign broad-spectrum
antibiotic§®*°. A retrospective study conducted in Pittsburgh AU002 - 2007),
reviewed the cases of cesarean deliveries wheilgi@it was given before the skin
incision in first group and after clamping of cardsecond group. First group had
lower rates of Endometritis and wound infectionrtker, it had no adverse effect on
the neonate. Similar findings were observed by ¥dket al. when Cefazolin was
given 15-60 minutes preceding an incision or attittme of clamping of the cord with

no increase in rates of neonatal sepsis.

A questionnaire based study published in the Jdéuohalndian Medical
Association (2008) evaluated the antibiotic prggns of obstetricians working in
different centers in vaginal deliveries and cesarsactions. A single antibiotic

Cefazolin 1gm every 12th hourly intravenously foree days was used by 34.4% and
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33.3% of practitioners in planned and non-electiesarean sections respectively. The
antibiotic was used for five days by 35.5% and %d.df doctors respectively. A triple
antibiotic regimen of Ampicillin, Metronidazole ar@entamycin was used by 30%
and 25.5% doctors for planned and non-elective @eslarean respectively for five

days®

ACOG (2010) recommended Cefazolin 1 - 2 g IV omarhprior to the
surgery or as soon as possible if it is an emergerEsareatl. SOGC (2010)
recommended, all parturient scheduled to electiveneergency CS should be given
antibiotic as prophylaxis not more than 60 minyteisr to skin incision with first-
generation cephalosporin and single drug dosefiisut if total duration of surgery
is less than three hours and the total blood ledesis than one and half litre when a
repeat dose is advised. In case of allergy to RemicClindamycin or Erythromycin

can be usedt

Baaqgeel, H and Baaqgeel, R in 2013 systematic wexegarding the timing of
administration of prophylactic antibiotics in CSnéiomed that the pre-incisional use
and not after cord clamping, had less post CS malténfectious morbidity and no
immediate untoward effects on the newBarA RCT by Tita, et al in 2013 assigned
women with a singleton pregnancy>e®24 weeks period of gestation undergoing CS
in labor with or without leakage of amniotic flutd Azithromycin plus standard
antibiotic versus placebo versus standard antbgtups. Incidence of Endometritis,
wound complications, and serious maternal adversets were significantly lower in

Azithromycin added group. The neonatal outcome sease in both the groups
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Systematic review of Cochrane database (2014) 68 i#2omen provided a
comparison between the use of Cephalosporins velPamscillins for antibiotic
prophylaxis for C&. The efficacy of Cephalosporins and Penicillinsswamparable

in preventing immediate post cesarean infections.

Pinto-Lopes R et al in 2017 in his review articleluded 16 studies, involving
2695 women and no significant difference was olebrvetween single dose and
multiple dose antibiotic prophylaxis in the inciden of postpartum infectious
morbidity, endometritis, and wound infection. Artdetowards lower risk of urinary

tract infection was seen with multiple dosihg
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LIMITATIONS

» The study has a limited sample size and therefore might not have had enough
statistical power to detect significant associations between certain variables
and SSis.

» The research was conducted at a single medical center, which may limit the
generaizability of the findings to other settings with different patient
demographics or clinical practices.

* The follow-up period for assessing wound status and infection rates was
insufficient to capture all relevant postoperative complications.

* The study did not examine a significant association between variables related
to health professionals, methods of sterilization of equipment, frequency, and

number of operation rooms.
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CONCLUSION

In this Randomized control trial conducted at a tertiary care Centre, Belagavi
involving 256 participants over a span of one year, it was concluded that
adjunctive Azithromycin administration decreases post-operative infectious
morbidity in emergency cesarean deliveries when administered within 60
minutes prior to skin incision. This study also showed that administration of
Azithromycin as an adjunct prophylactic drug prior to cesarean delivery
reduced the duration of hospital stay, need for re-suturing, and decrease in the
need for readmission. There was a significant reduction in the incidence of
surgical site infection to 13.2 % (intervention group) from 35.4% (Control
group). The high incidence rate of SSIs after C-sections in this study

highlights the need for prioritizing SSI control and surveillance.
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SUMMARY

The study included 256 participants evenly divided into two groups. Group A
(Control Group) and Group B (Treatment Group). Each group consists of 128
participants. Group A: Control group - Injection Ceftriaxone 1g V. (Standard
antibiotic prophylaxis group); Group B: Injection Ceftriaxone 1g IV (Standard
antibiotic prophylaxis group) + Azithromycin 500mg V.

Group A had 50% aged 21-25 years and 35.9% aged 26-30 years, while Group
B had 44.5% aged 21-25 years and 42.2% aged 26-30 years. The even
distribution of participants across the two groups ensures that any observed
differences in outcomes between Group A and Group B are not likely due to
age-related biases.

Most participants had a normal BMI, with 82.8% in Group A and 76.6% in
Group B. The overweight category included 16.4% in Group A and 23.4% in
Group B, with only one participant categorized as obese. P Vaue was
observed to be 0.23 and hence statistically not significant.

Nulliparous women were more prevalent, with 51.6% in Group A and 43.8%
in Group B and showed no statistical significance.

14.1% of Group A and 11.7% of Group B had diabetes in pregnancy and
showed no significant difference in anemia distribution between the groups.
Anemia was present in 30.5% of Group A and 27.3% of Group B. P Value of
0.34 indicates no significant difference in anemia distribution between the

groups.
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The incidence of surgical site infection was studied in both groups. In Group
A, 82 participants (64.1%) had no surgical site infections, and 46 participants
(35.9%) had surgical site infections. In Group B, 111 participants (86.7%) had
no surgical site infections, and 17 participants (13.3%) had surgical site
infection. It was noted to be statistically significant. The incidence of surgical
site infection in the control group was 35.9% which was significantly
decreased in the intervention group to 13.2%.

Both groups had a similar distribution of deep and superficial infections, with
14.3% deep infections in Group A and 28.6% in Group B, and 85.7%
superficial infectionsin Group A and 71.4% in Group B showing no statistical
significance.

There were no satistically significant differences in the distribution of
organisms found in wound cultures between the groups.

Group A had higher readmission rates. P Value of 0.18 indicates that this
difference is not statistically significant.

