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ABSTRACT

TITLE

Microbiological profile of surgical site infectionsfollowing surgical procedures in

the department of obstetrics and gynaecology — a sleriptive observational study

INTRODUCTION

Surgical site infection is defined as an infection occurring within 30 days after a
surgical operation and affecting either incision or deep tissues at the operation site.
Post operative SSI is among the most common problems for patients who undergo
surgical procedures. It is associated with increased morbidity, mortality, prolonged
hospital stay, secondary infertility and increased economic costs for patient care.
Complications of SSIs include prolonged wound healing, wound dehiscence, wound
pain, burst abdomen, necrotising fasciitis and pelvic abscess, prolonged admission, a
prolonged course of antibiotics, the possibility of re admission, secondary repair
surgery, incisional hernia, disfiguring scar, and in rare condition can lead to severe
sepsis and mortality. It also affects the physical, emotional, social and economic
aspects of life. Therefore, a better understanding of the spectrum of pathogens causing
SSI as well as their susceptibility pattern is important for prompt management of

patients and provides evidenced-based sensitive antibiotics to be commenced initially.

OBJECTIVES

PRIMARY OBJECTIVE- To determine the microbiological profile of surgical site
infections following surgical procedures in the department of obstetrics and

gynaecology and their antimicrobial susceptibility pattern.
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SECONDARY OBJECTIVE- To determine the risk factors for surgical site
infections following surgical procedures in the department of obstetrics and

gynaecol ogy

METHODS

After taking approval from the ethical committee and taking informed consents from
the women who meet the inclusion criteria, wound swabs for microbiological culture
will be taken from the infection site using sterile swabs sticks before the wound is
cleaned with an antiseptic solution without contaminating with skin commensals and
will be sent to the microbiological laboratory immediately for microscopy and
antibiotic sensitivity testing. Structured questionnaires will be used to extract data
such as age, existing chronic disease (such as diabetes mellitus, hypertension), lack of
prenatal care, history of previous caesarean section , past medical history, longer
preoperative hospitalization ,emergency or labored deliveries ,current drug use such
as steroid and smoking, weight, height and body mass index (BMI). Then
biochemical studies are done for 18-24 hours for identification of bacteria and anti

susceptibility testing is done with CSLI guidelines.

RESULTS

During the study period, 4,886 women underwent major obstetric and gynecological
surgeries; out of which 186 were screened with SSI (3.8 %). A total of 120 patients
were recruited in the study and 66 were not recruited. A total of 120 women had SS|
following obstetric surgeries (81.7%) and 22 women following gynecological
surgeries (18.3%). The number of emergency surgeries were 79 (65.8%), which
included emergency lower segment cesarean section (LSCS) and the elective cases

were 41 (34.2%), which comprised of elective LSCS, tubal ligation, and

xiii



gynecological surgeries such as total abdomina hysterectomy, laparotomy,

myomectomy.

CONCLUSION

In conclusion, the post-caesarean SSI rate is higher in our hospital. Wherein,
emergency cases had higher rate of SSI than elective cases. The most common
indications for obstetric surgeries developing SSI were previous LSCS and feta
distress, while fibroid uterus and abnormal uterine bleeding were the leading causes in
gynaecological procedures. Gram-negative organisms, particularly Escherichia coli
and Acinetobacter species, were more frequently isolated, with Carbapenems,
Aminoglycosides, and Oxazolidinones being the most effective antibiotics. The use of
pre- and postoperative antibiotics, timing of preoperative antibiotics, proper handling
of sterile instruments, intra-op suturing techniques and materials, postoperatively
proper wound care practices by doctors postoperatively are crucia in bringing down
the overall number of SSI. Besides, preceding medical history such as diabetes and
chronic hypertension should be supervised efficiently to prevent the development of
SSI. Thiswill improve patient safety and decrease the financial burden on individuals

and healthcare facilities.
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INTRODUCTION

Worldwide, nosocomial infections are a significguiblic health concern that has to
be addressed. Surgical wound and other soft tisgeetions, urinary tract infections,
respiratory infections, and blood stream infecti@me the most common types of
nosocomial infections that could arise in a ho$migdting. Other less common types
include blood stream infectiorisThe Centre for Disease Control define an SSI as “a
infection related to an operative procedure thauog at or near the surgical incision
within 30 days.” Postoperative infection is one of the most sigaiiit and leading
causes of increased morbidity. This includes higaetibiotic administration, an
increased number of reoperations, and prolongegitabsand intensive care unit
(ICU) stays. As a result, treatment costs are as®d, and resource utilisation is

increased®

A caesarean section and an abdominal hysterectoenywe examples of obstetric
and gynaecological procedures that carry a substamgk of secondary infection
after the treatment. By a factor of two to twerthg risk of infection is significantly
higher for women who have undergone caesarearoesciis opposed to those who
have given birth vaginally* The country of India has a wound sepsis incideheée
ranges from 10 to 33 percent overall. On the ottend, incidences of wound
complications in the obstetric population mightgaranywhere from 2.8% to 26.6%,
depending on the specific circumstanteBhe bacteria that are responsible for
producing post-operative wound infection can eitbherendogenous, which means
that the infection is produced by the patient'®nmal flora, or exogenous, which
means that the infection is caused by germs tleadlatained from the environment of

the hospital®
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There is a significant amount of heterogeneityhi@ susceptibility pattern of
bacteria that are accountable for contributingieodevelopment of conditions. Before
beginning empirical treatment, it will be beneficieo have knowledge of the
organism that is most likely to be the culprit, @ell as the overall pattern of
antibiotic sensitivity and resistance. This willoal for the most effective treatment to
be administered. The outcome is ultimately deteeahiny a number of factors that are
present within the patient and his environmenthbotthe immediate neighbourhood
and in the wider environment. Some of these fadtaiside microorganisms, but the
majority of them are present in the patient's emrment. The aetiology of
postoperative wound infection comprises a varidtjooal variables, each of which
plays a key role in the development of the infettid few examples of them are
haematomas, seromas, suture material, inadequaggcaduskill, the degree of
contamination, as well as age, food, hygiene, ahdralisorders that are related with

the condition®

Surgical site infections (SSI) are caused by a bemof different factors,
including demographic characteristics, peri-opgeatio-morbid diseases such as the
presence of vaginal discharge, the presence ohahgkaminations up to 48 hours
prior to surgery, and increased blood sugar lefadsised by either diabetic mellitus
or gestational diabetes or both). These factorcategorised into several categories.
Comorbidities include, but are not limited to, hgteasion, severe anaemia, and the
presence of any systemic disease that has beetifigtnsuch as renal, cardiac, or
liver disease. Comorbidities are also known as oobidities. An investigation was
conducted into the following intraoperative paraengt the classification of the
wound, the existence of additional surgical procedat the same time, the length of

the operation, and whether or not the surgery wasnaergency. Each of these criteria
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was explored. In order to make a comparison betvpe¢ients who had surgical site

infections (SSIs) and those who did not have Sthks,length of time that patients

spent in the hospital before and after surgerymeasured in days.

The need for the study is-

Postoperative SSI is among the most common problempatients who
undergo surgical procedures. It is associated viiitreased morbidity,
mortality, prolonged hospital stay, secondary iilfgr and increased
economic costs for patient care .

The incidence of postoperative SSI varies widelytwieen procedure,
hospitals, surgeons, patients and geographicaltibmsa There has been
advance in SSI control practices which include: nowpd operating room
ventilation, sterilization methods, use of barrjessirgical techniques and
availability of antimicrobial prophylaxis. Despiteese, SSls still occur.

This is partly contributed by the emergence of mamiobial resistant
pathogenic bacteria. Reported risk factors for isatgsite infection include
emergency caesarean section, prolonged labour fia@aesarean section,
prolonged rupture of membranes, multiple vaginalaneixations, and
prolonged obstructed labour . Other factors arelegaate skills or poor
technique of the surgeon, prolonged operating tiprelonged obstructed
labour, postoperative anemia, high body mass indkabetes mellitus,
immunosuppressive disorders and certain medicalioasteroids.

Potential sources of infection identified includafillered air, antiseptic
solutions, transporting of patients, surgical teawer-crowding in theatre,
theatre gowns, inadequately sterilised equipmesrifamninated environment

and grossly contaminated surfaces.
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» Complications of SSis include prolonged wound mmeglwound dehiscence,
wound pain, burst abdomen, necrotising fasciitid pelvic abscess. Others
are prolonged admission, a prolonged course obiatitis, the possibility of
re- admission, secondary repair surgery, incisidrehia, disfiguring scar,
and in rare condition can lead to severe sepsisranthlity.

» Surgical site infections also affects the physicamotional, social and

economic aspects of life.

Therefore, a better understanding of the spectiupathogens causing SSI as well as
their susceptibility pattern is important for prommanagement of patients and
provides evidenced-based sensitive antibioticeetodimmenced initially when wound
infection is identified in our wards while awaitinthe result of wound swab
microscopy, culture and sensitivity in 48-72 houfiswving such data would help to
establish guidelines for the prevention and manag¢rof SSIs and contribute to the

planning of surveillance and control of this grafpnfections.
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OBJECTIVES

PRIMARY OBJECTIVE- To determine the microbiological profile of surdisite
infections following surgical procedures in the ddment of obstetrics and

gynaecology and their antimicrobial susceptibifigttern.

SECONDARY OBJECTIVE- To determine the risk factors for surgical site
infections following surgical procedures in the ddment of obstetrics and

gynaecology
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REVIEW OF LITERATURE

SSl is defined as an infection of the superficraleep skin incision, or of an organ or
space, occurring up to 30 days after surgery iirmaant was left behind, or within 1

year if an implant was left in plaég®

Skin

Superficial
Incisional
SSi

Subcutaneous
Tissue

eep Soft Tissue
fascia & muscle)

Organ/Space ssi

Figure 1. Cross-section of abdominal wall illustrang the classification of
surgical site infection by the Centers for Diseas€ontrol (CDC). Adapted from

Horan et al..** with permission. SSI = surgical site infection
For superficial wound infection, at least one @& tbllowing:

* Purulent effluent or exudate with organisms idéeif

* Presence of one of the following: pain, rednessalized swelling, tenderness

or heat

» Diagnosis of a superficial wound infection by agaon or an attending

physicianl
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For deep wound infection, at least one of the fwihg:

Purulent exudate from a deep wound incision

* Spontaneous dehiscence of a deep incisional wourdveound deliberately
opened in the presence of pyrexia >38°C, localm=ad, or tenderness

» Evidence of abscess or infection involving deep mebincisions found on
direct examination of the wound, during re-opemticadiologically or on
histology

» Diagnosis of a deep incisional wound infection bguageon or an attending

physiciarf
For organ or space infection, at least one of dlieing:

* Purulent exudate from a drain placed in the orgaspace via a stab wound

» Organism isolated from the organ or space

» Evidence of abscess or infection involving the arga space found on direct
examination of the wound, during re-operation, saagjically or on histology

» Diagnosis of an organ or space wound infection Isyr@eon or an attending

physicianl

Wounds have traditionally been classified as clelean contaminated, contaminated,

dirty or infected"*™?

PATHOGENESIS OF SSI

In the majority of patients, infection does not élep at the surgical site. This is due
to the fact that the inherent defences of the hostextremely effective in removing
pollutants from the surgical sité.Infections that can lead to surgical site infeusio

can be acquired in one of two ways: either endogglgpfrom the patient's own flora
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that is present on the skin or from an openingussor exogenously, from contact
with staff in the operating room or the surroundin@oth of these methods are
possible. On the other hand, the period of timd thabelieved to be the most
dangerous is the one that takes place betweenptm@ry of the operational site and
its closing down!®> When processes are carried out over an extendetipsf time,
there is a greater possibility that they will benteoninated by an external sourt.
Staphylococcus aureus (MRSA) is the most commonteham that causes surgical
site infections (SSI) and is associated with padcames in clean procedures. These
procedures include cardiothoracic surgeries, newgesies, orthopaedic,
ophthalmology, and breast surgeries. These proesdim not involve opening the
abdominis or the genital tract. Since the emergeficeethicillin-resistant strains of
Staphylococcus aureus (MRSA), there has been anrige morbidity and mortality
rates associated with wound infections. This is @uthe fact that wound infections

are more likely to cause death.
The development of SSIs depends on three factors -

Virulence of bacteria- It is proportional to theulence of the bacterial contaminant

that the likelihood of infection increases as tielence of the bacterial contaminant
increases. Staphylococcus aureus, Clostridium ipgens, and Streptococcus
pyogenes can generate a severe necrotising infieatithe surgical site with only a
little inoculum. This is the only thing that is mssary. However, when Bacteroides
fragilis and other species of Bacteroides are pbivéh other organisms that consume
oxygen, the outcome is microbial synergism, whielm ¢ead to a very substantial
infection after surgical procedures on the femaritgl tract or the colon. Generally

speaking, Bacteroides fragilis and other specieBadteroides are thought to be
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relatively harmless disease-causing organisms vihey are found in their natural

environment.

Microenvironment around surgical site- There isirmareased risk of infection at the

surgical site if there is necrotic tissue, deadcepar foreign bodies present.

Innate and acquired host deferiée¥vhenever a surgical incision is made through the

skin and the subcutaneous tissues that are lot&teeath the skin, the human body
will produce an inflammatory response. "18" An a&cstrgical wound will normally
go through a reparative process that is both oddared timely, which ultimately
results in the sustained restoration of both thetamical and functional integrity of
the wound. However, there are certain exceptionthi® rule. If it does not heal
within a period of six weeks, a wound that is cdased to be acute has the potential
to become a chronic wound. Platelet aggregatioemiogtasis by vasoconstriction,
and the production of thrombin through the actmatof complement proteins are the
initial steps that take place during the early stagf inflammation, which take place
within the first twenty-four hours following the set of the condition. Numerous
growth factors, including as platelet-derived growactor (PDGF), transforming
growth factorp, fibroblast growth factor (FGF), keratinocyte gtbwfactor (KGF),
epidermal growth factor (EGF), and insulin-like gth factor (IGF-1), are released
by platelets. Platelets are responsible for theass of these growth factors. Platelets
are involved in the process of releasing these tirdactors into the blood stream.In
addition to being a key source of cytokines, spealiy TNF-o, pancreatic
mononuclear cells (PMNs) are also accountablehier¢lease of proteases, including
collagenases, during the initial phases of inflamoma In the absence of PMNSs,
sterile incisions will heal in a manner that is sistent with typical patterns.

Approximately twenty-four hours after the creatminthe surgical wound, monocytes
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arrive to the surgical site. This occurs afterwlmind has been created. Inflammation,
rubor (redness), tumour (swelling), calor (heatjyd alolour (pain) are the clinical
symptoms that occur as a consequence of the cotidninaf severely increased
vasodilation and increased vascular permeabilityis Tphase of wound healing is
responsible for ensuring that the wound bed is dfdeacteria and other pollutants, as
well as generating the optimum environment for pheduction of granulation tissue
and epithelialisation. Additionally, it is respobls for wound healing during this
phase. During this phase, the overarching objedtvi® make the healing process
easier to accomplish. It is characterised by anea®e in the mitogenic activity of
fibroblasts and endothelial cells, as well as thgration of epithelial cells and the
creation of collagen. The process of regeneratited place over the course of the
ensuing few days to weeks and is characteriseddsetcharacteristics. In order for
the wound to reach the maturity stage, which isfited part of the healing process, it
may take up to two years for it to finally reaclatttstate. Granulation tissue will
eventually turn into scar tissue as this phaseimoes to progress. Scar tissue will

gradually get paler, shrink, and grow thinner aeetigoes o>
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RISK FACTORS

Table: Risk factors for surgical site infection inobstetrics and gynaecolog{?**°

Patient factors Preoperative/pr | Intraoperative/intrapartu | Postoperativ
e pregnancy m factors e factors
factors
Age Hypertension in Frequent vaginal Haematoma
pregnancy examination
Obesity Gestational Prolonged rupture of Blood
diabetes membranes transfusion
Diabetes mellitus Multiple Prolonged labour Length of
pregnancy hospital stay
Place of residence Chorioamnionitis
— rural
Smoking Previous Emergency caesarean
caesarean sectign section
Immunosuppressio Skin preparation Prolonged surgery
n — e.g. steroid use,
alcohol
Poor nutritional Hair removal Poor surgical technique
status
Length of Type Il and Il Surgical drains
preoperative stay| diabetes mellitus
(glycaemic
control)
Anaemia American Non-use of antimicrobial
Society of prophylaxis
Anaesthesiology
(ASA) score of &
minimum of 3
Pre-hospital stay Primary postpartum
of minimum of 2 haemorrhage
days
Intrapartum pyrexia
Premature rupture of
membranes
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MICROBIOLOGY

A wide range of organisms are responsible for ceu8SIs. These organisms are
responsible for the generation of symptoms by &rgg changes in a number of
pathways through the complement system and thanmflatory system. Some of
these organisms are known as endogenous commeasdl#hey are often found on
the skin, in the gastrointestinal system, and & whginal tract during the course of
normal body activities. It is conceivable for S&semerge as a result of a complex
relationship between the virulence of the organismd the sort and number of the

organisms. This connection can be mediated byr@nisms themselvés.