The need for secondary suturing is higher in Group A, indicating that
Azithromycin may reduce the need for additional surgical interventions.
However, P Value of 0.33 shows that this difference is not dtatistically
significant.

The mean postoperative stay was shorter in Group B (5.31 days) compared to
Group A (5.72 days). The mean postoperative stay is slightly shorter in Group
B, suggesting a potential benefit of Azithromycin in reducing hospital stay
duration. P Vaue of 0.02 indicates that this difference is datistically

significant
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ANNEXURE-I

KAHERs JNMC BELAGAVI

INFORMED CONSENT FORM

AZITHROMYCIN AS AN ADJUNCT PROPHYLACTIC DRUG FOR
PREVENTION OF SURGICAL SITE INFECTION (SSI) IN CES AREAN
DELIVERY-A RANDOMIZED CONTROL TRIAL
Name of Student/Principal Investigator:
Name of Guide/Co Investigators:
Objective: To study the effectiveness of azithrongin in reducing surgical site
infection in cesarean delivery.
Introduction: Cesarean section rates have increased worldwideitahds been
observed that cesarean delivery is the most consuagical procedure associated with
an increased rate of surgical site infection. Hettas study will be carried out to study
the effectiveness of a widely used antibiotic —Amimycin in reducing surgical site
infection in cesarean delivery.
Explanation of procedure: Patients will be classified into 2 groups by comepu
generated randomization system. The list of randatiwin will be concealed and
expressed by sequentially numbered, sealed env@lsp@rior to intervention. Each
number will allocate the patient to either treatingmoup A or group BGroup A will
receive the standard antibiotic prophylactic druxgne 1g IV. Group B will receive
the standard antibiotic prophylactic drug-xone ¥galong with Azithromycin 500mg
IV .The primary outcome of surgical site infectiovill be studied and Compared
between 2 groups.
Withdrawal from participation in the study: Participation in this study is voluntary.

You will be free to decide whether to participaiethis study or continue participation
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once enrolled. In case you decide to withdraw ymarticipation, you are free to do so.
However, please convey the decision to the prihaipestigator.

Possible benefits from participating in the study: You will/will not have nor get any
benefits by participating in this study. The dathgred will help the population at
large.

Possible risks from participating in the study: There are no risks involved in
participating in this study.

Privacy and confidentiality: The information collected from you will be coded, t
prevent any person from identifying you. Your idgnwill never be revealed. The
data collected from you will be kept confidentiadaonly processed or aggregated data
will be used for publication.

Financial incentives: You will not receive any payment for participatim this study.
Authorization for publication of aggregated data: Results obtained after processing
of the aggregated data will be published for sdienpurposes and or presented to
scientific groups. However, your identity will nrevbe revealed.

Questions: If you have any question or complaints with regargour right as study
participant you may contact Dr Harsha Hegde, Cleasgn, Ethical committee of
JNMC, 0831-2473777 Extension 4052.

Legal rights: By signing this consent form, we are not waving ahyour legal rights.
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CONSENT STATEMENT

I am making a voluntary decision to participatehe study Azithromycin as
an adjunct prophylactic drug for prevention of Surgical Site Infection(SSI) in
cesarean delivery-A Randomized Control Trial”. My signature below indicates that
| have decided to participate and | have read mifiermation provided above or the
information provided above has been read to mheridnguage that | understand best.
| was given the opportunity to ask questions arad they have been answered to my
satisfaction.
Name of the participant:
Signature or left thumb impression of the partioipa
Name of the witness:
Signature or left thumb impression of the witness:

Name of the investigator:

Signature of the investigator:
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PARTICIPANT INFORMATION

IP Number:

First Name:

ANNEXURE-II

Middle Name:

Last Name:

Husband’s Name:

Age (Years):
Address:

H.No-

Street-

Taluka-

District-

Phone Number-

Landline (Optional)-

Registered

Unregistered

SCREENING FORM
Screening number:

Date of Screening:

(dd/mmlyyyy)

1) Is Gestational Age28weeks?

LMP —

EDD -
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Corrected EDD ,if any-

Actual Gestational Age—

2) Inclusion criteria —
Gestational age of28weeks  Yes No

Singleton pregnancy who are to undergo emergesgreansection Yes No

3) Exclusion Criteria —

i. Not willing to give consent Yes No
ii. * Known allergy to azithromycin Yes No
ili. Use of antibiotics 7 days prior to randominat Yes No

iv. **Chorioamnionitis or other infection requignpostpartum antibiotic therapy Yes
No
V. **Any patient with structural heart diseasearhythmias, or taking any

medications known to prolong the QT interval. Yes No

* rashes ,itching, diarrhea, difficulty in breatgin
** fever,uterine tenderness, maternal tachycar@ial tachycardia ,purulent or foul
smelling discharge

*** macrolides,sotalol,ondansetron etc.
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RANDOMIZATION FORM

Eligibility:

Is she eligible for the study?

Consent:

Did the woman give consent for the study?
Enroliment:

Was the woman enrolled in the study?
Was the woman randomized?

If not randomized, indicate reason —
1. Withdrawal from the study

2. Other

Date of Randomization

(dd/mml/yyyy)

Time of Randomization

(hh:mm)

Participant Number

Investigator’'s name:

Yes No
Yes No
Yes No
Yes No
Signature :
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STUDY PROFORMA

Study ID :

Date of Admission

Date of Delivery

Date of Discharge

Maternal Data:

Height (m)

Weight (kg)

BMI

Obstetric Scol

Primigre

Multipara

Grand multipara

Indication forcaesareanSection

Skin Incision type

1.Pfannensteil incision

2.Vertical

Type of suture technique us

1.subcuticular sutures

2.mattress sutures
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Timing of study drug administratic

1.Before skin incision

a)0-60 min before

b) >60 min before

2. After skin incision

POST OPERATIVE FOLLOW UP-

STATUS OF WOUND AFTER 72 HOURS

Healthy-

Unhealthy -

SIGNS OF INFECTION AND INFLAMMATION-

1.Redness at incision site

2.Pain at incision site

3.Swelling at incision site

4 Warmth at incision site

5.Discharge from incision site

6. Pus from incision site

7. Wound gape
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8.Fever with tenderness at incision

9. Discharge per vagin

10.Postpartum feve

POST OPERATIVE ANTIBIOTICS —
YES —

If yes ,Reason —

NO

Culture swab report (if sent )-

Post operative hospital stay duration —
Secondary suturing —

Yes

No

Readmission —

Adverse Events related to azithromycin, if any

GIT (Nausea/Vomiting/Diarrhoea)

Skin rash and itching

Headache

Qt prolongation

Page 70




Annexures

ANNEXURE -lll MASTER CHART
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1 25 39 weeks 6 days 23.6 multiparous previous Iscs in labour No No | 11.3 A mattress unhealthy discharge 7 days MRSA No No
2 19 38 weeks 6 days 22.4 nulliparous Meconium stained liquor No No | 136 A subcuticular healthy No 5 days NA no no
3 25 39 weeks 21.9 multiparous previous Iscs in labour No No | 12.8 A subcuticular healthy No 5 days NA no no
4 28 37 weeks 2 days 20.5 multiparous previous Iscs in labour No Yes 10 A subcuticular healthy No 5 days NA no no
5 31 38 weeks 1 day 26.6 multiparous previous Iscs in labour No No | 13.7 B subcuticular healthy No 5 days NA no no
6 26 39 week 6 days 24.5 multiparous meconium stained liquor No No 12.6 B subcuticular healthy No 5 days NA no no
7 29 37 weeks 6 days 23.9 multiparous previous Iss in labour No No 13 A mattress unhealthy induration 7 days NA no no
8 32 38 weeks 5 days 25.7 multiparous previous Iscs in labour No No 12 B subcuticular healthy No 5 days NA no no
9 24 39 weeks 25.6 multiparous previous Iscs in labour No yes | 10.6 A subcuticular heathy No 5 days NA no no
10 22 36 weeks 5 days 23 multiparous previous Iscs in labour Yes | Yes | 10.6 B subcuticular healthy No 5 days NA no no
11 23 37 weeks 23.8 nulliparous contracted pelvis No No 11.4 A subcuticular wound healthy No 5 days NA no no
12 27 38 weeks 22.3 nulliparous pathological trace No No 12.8 A subcuticular wound healthy No 5 days NA no no
13 19 40 weeks 1 day 26.5 nulliparous fetal distress No No 11.3 B subcuticular wound healthy No 5 days NA no no
14 20 38 weeks 1 day 26.1 nulliparous CPD Yes | Yes | 10.7 A subcuticular healthy No 5 days NA no no
15 22 37 weeks 1 day 22.8 nulliparous fetal distress No No | 12.6 B subcuticular healthy No 5 days NA no no
16 27 37 weeks 1 day 22.8 multiparous prgwous Iscs M{Ith No No 11.4 A subcuticular healthy No 6 days NA no no
oligohydramnios
17 25 38 weeks 5 days 25.2 multiparous previous Iscs with breech Yes | yes 9.5 A subcuticular unhealthy induration 5 days NA no no
18 27 38 weeks 6 days 225 multiparous prev Is'cs Wlth impending No no 11.2 B subcuticular healthy No 5 days NA no no
brain sparing effect
19 22 40 weeks 4 days 23.8 nulliparous severe oligohydramnios No Yes | 10.7 B subcuticular healthy No 5 days NA no no
20 25 39 weeks 23.7 multiparous previous Iscs in labour No No 13.5 A subcuticular healthy No 5 days NA no no
21 31 40 weeks 26.6 nulliparous fetal distress No No 12.6 B subcuticular healthy No 5 days NA no no
22 23 39 weeks 6 days 22.6 multiprous previous Iscs in labour No No 12 A subcuticular unhealthy induration 5 days NA no no
23 23 39 weeks 2 days 22.8 nulliparous meconium stained liquor YES No 12.1 A subcuticular healthy No 5 days NA no no
24 26 40 weeks 2 days 23.8 nulliparous fetal distress No No | 11.4 B subcuticular healthy No 5 days NA no no
25 23 36 weeks 1 day 21.6 multiparous previous Iscs in labour No No 11.2 A subcuticular wound healthy No 5 days NA no no
26 23 40 weeks 25.8 nulliparous anaminios YES | Yes 9.4 B subcuticular unhealthy discharge 5 days NA no no
27 25 38 weeks 1 day 22.6 multiparous previous Iscs in labour No No | 13.1 B subcuticular wound healthy No 6 days NA no no
28 24 38 weeks 2 days 25.6 nulliparous oblique lie No No | 12.2 A subcuticular wound healthy No 5 days NA no no
29 21 40 weeks 2 days 25 nulliparous meconium stained liquor Yes No | 12.1 B subcuticular wound healthy No 5 days NA no no
30 28 40weeks 5 days 24.2 nulliparous macrosomia Yes No 11 A subcuticular wound healthy No 5 days NA no no
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31 27 38 weeks 4 days 23.9 multiparous second s::::lzzgest with No | Yes 9.2 A subcuticular wound healthy No 5 days NA no no
32 32 38 weeks 4 days 22.9 nulliparous transverse lie No No | 11.7 B subcuticular wound healthy No 5 days NA no no
33 27 33 weeks 23.8 nulliparous anamnios No No 11.7 A subcuticular unhealthy discharge 10 days NA no no
34 25 40 weeks 1 day 24.7 multiparous previous Iscs in labour No No 13 A subcuticular wound healthy No 5 days NA no no
35 24 37 weeks 2 days 256 multiparous prev'i::!jt:nvev:sh sear No No | 119 A subcuticular wound healthy No 5 days NA no no
36 27 38 weeks 4 days 23.5 multiparous previous Iscs in labour Yes No 13.3 B subcuticular wound healthy No 5 days NA no no
37 23 39 weeks 5 days 24.6 nulliparous breech in labour No No 12.1 A subcuticular unhealthy discharge 6 days NA no no
38 20 38 weeks 2 days 23.2 nulliparous failed induction No No | 135 B subcuticular wound healthy No 5 days NA no no
39 24 38 weeks 4 days 25 multiparous previous Iscs in labour No No 12.3 B subcuticular wound healthy No 5 days NA no no
40 26 37 weeks 23.2 multiparous previous Iscs in labour No No 12 B subcuticular wound healthy No 4 days NA no no
41 29 38 weeks 6 days 23.4 multiparous previous Iscs in labour No No 11 B subcuticular wound healthy No 5 days NA no no
42 24 37 weeks 1 day 26 nulliparous DCDA twins in labour No | Yes 10 B subcuticular wound healthy No 6 days NA no no
43 28 38 weeks 2 days 23.5 multiparous previous Iscs in labour No No | 116 B subcuticular wound healthy No 5 days NA no no