Among the microorganisms that are responsible Herdevelopment of the disease,
the most often isolated pathogens are Staphylosoaareus, enterobacterales (which
were formerly known as enterobacteriaceae), anfoools such as Escherichia coli
and Proteus mirabili§?’ Enterobacterales and S. aureus were found tospemsible
for 30.2% and 22.9% of cases, respectively, acngrth the findings of the SSI audit
that was carried out over the entirety of the NaloHealth Service (NHS). In
comparison, P. mirabilis accounted for 13.3% of ti¢al, whereas coliforms
accounted for 19.6% of the mixtutésrom 22.1% in 2017/18 to 22.9% in 2018/19,
the percentage of SSls that were related with $euwsuincreased for the second
consecutive year.Between 2017/18 and 2018/19, thaea 1.0% increase in the
number of infections that were associated with moéih-resistant S. aureus (MRSA)
or methicillin-sensitive S. aureus (MSSA). The petage of coagulase-negative
staphylococci (CoNS) stayed unchanged at 19.4%0i8/29, although it had the
highest percentage growth since 2009/10. Enteresospp. showed the second
highest percentage increase, with 8.7% in 2018M8en the species distribution was

restricted to deep or organ/space SSI alone, tharpiwas very similar; however, the
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proportion of cases that were caused by CoNS anteré&occus spp. was

significantly greater (21.7% and 9.9% in 2018/E&pectively).

The bacteria that are most frequently responsitiiesdirgical site infections (SSIs) in
the field of obstetrics and gynaecology are polyob@al aerobes and anaerobes.
These germs frequently originate from both the skin the genital tract flor&?®
Staphylococcus aureus, CoNS, Enterococcus spp.Eatigerichia coli are the most
common types of SSis that can complicate abdorhiysterectomy?® These bacteria
may begin from the skin or climb from the vaginahé vagina is opened, as is the
case following a hysterectomy. Furthermore, theineagnay be the source of the
germs. Staphylococcus aureus, Escherichia coli,amagérobic bacteria are known to
be implicated in gynaecological surgeries suchyatenectomy, in which the wound
is normally classified as clean contaminated. THesseria are known to be present
in the wounds of patients who undergo these praesdurhese germs frequently
contaminate surgical sites while the treatmentisd performed, or they come from
the microflora of the vaginal space or the gastesitinal systent* The organism
most commonly responsible for SSI after CS is S$ewas In a prospective study of
risk factors for SSI following CS in 14 hospitatsiEngland, Wloch et diound that S.
aureus was the most common organism responsildstifiéd in 40.4% of cases (of
which 17.1% were methicillin-resistant). Other cative pathogens are anaerobic
cocci such as E. coli (13.3%) and Streptococcuyspg%), Enterococcus sp. And

Pseudomonas sf.
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Table: Organisms responsible for surgical site infetion in obstetrics and

gynaecology?®%
Gram-positive aerobes Gram-negative Anaerobes
aerobes
Staphylococcus aureus Klebsiella sp. Clostridium
(Clostridioides) sp.
Enterococcus sp. Escherichia coli Gardnerella \aigin

Groupp haemolytic streptococcu Pseudomonas  Fusibacterium sp.

U7

aeruginosa
Staphylococcus pyogenes Proteus sp. Bacteroidgidra
Staphylococcus epidermidis Klebsiella sp. Peptpsteccus sp.
Methicillin-resistant Prevotella sp.

Staphylococcus aureus (MRSA

LITERATURE FROM PREVIOUS STUDIES:

Albaharnah et al. (2024) conducted a retrospeativeort study at Qatif Central
Hospital in Eastern Saudi Arabia over the coursefivé years (2018-2022) to
investigate the incidence of surgical site infeasio(SSIs) that occurred after
caesarean sections (CS) and the risk variablesnie linked with them. The study
was carried out in order to determine the facttwat tvere associated with these
infections. Because there were a total of 10,308hdi there were a total of 1,584
caesarean sections performed, which resulted iovarall SSI rate of 4.7%. At the
beginning of the year 2020, the yearly incidence @2%, and by the end of the year
2022, it had reached its highest point of 6.7%.ighi§icant independent risk factor

for surgical site infections (SSI) was discoveredbe diabetes mellitus (odds ratio
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[OR] = 10.76, p = 0.038), as was surgery that théte more than one hour (OR =
3.54, p = 0.002). Both of these factors were shesvive associated with a higher
likelihood of risk. Surficial surgical site infeotis (SSIs) accounted for 89.2% of all
surgical site infections, with deep incisional ictiens accounting for 8.1% and
organ/space infections accounting for 2.7%. Staplndcus species were the most
prevalent organisms that were isolated, accountiog 44.2% of the total.
Streptococcus species came in second, accountinf23d% of the total, and
anaerobes made up the remaining 3.8% of the fohal.findings of the study led the
researchers to the conclusion that it may be pleslreduce the rates of surgical site
infections (SSIs) that occur following caesareafivdges by optimising surgical
procedures, improving diabetes control, and mondgyiantibiotic prophylactic

strategies?

Researchers Fultariya et al. (2024) conducted sppudive study at a referral hospital
in Southern Gujarat, India, with the objective etefmining the incidence of surgical
site infections (SSIs), as well as the risk factmgl microbiological profile of these

infections that occurred after obstetric and gyoémgical surgeries. The study was
carried out with the intention of determining thegcal site infections that occurred
after these surgeries. Every single one of thel&6i@s who took part in the research
project had undergone any kind of surgical procedwgtween the months of August
2023 and July 2024. 11 percent of the populatiaeived SSI benefits total. The
lower segment caesarean section (LSCS) was regperfer 43.39 percent of all

surgical site infections (SSIs), making it the $ctay procedure that generated the
highest percentage of SSIs on their own. A totaloatinal hysterectomy (21.69%)

and an exploratory laparotomy (5.66%) were the egbsnt procedures that were

performed. It was discovered that anaemia was th& ocommon risk factor, as it was
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responsible for 34.90 percent of all cases. The m@st common risk factors, which
accounted for 23.58 percent of the total, were etied) obesity, a previous surgical
scar, and emergency surgery. In 90 (84.90%) oflib& wound swabs that were
obtained, the results were determined to be pesitv culture. It was determined that
the pathogens that were identified the most fretiyemere Escherichia coli (22%),

Klebsiella spp. (13%), and Pseudomonas aeruginogs),( in that order.

Staphylococcus aureus was reported to be the pathtbgat was isolated the most
frequently. In order to reduce the frequency ofgsal site infections (SSIs) that
occur during obstetric and gynaecological procesiutbe study highlighted the
importance of improving surgical techniques, adsires patient-related risk factors,
and implementing antimicrobial stewardship prografitese are all things that need

to be done®!

Kangan et al. (2024) conducted a prospective lad@tl hospital-based study with
the objective of determining the microbiologicalofie and risk factors that are
associated with post-cesarean surgical site imfesti(SSI). The investigation was
carried out with the intention of determining theeyalence of SSI. Six hundred
eighty-eight people who had undergone caesareatiosecat the Government
Medical College and Hospital in Chandigarh durihg months of April 2021 and
September 2022 were included in the study. Theystad from April 2021 to
September 2022. There were a number of charaatsriiat were found to be
significant risk factors for the development ofgigal site infections (SSI). These risk
factors included gestational diabetes mellitus (GDMthrombocytopenia,
chorioamnionitis, protracted labour, repeated valgimspections, and prolonged
surgery. A total of 3.49 percent of people wereet#d by SSI. It was determined that

Staphylococcus aureus was the most common pathagenthat three out of every
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five isolates were methicillin-resistant Staphyloces aureus (MRSA). It was found
that linezolid had the maximum susceptibility te timfection, but ciprofloxacin had
the highest level of resistance to the infectioh.wlas shown that the early
identification and control of modifiable risk fac$ in addition to the practical use of
linezolid, contribute to the decrease of the inoke of surgical site infections (SSI)

and the improvement of maternal outcorifes.

Basany et al. (2024) conducted a study at Medi@diitute of Medical Sciences in
Medchal, Telangana, India, to investigate the ieoak of surgical site infections
(SSls), as well as the risk factors, microbiologafile, and antibiotic susceptibility
patterns associated with these infections. Theysiab conducted after a single dose
of antibiotic prophylaxis was administered duringca@esarean section (CS). As a
prospective cohort study, the research was condudiee research was conducted
with the participation of two thousand and fifteeoemen who had undergone CS
between the months of June 2017 and December 2Aft8r conducting an
investigation, it was found that the overall SSteravas 4.6%, with 98.9% of
infections being categorised as superficial and%l.heing classified as deep
infections. A diagnosis of social security disapiinsurance (SSI) was made after a
median amount of time of seven days had passedifiSant risk variables were
identified as being young maternal age (definech amaternal age of 25 years or
younger; adjusted relative risk [aRR] = 2.3, 95%fatence interval [Cl] = 1.1-4.8),
obesity (aRR = 2.5, 95% CI = 1.4-4.6), and emergeace (aRR = 3.0, 95% CI =
1.1-8.8). Young maternal age was defined here mamt@rnal age of 25 years or
younger. Staphylococcus aureus, Escherichia codi, Kdebsiella spp. were the most
common pathogens, accounting for 26 percent, 2depgrand 12.3 percent of the

total, respectively. It was discovered that thebaotics ampicillin and amoxicillin-
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clavulanate were resistant to a considerable ptxgenof resistance among the
species of E. coli and Klebsiella. According to firelings of the study, antibiotic
prophylaxis should be administered in compliancehwWHO guidelines, and
surveillance should be increased, in order to redire frequency of surgical site

infections that arise following C&®

Sharma et al. (2024) conducted a prospective satdymaid Hospital in Jodhpur,
India, with the objective of identifying the incidee of surgical site infections (SSIs)
and the factors that put patients at risk for depielg them after undergoing a lower
segment caesarean section (LSCS). The investigatia®m carried out with the
intention of determining the factors that put patiteat risk for developing SSis.
During the course of the research, a total of 2,68hale participants who had
undergone LSCS during the months of June and AUZQ®8 were included. After
emergency LSCS, there were 39 instances, whichuatsdor 75% of the total, and
after elective LSCS, there were 13 cases, whiclowats for 25% of the total. The
SSI rate per capita was 2.5% overall. Ninety-foamptwo percent of the patients
were younger than thirty-five years old, and siggwren point three percent of them
were from suburban or rural areas. Additional saitsal risk factors for surgical site
infections (SSI) included anaemia (51.9% of casps)longed labour (38.4% of
cases), many vaginal inspections (>5) (34.6%), @ednature rupture of membranes
(PROM) (26.9% of cases). These factors were addethe list of factors. The
utilisation of silk suture material was discovetedhave a strong link with surgical
site infections (SSI), with 71% of cases using sillkures and 29% involving vicryl
sutures. This was discovered through the use a@fri@elation analysis. Based on the
findings of the study, it is possible that the demnce of surgical site infections (SSIs)

following laparoscopic subcutaneous surgery (LS@jht be decreased through the
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implementation of targeted risk reduction initi@sy the improvement of

perioperative care, and the appropriate selecticutores3*

A prospective study was conducted by Snehaa ef28R4) with the purpose of
determining the prevalence of surgical site infewdi (SSIS) and the risk factors that
are associated with them among patients who wedergning a variety of surgical
procedures at a teaching hospital in Port Blaidjidrnthat offered tertiary care. The
researchers wanted to find out how common SSlisaark what risk factors are
associated with them. During the period beginnimglanuary 2018 and ending in
June 2018, the research was conducted inside tparibgent of Microbiology. In
total, there were 776 patients that took part exrfsearch pertaining to the study. The
patients in question had undergone treatmentsatbe¢ both elective and emergency
in nature. It was determined that obstetrics andhaggology surgeries were
responsible for 44% of all surgical site infecti@8Sls), which accounted for 12.88%
of the total number of SSls, which was 100 cagesa$ discovered that patients who
had undergone lower segment caesarean section jLI&Sthe greatest infection
rate, which was 19.42%. Out of the pathogens tl@atwsolated, the ones that were
found to be the most abundant were Escherichia @@il18%), Staphylococcus
aureus (56.81%), and coagulase-negative staphydbc®.18%). There were
substantial risk factors for surgical site infen8o(SSls), including a younger age
range (between the ages of 26 and 35), female geedergency surgery, diabetes
mellitus (in 61% of cases), and a longer periochaspital stay (greater than seven
days). 90% of the infections were superficial, whil0% were deep incisional
infections. The majority of the infections were edjzial. In order to lessen the
number of surgical site infections (SSIs) that tgkace in Indian hospitals, it is

essential to implement targeted preventative measyparticularly for obstetric and
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gynaecologic surgeries, in addition to increasdection control approaches. This is

the conclusion that can be drawn from the findiofythe study

Kachipedzu et al. (2024) conducted a study at QuUelezabeth Central Hospital

(QECH) in Blantyre, Malawi, to investigate the idence of surgical site infections
(SSils) following caesarean section (CS), as welhasrisk factors, microbiological

profile, and antibiotic use associated with thadedtions. As a prospective cohort
study, the research was conducted. Participantthénstudy were 208 pregnant
women who had undergone caesarean section (C®)gdhe months of February and
July 2023 and were followed up for a period of tihidays after the surgery. The
study was conducted in the United States. Only fiegecent of all instances were
categorised as deep SSIs, whereas ninety-six geofexll cases were classified as
superficial SSlIs. A total of 9.61% of SSIs were a@d across the board. The
researchers found that the average age of thecipariis was 26.1 years, with a
standard deviation of 6.2 years. Antibiotic prophxy$, namely ceftriaxone, was
administered to each and every one of the womeor ppo the surgical process.
Furthermore, 66.35 percent of the women were alsairdistered antibiotics after the
surgical procedure, despite the fact that there measecorded bacterial infection at
the time of administration. There were ten positivéture findings, and sixty percent
of them were positive for Staphylococcus aureusiclwviwas the most prevalent
isolate. Second and third place, respectively, wenthe Enterobacteriaceae and
Acinetobacter baumannii families of bacteria. Thhespnce of antibiotic resistance
was discovered in twenty-five percent of the cassgh S. aureus exhibiting

resistance to clindamycin, erythromycin, and cefoxiAfter doing the research, it

was shown that ruptured membranes and prolongeauialwere two of the most

significant risk factors for surgical site infeat® (SSI). The writers came to the
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conclusion that the inappropriate use of antimiisband the emergence of bacteria
that are resistant to antimicrobials highlight tdemand for improved infection

control measures and antimicrobial stewardshiprarog at QECH®

Onuzo et al. (2022) conducted a study at the KBueTeaching Hospital (KBTH) in
Accra, Ghana, to investigate the incidence of saigite infections (SSIs) following
caesarean sections (CS), as well as the risk fctoicrobiological aetiology, and
drug susceptibility patterns associated with thafections. As a prospective cohort
study, the research was conducted. Four hundredamhty-four of the five hundred
women who took part in the research project betwienl and July of 2017 were
able to finish the follow-up procedure. There w&B8% of surgical site infections,
with 67.2% of them being superficial, 29.5% beireeg incisional, and 3.3% being
within the organ space. The frequency of surgidal isfections was 12.80 percent.
The following were some of the key risk factorsving an emergency caesarean
section after more than eight hours of labour, mgwvinidline incisions, having
preoperative cleaning done with stored water, beingingle mother, and drinking
alcohol while pregnant. The most prevalent typeisolate was determined to be
Staphylococcus aureus, and 9.8% of them were niléthiesistant (MRSA). This
was discovered through the process of isolationin@ones were found to have the
highest susceptibility among the antibiotics tharevexamined, while amoxicillin-
clavulanic acid and clindamycin were shown to hale lowest efficiency. By
improving preoperative preparation and selectintpantics, the study recommended
reducing the occurrence of surgical site infecti@@SIs), which are infections that

occur at surgical site¥.