44 25 38 weeks 5 days 21 multiparous previous Iscs in labour no No 12 B subcuticular wound healthy No 5 days NA no no
45 32 39 weeks 24.5 multiparous previous Iscs in labour No no 11 B subcuticular wound healthy no 5 days NA no no
46 21 39 weeks 5 days 24 nulliparous failed induction no Yes | 10.6 A subcuticular wound healthy No 5 days NA no no
47 25 38 weeks 4 days 26 nulliparous fetal distress no Yes | 10.4 A subcuticular wound healthy No 5 days NA no no
48 24 37 weeks 23 multiparous previous Iscs in labour no No 11.2 A subcuticular wound healthy no 6 days NA no no
49 25 40 weeks 2 days 24.5 nulliparous meconium stained liquor no No | 13.2 B subcuticular wound healthy no 6 days NA no no
50 28 37 weeks 23.5 multiparous previous Iscs in labour no No 12 B subcuticular wound healthy no 6 days NA no no
51 22 38 weeks 3 days 22.3 multiparous prevm}ls Iscs Wlth.severe No No 12.3 B mattress wound healthy No 5 days NA no no
oligohydramnios
52 22 38 weeks 5 days 235 multiparous prewc::rsuljs:rsn\;v;tsh sear No [ Yes | 10.9 A subcuticular wound unhealthy yes,induration 7 days NA no no
53 30 39 weeks 1 day 22.8 multiparous previous Iscs in labour No | Yes | 10.6 B subcuticular wound healthy No 5 days NA no no
54 27 36 weeks 234 multiparous fetal macrosomla with YES | Yes | 10.8 B subcuticular wound healthy No 5 days NA no no
previous Iscs
55 25 40 weeks 2 days 22.6 mutliparous previous Iscs in labour No Yes | 11.4 A mattress wound healthy No 8 days NA no no
56 26 38 weeks 3 days 23.4 nulliparous meconium stained liquor No Yes 9.8 A subcuticular wound unhealthy No 5 days NA no no
57 24 38 weeks 24.5 nulliparous meconium stained liquor No no 11.6 A subcuticular wound healthy No 5 days NA no no
58 23 39 weeks 5 days 23.5 multiparous previous Iscs in labour No Yes | 10.5 B subcuticular unhealthy discharge 5 days NA no no
59 28 38 weeks 3days 22.9 multiparous fetal distress No No 12.8 A subcuticular wound healthy No 5 days NA no no
60 20 39 weeks 2 days 23.5 nulliparous fetal distress No No | 12.4 B subcuticular wound healthy No 6 days NA no no
61 23 39 weeks 22.4 Primigravia fetal distress No no 11.3 A subcuticular wound healthy No 5 days NA no no
62 28 37 weeks 25 multiparous prewousir:slc:bvc\)/Ltr breech YES no 12.7 A subcuticular wound healthy No 5 days NA no no
63 25 40 weeks 23.5 nulliparous failed induction No no 12.4 A subcuticular wound health No 5 days NA no no
64 25 39 weeks 22.9 multiparous previous Iscs in labour no No | 12.6 A subcuticular healthy No 5 days NA no no
65 32 38 weeks 2 days 23.5 mutiparous previous Iscs in labour No yes 9.9 B subcuticular healthy induration 8 days NA no no
66 24 37 weeks 3 days 23.8 multiparous previous Iscs in labour No | Yes | 13.1 A subcuticular healthy no 5 days NA no no
67 23 38 weeks 1 day 25.2 multiparous fetal distress YES | Yes | 10.9 B subcuticular unhealthy induration 6 days NA no no
68 23 37 weeks 2 days 21.9 multiparous meconium stained liquor No | yes | 10.8 A subcuticular healthy no 5 days NA no no
69 28 40 weeks 2 days 23.9 nulliparous fetal distress No No 13 B subcuticular healthy no 5 days NA no no
70 24 38 weeks 2 days 22.3 multiparous previous Iscs in labour No No 12.9 A mattress unhealthy induration 8 days NA no no
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71 27 37 weeks 2 days 23.2 nulliparous previous Iscs in labour no No 12 B mattress healthy no 5 days NA no no
72 22 39 weeks 2 days 23.4 nulliparous anamnios no No 12.9 B subcuticular healthy no 5 days NA no no
73 27 38 weeks 4 days 24.2 nulliparous Non progession of labour no No | 116 B subcuticular healthy no 5 days NA no no
74 23 39 weeks 23.9 nulliparous failed induction YES no 12.1 A subcuticular healthy no 5 days NA no no
75 19 39 weeks 24 multiparous previous Iscs in labour no yes 9.9 A subcuticular unhealthy induration 6 days NA no no
76 27 41 weeks 23.4 nulliparous non reassuring CTG no no 12.8 A subcuticular healthy no 5 days NA no no
77 27 39 weeks 2 days 22.9 nulliparous meconium stained liquor no no 12.4 A subcuticular healthy no 6 days NA no no
78 28 38 weeks 3 days 22.3 multiparous previous Iscs in labour no yes | 10.7 A subcuticular healthy No 5 days NA no no
79 22 40 weeks 4 days 23.8 nulliparous meconium stained liquor no no 11.2 A subcuticular healthy No 5 days NA no no
80 22 40 weeks 3 days 26.7 multiparous preV|ousdIastci:r\:\1nth post no no 12.6 A subcuticular healthy No 5 days NA no no
81 25 38 weeks 24.5 nulliparous failed induction no no 10.2 A subcuticular unhealthy induration 7 days NA no no
82 28 38 weeks 3 days 22.6 nulliparous fetal distress no no 11.2 A subcuticular healthy No 5 days NA no no
83 29 38 weeks 1 day 23.4 nulliparous previous Iscs in labour no yes | 10.6 B subcuticular healthy No 5 days NA no no
84 21 38 weeks 6 days 23.6 nulliparous fetal distress no no 11.9 A subcuticular healthy No 5 days NA no no
85 20 37 weeks 5 days 25.6 nulliparous breech with FGR no yes | 10.5 A subcuticular healthy No 5 days NA no no
86 26 39 weeks 2 days 26 nulliparous breech in labour no yes 9.9 A subcuticular unhealthy discharge 8 days NA no no
87 24 37 weeks 1 day 25.5 nulliparous fetal distress no no 11.3 A subcuticular healthy No 5 days NA no no
88 23 36 weeks 26 nulliparous non reassuring CTG YES | yes | 10.9 B subcuticular healthy No 5 days NA no no
89 31 37 weeks 1 day 23.4 nulliparous ;?rev Iscs Wlt,h no no 125 A subcuticular unhealthy induration 6 days NA no no
oligohydramnios
90 23 40 weeks 1 day 25.6 nulliparous meconium stained liquor no yes | 10.2 B subcuticular unhealthy induration 7 days NA no no
91 30 38 weeks 1 day 22.3 multiparous previous Iscs in labour no no 11.1 B subcuticular healthy No 5 days NA no no
92 21 39 weeks 5 days 23.4 nulliparous CPD Yes no 13.1 A subcuticular unhealthy discharge 11 days NA no no
93 27 39 weeks 21.6 multiparous previous Iscs in labour no no 12.5 B subcuticular healthy No 5 days NA no no
94 24 39 weeks 5 days 23.5 multiparous previous Iscs in labour no no 11.1 B subcuticular healthy No 6 days NA no no
95 21 37 weeks 4 days 24.8 nulliparous transverse lie with FGR no no 12.2 B subcuticular healthy No 7 days NA no no
96 27 38 weeks 4 days 24 mulitgravida previous Iscs in labour no no 11.9 A mattress healthy No 8 days NA no no
97 22 39 weeks 6 days 25 nulliparous fetal distress no no 11 B subcuticular healthy No 9 days NA no no
98 24 38 weeks 5 days 26.7 nulliparous previous Iscs not w/f vbac no no 11.7 B subcuticular healthy no 5 days NA no no
99 20 40 weeeks 2 days 24.6 nulliparous failed induction no no 134 B subcuticular healthy no 5 days NA no no
100 26 38 weeks 23.5 nulliparous short stature with cpd no no 14.8 B subcuticular healthy no NA no no
101 19 41 weeeks 22.5 nulliparous CPD no no 11.1 A subcuticular wound unhealthy discharge 6 days NA no no
102 36 34 weeks 2 days 36 nulliparous fetal distress no no 13.8 A subcuticular wound unhealthy induration 5 days NA yes no
103 23 39 weeks 3 days 24.4 multiparous previous Iscs in labour no no 12 A subcuticular wound unhealthy induration 5 days NA no no
104 23 37 weeks 5 days 25 nulliparous CPD no yes 10 B subcuticular wound healthy No 5 days NA no no
105 22 37 weeks 5 days 23 multiparous previous Iscs in labour no no 11 A subcuticular wound healthy No 5 days NA no no
106 24 36 weeks 21.6 nulliparous severe oligohydramnios no no 13.9 A subcuticular wound healthy No 5 days NA no no
107 24 38 weeks 1 day 219 nulliparous failed induction YES no 11.1 A subcuticular wound healthy No 4 days NA no no
108 27 37 weeks 3 days 27 multiparous previous Iscs in labour no no 12.6 A subcuticular wound healthy No 5 days NA no no
109 30 37 weeks 1 day 24.5 nulliparous anamnios YES no 12.1 A subcuticular wound unhealthy induration 5 days NA no no
110 23 38 weeks 23.7 nulliparous anamnios no no 12.3 A subcuticular wound healthy No 5 days NA no no
111 28 38 weeks 21 multiparous non progression of labour YES | yes 9.8 B subcuticular wound unhealthy induration 5 days NA no no
112 22 40 weeks 4 days 21.3 multiparous previous Iscs in labour no no 11.3 B subcuticular wound healthy No 5 days NA no no
113 22 39 weeks 6 days 21.6 nulliparous fetal distress no no 12.3 B subcuticular wound healthy No 5 days NA no no
114 26 38 weeks 2 days 23.3 multiparous previous Iscs in labour no no 11.5 B subcuticular wound healthy No 5 days NA no no
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115 24 39 weeeks 5 days 26.1 multiparous previous Iscs in labour no no 13 B subcuticular wound healthy no 5 days NA no no
116 35 38 weeks 6 days 29.7 multiparous previous Iscs in labour no no 11.3 A subcuticular wound healthy no 5 days NA no no
117 24 38 weeks 1 day 256 nulliparous non Prlc;gbrzlSJiSIOn of no no 12.2 A subcuticular wound unhealthy induration 5 days NA no no
118 27 41 weeks 1 day 22.3 nulliparous fetal distress YES | yes | 10.1 A subcuticular wound healthy no 5 days NA no no
119 29 37 weeks 6 dayd 23.2 multiparous previous Iscs in labour no no 11 A mattress wound healthy no 5 days NA no no
120 25 37 weeks 22.5 nulliparous breech in labour no no 11.4 A subcuticular wound healthy no 5 days NA no no
121 22 38 weeks 2 days 23.7 multiparous previous Iscs in labour no yes 10 B subcuticular wound healthy discharge 5 days NA no no
122 27 39 weeks 2 days 22.8 nulliparous fetal distress no no 11.4 A subcuticular wound healthy no 5 days NA no no
123 21 37 weeks 4 days 24.3 nulliparous failed induction no no 11.8 B subcuticular wound healthy no 5 days NA no no
124 28 36 weeks 26 multiparous previous Iscs with YES no 11.8 A subcuticular unhealthy discharge 10 days NA no no
uncontrolled sugar
125 28 38 weeks 5 days 20.5 multiparous previous Iscs in labour no yes | 11.7 A subcuticular wound healthy no 6 days NA no no
126 21 36 weeks 2 days 21.6 nulliparous failed induction no no 13 B subcuticular wound healthy no 5 days NA no no
127 24 36 weeks 5 days 231 multiparous prevmusir:slc:b\g/:f:\ breech no no 133 B subcuticular wound healthy no 5 days NA no no
128 26 37 weeks 2 days 22.2 multiparous previous Iscs in labour no no 13.3 B subcuticular wound healthy No 5 days NA no no
129 41 39 weeks 4 days 21.3 multiparous previous Iscs in labour YES no 12.4 B subcuticular wound healthy No 5 days NA no no
130 34 40 weeks 25 multiparous anamnios no no 12.8 B subcuticular wound healthy No 5 days NA no no
131 32 39 weeks 1 day 23.7 multiparous breech with f9otl|ng no no 12.3 A subcuticular wound healthy No 5 days NA no no