The purpose of the research conducted by Jain.gR@22) was to evaluate the

prevalence of surgical site infections (SSIs) irtediary care hospital located in
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Western India. Additionally, the researchers wemterested in the risk factors,
microbiological profile, and antibiotic resistanpatterns that are related with these
infections. The research was carried out at DN.SViedical College and Associated
Hospital in Jodhpur, and it comprised 280 women Wwhd encountered SSIs after
having a caesarean delivery. The research was takder with the objective of
determining the effectiveness of the treatment. Ppleecentage of people in the
population who were receiving SSI was reported ¢old.7%. Having a previous
caesarean section, having an emergency caesamansbaving a high body mass
index (>25), having severe anaemia, having a lgngtispital stay, and not receiving
preoperative antibiotic prophylaxis were some a Hignificant risk variables that
were found in this study. It was found that the mgsevalent types of
microorganisms that were extracted from the samplere Staphylococcus aureus
(22.1%) and Klebsiella pneumoniae (24.4%). After nducting antibiotic
susceptibility testing, it was revealed that imipenwas the most effective antibiotic,
while amoxicillin-clavulanate demonstrated the kbgh amount of antibody
resistance. This conclusion was reached basedewwérall results of the testing.
The research highlighted the necessity of idemgyiisk factors in a timely way and
delivering antimicrobial medicine that is appropeign order to reduce the incidence
of maternal morbidity and the development of dragistant infections. This was

done in order to reduce the number of complicattbas arise during pregnancy.

A prospective study was conducted by Tadvi et 202() in order to evaluate the
bacteriological profile and antibiotic resistancattprns of surgical site infections
(SSils) that occurred following caesarean sectiorestertiary care hospital in Nanded,
India. The hospital was located in India. A tothkwo hundred individuals who had

undergone caesarean sections during the monthgnef 2017 and December 2018
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were included in the study as participants. Thal t86I rate was thirty percent of the
population. There were sixty culture-positive casesl the three pathogens that were
identified the most frequently were Escherichia ¢b8.33%), Klebsiella pneumoniae
(16.66%), and Acinetobacter spp. (12.33%). Theqguh that was isolated the most
frequently was Staphylococcus aureus, which aceoufar 31.66 percent of the total.
Twenty percent of the cases that were investigatehibited the presence of
polymicrobial diseases. There was a one hundredepemesistance to penicillin
among the Staphylococcus aureus isolates. Additorthere was a 42.10 percent
sensitivity to erythromycin, clindamycin, and cifloxacin, and a one hundred
percent sensitivity to vancomycin and linezolid.rtharmore, there was a one
hundred percent resistance to vancomycin. MRSA clwrgtands for methicillin-
resistant Staphylococcus aureus, was discoveredarof the samples that were being
taken into consideration. A total of sixty-six pent of the E. coli isolates were found
to be positive for amikacin, whereas forty-two poéight percent of the Klebsiella
pneumoniae isolates were found to be positive @i lamikacin and ciprofloxacin. It
was highlighted in the research that the prevaleicaultidrug-resistant pathogens,
such as extended-spectrum beta-lactamase (ESBUjq@rg E. coli and Klebsiella
pneumoniae, is on the rise. In addition to thisumiderlined the significance of
administering antibiotics in a responsible manmedt putting into practise infection
control strategies that are effective in ordereaduce the incidence of surgical site

infections (SSls) that arise following caesareariges.*

The researchers Arya et al. (2021) conducted gppotive descriptive observational
study with the objective of identifying the degrefesurgical site infection (SSI) and
the diversity of microbiological flora that occudreafter a caesarean section. The

study was carried out with the intention of evahmtthe level of SSI. The
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investigation was carried out at SMS Medical Calexy Jaipur over the course of a
period of six months, beginning in July 2020 andlieg in December 2020. To
determine the appropriate size of the sample, al wt 450 women who were
planning to undergo a caesarean section were talleGhe case study made use of
the Southampton wound grading system as well agsebemmendations that were
issued by the Centres for Disease Control and Rtewe Eleven point one percent of
the participants developed atypical wounds, whilgty-eight percent of the subjects
experienced normal wound healing. The majority wiedctions were superficial,
accounting for over ninety-two percent, while jegiht percent were deep incisional.
Among the organisms that were isolated the mogufratly, the two that were found
to be the most prevalent were Staphylococcus shptieps (6%), and Enterococcus
faecalis (8%). In addition, there were instancesnbéctions that were combined
together. to the end of the investigation, the asdeers arrived to the conclusion that
prompt detection and management of surgical siteciions (SSI) are essential in

order to minimise complications and reduce the obsealthcare?”

Sharma et al. (2021) conducted a retrospectivesesestional study at Chitwan
Medical College Teaching Hospital in Nepal with thigjective of determining the
incidence of surgical site infections (SSls) radate obstetric procedures, specifically
lower segment caesarean section (LSCS), as wtikassk factors that are associated
with these infections. The study was carried ouhwhe intention of determining the
prevalence of these infections. Between the moothspril 2019 and April 2020, a
total of 1,739 patient records were reviewed fer plurpose of researching the study.
It was demonstrated that the overall rate of safgsite infections was 2.9%, with
92% of infections occurring after emergency caesargections and 80% of cases

having SSI that began after the patient was digeuthfrom the hospital. Within seven
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days following the surgery, forty percent of théettions were shown to have been
caused by the procedure itself. In twelve percérhe instances, the results of the
swab culture were found to be positive. Both Stémtgccus aureus and
Acinetobacter spp. were responsible for thirty-¢hrpercent of the cases, with
Klebsiella spp. and Pseudomonas spp. coming imsleand third, respectively, with
sixteen and seven percent of the cases. A statlgtisignificant correlation was
discovered between surgical site infections (SSW) #he type of operation (p =
0.007). On the other hand, there was no associatiserved between SSI and age,
haemoglobin level, parity, or blood transfusions@&a on the findings of the study, it
was underlined how important it is to improve wowate education and discharge
counselling in order to reduce the risk of surgsitd infections (SSIs) that occur after

caesarean sectiors.

A retrospective case-control study was carriedlutGomaa et al. (2021) at Minia
Maternity and Children University Hospital in Egypver a period of five years,
beginning in January 2013 and ending in Decembé&i 20he purpose of the study
was to determine the incidence of surgical sitedtibns (SSls), as well as the risk
factors and management of these infections. Thal tmimber of CSs done was
15,502, and 828 of those instances resulted idekielopment of SSls, resulting in an
overall incidence rate of 5.34%. Chorioamnionitidj(sted odds ratio [AOR] = 4.51)
was found to be a significant risk factor for sgadisite infections (SSI). Other risk
factors included premature rupture of membranesRA©3.99), blood loss greater
than 1000 mL (AOR = 2.21), emergency caesareaimse@OR = 2.16), operative
duration greater than one hour (AOR = 2.05), prgézh labour (AOR = 1.45),
diabetes mellitus (AOR = 1.37), obesity (AOR = 1,3#gh parity (AOR = 1.27), and

hypertension (AOR = 1.19). Of the total number abes, 47.1% were caused by

Page 25



Review of literature

superficial incisional infections, whereas 28% wearaused by deep incisional
infections, and 24.9% were caused by organ or spéeetions. Sixty-two percent of
patients were treated medically, while twenty-tvesgent required surgical procedure
to be explored. A death rate of 1.33 percent waibated to SSI. The findings of the
study indicated that a reduction in the incidentesurgical site infections (SSIs)
might be achieved with the implementation of tagedetantibiotics, enhanced

perioperative care, and effective wound managerﬁ%nt.

Onkari et al. (2021) conducted a prospective stndytertiary care hospital located in
the state of Maharashtra in India using a prospectisearch design. The objective of
the study was to determine the prevalence of sairgite infections (SSIs), as well as
their bacteriological profile and antibiotic sustiblity, that occurred following
lower segment caesarean section (LSCS). A totdl 4563 girls who had undergone
LSCS during the months of February and June of 202% included in the study as
participants. Overall, the SSI rate was 7.9%, withigher frequency of SSI occurring
in emergency LSCS (8.2%) as opposed to electiveS. &3%). The overall SSI rate
was computed and determined. After Staphylococausus, which was responsible
for 62% of the isolates in 116 cases of surgic& sifections (SSI), the next most
prevalent bacteria were Klebsiella pneumoniae (13#@inetobacter baumannii
(13%), Escherichia coli (8%), and Enterococcus g@p6). Staphylococcus aureus
was the most common germ. Methicillin-resistant p8tdococcus aureus, more
commonly referred to as MRSA, was the most commathggen found in 33 percent
of the patients being investigated. It was discegethat the bacteria E. coli,
Klebsiella spp., and Staphylococcus aureus hadiivella significant levels of
resistance to a number of different medications.elViit came to gram-positive

pathogens, the antibiotics vancomycin, linezolidg &lindamycin proved to be the
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most effective. On the other hand, the antibioticeropenem, gentamicin,
piperacillin-tazobactam, and colistin displayed thighest sensitivity against gram-
negative isolates. Based on the findings of thelystit was determined that the
reduction of post-LSCS surgical site infections 163Sshould be accomplished
through the implementation of stringent infectimntol measures, the improvement

of surgical procedures, and the administratioranjeted antibiotic therap$?

B.D. Sharma, the Pt. A prospective study was coteduby Soni et al. (2020) at the
Post Graduate Institute of Medical Sciences in Rlahtndia. The purpose of the
study was to investigate the bacteriological peofind antibiotic susceptibility of
surgical site infections (SSIs) among patients Wwhd undergone caesarean sections.
The study comprised one hundred fifty women whowadnd infections following a
caesarean section at the time of the procedure.f@hgear was allotted for the
duration of the study. The overall number of SS&swW5.33%, and the presence of
bacterial growth was established in 23 specific esag16 of which were
monomicrobial and 7 of which were polymicrobial)ollBwing Escherichia coli
(25%) and Pseudomonas spp. (12.5%) as the most aonpathogens found in
monomicrobial isolates, it was discovered that Byigroccus spp. was the most
prevalent pathogen, accounting for 43.75 percentalbf cases. Gram-negative
organisms were the primary culprits in infectionsatt were brought on by
polymicrobial organisms. These species included kinations of E. coli and
Acinetobacter spp. accounting for 28.57 percenheftotal. One hundred thirty-three
percent of the isolates were discovered to havie tates of multidrug resistance, and
sixty-two point five percent of the Staphylococcecies were determined to be
methicillin-resistant Staphylococcus aureus (MRSBdth of these findings were

made. Ipenem and meropenem were the most effeaitibiotics for gram-negative
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organisms, whilst linezolid and doxycycline were timost effective antibiotics for
gram-positive infections. Both of these medicinesenfound to be effective against
gram-negative organisms. The research underlinedrélevance of applying tight
infection control measures, practicing proper hagdiene, and making reasonable
use of antibiotics in order to reduce the numbesurfical site infections (SSIs) that
occur during obstetric procedures. This was donerder to reduce the number of

SSis that occuf?

Metgud et al. (2020) conducted a retrospectiveystadnvestigate the incidence of
wound dehiscence, as well as the risk factors aietoliological profile associated
with it. The study was carried out after obstetritd gynaecological surgeries were
performed at KLE's Dr. Prabhakar Kore Charitablespital in Belagavi, Karnataka,
India. During the course of the research, thereevet 72 female participants. These
women underwent substantial obstetric and gynaguab procedures between the
months of May 2016 and August 2017, between thasy@816 and 2017. The
findings indicated that the overall incidence ofund dehiscence was 3.05%, with
84.54 percent of cases occurring after obstetrigesies and 15.46 percent occurring
after gynaecological procedures. The findings atabicated that the incidence of
wound dehiscence was 3.05% globally. In terms & thtal number of cases,
emergency operations accounted for 81.44% of tees;avhile elective surgeries
accounted for 18.56% of the cases. The most conmeasons for a caesarean section
(CS) were foetal discomfort (30.48%) and a pricesaaean section (23.17%) among
the instances that involved wound dehiscence bgiagent. It was determined that
the organisms that were isolated the most commumye Staphylococcus aureus
(13.4%), Escherichia coli (10.31%), and Pseudomaesiginosa (8.25%). There

were a number of factors that contributed to theetigpment of wound dehiscence,
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including the presence of anaemia (78.35%), hypsit@ (19%), diabetes (5.15%),
and prolonged labour. The findings of the studytlesl researchers to the conclusion
that it might be possible to reduce the numberaifind dehiscences that occur during
obstetric and gynaecological surgeries by improving treatment of wounds both
during and after surgical procedures, employinggisal techniques that are more

effective, and using antibiotics in a more ratiomanner?*

The University of Calabar Teaching Hospital (UCTiH)Calabar, Nigeria, was the
location of the prospective study that Njoku et @019) carried out in order to
investigate the incidence of surgical site infewsi@SSls), as well as the risk factors
and bacteriological profile of these infectionstthecurred after caesarean sections. A
total of 600 women who had caesarean sections tbeecourse of a period of six
months participated in the study. The SSI rate W8a% across the board.
Staphylococcus aureus (37.3%), Klebsiella pneuneo(#@.1%), and Escherichia coli
(22.0%) were the pathogens that were encounterednibst frequently during the
isolation process. An emergency caesarean segiolgnged rupture of membranes
(more than twenty-four hours), prolonged laboutraoperative blood loss greater
than one litre, surgery duration greater than amer,hand postoperative packed cell
volume (PCV) less than thirty percent were all peledent risk factors that were
significantly associated with post-cesarean sutgita infections (SSIs). There was a
high level of resistance to cephalosporins, gentamynd amoxicillin, according to
the results of antibiotic sensitivity testing. Qe tother hand, amikacin and imipenem
showed the highest level of sensitivity. Accordiogthe findings of the study, it is
vital to adhere to infection control policies awduse antibiotics in a targeted manner
based on sensitivity patterns in order to reduce dlbcurrence of surgical site

infections (SSIs) and to enhance patient outcoffies.

Page 29



Review of literature

Smt NHL Municipal Medical College and VS Generalddital in Ahmedabad, India
were the locations where Panchal et al. (2019) ected an investigation into the
incidence of surgical site infections (SSIs), adl we the risk factors, bacteriological
profile, and antibiotic susceptibility of these entions that occurred after obstetric
and gynaecological surgeries. The study was an redtsenal study with a
prospective design. Three thousand six hundred sirgten women who had
undergone surgery between the months of June 2@d8/arch 2019 were included
in the study by the researchers. It was determited the rate of surgical site
infections (SSI) was 7.29 percent overall, with egeacy lower segment caesarean
sections (LSCS) being responsible for 82.6% of cabes. As a result of the
investigation, it was found that the pathogen tas isolated the most frequently was
Staphylococcus aureus (17.39%). This was followegd B. coli (1.73%),
Pseudomonas aeruginosa (1.73%), Klebsiella spB6%%), and Enterococcus spp.
(0.86%). In contrast, gram-negative bacteria exdibithe highest susceptibility to
imipenem, although S. aureus shown a sensitivitynef hundred percent to linezolid,
as indicated by the findings of antibiotic susdaipty testing of the bacteria. There
were a number of significant risk factors for suagisite infections (SSI), including
prolonged labour, premature rupture of membrand2O(R), repetitive vaginal
inspections, anaemia, and poor nutritional staBusgical site infections (SSIs) are
infections that occur during obstetric and gynaegilal procedures. The research
proposed that better infection control strategsesh as correct wound care, surgical
technique refinement, and targeted antibiotic usabeuld be implemented in order

to minimise the rates of SSls that occur duringéhgrocedures’

Page 30



Review of literature

Surgical site infections (SSIs) that occurred atiaesarean sections (CS) were the
subject of a prospective observational cohort sthdy was conducted by Zejnullahu
et al. (2019) at the University Clinical Centre Késovo (UCCK). The researchers
wanted to determine the incidence rate, risk factand microbiological profile of
these infections. There were 325 female particpdhat took part in the research
investigation. After undergoing CS between Janaany September of 2018, patients
were monitored for a period of thirty days aftee thurgery. This observation took
place after the surgical treatment. There were%.8bsurgical site infections overall,
with 93.75% of these being superficial and 6.25%mdpeleep incisional infections.
The overall rate of surgical site infections wa®596. Previous CS was related with a
7.4-fold increased risk, the presence of one orensomorbidities was associated with
an 8-fold increased risk, and protracted operafiasting more than one hour) was
associated with a substantial risk. All of thesetdes significantly raised the
likelihood of subsequent complications. The usamtibiotics before to surgery and
the duration of the procedure being kept to less thne hour both contributed to a
reduction in the risk of surgical site infectiorf®5(s). It was determined that the two
pathogens that were isolated the most commonly \Esaherichia coli (9.4%) and
Enterococcus faecalis (15.6%). However, Staphylog®@ureus was the pathogen
that was isolated the most frequently. In orderetduce the number of surgical site
infections (SSiIs), this study brought to light thgportance of enhancing the methods
of infection control and the administration of &itics prior to surgical

procedures’*

A prospective study was conducted at Farwania Halspi Kuwait by Alfouzan et al.
(2019) between January 2014 and December 2016thattobjective of identifying

the prevalence of surgical site infections (SSés),well as trends and risk factors

Page 31



Review of literature

related with these infections. The study was cdrraeit with the intention of
evaluating the prevalence of SSls. A total of 728&sarean sections were carried out,
and the overall prevalence rate of surgical sitecitions (SSI) was found to be 2.1%.
This information was gathered after thorough ingegion. In 2016, this rate was
2.95%, which is a significant rise from 1.7% in 20(P = 0.010). There have been
152 cases of surgical site infections that haven loescribed, and 98 percent of those
infections were diagnosed as superficial incisiomdéctions. One of the cases
featured an infection that occurred deep withinittegsion, while the other two cases
involved infections of organs, spaces, or both.efgwfour point three percent of
surgical site infections (SSIs) manifested thenmeslwithin fifteen days of patients
undergoing surgical procedures. Bacterial growtls whserved in twelve hundred
seventy-seven percent of the 148 culture sampligls farty-two isolates representing
37.5% of the total. These isolates were resistanntltiple drugs, also known as
multidrug-resistant). Methicillin-resistant Stapbgbccus aureus (MRSA) was found
in 34 of the isolates, while Klebsiella pneumoraae Escherichia coli, both of which
were reported to be positive for extended-spectheta-lactamase (ESBL), were
found in three of the cases each. Both of thes¢éebacwere found in the same
number of cases. It was discovered that the presefcemergency CS and the
absence of prophylactic antibiotic treatment wesgealed to be significant risk
factors for surgical site infections (SSI) (P < @DQ). As a component of
antimicrobial stewardship, updated antibiotic prgpbtic methods ought to be
applied in order to cut down on the frequency afjmal site infections (SSI) and the
spread of multidrug-resistant organisms (MDR), hews1 by the findings of the

academic stud$?
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MATERIALS AND METHODS

Source of Data: All the women who undergo surgpmacedures in obstetrics and

gynaecology and develops surgical site infectionKlaE'S Dr. Prabhakar Kore

Hospital and Research Centre, Belagauvi.
Study Design: Observational study

Study Period: 1 year (January 2024 - January 2025)

SAMPLE SIZE

Formula used for sample size calculation is,

_ p(100-p)z?
n= =

n - the sample size required,

p - the percentage occurrence of a state or gondjproportion or prevalence)
E - the percentage maximum error required

Z - the value corresponding to level of confidenequired.