presentation
132 19 37 weeks 4 days 22.5 nulliparous fetal distress no no 13.2 A subcuticular wound healthy No 5 days NA no no
133 24 37 weeks 22.2 multiparous previous Iccs in labour no yes 9.1 B subcuticular wound healthy No 5 days NA no no
134 23 38 weeks 21.9 multiparous previous Iscs in labour no yes 10 A subcuticular wound unhealthy induration 5 days NA no no
135 26 40 weeks 21.8 nulliparous severe oligohydramnios no no 11.7 B subcuticular wound healthy No 4 days NA no no
136 30 37 weeks 5 days 20.1 multiparous preV|ctnaJ;I;(;sa\::;it: fetal no no 111 B subcuticular wound healthy No 5 days NA no no
137 26 37 weeks 4 days 20.7 multiparaous previous Iscs in labour no no 12.3 B mattress wound unhealthy induration 5 days NA no no
138 25 39 weeks 4 days 22.9 multiparous previous Iscs in labour no yes | 10.5 A subcuticular wound unhealthy induration 5 days NA no no
139 31 40 weeks 22.6 multiparous previous Iscs in labour no no 11.8 B subcuticular unhealthy discharge 10 days no organisms no no
140 28 39 weeks 2 days 23.9 nulliparous suspicious trace no no 11.6 A subcuticular wound healthy No 5 days NA no no
141 28 39 weeks 4 days 20.1 nulliparous non progression of labour YES no 13.1 A subcuticular wound healthy No 5 days NA no no
142 23 35 weeks 3 days 24.9 nulliparous severe oligohydramnios no yes | 10.4 B subcuticular wound unhealthy discharge 7 days no organisms no no
143 23 40weeks 1 day 23.4 nulliparous severe oligohydramnios no no 12.4 B subcuticular wound unhealthy induration 6 days NA no no
144 29 38 weeks 2 days 22.3 multiparous previous Iscs in labour no no 11.8 A subcuticular wound unhealthy induration 6 days no organisms yes | yes
145 23 39 weeks 5 days 25 nulliparous fetal distress no no 15.1 B subcuticular wound healthy No 5 days NA no no
146 27 40 weeks 24.2 nulliparous meconium stained liquor no no 12 A subcuticular wound healthy No 5 days NA no no
147 25 40 weeks 3 days 23.7 nulliparous meconium stained liquor no no 11 B subcuticular wound healthy No 5 days NA no no
148 23 38 weeks 5 days 23.7 nulliparous breech in labour no yes | 10.3 A subcuticular unhealthy induration 5 days NA no no
149 21 38 weeks 4 days 23.6 nulliparous meconium stained liquor no no 12.3 A subcuticular wound healthy 5 days NA no no
150 24 37 weeks 5 days 23 multipara previous Iscs in labour no no 12.4 B mattress wound unhealthy induration 6 days NA no no
151 23 40weeks 1 day 23 nulliparous anamnios no yes 7.7 A subcuticular wound unhealthy induration 6 days NA no no
152 24 39 weeks 4 days 24.2 multiparous previous Iscs in labour no no 11.2 A subcuticular wound unhealthy induration 5 days NA no no
153 30 39 weeks 2 days 23.7 multiparaous fetal distress no no 11 B subcuticular wound healthy No 5 days NA no no
154 23 40 weeks 2 days 23.4 nulliparous CPD no no 12.8 B subcuticular wound healthy No 5 days NA no no
155 35 37 weeks 5 days 21.1 multiparous previous Iscs in labour no yes | 10.3 A subcuticular wound healthy No 5 days NA no no
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156 26 37 weeks 19.5 nulliparous failed indcution no yes | 10.3 A subcuticular wound unhealthy induration 7 days NA no no
157 22 38 weeks 5 days 26.3 multiparous previous Iscs in labour YES no 11.7 B subcuticular wound healthy No 5 days NA no no
158 25 40 weeks 3 days 23.9 multiparaous fetal distress no no 11 A subcuticular wound healthy No 5 days NA no no
159 30 40 weeks 2 days 20.4 multiparous fetal distress no no 11.7 B subcuticular wound healthy No 6 days NA no no
160 28 37 weeks 2 days 21.4 multiparous breech in labour no no 12.2 B subcuticular wound healthy No 5 days NA no no
161 26 39 weeks 2 days 24.2 nulliparous fetal macrosomia YES no 12.4 B subcuticular wound healthy No 5 days NA no no
162 26 36 weeks 4 days 219 multiparous prevuzjueshlissisenw;;h sear no yes | 10.4 B mattress wound healthy No 5 days NA no no
163 25 38 weeks 5 days 24.6 nulliparous fetal distress no yes | 10.4 A subcuticular wound healthy No 5 days NA no no
164 23 39 weeks 5 days 24.3 multiparaous previous Iscs in albour no no 12.3 B subcuticular wound healthy No 5 days NA no no
165 29 37 weeks 4 days 24.8 nulliparous failed induction YES no 11.7 A subcuticular wound unhealthy induration 6 days NA no no
166 27 38 weeks 5 days 25.2 multiparaous previous Iscs in labour no no 13.7 B subcuticular wound healthy no 5 days NA no no
167 28 37 weeks 23.8 multiparaous previous Iscs with dec no yes | 10.6 A subcuticular wound healthy no 5 days NA no no
fetal movements
168 26 39 week 5 days 19.7 multiparous previous Iscs in labour no no 11.1 A subcuticular wound healthy no 5 days NA no no
169 21 34 weeks 26 multiparous severe oligohydramnios no no 11.2 B subcuticular wound healthy no 5 days NA no no
170 23 37 weeks 6 days 25 nulliparous fetal macrosomia YES no 11.8 B subcuticular wound healthy no 5 days NA no no
171 24 39 weeks 6 days 24.8 multiparous previous Iscs in labour no yes | 10.5 A mattress wound unhealthy induration 6 days NA no no
172 28 37 weeks 1 day 29 multiparous previous Iscs with yes no 12.7 A subcuticular unhealthy discharge 11 days CONS no YES
uncontrolled sugar