According Njoku and NjoKi§ 8.5 % of patients had infection. Considering tlais,

95% of confidence level and 5% of maximum ertioe sample size is given by,

8.5x (100—8.5) x 1.96%
n= =2

n=119.5~= 120

Hence, the minimum sample size required is 120.sAmple size increases, the

accuracy of the result also increases.
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INCLUSION CRITERIA

1. Women undergoing surgical procedures in the depmantrof obstetrics and

gynaecology at KLE’s Dr. Prabhakar Kore hospital

2. Surgical site infections occurring within 30 dayssorgical procedure

EXCLUSION CRITERIA

1. Surgical procedures done outside the hospital, tenifollowing wound

infections.

2. Women declining for informed consent.

METHODOLOGY

After obtaining approval from the ethical committaed informed consent from the
women who met the inclusion criteria, wound swaldysniicrobiological culture were
taken from the infection site using sterile swabkst before the wound was cleaned
with an antiseptic solution, taking care not toteomnate with skin commensals. The
samples were immediately sent to the microbiolddetaoratory for microscopy and

antibiotic sensitivity testing.

Structured questionnaires were used to collect dat@ patients who developed
secondary site infections. These questionnairdaded information on age, existing
chronic diseases (such as diabetes mellitus andrtgysion), lack of prenatal care,
history of previous caesarean section, past medisabry, duration of preoperative
hospitalization, emergency or labored deliveriagrant drug use (such as steroids

and smoking), weight, height, and body mass in&iy.
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To determine the risk factors, additional data weotected from medical charts,
anesthesia lists, and patients' medication recondfding details on preoperative
and postoperative antibiotic prophylaxis, durateord type of surgery, and type of

anesthesia (general or regional spinal).

Surgical site infections (SSIs) were further clasdi as superficial incisional SSI,

deep incisional SSI, or organ/space SSI, and wareaged accordingly.

Wound culture samples from SSlIs were sent immdgidte the microbiological
laboratory for microscopy and antibiotic sensifivitesting. The samples were
incubated on appropriate culture media. For baultagy, they were incubated on

blood agar and MacConkey agar plates at 37°C amibpior 18—24 hours.

After incubation, colony characterization was perfed using gram staining.
Biochemical tests were then carried out for 18—24ird to identify the bacterial
species, and antibiotic susceptibility testing wamnducted according to CLSI
guidelines. The final reports provided informatimm the bacterial genus and species,

along with the antibiogram.

Data processing and analysis/statistical analysis

Data were analyzed using statistical software Rigar4.1.2 and Microsoft

Excel.

+ Continuous variables were compared using eithertitest or the Mann—

Whitney test, depending on the data distribution.

« Categorical variables were analyzed using the ghage test.

« Descriptive statistics were presented as mean,datdndeviation, and

percentages.
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Ethics committee approval was obtained from the @NNhstitutional Ethics
Committee on Human Subjects Research on 28/04/20R8.trial was registered

under CTRI1/2024/04/066286.
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STROBE DIAGRAM

Patients screened for SSI — 186 EXCLUDED- 66

Patients did not give consent - 3

Patients operated outside — 24

v

Patients developing SSI after 30
v days — 39
Patients enrolled for SSI — 120

v

Patients analysed in the study - 120
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RESULTS

Table 1: Distribution of patients on the basis ofype of surgery

Frequency Percent

Type of surgery Obstetric 98 81.7%
Gynaecological 22 18.3%
Total 120 100.0%

Out of a total of 120 cases, 98 cases (81.7%) wlestetric surgeries, while 22 cases

(18.3%) were gynaecological surgeries.

—

= Obstetric = Gynecological

Graph 1: Distribution of patients on the basis of ype of surgery
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Table 2: Distribution of patients on the basis ofelective/emergency surgery

Type of surgery Total
Obstetric | Gynaecologica]
Elective / Elective n 19 22 41
Emergency

% 19.4% 100.0% 34.2%

Emergency n 79 0 79
% 80.6% 0.0% 65.8%

Total n 98 22 120

% 100.0% 100.0% 100.0%

Chi-Square:51.90, P Value: 0.001, Statisticallyn8igant

Out of a total of 120 cases, 41 cases (34.2%) eke@ive, while 79 cases (65.8%)

were emergency.

100.00% 100.00%
90.00%
80.00% 80,008
70.00%
60.00%
50.00%
40.00%
30.00% 19.40%

20.00%

10.00%

0.00%
ELECTIVE EMERGENCY

W Obstetric B Gynecological

Graph 2: Distribution of patients on the basis of ype of surgery:

Elective/Emergency
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Table 3 Distribution of patients based on socio deagraphic status

Type of surgery Total
(n=120)
Obstetric Gynecological
(n=98) (n=22)
Age Group <20 years n 5 0 5
% 5.1% 0.0% 4.2%
20-29 years n 73 2 75
% 74.5% 9.1% 62.5%
30-39 years n 19 5 24
% 19.4% 22.7% 20.0%
40-49 years n 1 10 11
% 1.0% 45.5% 9.2%
>50 years n 0 5 5
% 0.0% 22.7% 4.2%
BMI Underweight n 2 0 2
% 2.0% 0.0% 1.7%
Normal n 44 11 55
% 44.9% 50.0% 45.8%
Overweight n 35 9 44
% 35.7% 40.9% 36.7%
Obese n 17 2 19
% 17.3% 9.1% 15.8%
Socio Upper Class n 1 0 1
Economic
Status % 1.0% 0.0% 0.8%
Upper Middle n 1 0 1
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Class
% 1.0% 0.0% 0.8%
Middle Class n 66 10 76
% 67.3% 45.5% 63.3%
Lower Middle | n 27 8 35
Class
% 27.6% 36.4% 29.2%
Lower Class n 3 4 7
% 3.1% 18.2% 5.8%
Parity PO n 0 1 1
% 0.0% 4.5% 0.8%
P1 n 49 1 50
% 50.0% 4.5% 41.7%
P2 n 42 9 51
% 42.9% 40.9% 42.5%
P3 n 6 9 15
% 6.1% 40.9% 12.5%
P4 n 1 2 3
% 1.0% 9.1% 2.5%
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80.00%
74.50%
70.00%
60.00%
50.00% 45.50%

40.00%

30.00% 22.70% 22.70%

19.40%
20.00%
10%
10.00% 5.10%

0.00%

<20 YEARS 20-29 YEARS 30-39 YEARS 40-49 YEARS >50 YEARS

B Obstetric B Gynecological

Graph 3: Distribution of patients based on age grop

Out of the total 120 cases, the majority of paidmtlonged to the 20-29 years age
group, accounting for 75 cases (62.5%). The diffeeein age distribution between

obstetric and gynaecological cases was found sidiestically significant (p=0.001).

50.00% >0.00%
44.90%

0,
45.00% YT

0,
40.00% —
35.00%
30.00%
25.00%

0,
15.00% .
10.00%

0,
0.00%
UNDERWEIGHT NORMAL OVERWEIGHT OBESE

W Obstetric W Gynecological

Graph 4: Distribution of patients on the basis of B/l
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Out of the total 120 cases, the majority of patdmd a normal BMI, accounting for
55 cases (45.8%). Among obstetric cases, 44 o@8ofases (44.9%) were in the
normal BMI category. In gynaecological cases, 1tlaf22 cases (50.0%) were in the
normal BMI category. The difference in BMI distriimn between obstetric and

gynaecological cases was not statistically sigaiftqp=0.69)

70.00% 67.30%

60.00%

50.00%

36.40%

40.00%

30.00%
18.20%

Lo0%ocon Lo0kg oo J

UPPER CLASS  UPPER MIDDLE  MIDDLE CLASS LOWER MIDDLE LOWER CLASS
CLASS CLASS

20.00%

10.00%

0.00%

B Obstetric B Gynecological

Graph 5: Distribution of patients on the basis of ecioeconomic status

Out of the total 120 cases, the majority of patiebeélonged to the middle class,
accounting for 76 cases (63.3%). The differencsoicioeconomic status distribution
between obstetric and gynaecological cases wadlftuie statistically significant

(p=0.001)
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0,
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45.00% 42.90%
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Graph 6: Distribution of patients on the basis of jarity

Out of the total 120 cases, the highest propoxiforases was recorded in parity 1 (50
cases, 41.7%) and parity 2 (51 cases, 42.5%). Tferethce in parity distribution
between obstetric and gynaecological cases waddftuie statistically significant

(p=0.001).
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Table 4: Distribution of patients on the basis oflte type of surgical procedure

Type of surgical procedure Total
Obstetric Gynecological
Surgical Full term elective n 13 0 13
procedure LSCS
% 13.3 % 0.0% 10.8%
Full term n 62 0 62
emergency LSCS
% 63.3% 0.0% 51.7%
Pre term elective n 2 0 2
LSCS
% 2.0% 0.0% 1.7%
Preterm n 17 0 17
emergency LSCS
% 17.3% 0.0% 14.2%
FTVD n 2 0 2
% 2.0% 0.0% 1.7%
FT ventouse n 2 0 2
delivery
% 2.0% 0.0% 1.7%
Exploratory n 0 3 3
laparotomy
% 0.0% 13.6% 2.5%
Total abdominal n 0 17 17
hystrectomy
% 0.0% 77.3% 14.2%
Myomectomy n 0 2 2
% 0.0% 9.0% 1.6%
Total n 98 22 120
% 100.0% 100.0% 100.0%

Out of a total of 120 cases, the most common sakgicocedure was full-term

emergency LSCS (Lower Segment Caesarean Sectioh)/%% and among

gynaecological cases, total abdominal HysterectOiry) (14.2%).
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Results

Indication No. of obstetric cases Percentage
Antepartum haemorrhage 1 1.0%
Bad obstetric history 1 1.0%
Breech in labour 1 1.0%
CDMR 2 2.1%
CPD in labour 4 4.1%
DCDA twins 3 3.1%
Failed induction 2 2.1%
Fetal distress 8 8.2%
FTVD 2 2.1%
MSL 19 19.4%
Non progression of labour 1 1.0%
Persistent fetal tachycardia 1 1.0%
Placenta accreta spectrum 2 2.1%
Placenta previa 4 4.1%
Previous LSCS 31 31.6%
Previous 2 LSCS 3 3.1%
Poor maternal bearing down 2 2.1%
PPROM 3 3.1%
Previous pregnancy 1 1.0%
Severe oligohydraminos 2 2.1%
Severe PE 4 4.1%
Placental abruption 1 1.0%
Total 98 100.0%
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Out of a total of 98 obstetric cases, the most comimdication was previous LSCS

(Lower Segment Caesarean Section). This refleatsinbreasing trend of repeat

caesarean sections in obstetric practice.

Table 6: Distribution of Gynaecological Cases by Idication

Indication No. of cases Percentage
Adenomyosis 2 9.1%
AUB 4 18.2%
Benign polyp 1 4.6%
Fibroid uterus 6 27.3%
Heavy menstrual bleeding 3 13.6%
Ruptured Cyst 1 4.6%
Paraovarian cyst 1 4.6%
Scar endometriosis 1 4.6%
Subserosal fibroid 3 13.6%
Total 22 100.0%

Out of a total of 22 gynaecological cases, the ncostmon indication was fibroid

uterus, accounting for 6 cases (27.3%).
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Table 7: Distribution of patient on the basis of itra operative findings

obstetric | gynaecological
Estimated Mean 320.71 100.45 p value
blood loss
(ml) SD 95.52 38.01 0.001
Duration nil n 4 0 4
% 4.1% 0.0% 3.3%
<1lhr n 88 6 94
% 89.8% 27.3% 78.3%
>1hr n 6 16 22
% 6.1% 72.7% 18.3%
Type of Subcuticular n 57 11 68
suture
% 58.1% 50.0% 56.6%
Mattress n 41 11 52
% 41.8% 50.0% 43.3%
Suture Monocryl n 57 11 68
material
% 58.1% 50.0% 56.6%
Ethilon n 41 11 52
% 41.8% 50.0% 43.3%
Pre Op Inj Augmentin n 38 11 49
Antibiotic 1.2gmiv
% 38.7% 50.0% 40.8%
Inj Ceftriaxone n 60 11 71
1gmiv
% 61.3% 50.0% 59.2%
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In obstetric cases, the mean estimated blood wass 320.71 ml with a standard
deviation (SD) of 95.52 ml. In gynaecological casdsod loss was 100.45 ml with a
standard deviation of 38.01 ml. The difference stirrated blood loss between

obstetric and gynaecological cases was found gidigstically significant

Out of the total 120 cases, the majooitysurgeries (94 cases, 78.3%) lasted
less than 1 hour, while 22 cases (18.3%) lastecerttan 1 hour. The difference in
duration of surgery between obstetric and gynedobgcases was statistically

significant (Chi-Square: 53.33, P-Value: 0.001).

Out of the total 120 cases, 68 cases (56.6%) wesed using subcuticular sutures,
while 52 cases (43.3%) were closed using mattigsses.
Out of the total 120 cases, 71 cases (59.2%) reddnj. Ceftriaxone 1 gm as a

preoperative antibiotic, while 49 cases (40.8%@gnexd Inj. Augmentin 1.2 gm.

Table 8: Distribution of patients on the basis ofigns and symptoms of SSI

Type of surgery Total P value
Obstetric Gynecological
Induration Yes n 45 15 60 0.04
% 45.9% 68.2% 50.0%
No n 53 7 60
% 54.1% 31.8% 50.0%
Separation Yes n 23 10 33 0.03
of edges
% 23.5% 45.5% 27.5%
No n 75 12 87
% 76.5% 54.5% 72.5%
Wound Yes n 84 21 105 0.19
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discharg
% 85.7% 95.5% 87.5%
No n 14 1 15
% 14.3% 4.5% 12.5%
Fever with Yes n 7 2 9 0.51
tenderness at
incision site % 7.1% 9.1% 7.5%
No n 91 20 111
% 92.9% 90.9% 92.5%
Type of Superficial n 46 5 51 0.00
surgical site
infection % 46.9% 22.7% 42.5%
Deep n 52 17 69
% 53.0% 77.2% 57.5%
Organ space n 0 0 0
% 0.0% 0.0% 0.0%
Status of Healthy n 67 14 81 0.42
wound
% 68.4% 63.6% 67.5%
(72 hrs)
Unhealthy n 31 8 39
% 31.6% 36.4% 32.5%
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Graph 7: Distribution of patients on the basis of &atus of wound on post

operative day (POD 3)

Out of the total 120 cases, the majority of woumdsre reported as healthy,
accounting for 81 cases (67.5%). 39 cases (32.6%yed unhealthy wound status at
72 hours. The difference in wound healing statuswéen obstetric and

gynaecological cases was not statistically sigaiftc
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Graph 8: Distribution of patients based on the typeof surgical site infection
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Out of the total 120 cases, the majority of SSlgewdeep infections (69 cases,
57.5%), while 51 cases (42.5%) were superficiaatibns. No organ space infections

were reported.

Induration was observed in 60 cases (50.0%) overh# difference was found to be
statistically significant (P-Value: 0.04). Sepavatiof wound edges occurred in 33
cases (27.5%). Wound discharge was the most frédgueported symptom, present
in 105 cases (87.5%). However, the difference watssiatistically significant (P-

Value: 0.19). Fever with tenderness at the incissite was the least common
symptom, reported in 9 cases (7.5%) overall. THéerdince was not statistically

significant.

Table 9: Distribution of patients on the basis of ¥pe of Bacteria isolated in

wound culture reports

Type of surgery Total
Obstetric| Gynaecological
Type of No organism n 60 16 76
bacteria
% 61.2% 72.7% 63.3%
Gram negative n 24 5 29
bacteria
% 24.5% 22.7% 24.2%
Gram positive n 14 1 15
bacteria
% 14.3% 4.5% 12.5%
Total n 98 22 120
% 100.0% 100.0% 100.09

Chi-Square:1.76, P Value: 0.41, Statistically ngh8icant
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Out of the total 120 cases, no organism was obdeirvé’6 cases (63.3%). Gram-
negative bacteria were isolated in 29 cases (24@%jall. Gram-positive bacteria
were less commonly isolated, observed in 15 ca%@$%). The difference in
bacterial isolation between obstetric and gynaeapcéd cases was not statistically

significant.
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Graph 9: Distribution of patients on the basis of ype of Bacteria isolated in

wound culture reports
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Table 10: Distribution of patients on the basis ofmicroorganisms isolated in

wound culture reports

Type of surgery Total
Obstetric Gynecological
Wound Acinetobacter species 5 1 6
culture
report % 5.1% 4.5% 5.0%
Citrobacter freundii n 5 0 5
% 5.1% 0.0% 4.1%
Coagulase neg n 4 1 5
staphylococcus aureus
% 4.1% 4.5% 4.2%
Enterococcus species 1 0 1
% 1.0% 0.0% 0.8%
Escherichia coli n 5 1 6
% 5.1% 4.5% 5.0%
Klebsiella oxytoca n 1 1 2
% 1.0% 4.5% 1.6%
Klebsiella pneumoniae 3 2 5
% 3.1% 9.09% 4.1%
Methicillin resistant n 5 0 5
staphylococcus aureus
% 5.1% 0.0% 4.2%
No organism n 47 15 62
% 48.0% 68.2% 51.7%
Pseudomonas aeruginosa 5 0 5
% 5.1% 0.0% 4.2%
Skin commensals 13 1 14
% 13.3% 4.5% 11.7%
Staphylcoccus aureus 2 0 2
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% 2.0% 0.0% 1.6%
Staphylococcus epidermis 1 2 0 2
% 2.0% 0.0% 1.6%
Total n 98 22 120
% | 100.0% 100.0% 100.0%

Table 11: Distribution of patients according to risk factors in obstetric cases

Type of surgery Total
Obstetric

Duration of labour </=12 hrs n 44 44
% 57.1% 57.1%

>12 hrs n 33 33
% 42.9% 42.9%
Membrane rupture Yes n 46 46
% 66.7% 66.7%

No n 23 23
% 33.3% 33.3%

Duration of membrane <12 hrs n 40 40

rupture

% 87.0% 87.0%

>12 hrs n 6 6
% 13.0% 13.0%

Out of the total 98 obstetric cases, In terms bbla duration, 44 cases (57.1%) had
labour lasting<12 hours, while 33 cases (42.9%) had labour lastihig hours.
Membrane rupture was reported in 46 cases (66.While 23 cases (33.3%) had
intact membranes at the time of delivery. Among ¢hees with membrane rupture,
40 cases (87.0%) had rupture lasting <12 hourdgevéhcases (13.0%) had prolonged

membrane rupture lasting >12 hours.

Page 55



Results

Table 12: Distribution of patients on the basis ofisk factors

Type of surgery Total
Obstetric Gynecological
Anemia 10- n 52 12 64
Hb (g%) 10.9
% 53.1% 54.5% 53.3%
7- n 46 10 56
9.9
% 46.9% 45.4% 46.6%
Diabetes Yes n 15 6 21
Mellitus
% 15.3% 27.3% 17.5%
No n 83 16 99
% 84.7% 72.7% 82.5%
HTN Yes n 15 5 20
% 15.3% 22.7% 16.7%
No n 83 17 100
% 84.7% 77.3% 83.3%
History of Yes n 41 5 46
previous surgery
% 43.2% 22.7% 39.3%
No n 54 17 71
% 56.8% 77.3% 60.7%

In terms of anemia, 64 out of 120 cases (53.3%)Heamdoglobin levels between 10—
10.9 g%, while 56 cases (46.6%) had levels betweén9 g%.

was present in 21 cases (17.5%) overall. Hypedensias present in 20 cases

Diabetes mellitus

(16.7%) overall. A history of previous surgery weted in 46 cases (39.3%).
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Table 13: Distribution of patients on the basis opost operative stay in the

hospital
Type of surgery Total
Obstetric Gynecological
Post operative stay | </=10 n 47 7 54
(days) days
% 48.0% 31.8% 45.0%
>10 n 51 15 66
days
% 52.0% 68.2% 55.0%
Total n 98 22 120
% 100.0% 100.0% 100.0%

Chi-Square:1.89, P Value: 0.12, Statistically ngh8icant

Out of the total 120 cases, 54 cases (45.0%) lmaspital stay 0£10 days, while 66
cases (55.0%) had a hospital stay of >10 days. difierence in postoperative
hospital stay between obstetric and gynaecologoades was not statistically

significant.
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Graph 10: Distribution of patients on the basis opost operative stay in the

hospital
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Table 14: Distribution of patients on the basis oReadmission

Type of surgery Total
Obstetric Gynecological
Readmission Yes n 31 9 40
% 31.6% 40.9% 33.3%
No n 67 13 80
% 68.4% 59.1% 66.7%
Total n 98 22 120
% 100.0% 100.0% 100.0%

Chi-Square:0.69, P Value: 0.27, Statistically ngh8icant

Out of the total 120 cases, 40 cases (33.3%) medjuieadmission, while 80 cases
(66.7%) were managed without the need for readomssirhe difference in the rate
of readmission between obstetric and gynaecologicesles was not statistically

significant.
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Graph 11: Distribution of patients on the basis oReadmission
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Table 15: Distribution of patients on the basis o§econdary suturing

Type of surgery Total
Obstetric | Gynecologica

Secondary suturing Yes n 52 17 69

% 53.1% 77.3% 57.5%

No n 46 5 51
% 46.9% 22.7% 42.5%
Total n 98 22 120
% 100.0% 100.0% 100.0%

Chi-Square:4.31, P Value: 0.03, Statistically Sigant

Out of the total 120 cases, 69 cases (57.5%) redjigecondary suturing, while 51
cases (42.5%) healed without the need for secorglgtying. The difference in the
need for secondary suturing between obstetric gndeagological cases was found to

be statistically significant.

80.00%

77.30%

70.00%
60.00%
50.00% 46.90%
40.00%

30.00%

22.70%

20.00%

10.00%

0.00%
YES NO

B Obstetric B Gynecological

Graph 12: Distribution of patients on the basis okecondary suturing
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Table 16: Different microorganisms and sensitivity

Microorganism isolated

Sensitivity

Acinetobacter species

Aztreonam, meropenem, lirzol

Citrobacter freundii

Tetracycline, cotrimoxazolexgicycline, amikacin,
linezolid, gentamycin

Coagulase negative

staphylococcus aureus

Ampicillin, gentamycin, levofloxacin, linezolid, peillin,

piperacillin and tazobactum , cotrimoxazole, amjfinci

Enterococcus species

Linezolid, penicillin

Escherichia coli

Gentamycin, tetracyclin, cotrimpeke, meropenem,
amikacin

Klebsiella oxytoca

Meropenem, gentamcyin

Klebsiella pneumoniae

Meropenem, tetracyclin, loliglz gentamycin, amikacin,

Methicillin resistant

staphylococcus aureus

Doxycycline, cefotaxin, linezolid, gentamycin

Pseudomonas aerugino

skleropenem, amikacin, imipenem, aztreonam, cefepime
ciprofloxacin, levofloxacin, cotrimoxazole, pipeiiéin and

tazobactum

Staphylococcus aureus

D

ampicillin, gentamycin, lexaicin

doxycycline

Staphyloccus epidermis

Levofloxacin, ciprofloxadingzolid, clindamycin,

D

clindamycin
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DISCUSSION

The objective of the current research was to amicethe microbiological profile,
antimicrobial susceptibility patterns, and relats#t factors of surgical site infections
(SSI) that occur after obstetric and gynaecologicatedures. The major purpose was
to identify the bacterial pathogens that causeisalgite infections (SSIs) and their
sensitivity to antibiotics. The secondary objectivas to discover the risk factors that
contribute to the development of surgical site atiftns (SSIs) in patients who are
undergoing obstetric and gynaecological procediBesnveen the months of January
2024 and January 2025, the research was condudieel KLE'S Dr. Prabhakar Kore

hospital in Belagavi, Karnataka, in the departn@drabstetrics and gynaecology

Type of Surgery: Elective/Emergency Status

The bulk of the cases in this study were obstetmgeries (98 cases, or 81.7%), as
opposed to gynaecological surgeries (22 casesg.8f4). The total number of cases
investigated in this study was 120. The fact thadtetric cases made up a bigger
amount of the surgical workload in the departmdnplustetrics and gynaecology is
reflected by this fact. According to this studygeeater number of obstetric cases
were emergency procedures (79 instances, or 80.6¥greas all gynaecological
cases were considered to be elective rather thaessary. The difference was
statistically significant (p-value = 0.001), whighdicates that instances involving

obstetrics were more likely to require immediateg&al intervention.

The University of Calabar Teaching Hospital (UCTMjs the location of a
comparable prospective study that was carried guNjoku and colleagues. The
study involved 600 patients who had undergone ceasasections. Among the 600

cases, 410 (68.3%) were caesarean sections pedamresponse to an emergency,
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while 190 (31.7%) were caesarean sections perforomedan elective basis
Emergency surgical procedures were responsibl82di% of the obstetric cases and
17.39% of the gynaecological cases in the studylected by Panchal et al. In cases
of emergency laparoscopic surgical procedures (DS@fe rate of post-operative
wound infection was greater (82.6%) than in caséselective LSCS (60%)

procedured’ The results in this study were comparable to tealtg in other studies.

Age

In this particular study, the majority of patiemtsre between the ages of 20 and 29
years old, which accounted for 75 instances (6206%he total numbers). From the
total number of obstetric cases, 73 out of 98 came34.5 percent, were in the age
category of 20-29 years, followed by 19 cases,%4 percent, in the age group of
30-39 years. The distribution was more evenly ithisted throughout the various age
groups in cases with gynaecological conditions.olid of 22 instances, or 45.5%,
were accounted for by individuals in the age brackel0—-49 years old. This was the
largest proportion. The difference in age distiidut between obstetric and
gynaecological cases was determined to be staligtisignificant. This means that
the difference is substantial. According to Njokua&, the highest rate of Social
Security Income (SSI) was observed among adolescaged 19 years or under
(16.7%). The age groups of 20-29 years (7.4%), 3Qdrs (8.8%), and40 years
(5.3%) had a lower rate of incidence than the o#lger groups. On the other hand, the

difference did not meet the criteria for statidtisignificance (p = 0.44)"°

Patients in the study by Jain AK et al. rangeddge &om 18 to 42 years, with the
majority of them (41.7% of them) being between diges of 23 and 27. On the other
hand, the frequency of SSI was highest among waoaged 37 and older (17.39%5).

The results in this study were not comparable éaréfsults in other studies.
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BMI

Fifty-five cases, or 45.8 percent, of the total t28es were patients who had a body
mass index (BMI) that was within the normal randdter this, there were 44
instances (36.7% of the total) assigned to thevesight category, and 19 cases
(15.8% of the total) assigned to the obese catedorye category of obstetric cases,
44 out of 98 cases belonged to the normal body mnaex (BMI), whereas 35 cases
(35.7% of the total) were considered to be overieigbesity was present in 17
patients (17.3%). In the field of gynaecology, 1t of 22 cases (or 50 percent) fell
into the normal body mass index (BMI) group, wher@anstances (or 40.9%) were
considered to be overweight. Just two of the case$9,1%, were obese. Statistical
analysis revealed that there was no significaniatian in the distribution of body
mass index (BMI) between obstetric and gynaecoldgiases. The researchers Njoku
et al. found that those with a body mass index (BMfi 30 or higher had a
substantially greater incidence of surgical sitedtions (SSI) (11.5%) compared to
those with a BMI of less than 30 (6.9%) (p = 0.028)Higher body mass index
(BMI) (>25) was found to be substantially linked with S2B.2% SSI rate,
p<0.0001) in the study conducted by Jain AK ef%lThe results in this study were

comparable to the results in other studies.

Socioeconomic Status

For the purpose of this investigation, the majodfypatients were members of the
middle class, which accounted for 76 cases (63.38#er this, there were 35
instances (29.2%) registered in the lower middéss| and there were seven cases
(5.7%) regqistered in the lower class. Patients fritve middle class made up the
majority of those who were diagnosed with obstetanditions (66 out of 98 cases, or

67.3%), followed by patients from the lower middlass (27.6%) in the number of
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instances. A slightly different distribution was seloved in cases involving
gynaecological conditions. In terms of the numbércases, the middle class
accounted for the biggest proportion (10 out ofca%es, or 45.5%), followed by the
lower middle class, which accounted for 46.4 percérihe cases. It was shown that
there was a statistically significant variationtite socioeconomic status distribution
of obstetric and gynaecological cases. In a studgdected by Panchal and
colleagues, it was found that malnutrition and \&dp socioeconomic position were
important factors that contributed to post-opegtivound infections’’ According to
Kangan et al., the rates of SSI were highest amoogmen who belonged to the
upper-middle and lower-middle socioeconomic classé@wever, the researchers
found that there were no statistically significadifferences across the various
socioeconomic group$.The results in this study were comparable to #wilts in

other studies.

Parity

Parity 1 (50 instances, 41.7% of the total) andtyar (51 cases, 42.5% of the total)
were the two categories that had the largest ptigpoof cases documented in this
study. Patients who were in the parity 1 and p&ityroups made up the majority of
those who encountered obstetric cases. To be meufis, 52 percent of the 98 cases
were in the parity 1 category, while 42 percenttluf cases were in the parity 2
category. Within the nulliparous (PO) group, therere no incidences of obstetric
complications recorded. When it came to gynaecoligtases, the distribution was
more evenly distributed. Both parity 2 and parityw8re represented in the same
proportion, with 9 cases (or 40.9% of the totalgcérding to the findings of the

study, there is a statistically significant vamatiin the distribution of parity between

obstetric and gynaecological cases.
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Multiparity was found to be a substantial risk @actor surgical site infections (SSI)
in obstetric patients, accounting for 32.2% of tases, according to Umare et al.
findings*® In Panchal et al., Multiparity was identified asignificant risk factor for
increased post-operative wound infection ratesbstetric case$! The results in this

study were comparable to the results in other studi

Type of Surgical Procedure

According to the findings of this research, theggal method that was performed the
most frequently was a full-term emergency LSCS (kpwsegment Caesarean
Section), which accounted for 62 instances (51.7%lis emphasises the large
number of caesarean sections that are performethergency situations in the field
of obstetrics. When it came to obstetric casestebknique that was carried out the
most commonly was full-term emergency LSCS (62ail@8 cases, or 63.3%). This
was followed by preterm emergency LSCS (17 cagek/ 8%) and full-term elective
LSCS (13 cases, or 13.3%). Total abdominal hysteneg (TAH) was the procedure
that was performed the most frequently in gynaegiold patients, accounting for 17
out of 22 cases; this represents 77.3% of the.tQtler gynaecological treatments
included myomectomy (two instances, nine percent] axploratory laparotomy
(three cases, thirteen percent or thirteen percent)Panchal et al?’ majority of
obstetric cases involved LSC8mong gynecological cases, hysterectomy was the
most common procedure. The results in this studyewemparable to the results in

other studies.
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Obstetric Cases Based on Indication

Previous Lower Segment Caesarean Section (LSCS)heasost common indication
in this study, accounting for 31 instances (31.@&Uf) of a total of 98 obstetric cases.
This was the most common indication. This is aeetfon of the growing trend in
obstetric practice of performing caesarean sectiooie than previously. There were
also other important signs, including as severeeganpsia (PE), poor maternal
bearing down, and placenta accreta spectrum, allhach were observed in 2.1% of
cases respectively. The authors Panchal et al. asiggd the fact that emergency
LSCS patients were related with higher post-opegatiound infection rates. This
was attributable to a number of factors, includangtracted labour, premature rupture
of membranes (PROM), frequent vaginal inspectiarsl anaemia’’ The most
common reason for a caesarean section, accordidgjtullahu et al., was a history
of previous caesarean delivery, which accounted4ot% of all cases” The results

in this study were comparable to the results iro#tudies.