173 23 38 weeks 3 days 225 nulliparous non prraggzljismn of YES | yes 9.7 A subcuticular wound unhealthy induration 5 days NA no no
174 27 39 weeks 5 days 233 nulliparous non prlc;g;:fjismn of no yes | 10.9 B subcuticular wound healthy no 5 days NA no no
175 27 39 weeks 6 days 22.1 multiparaous previous Iscs in labour no no 11.9 B subcuticular wound healthy no 5 days NA no no
176 27 39 weeks 4 days 25.9 multiparaous previous Iscs in labour no yes 10 B subcuticular wound healthy no 5 days NA no no
215983— 29 37 weeks 4 days 22.2 multiparaous previous Iscs in labour no yes | 10.2 A subcuticular wound unhealthy discharge 10 days no organisms no YES
178 28 40 weeks 1 day 24.1 nulliparous severe oligohydramnios no no 13.3 B subcuticular healthy No 5 days NA no no
179 28 39 weeks 1 day 24.3 nulliparous fetal distress no yes | 10.5 A subcuticular healthy No 5 days NA no no
180 22 38 weeks 3 days 24.2 nulliparous oligohydramnios no no 11.8 A subcuticular healthy No 5 days NA no no
181 26 39 weeks 1 day 23.8 multiparous previous Iscs in labour no no 13.2 B subcuticular healthy No 5 days NA no no
182 22 37 weeks 3 days 23.2 multiparous previous Iscs in labour no yes | 10.2 B subcuticular healthy No 5 days NA no no
183 30 38 weeks 4 days 23.6 multiparous previous Iscs in labour no no 13.2 B subcuticular healthy No 5 days NA no no
184 31 38 weeks 2 days 26.6 multiparous previous Iscs in labour no no 12.4 A subcuticular unhealthy discharge 7 days klebesiella oxytoca no YES
185 26 37 weeks 3 days 219 nulliparous failed induction no no 11.8 B subcuticular healthy No 5 days NA no no
186 25 39 weeks 1 day 24.4 nulliparous CPD no no 12.8 B subcuticular unhealthy discharge 10 days no organisms no no
187 27 38 weeks 5 days 24.1 multiparous previous Iscs in labour no yes | 10.4 B subcuticular unhealthy discharge 10 days skin commensals no no
188 28 39 week 3 days 22.8 multiparous face presentation no yes | 10.1 B subcuticular healthy No 5 days NA no no
189 25 37 weeks 2 days 23.8 multiparous previous Iscs in labour no yes 9.8 A subcuticular unhealthy discharge 15 days citrobacter freundii yes | yes
190 30 37 weeks 3 days 26.5 multiparous prewoys Iscs WIth.severe no no 11.4 B mattress wound healthy No 5 days NA no no
oligohydramnios
191 19 38 weeks 23.8 multiparous CPD no no 11.7 B subcuticular wound healthy No 5 days NA no no
192 24 36 weeks 6 days 23.6 multiparous previous Iscs in labour no no 11 A subcuticular wound unhealthy discharge 10 days no organisms no no
193 21 38 weeks 2 days 24.4 nulliparous non reassuring CTG no yes | 10.9 A subcuticular wound unhealthy discharge 10 days no organisms no no
194 29 38 weeks 1 day 24 multiparous previous Iscs with yes no 12.3 B mattress unhealthy discharge 8 days no organisms no no
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uncontrolled sugar
195 34 38 weeks 2 days 24.2 multiparous fetal distress no no 13.4 A subcuticular wound unhealthy Induration 7 days NA no no
196 26 39 weeks 6 days 22.7 multiparous previous Iscs in labour no no 13 B subcuticular healthy No 5 days NA no no
197 30 37 weeks 21.5 multiparous second stage arrest no no 12.1 A subcuticular healthy No 5 days NA no no
198 24 38 weeks 2 days 22.3 multiparous previous Iscs in labour no no 13.2 A mattress wound unhealthy induration 7 days NA no no
199 24 40 weeks 21.9 nulliparous fetal distress no yes | 10.1 A subcuticular healthy No 5 days NA no no
200 24 40 weeks 3 days 22.6 nulliparous failed induction no no 11.6 A subcuticular wound healthy No 5 days CONS YES no
201 25 39 weeks 25 multiparous meconium stained liquor no yes | 12.7 B subcuticular wound healthy No 6 days NA no no
202 25 37 weeks 21.6 multiparous placenta previa no no 12.7 A subcuticular unhealthy discharge 8 days no organisms no no
203 28 38 weeks 23.2 multiparous previous Iscs in labour no yes | 10.6 A subcuticular wound unhealthy discharge 5 days NA no no
204 22 39 weeks 5 days 20.1 nulliparous meconium stained liquor no yes | 10.3 B subcuticular wound healthy No 5 days CONS YES | Yes
205 24 38 weeks 4 days 22.1 multiparaous previous Iscs in labour no no 13.5 A subcuticular wound healthy No 5 days NA no no
206 30 38 weeks 1 day 22 multiparous previous Iscs in labour no no 12.2 A subcuticular wound healthy No 5 days NA no no
207 22 37 weeks 1 day 25.5 nulliparous severe oligohydramnios no no 11.8 B subcuticular wound healthy No 5 days NA no no
208 21 40 weeks 1 day 24.7 nulliparous severe oligohydramnios no no 12.5 B subcuticular healthy No 5 days NA no no
209 23 39 weeks 3 days 21.6 nulliparous severe oligohydramnios no no 12.6 B subcuticular wound healthy No 4 days NA no no
210 30 38 weeks 6 days 20.4 multiparous previous Iscs in labour no no 134 A subcuticular wound healthy No 5 days NA no no
211 26 39 weeks 3 days 24.2 multiparous previous Iscs in labour no no 12.2 B subcuticular wound healthy No 4 days NA no no
212 26 38 weeks 2 days 25.1 nulliparous non progression of labour no yes 9.5 B subcuticular wound healthy No 4 days NA no no
213 26 37 weeks 6 days 21.5 multiparous previous Iscs in labour no no 14 B subcuticular wound healthy No 5 days NA no no
214 33 39 weeks 4 days 21.9 multiparous previous Iscs in labour no no 12.2 B mattress wound healthy No 5 days NA no no