Gynaecological Cases Based on Indication

The fibroid uterus was the most common indicatiorthis study, accounting for 6
instances (27.3%) out of a total of 22 gynaecoklgiases. This study was conducted
in the United States. The second most common sympt@s abnormal uterine
bleeding (AUB), which was responsible with four tarsces (18.2%) of the total.
Subserosal fibroid and heavy menstrual flow wertd lobbserved in three cases, which
accounts for 13.6% of the total. The fact that tleg disorders and issues associated
to fibroids were the primary reasons for gynaecaimigprocedures is reflected by

this.
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Estimated Blood Loss

It was shown that the mean estimated blood loss smastantially larger in cases
involving obstetrics as opposed to situations imvg gynaecology. The mean
estimated blood loss in obstetric cases was 32@nilllitres, with a standard
deviation (SD) of 95.52 millilitres among the casElse average estimated blood loss
in gynaecological cases was much lower than theageeblood loss in other
instances, coming in at 100.45 ml with a standaediadion of 38.01 ml. It was
discovered that there was a statistically significaariation in the amount of blood
loss that was predicted to occur between obstatrit gynaecological cases (p-value
equivalent to 0.001). With this information, it a#ps that obstetric procedures are
linked to a greater amount of blood loss. Estimdi®od loss greater than one litre
was shown to be related with a considerably in@@assk of surgical site infection
(16.4%) in comparison to blood loss of less thaa liine (7.6%).46The results in this

study were comparable to the results in other studi

Duration of surgical procedure

The majority of the surgeries, which accounted¥bout of the total 120 cases, lasted
for less than one hour. On the other hand, 22 bthieo120 cases, which accounted
for 18.3 percent of the total, lasted for more tlwene hour. There were only four
occurrences, which accounts for 3.3% of the tolet were documented without any
specific length. Regarding obstetric cases, theortgjof procedures (88 out of 98
cases, or 89.8%) were completed within one hourlewdnly six instances (or 6.1%
of the total) lasted longer than one hour. Thigaatks that the majority of obstetric
surgeries were completed within one hour. The bbilgynaecological procedures, on
the other hand, lasted for more than an hour, wily Six cases (27.3% of the total)

lasting for less than twelve minutes. Three-quartéithe twenty-two cases, or fifteen
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out of twenty-two, lasted for more than an hour.aNttomparing the amount of time
spent on surgery between obstetric and gynaecalbggses, it was shown to be
statistically significant that there was a diffecenin the amount of time spent on

surgery.

Type of Suture and Suture Material Used

Sutures were used to close 68 of the total 120sctsd were investigated in this
study. Mattress sutures were used to close 52eofdlses, collectively accounting for
43.3% of the total. Subcuticular sutures were ugsedtreat 68 of the cases.
Undercuticular sutures were utilised in the closafes7 out of 98 obstetric cases,
which constitutes 58.1% of the total. Mattress sdpon the other hand, were utilised
in the closure of 41 instances, which constitutt8% of the total. The utilisation of
various kinds of sutures was distributed uniforrabross the board when it came to
gynaecological circumstances. The subcuticularrestwere used to close eleven out
of twenty-two cases, while mattress sutures weesl us close eleven of the cases.
The rate of closure being fifty percent is représdnby this. Monocryl was the
preferred suture material in both obstetric andaggological circumstances, with
53.6% of the total number of cases employing thagemal. This is comparable to the
previous statement. On the other hand, monocryl smasessful in closing 57 out of
98 obstetric cases, which accounts for 58.1% of tthtal, and 11 out of 22
gynaecological cases, which accounts for 50.0%heftotal. In total, there were 52
instances in which ethilon was utilised, which gualent to 43.3% of the total
numbers. The obstetric cases accounted for 41 %)1.8f these, whereas the
gynaecological cases accounted for 11 (50.0%) efeh There was no way to
determine whether or not there were any significtifierences between the groups

studied.
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Preoperative Antibiotic Use

As a preoperative antibiotic, 71 cases (59.2%) vgiaren intravenous ceftriaxone 1
gm, and 49 instances (40.8%) were given intravermuggnentin 1.2 gm. The total
number of cases was 120. Sixty out of 98 patienits§1.3%, were administered
intravenous ceftriaxone at a dosage of 1 grammeéev@8 cases, or 38.7%, were
administered intravenous augmentin at a dosageZofjrhmmes. In gynaecological
patients, the distribution was more balanced, wlifh out of 22 cases receiving
intravenous ceftriaxone at a dosage of 1 grammed, the remaining 11 cases
receiving intravenous augmentin at a dosage ofjfathmes. Preoperative antibiotic
prophylaxis was consistently administered in thedgtby Kangan et al., with the
majority of the antibiotics being ampicillin or ¢edxone. On the other hand, neither
the timing nor the antibiotic choice had a sigrificimpact on the incidence of S&l.

In Jain AK et al.,* failure to administer preoperative prophylactictilaintics

significantly increased the SSI risk. The resuttghis study were comparable to the

results in other studies.

Status of Wound at 72 Hours Postoperatively

The majority of the wounds that were reported asgbealthy in this study were 81
out of a total of 120 instances, which account$6ib6% of the overall percentage. At
the 72-hour mark, 39 instances, or 32.5%, had ataeptable wound condition.
When it came to obstetric cases, 67 out of 98 cé&&4%) had a healthy wound
status at 72 hours, while 31 cases (31.6%) reveatednhealthy wound status. A
healthy wound status was present in 14 out of 2fanctes (63.6% of the total) that
were gynaecological, while an unhealthy wound statas seen in 8 cases (36.4% of
the total). When comparing the wound healing stafusbstetric and gynaecological

patients, there was no statistically significaritedence between the populations. It is
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not possible to draw any comparisons between tiegrfys of this study and those of

other investigations.

Type of SSI

There were a total of 120 instances of surgicalisitections (SSls), 60 of which were
deep infections (57.5% of the total), whereas 5thefcases (42.5% of the total) were
superficial infections. There were no reports deations in the organ space. The
deep infections that occurred in 52 out of 98 dbistecases (53.0%) were more
prevalent than the superficial infections that ooed in 46 cases (46.9%). Regarding
gynaecological cases, seventeen out of twenty-tages (or 77.2%) were deep
infections, whereas only five instances (or 22.7%tle total) were superficial

infections. The majority of the infections that weound in Zejnullahu et al. were
superficial incisional SSIs (93.75 percent), wheréfae remaining infections were
deep incisional SSIs (6.25%). There were no repairtsifections in the organs or

spaces™ The results in this study were comparable to tseltg in other studies.

Signs and Symptoms of SSI

During the course of this research, induration i@snd in sixty cases, which
accounts for fifty percent of the total. In gynalegical cases, it occurred far more
frequently (15 out of 22 cases, or 68.2%), in casitrto obstetric cases, which
occurred 45 out of 98 times, or 45.9% of the tirtewas discovered that the
difference was statistically significant, which la@&searchers to conclude that
induration was more frequently connected with ggo#mgical treatments. In 33
cases, twenty-seven and a half percent, the wouadyins were apart. When
compared to obstetric cases, which accounted fau2®f 98 cases, the incidence of

this condition was much higher in gynaecologicalesa(10 out of 22 cases, 45.5%).
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In 105 cases, or 87.5%, the patient reported espeing wound drainage. This was
the most often reported symptom. The occurrenchisfphenomenon was seen in 84
out of 98 instances of obstetrics (85.7%), andlino@t of 22 cases of gynaecology
(95.5%). Nevertheless, the difference did not m#et criteria for statistical
significance. In all, nine instances, or 7.5% d tbtal, were reported to have fever
together with soreness at the incision site. Thas tihe least prevalent symptom. The
difference did not meet the criteria for statistisignificance. According to Kangan et
al., the symptoms that were most frequently obgsemwere purulent discharge (75
percent), pain and discomfort (62.5%), induratiard sswelling (33.3%), wound
dehiscence (25 percent), fever (20.8%), seroushdige (16.7%), and erythema
(8.3%).32 Approximately seventy percent of people who had &8# moderate
erythema or irritation. A serosanguinous or purulgischarge was observed in 22%
of the patients, and 8% of the patients complaivied serious deep infectidf.The

results in this study were comparable to the resnlbther studies.

Type of Bacteria Isolated from Wound Culture

According to the findings of this investigation,taf a total of 120 cases, 76 cases
(63.3%) did not include any organisms. In caseslinng obstetrics, bacterial growth
was not present in sixty out of ninety-eight ca¢@t.2%), whereas in situations
involving gynaecology, it was not present in sixteeit of twenty-two cases (72.7%).
A total of 29 cases, or 24.2% of the total, wenenfth to have Gram-negative bacteria.
The prevalence of these findings was establish@d icases of obstetrics (24.5%) and
5 cases of gynaecology (22.7%). Gram-positive bacteere recovered in a smaller
percentage of instances, with only 15 cases (12ca#tiaining them. While they were
discovered in 14 cases of obstetrics (14.3%), thexe only discovered in one case of

gynaecology (4.5%). There was not a statisticatipiicant difference in the amount
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of bacteria that was isolated from obstetric andagyological cases. There were a
total of 51 wound swabs obtained for the study gkl et al., and 47 of them
(92.2% of the total) revealed evidence of bactegralwth. Twelve cases, or 25.5%,
were discovered to have mixed growth, which isrdlias the presence of more than
one isolatd® In Panchal et al., Out of 115 wound swabs coltkc89 (77.39%)
showed no bacterial growth. Positive bacterial ure were found in 26 cases
(22.6%)*" In Jain AK et al., Out of 280 SSI cases, 254 (%).had positive wound
cultures, with 9.3% sterile cultures likely dueatatibiotic treatment before cultufe.

The results in this study were comparable to tealte in other studies.

Wound Culture Reports

In this particular investigation, out of a total 120 instances, 62 cases (or 51.7% of
the total) were found to have no evidence of badtgrowth. In cases involving
obstetrics, there was no growth discovered in 47 aju98 cases (48%) and in
situations involving gynaecology, there was no glofound in 15 out of 22 cases
(68.2%). The skin commensals were the most oftentiflied organisms among the
bacterial isolates. They were discovered in l4amsts (11.7%), 13.3% of which
were obstetric cases, and 4.5% of which were gyiagical cases. In six cases, or
five percent of the total, Acinetobacter specied Bacherichia coli were found to be
present. Both methicillin-resistant Staphylococauseus and Citrobacter freundii
were found to be present in five instances, whattoants for 4.1% of the total. There
were five cases (4.2%) in which coagulase-nega8t@phylococcus aureus was
found. Four of these cases were obstetric casd$oj4.and one of them was
gynaecological (4.5%). Gram-negative organisms,panticular Escherichia coli,
Acinetobacter species, and Klebsiella pneumoniagevamong the most prevalent

isolates in both obstetric and gynaecological cagesording to the findings of the
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study. According to Kangan et al., the bacteriuat thas isolated the most frequently
was Staphylococcus aureus (20.8%). This was foliblaye Escherichia coli (16.7%),

other staphylococci species (16.7%), Klebsiellaupmeniae (8.3%), Acinetobacter,
Citrobacter koseri, and Enterococcus faecium (€a2%).32: Klebsiella pneumoniae
(24.4%) and Staphylococcus aureus (22.1%) werernib®t prevalent isolates in the
study conducted by Jain AK et al., which found Baam-negative bacteria were the

most prevalent 63% of the microorganisins.

In the study conducted by Umare et al., it was shdlwat Escherichia coli was the
most often isolated organism in surgical site ititats (SSI). This particular organism
was responsible for 35.5% of all cases, makinget most prevalent pathogen. The
bacteria that was responsible for 19.4% of infediovas Staphylococcus aureus,
which was the second most often identifiable organiEleven percent of the cases
were discovered to include Pseudomonas, where&s tigty-three percent of the

patients contained methicillin-resistant Staphytmes aureus (MRSAY.

In surgical site infections (SSI) that occurreceatower segment caesarean section
(LSCS), the organisms that were isolated the mostnconly were Staphylococcus
aureus. This particular organism was responsiblel7039% of all cases, making it
the most prevalent pathogen. This information wasvided by Panchal et al.
Escherichia coli and Pseudomonas aeruginosa wetefeand in 1.73 percent of the
patients, which indicates that they have a roléeas prevalent but still substantial
contributors to infection. It was found that Kleddta and Enterococci were isolated in
0.86% of cases each, which indicates that the pcesef these bacteria in SSI cases
is relatively low but nonetheless noticeabfé.The results in this study were

comparable to the results in other studies.
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Duration of Labour and Membrane Rupture in Obstetric Cases

During the course of this research, 42.9% of ohstetases were found to have
prolonged labour (more than 12 hours). There wé&&% of cases in which the
membrane ruptured, with the majority of rupturestifeg less than 12 hours. The fact
that prolonged labour and membrane rupture aremely common during obstetric
procedures is reflected in this.The authors Panehall. emphasised the fact that
emergency LSCS patients were related with highest-pperative wound infection
rates. This was attributable to a number of factamsluding protracted labour,
premature rupture of membranes (PROM), frequenin@hgnspections, and anaemia.

*" The results in this study were comparable to tselte in other studies.

Risk Factors for SSI

Regarding the levels of haemoglobin, this studytbthat 64 out of 120 cases (53.3%
of the total) had haemoglobin levels that were leetw10 and 10.9 g%, while 56
cases (46.6% of the total) had levels that werevde 7 and 9.9 g%. Out of 98
instances, 52 cases (53.1%) had haemoglobin I¢vatsvere between 10 and 10.9
grammes per decilitre, whereas 46 cases (46.9%)evats that were between 7 and
9.9 grammes per decilitre. The range was comparablénstances involving

gynaecological conditions, with 54.5% of cases hgwuiaemoglobin levels between
10 and 10.9 g% and 45.4% having levels betweend?ah g%. In total, there were
21 patients (17.5%) that were diagnosed with desbetellitus. Compared to obstetric
cases, which accounted for 15.3% of all instanggsaecological patients had a
higher incidence of the condition, with six outtafenty-two cases (27.3%). Twenty
of the cases, or 16.7% of the total, were fountawee hypertension. Comparatively,
the incidence of this condition was slightly higharobstetric patients (15 cases,

15.3%) than it was in gynaecological cases (5 ¢a&23%). In forty-six(39.3%) of
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the cases, a history of previous surgical procedwas found. In comparison, the
incidence of this condition was significantly higha obstetric cases (41 out of 98
cases, or 43.2%) than in gynaecological patientsu{Sof 22 cases, or 22.7%). It was
shown that both obstetric and gynaecological cases associated with high rates of
anaemia (Hb 7-9.9 g%), diabetes, and hypertenBiariier surgical procedures were
performed more frequently in obstetric circumstandewas found by Umare et al.
that multiparity was the most common risk factor $argical site infection (SSI) in
obstetric cases. This factor was responsible f®2%®2f all cases, making it the most
significant contributor to infection risk. In 13.5%f instances, anaemia and
inadequate preoperative preparation were showe tisk factors. This highlights the
significance of optimising maternal health and salgreadiness in order to reduce
the likelihood of complications. The presence dbdites mellitus was recorded in
10.16 percent of cases, which is indicative ofitiezeased susceptibility of diabetic
patients to postoperative infections. With obeaitg hypertension being diagnosed in
6.77% and 5.08% of cases, respectively, prolongedesy lasting more than two
hours was related with a risk of surgical site atiten (SSI) that was 10.1% higher
than the overall risk. In instances involving gyo@egy, diabetes mellitus was shown
to be the most prevalent risk factor, accounting28.07% of infections. More than
two hours of surgery was associated with a 15.38%lénce of surgical site infection
(SSI), highlighting the importance of developindeefive surgical procedures to
reduce the amount of time spent in the operatiogntoAn increased risk of surgical
site infections (SSI) was found to be associateth wedvanced age, obesity, and
vertical incision.*® The results in this study were comparable to tiselte in other

studies.
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Postoperative Hospital Stay

There were a total of 120 instances in this staayl out of those, 54 cases (or 45%)
had a hospital stay of less than or equal to te/s,dahile 66 cases (or 55%) had a
hospital stay that was more than ten days. Therse avaeasonable amount of
equilibrium in the postoperative stay for obstetiéses. Forty-eight percent of the 98
patients were discharged within ten days, wheré&astivo percent of the cases
required a stay of more than ten days on averaggtuations involving gynaecology,
a prolonged hospital stay was more frequently oleskerOut of the 22 instances, only
seven cases (31.8%) required a stay of less tharddgs, whereas fifteen cases
(68.2%) required a stay of more than ten days.dses involving obstetrics and
gynaecology, there was no statistically significdifference in the length of time
people stayed in the hospital after the operathamtording to Kangan et al., several
patients required readmission, daily dressingsaweinous antibiotics, and secondary
suturing as a result of sexually transmitted intect (SSI), which greatly lengthened
their hospital stay® The results in this study were comparable to tiselte in other

studies.
Readmission

The total number of cases was 120, and out of thiBeases (33.3% of the total)
required readmission, while 80 cases (66.7% oftdked) were administered without
the need for readmission. When it came to obsteiges, 31 out of 98 patients
(31.6%) required readmission, whereas 67 cased%@8lid not require readmission.
The rate of readmission was slightly greater intanses with gynaecological
conditions, with nine out of twenty-two cases (40.9f the total) necessitating
readmission, while thirteen cases (59.1% of tha)tolid not require readmission. The

difference in the rate of readmission between caseserning obstetrics and those
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concerning gynaecology did not meet the criteria dtatistical significance. The
outcomes of this study were comparable to thefligsliof other studies that have been

conducted.