215 26 40 weeks 6 days 24.4 multiparous 2nd stage arrest no yes 9.6 A subcuticular wound healthy No 5 days NA no no
216 23 38 weeks 4 days 25.3 nulliparous meconium stained liquor no no 11.4 B subcuticular wound healthy No 4 days NA no no
217 24 38 weeks 1 day 23.8 multiparous previous Iscs with scar no yes | 10.1 B mattress wound healthy No 8 days NA no no
tenderness
218 28 38 weeks 1 day 22.2 multiparous prevu::;(ljs::;g;t: scar no yes | 10.7 B subcuticular wound unhealthy induration 5 days NA no no
219 25 40 weeks 23.9 multiparous previous Iscs in labour no yes 9.2 B subcuticular wound healthy No 5 days NA no no
220 26 32 weeks 22.3 multiparous impending IUD no no 12.1 B subcuticular wound healthy No 5 days NA no no
221 20 38 weeks 5 days 23.1 nulliparous non progression of labour no no 12.1 A subcuticular wound unhealthy discharge 5 days NA no no
222 22 37 weeks 6 days 25.6 nulliparous failed induction YES no 11.2 A subcuticular wound healthy No 5 days NA no no
223 30 39 weeks 25.3 multiparaous meconium stained liquor no no 12.6 B subcuticular wound healthy No 5 days NA no no
224 29 38 weeks 22.9 multiparous previous Iscs in labour no yes 9.2 A subcuticular wound healthy No 5 days NA no no
225 24 39 weeks 1 day 24.2 nulliparous second stage arrest YES no 11.7 A subcuticular wound healthy No 5 days NA no no
226 24 36 weeks 6 days 23.5 multiparaous breech in labour no no 11.1 B subcuticular wound healthy No 5 days NA no no
227 32 37 weeks 5 days 22.7 multiparous previous Iscs in labour no yes 10 B subcuticular wound healthy No 4 days NA no no
228 27 39 weeks 3 days 21.4 nulliparous fetal distress no no 13.4 B subcuticular wound healthy No 4 days NA no no
229 24 37 weeks 6 days 22.1 multiparous previous Iscs in labour no no 12.7 B subcuticular wound healthy No 4 days NA no no
230 24 40 weeks 1 day 21 nulliparous fetal distress no yes 9.8 B subcuticular wound healthy No 4 days NA no no
231 22 39 weeks 21.9 multiparous previous Iscs in labour no no 12.4 B subcuticular wound healthy No 4 days NA no no
232 29 39 weeks 6 days 24.9 multiparous brow presentation no yes | 10.5 A subcuticular wound healthy No 4 days NA no no
233 24 39 weeks 4 days 22.8 nulliparous CPD no no 11.7 B subcuticular wound healthy No 4 days NA no no
234 31 37 weeks 24.8 nulliparous breech in labour no yes | 10.1 A subcuticular wound unhealthy induration 5 days NA no no
235 27 39 weeks 4 days 219 nulliparous CPD no yes | 10.8 B subcuticular wound healthy No 5 days NA no no
236 27 39 weeks 6 days 23.6 nulliparous non progression of labour no yes | 10.7 B subcuticular wound healhty No 5 days NA no no
237 27 37 weeks 1 day 25.2 nulliparous fetal distress no no 12.2 A subcuticular wound unhealthy induration 7 days NA no no
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238 26 39 weeks 23.4 nulliparous second stage arrest no no 12.7 A subcuticular wound healthy No 5 days NA no no
239 25 39 weeks 3 days 22.2 multiparous non progression of labour no no 12.6 A subcuticular wound healthy No 6 days NA no no
240 21 37 weeks 25.2 multiparous previous Iscs in labour no yes 9.8 A subcuticular wound unhealthy induration 5 days NA no no
241 20 40 weeks 20.5 nulliparous meconium stained liquor no no 14.7 A subcuticular wound unhealthy induration 6 days NA no no
242 19 40 weeks 1 day 23.2 nulliparous CPD no yes | 10.7 B subcuticular wound healthy No 5 days NA no no
243 22 39 weeks 3 days 21.8 nulliparous CPD YES no 11.9 A subcuticular wound healthy No 5 days NA no no
244 34 36 weeks 3 days 21.8 nulliparous DCDA twins in labour no no 11.3 A subcuticular wound healthy No 6 days NA no no
245 26 38 weeks 1 day 25.4 nulliparous meconium stained liquor YES no 11 B subcuticular wound healthy No 5 days NA no no
246 26 38 weeks 3 days 24.5 multiparous previous Iscs in labour no no 13.5 B subcuticular unhealthy discharge 8 days no organisms no no
247 30 37 weeks 3 days 23.8 multiparous abn;ren\'/\iaolucsr’llsic\:nth no no 13.9 A subcuticular wound unhealthy induration 6 days NA no no
248 26 39 weeks 6 days 21.4 multiparous previous Iscs in labour no no 11.1 B subcuticular wound unhealthy induration 5 days NA no no
249 21 38 weeks 4 days 25.9 nulliparous meconium stained liquor no no 12 B subcuticular wound healthy No 5 days NA no no
250 22 38 weeks 6 days 23.2 nulliparous second stage arrest no no 11.9 A subcuticular wound healthy No 4 days NA no no
251 33 40 weeks 25.6 nulliparous non progression of labour no no 143 A subcuticular wound healthy No 4 days NA no no
252 28 38 weeks 4 days 23.3 nulliparous meconium stained liquor no no 11.7 A subcuticular wound healthy No 5 days NA no no
253 23 39 weeks 2 days 21.9 nulliparous meconium stained liquor no yes | 10.8 B subcuticular wound healthy No 5 days NA no no
254 28 38 weeks 2 days 22.4 multiparous previous Iscs in labour no no 11.3 A mattress wound healthy No 5 days NA no no
255 24 37 weeks 1 day 23.6 nulliparous macrosomia YES no 11.4 B subcuticular wound healthy No 5 days NA no no
256 27 36 weeks 5 days 24 multiparous previous Iscs in labour no no 12.2 B mattress unhealthy discharge 10 days NA no no
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