Secondary Suturing

There were a total of 120 instances in this stady, out of those, 69 cases (57.5% of
the total) required secondary suturing, whereasdasks (42.5% of the total) healed
without the need for secondary suturing. In case®Iving obstetrics, secondary

suturing was necessary in 52 out of 98 cases (52fl#e total), while 46 cases

(46.9% of the total) did not require it. Only fiveases (22.7%) were able to heal
without the need for secondary suturing, while sésen out of twenty-two cases

(77.3%) required secondary suturing. It was shohait there was a statistically

significant difference between the number of priynsuturing procedures that were
required for obstetric and gynaecological casesois#ary suturing was necessary in
86.08 percent of the cases that were examined bghahet al*’ The results in this

study were comparable to the results in other studi

Antibiotic Sensitivity Pattern of Isolated Microorganisms

» In this study, Acinetobacter species were sensitige aztreonam,
meropenem, and linezolid. This indicates that gaebams and
oxazolidinones are effective in treating Acinetdbaanfections.

= Citrobacter freundii showed sensitivity to a broashge of antibiotics,
including tetracycline, cotrimoxazole, doxycyclinemikacin, linezolid,
and gentamycin. This suggests that both aminogigessand tetracyclines

are effective against Citrobacter infections.
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» Coagulase-negative Staphylococcus aureus was igentit ampicillin,
gentamycin, levofloxacin, linezolid, penicillin, p#racilin and
tazobactam, and cotrimoxazole.

= Escherichia coli was sensitive to gentamycin, tstthne, cotrimoxazole,
meropenem, and amikacin. Carbapenems and aminaghgso remain
effective against E. coli infections.

= Methicillin-resistant Staphylococcus aureus (MRSApwed sensitivity to
doxycycline, cefotaxime, linezolid, and gentamyddxazolidinones and
aminoglycosides were particularly effective agaM&SA.

» Pseudomonas aeruginosa demonstrated sensitivity m@ropenem,
amikacin, imipenem, aztreonam, cefepime, ciprofbixa levofloxacin,
cotrimoxazole, and piperacilin and tazobactam. b@penems,
aminoglycosides, and fluoroquinolones were highlfeative against
Pseudomonas infections.

= Staphylococcus aureus showed sensitivity to antipicilgentamycin,
levofloxacin, and doxycycline, indicating the efigeness of
aminoglycosides and fluoroquinolones.

» Staphylococcus epidermis was sensitive to levofioxaciprofloxacin,
linezolid, and clindamycin. This suggests that fhguinolones and

oxazolidinones are effective against Staphylocoegidermis infections.

According to Zejnullahu et al., the bacteria thatrev isolated from surgical site
infections (SSI) had various degrees of sensititity antibiotics. The fact that
cefazolin and gentamycin were shown to be effectargibiotics for treating

infections produced by Staphylococcus aureus ideenie that these antibiotics are

excellent treatment options for infections causgdhis organism. It was shown that
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Escherichia coli was sensitive to both meropenedchamikacin, which indicates that
these antibiotics have the potential to be sucubgditilised in situations involving
this bacterium. Due to the fact that Enterococ@exdlis was sensitive to linezolid,
this antibiotic was an excellent choice for tregtinfections that were caused by this
individual. Pseudomonas aeruginosa was found teebeitive to both ciprofloxacin
and meropenem, which demonstrates the efficachexfe antibiotics in the treatment
of infections that are caused by this bactefi&taphylococcus aureus was shown to
have a high susceptibility to both amikacin andpemem, with both antibiotics
demonstrating an effectiveness rate of 72.7%,aedby Njoku et al. Because it was
discovered that Escherichia coli is extremely demsito imipenem, which has a
sensitivity rate of one hundred percent, imipengm dependable treatment option for
infections that are caused by this causative agsmhilar to the last example,
Pseudomonas aeruginosa demonstrated a hundrechipsesesitivity to imipenem,
which is evidence that the antibiotic is effectagainst this resistant bacteria. On the
other hand, gram-negative bacteria were shown ve hahigh level of resistance to
cephalosporins and amoxicillin/clavulanate. Thigding brings to light the growing
problem of antibiotic resistance and the necessitgelecting antimicrobial therapy
with caution based on sensitivity testifighccording to Umare et al., cefotaxime was
the most effective antibiotic for treating surgicsite infections (SSI). It had a
sensitivity rate of 40.27 percent, which made é thost trustworthy option among the
antibiotics that were evaluated. A sensitivity raik 23.61% was observed by
amikacin, while a sensitivity rate of 22.22% wasmdestrated by gentamycin,
demonstrating that both antibiotics are somewhatessful in the management of
SSI cases. Linezolid demonstrated a reduced satysitate of 8.33%, which gives
the impression that it is only partially effectigmgainst the microorganisms that were

identified. This antibiotic has a large amount es$istance, as seen by the fact that
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amoxiclav had the lowest sensitivity, which was5846*° The following antibiotics
have been shown to have a high level of sensitagfginst the bacteria that are most
frequently isolated in surgical site infections (S&s stated by Panchal et al. In the
case of Staphylococcus aureus, the sensitivityirtezolid was found to be one
hundred percent, whereas the sensitivity ratefukacin and piperacillin/tazobactam
was identically eighty-five percent. In additionleKsiella demonstrated a hundred
percent sensitivity to amikacin and piperacillimibactam, which demonstrates that
these antibiotics are helpful in treating infeciaihat are caused by this bacterium.
The fact that enterococci showed a sensitivity e dlundred percent to linezolid is
evidence of the drug's impressive efficacy in trepinfections of this kind*’ In
Kangan et al., most effective antibiotic was Linezo(100% sensitivity.
Ciprofloxacin exhibited significant resistance, nmakit less favorable for empirical

treatment?
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CONCLUSION

In conclusion, the post-caesarean SSI rate is higimeour hospital. Wherein,
emergency cases had higher rate of SSI than edectiges. The most common
indications for obstetric surgeries developing S#&ire previous LSCS and fetal
distress, while fibroid uterus and abnormal utebleeding were the leading causes in
gynaecological procedures. Gram-negative organigragijcularly Escherichia coli
and Acinetobacter species, were more frequentlyatsd, with Carbapenems,
Aminoglycosides, and Oxazolidinones being the naffeictive antibiotics. The use of
pre- and postoperative antibiotics, timing of pre@ive antibiotics, proper handling
of sterile instruments, intra-op suturing technsjuend materials, postoperatively
proper wound care practices by doctors postopelgtare crucial in bringing down
the overall number of SSI. Besides, preceding naditstory such as diabetes and
chronic hypertension should be supervised effityetat prevent the development of
SSI. This will improve patient safety and decretiefinancial burden on individuals

and healthcare facilities.
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LIMITATIONS

Following are the limitations of the study —

1. The study was conducted in a single centre, wiriay limit its generalizability of

the results.

2. Only superficial and deep SSls were observethguhe study period; organ-space

infections were not reported, possibly underesimgahe total SSI burden.

3. Prior use of empirical antibiotics in some patise might have affected wound
culture results, resulting in a number of cultuegmative cases and limiting the

accuracy of microbiological analysis.
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SUMMARY

During the study period of one year from Januar@22ll January 2025, 186 women
were screened who developed SSI after obstetric gywhecological surgical
procedures. A total of 120 patients were recruitethe study and analysed and 82
patients were not recruited ( 3 patients did ngegionsent , 39 patients developed
SSI after 30 days of the procedure and 24 wereatgeioutside the hospital). A total
of 120 women had SSI following obstetric surger{®i.7%) and 22 women
following gynaecological surgeries (18.3%). The iwemof emergency surgeries
were 79 (65.8%), which included emergency lowensag caesarean section (LSCS)
and the elective cases were 41 (34.2%), which ceexbrof elective LSCS, tubal
ligation, and gynaecological surgeries such asl tatadominal hysterectomy,

laparotomy , myomectomy.

The age distribution showed that most obstetriesasgere in the 20-29 years age
group (74.5%), while gynaecological cases were nsoramon in older patients aged

40-49 years (45.5%).

In terms of body mass index (BMI), most patientd hanormal BMI (45.8%) or were
overweight (36.7%), with no significant differencbetween obstetric and
gynaecological cases. Socioeconomic status anatgsigaled that most patients

belonged to the middle class (63.3%).

Parity analysis showed that most obstetric cases meparity 1 (50.0%) and parity 2
(42.9%), whereas parity 2 and parity 3 were mom&raon in gynaecological cases.
Among obstetric cases, the most common indicatweie previous LSCS (31.6%),

meconium-stained liquor (MSL) (19.4%), and fetadtdiss (8.2%). In gynaecological
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cases, the most common indication was fibroid st€é27.3%), followed by abnormal

uterine bleeding (AUB) (18.2%).

The most frequently performed obstetric proceduss Wull-term emergency LSCS
(63.3%), while total abdominal hysterectomy (TAHY (3%) was the most common
gynaecological procedure. Estimated blood loss sigisificantly higher in obstetric

cases compared to gynaecological cases. Proloafpedr was observed in 42.9% of
obstetric cases, and membrane rupture occurre@. #¥®of cases, with most ruptures

lasting<12 hours.

Preoperative antibiotics were given in all case) Wj. Ceftriaxone 1 gm being the
most commonly used (59.2%) and Inj. Augmentin 1n2 @0.8%). Postoperative
hospital stay was longer than 10 days in 55.0%aeés, particularly in gynecological

cases.

Subcuticular sutures and Monocryl were the mostmonly used sutures, with no
significant difference between obstetric and gyosmgical cases. At 72 hours
postoperatively, most wounds were healthy (67.5%@wever, secondary suturing
was more frequently required in gynaecological sg43&.3%) compared to obstetric

cases (53.1%).

Readmission was required in 33.3% of cases. Risforfs for surgical site infections
(SSI) included anemia (Hb 7-9.9 g%), diabetes msll{17.5%), and hypertension
(16.7%). A history of previous surgery was morgyfrent in obstetric cases (43.2%)

than in gynecological cases (22.7%).

Signs and symptoms of SSI included induration (&),0separation of wound edges
(27.5%), wound discharge (87.5%), and fever withdégness at the incision site

(7.5%).
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No organism was reported in 63.3% of cases. Ambegpositive cultures, gram-
negative bacteria (24.2%) were more frequentlyaisal than gram-positive bacteria
(12.5%). Escherichia coli, Acinetobacter speciesad aMethicillin-resistant

Staphylococcus aureus (MRSA) were the most commenlgted organisms.

Gram-negative organisms showed sensitivity to gaebams (e.g., meropenem),
aminoglycosides (e.g., gentamycin), and fluoroglanes (e.g., ciprofloxacin). Gram-
positive organisms were sensitive to oxazolidinofeeg., linezolid) and penicillin-

based antibiotics.
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ANNEXURE — | - INFORMED CONSENT FORM

Microbiological profile of surgical site infectionsfollowing surgical procedures in
the department of obstetrics and gynaecology — a seriptive observational study
Name of Student/Principal Investigator:

Name of Guide/Co Investigators:

Introduction- Surgical site infection is defined as an infectmscurring within 30
days after a surgical operation and affecting eitheision or deep tissues at the
operation site. These infections may be a supelfmi deep incisional infection or
infections involving organ or body space

Explanation of procedure: Wound culture samples from SSis will be collectéth
sterile swab sticks before the wound is cleaneti ait antiseptic solution , samples
will be sent to the microbiological laboratory imdigtely for the microscopic, culture
and sensitivity

Withdrawal from participation in the study: Participation in this study in
voluntary. You will be free to decide whether tatmapate in this study or continue
participation once enrolled. In case you decideitbdraw your participation, you are
free to do so. However, please convey the dectsidhe principal investigator.
Possible benefits from participating in the study:t will help plan and manage your
further treatment Possible risks from participatingthe study: There are no risks
involved in participating in this study. Privacydaoonfidentiality: The information
collected from you will be coded, to prevent anyspa to identify you. Your identity
will never be revealed. The data collected from wallibe kept confidential and only
processed or aggregated data will be used for gatimin.

Financial incentives: You will not receive any payment for participatimg this

study.
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Cost of investigations done during the course oflstwill be paid by the principal
investigator Authorization for publication of aggeted data: Results obtained after
processing of the aggregated data will be publisteedscientific purpose and or
presented to scientific groups. However, your itentill never be revealed.
Questions: In case of any questions with regard to this stydy are free to contact
Dr Harsha Hegde, Chairperson, Ethical committee JOIMC, 0831-2473777
Extension 4052.

Legal rights: By signing this consent form, we are not wavingy af your legal

rights

I am making a voluntary decision to participatehia study Microbiological profile

of surgical site infections following surgical proedures in the department of
obstetrics and gynaecology — a descriptive obserwamal study’ My signature
below indicates that | have decided to participatel | have read the information
provided above or the information provided aboves lhn@en read to me in the
language that | understand best. | was given tip@rdygnity to ask questions and that
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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ANNEXURE — Il - SCREENING FORM

Screening number

First name: Middle name: ast hame:

Age(years):

IP number:

Husband’s name:

Address:

Occupation :

Phone no. :

Socio economic status:

Obstetric score

LMP (DD/MM/YY)

Screening for inclusion criteria

1. Woman giving consent -
2. Woman undergoing surgical procedure in KLE's Dali*frakar kore hospital-
3. Surgical site infection occurring with 30 days ofgical procedure —

YES -1, NO-2
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ANNEXURE — Il - PROFORMA

Microbiological profile of surgical site infectionsfollowing surgical procedures in

the department of obstetrics and gynaecology — a seriptive observational study

ENROLLMENT NUMBER

First name: Middle name: Last name:

Age(years):

IP number:

Husband’s name:

Address:

Date of the surgical procedure done:

Name of the surgical procedure done:

Consent obtained: (yes-1/no-2)

Any comorbidities: (yes-1, no — 2)

Diabetes mellitus-

Hypertension-

Thyroid disorders-

Cardiac disease-

Epilepsy-

Bronchial asthma-
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Others

Obstetric score-

Gravida-

Para-

Living-

Abortion-

GENERAL PHYSICAL EXAMINATION

Pulse rate:

Blood pressure:

Height:

Weight:

BMI:

SYSTEMIC EXAMINATION

Respiratory system:

Cardiovascular system:

Central nervous system:

Abdominal examination:
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PAST SURGICAL HISTORY (yes-1, no- 2)

If applicable, specify -

SOCIO DEMOGRAPHIC INFORMATION

1. How old are you?
2. What is the level of schooling? (yes-1, no-2)
* No formal schooling , illiterate
* No formal schooling, literate
e Schooling
* Don’t know

3. Number of years of schooling?

SOCIO-ECONOMIC STATUS (according to modified BJ Prasad classification)

1. Upper class:
2. Upper middle class:
3. Middle class:
4. Lower middle class:

5. Lower class:

MENSTRUAL HISTORY

1. What was the last day of your menstrual cycle?

2. Were your cycles regular? ( yes-1,no-2)

3. Estimated date of delivery (EDD) as per LMP (if bqgible) ?
4. Corrected estimated date of delivery (CEDD) (if laggble) ?

5. Gestational age - weeks  days
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PRE -OP DIAGNOSIS -

POST-OP DIAGNOSIS -

SURGICAL PROCEDURE -

INDICATION -

Blood loss —

Duration -

INVESTIGATIONS

Blood group-

Hemoglobin-

Platelets-

RBC-

WBC-

DLC-

Urine routine & microscopy-

HIV-

HBSAG-

VDRL-

TSH-

DIPSI/HbalC —
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Annexures

Duration of labour ,if applicable-

Membrane rupture (yes-1, no-2) —

Duration of membrane rupture , if applicable -

POST OPERATIVE FOLLOW UP

1. Status of the wound after 72 hours.(healthy-1, atthg-2):
2. Signs of infection & inflammation: (yes-1,no-2)
* Redness at incision site.
* Pain at incision site.
» Swelling at incision site. _
* Increase in temperature at incision site.
» Discharge from incision site.
* Pus from abscess.
» Separation of edges at incision site.
» Fever with tenderness at incision site.
3. What post op day SSI (surgical site infection )dde-
4. What type of suture applied ? (subcuticular -1,treas-2) —

5. What type of suture material used? (monocryl-fil@t — 2)

6. Type of SSI (Superficial -1 , deep-2, organ sp&e

MICROSCOPY REPORT -

BACTERIAL CULTURE REPORT-

ANTIBIOTIC SUSCEPTIBILITY TESTS-

(Resistant- 1, sensitive- 2, intermediate -3 )
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Annexures

NAME RESISTANT/SENSME

1. Meropenem -
2. Augmentin -

3. cefotaxime

4. Ampicillin -

5. Gentamicin -

6. Tetracycline
7. Piperacillin -

8. Cotrimoxazole

9. Imipenem -
10. Amikacin -
11. Amoxiclav -
12.Cefepime -
13. Cefuroxime -
14.Ceftriaxone -
15. Levofloxacin -
16. Ciprofloxacin -
17.Linezolid -

18. Clindamycin -
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Annexures

PRE OPERATIVE ANTIBITICS —

Name: Course:

POST OPERATIVE ANTIBIOTICS

Name: Course:

POST SSI ANTIBIOTICS —

Name- Course —

SECONDARY SUTURING (yes-1 ,no-2)-

If yes, date of secondary suturing

POST OPERATIVE HOSPITAL STAY DURATION -

READMISSION (yes-1, no-2) —
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ANNEXURE — IV

MASTER CHART
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1 [10006139|22| 259 | 3 PIL1 37 weeks f“”ter”c:é“:gmcy thick MSL 0m|>1he| 1 [1]afl2|1]2]|2] 2 |2 No organism N/A N/A I Cifz:f]xone n Oifg':]xone 3doses| " al“g;:m” S5days| 2 |two|8days|102|2|2| 2 |17hs| 1 1
2 |10005501| 40| 234 | 5 P2L2 N/A TAH left sided adenomyosis som |>2nr| 2 |2|afl2|2]2]|2]| 2 |2 No organsim N/A N/A Inj ceftriaxone inj augmentin | 5 | inj linezolid | 5 9 | e 1o days| 10 |1 ] 2| 2 NA | NA | NA
sal pingoopherectomy lgm 1.2gm 600 mg
full term emergen gram levoloxacin, Inj ceftriaxone| inj ceftriaxone inj linezolid
3 |10006804| 19| 269 | 4 PIL1 |38 wesks5 days gency fetal distress 280ml|>1hr| 2 |2|4| 1| 1|1]|1]| 2 |2 |saphylcoccusepidermis| postive ciprofloxacin, ! J 3doses| ™ 6days| 1 |one|12days|112|2|2| 2 |18hs| 1 1
LSCS ) . ; ; . 1gm 1gm 600 mg
bacteria | linezolid, clindamycin
full term emergen gram Inj ceftriaxone| inj ceftriaxone inj gentamycin
4 |10008105|21| 322 | 3 | PIL1ALl |  38weeks gency CDMR goomi|>1ne| 2 |24l 1| 1|2|1| 2 |2]| citrobacterfreundii | negative |gentamycin, tetracydlin| J 3doses|'" 9EMANYAN 5 4avs| 1 |two|13days| 11 | 2| 2| 2 ahrs | NIA | N/A
LSCS bacteria 1gm 1gm 80 mg
gram o L o )
5 |10006005| 23| 17.1 | 4 P2L2 3Bwesks | full term dlectiveLscs| P& ESCSMOWI gy il sane| 2 24l 2| 2|2|1| 2 |2/ Kievselapneumoniae | negative meropenem , - |Inj ceftriaxone) inj ceftriaxone| 5 o |inf gentamyain| g (oo g | o |120ays| 98 (2 | 1] 1 NA | NA | NA
VBAC bacteria tetracycline lgm lgm 80mg
6 |10020122| 25| 276 | 4 PIL1 |38 wesks3days| MUl 1™ emergency thick MSL 00m|>1hr| 1 2|6l 1| 1]2]|2] 2 |2 no organsim N/A N/A Inj ceftriaxone inj ceftriaxone| 5 oo | 1N linezolid | 7 ol 3 onel1adays| 10 |2 2| 2 |2imes| 1 1
LSCS 1gm 1gm 600 mg
full term emergency prev LSCSin latent methicillin resistant gram . Inj ceftriaxone| inj augmentin inj gentamycin
7 |10025512| 23| 24.2 4 pP2L2 40 weeks LsCS labour 450ml | >1 hr 1 21812 |2]1|1 2 2 ataphylococcus aureus positive gentamycin 1gm 12gm 3 doses 80 mg 5days| 1 |one[l4days[10.1| 2 |2 1 6 hrs 2 N/A
gram o R -
8 |10008723| 19| 308 | 5 PIL1 |37 weeks4 days f“”temlj:énse’gmcy faledinduction  |350mi|>1hr| 2 |2|4a| 1| 1]1]1]| 2 |2 |pseudomonasaeruginosal negative |meropenem, amikacin | Ci“g':f"“ n Oifg':]xone 3doses|™” mfgge”em S5days| 1 |one|12days|122| 2| 1| 2 |18hs| 1 1
bacteria
full term emergency T ) gram . inj augmentin | inj augmentin inj linezolid
9 |10013531| 22| 24.9 3 PiL1 39 weeks LsCS failed induction 250ml | >1hr 2 1141|111 2 2 | staphylococcus aureus positive doxycycline 12gm 12gm 3 doses 600 mg S5days| 2 |[two[15days[13.1|2 |1 2 10hrs| 1 1
full term emergen gram Inj ceftriaxone| inj ceftriaxone inj
10 (10023841 20| 23.1 3 PiL1 38 weeks 5 days LsCS gency CPD in labour 370ml | >1hr| 1 21111111 2 2 klebsiella oxytoca negative meropenem ! 1am J 1am 3doses| clindamycin |5days| 1 |[one[10days| 11 |2 | 2 1 15hrs| 1 1
bacteria 9 9 300 mg
gram Inj ceftriaxone| inj ceftriaxone inj gentamycin
11 [10001858| 30| 296 | 4 P3L3 38weeks | full term elective LSCS prev 2 LSCS goomi|>the| 2 |2|al2|2]1]|1]| 2 |2] kiebselapneumoniae | negative amikacin ! L J L |3doses ‘980 mgy 7days| 1 |two|lddays| 92| 1]2]| 1 NA | NA | NA
bacteria
12 [10037366| 24| 249 | 5 | PIL1A1 | 39 weeks1day f“”temlj;é“:gmcy CPDinlabour  [200mi|>1hr| 2 |2|s5| 1|2 l2|2| 2 |2 no organism N/A N/A Iy Cfg':]xone n Oifg':]xone 3 doses 'nje'(')g‘?n‘g'd 7days| 1 |one|15days| 8 |2|2| 2 |12hs| 1 1
13 [10020026| 24| 375 | 4 | PaLID1 |  36wesks | pretem dectiveLscs| T ESCSWItNGDM | oy i sane | 2 2| af 1| a1 1] 1 |2 staphylococcus 9N idamycin, linezolidl | T CSftriaxone inj ceftriaxone (o inj linezolid | g 1y g 10 days| 85 | 1] 2| 1 NA | NA | N/A
oninsulin epidermis positive lgm lgm 600 mg
) gram } . L . o
14 [10030365| 27| 242 | 4 PoL2 |40 wesks5 days| Ul teMemergency | prev LSCSwih post | oo oy | 1 |2 f13| 2 | 2 2|1 2 | 2]  Esheichiacol negative | gentamycin, tetracydlin| '™ Cftriaxone| inj ceftriaxone| , . jinj meropenem) (o 1y | el 12 days|102| 2 | 2| 1 | 12ms| 1 1
LSCS datism bacteria lgm lgm 1gm
15 [10010041| 24| 242 | 4 | PIL1AL |38weeks6 days f“”temlj;é“:gmcy CDMR goomi|>the| 1 [1lafl2|1]2]|2] 2 |2 no organism N/A N/A Iy Cfg':]xone n Oifg':]xone 3doses| " al“g;:m” Sdays| 2 |two|8days|[113|1|2]| 2 6hrs | NIA | N/A
16 [10022122| 28| 316 | 3 P3L3 |40 weeks6 days f“”temlj;é“:gmcy prev 2 LSCS gsomi|>the| 1 [1lal2]|2]2]|2] 2 |2 No organsim N/A N/A Iy Cfg':]xone n Oifg':]xone 3doses| " al“g;:m” Sdays| 2 |two|8days| 12 |2|2]| 1 2hrs | 2 N/A
17 [10001973| 45| 231 | 5 P2L2 N/A TAH = bilateral subserosd fibroid | 60ml [ >1hr | 2 2|4 1|21 |2|2| 2 |2 no organism N/A N/A Inj ceftriaxone, inj ceftriaxone | 5 | Inj augmentin | g 9 oo [10days| 98 | 1 | 2| 2 NA | NA | NA
sal pingoopherectomy lgm lgm 1.2gm
18 [10037416| 24| 206 | 4 P2L2 | 38 weeks3 days f“”temlj;é“:gmcy prev LSCSinlabour |250mi| >1hr| 1 |25 2|2 ]2]2] 2 |2 No organism N/A N/A Iy Cfg':]xone n Oifg':]xone 3doses| " al“g;:m” 8days| 1 |one|12days|109]2|2]| 1 ahs | 2 N/A
full term emergen gram inj augmentin | inj augmentin inj piptaz 4.5
19 [10026885| 20| 343 | 3 PIL1 | 37 weeks1 day 9Y | severePEwith HELLP|380mi | >thr | 1 1|6 | 1| 1|11 2 | 2| acinetobacter species | negative aztreonam | aug | aug 2days | PP 5 gays| 2 |two|lddays|115] 2 | 2| 2 8hrs | 2 N/A
LSCS bacteria 1.2gm 1.2gm gm
preterm emergency ) . gram . . .| inj augmentin | inj augmentin inj linezolid
20 [10053369( 35| 28.8 4 PiL1 36 weeks 6 days LSCS thick MSL with breech [490ml | >1hr | 1 213|111 ]2|1 2 2 MRSA positive linezolid, doxycycline 12gm 12gm 3 doses 600 mg S5days| 1 |[two[l2days| 10 |2 |1 2 4hrs 1 1
. gram } . L . L
21[10030005| 26| 283 | 3 | PIL1A3 | 38wecksadays| UM emergency | MSL withunfavourable| 5on | Sy | 1 |2 (18| 1| 1|1 |1| 2 | 2] citrobacterfreundii | negative linezolid Inj ceftriaxone inj ceftriaxone| 5 oo | IV PIPZ A5 | 7 sl 1 | wo [12days|105| 2 | 2| 2 |12ms| 1 1
LSCS cervix bacteria 1gm 1gm gm
) prev LSCSwith GDM coagulase neg gram . . .| inj augmentin | inj augmentin inj linezolid
22110035264 (28| 28.1 3 pP2L2 37 weeks 4 days | full term elective LSCS with G.HTN 400ml | >1hr| 2 114122 |1]1 1 1 staphylococcus aureus positive linezolid, ampicillin 12gm 12gm 2 days 600 mg 7days| 2 |two[10days{10.2| 1 |1 1 N/A | N/A N/A
TAH + bilatera ] ] inj augmentin | inj augmentin inj linezolid
23(10061475( 50| 26.5 4 PaL4 N/A slpingoopherectomy benign polyp 50ml | >1hr| 1 213|111 ]1|1 1 2 no organism N/A N/A 12gm 12gm 3 doses 600 mg 8days| 1 |[two[l4days[113| 1|1 2 N/A | N/A N/A
full term emergen gram tetracydline, inj augmentin | inj augmentin inj gentamycin
24110060945 32| 30 | 3 PIL1 40 weeks gency thick MSL 280ml|>1hr| 1 |2|8| 1| 1]2|1| 2 |2]| Escherichiacoli negative | cotrimoxazole,amikaci| ' 9 | aug 3days | IMAMYAN g gavs| 1 |two|8days|105|1|2| 2 |16hs| 1 1
LSCS . ) 1.2gm 1.2gm 80 mg
bacteria n, cefepime
full term emergency prev LSCS not w/f ; Inj ceftriaxone| inj ceftriaxone inj augmentin
25 (10092291 | 23| 29.6 3 pP2L2 39 weeks 4 days LsCS VBAC 300ml | >1hr 1 11411 |2]1 2 2 no organism N/A N/A 1gm 1gm 3 doses 12gm 7days| 2 |two[12days| 96 |2 |2 1 4hrs 2 N/A
2610055233 21| 32 | 4 PIL1 39 weeks f“”temlj;é“:gmcy severeoligohydraminos| 250mi | >1hr | 1 |26 1| 1]1]1] 2 |2 no organism N/A N/A Iy Cfg':]xone n Oifg':]xone 3doses| " al“g;:m” 7days| 1 |two|lddays| 9 |2]2]| 2 8hrs | 1 1
full term emergency persistent fetal ] Inj ceftriaxone| inj ceftriaxone inj piptaz 4.5
27 110054206 | 21 | 34.7 4 PiL1 37 weeks 4 days LsCS tachycardiawith MSL 290ml [ >1hr| 1 21611 1|11 2 2 no organism N/A N/A 1gm 1gm 3 doses gm 7days| 1 |one[ld4days[13.1| 2 |2 2 12hrs| 1 1
gram Inj ceftriaxone| inj ceftriaxone inj linezolid
28110054412( 23| 24 4 PiL1 N/A myomectomy AUB with fibroid 100ml [ >1hr| 1 213|111 ]2|1 2 2 | Klebsiellapneumoniae | negative linezolid ! 1gm J 1gm 3 doses J600 mg 6days| 1 |one[l2days[11.9| 2 |2 2 N/A | N/A N/A
bacteria
29|10058349( 26| 23 | 3 | Pl | 4oweks | Ful 1™ emergency CPDinlabour  [300mi|>1hr| 2 |2]4a| 1|2 |2|2]| 2 |2 no organism N/A N/A Inj ceftriaxone inj ceftriaxone| 5 | inj linezolid | o0 0 o l10days| 92| 2 [ 2| 2 |1ams| 2 N/A
LSCS 1gm 1gm 600 mg
30 |10051896| 60| 248 | 5 P3L3 N/A TAH = bilateral subserosd fibroid  [100mi [ >2hr | 2 |2 ]3] 2|2 |1|2| 1 |2 no organism N/A N/A inj augmentin | inj augmentin | 3 | i augmentin o ool 1 | wo|12days|102] 2| 1| 2 NA | NA | NA
sal pingoopherectomy 1.2gm 1.2gm 1.2gm
reterm emergen prev LSCSwith gram inj augmentin | inj augmentin inj piptaz 4.5
3110034291 30| 316 | 3 PoL2 | 36weekslday | P 9Y | polyhydraminoswith [400mi| >1hr | 1 |2 ]10| 2 |2 |2|1| 1 |2| Esherichiacoli negative meropenem | aug | aug 3doses| M PPEA 1 74avs| 1 |one|12days| 11 | 1] 2]| 1 3hrs | 2 N/A
LSCS A . 1.2gm 1.2gm gm
macrosomia bacteria
32 |10087371| 60| 27.6 | 4 P3L3 N/A TAH = bilateral Fibroiduterus ~ [150mi [ >2hr | 2 |2 (4] 2|2 |2|2| 2 |2 no organism N/A N/A inj augmentin | inj augmentin | 5 | inj linezolid | 50 3 o [ 15days| 89 | 1] 1] 1 NA | NA | NA
sal pingoopherectomy 1.2gm 1.2gm 600 mg
gram inj augmentin | inj augmentin inj piptaz 4.5
33(10030817| 70| 242 | 5 PAL4 N/A exploratory laparotomy | fibroid uterus 1somi|>2he| 1 |2|6| 2] 2]|2]|1| 2 |2] Kebselapneumoniae | negative | gentamycin, amikacin | ? ggm J ? ggm 3doses| " pgm ©|5days| 1 [two|14days| 11 |2|2]| 2 NA | NA | NA
bacteria i i
full term emergen gram Inj ceftriaxone| inj ceftriaxone inj piptaz 4.5
3410074306 34| 312 | 3 PIL1 | 39 weeks1 day Lscsg Y | preciouspregnancy |360mi| >thr| 1 |2|5| 1| 1|1|1| 2 |2 acinetobacter species | negative N/A ! L J L |3doses 'pgm | 7days| 1 |two|12days|109]| 2| 2| 2 ohrs | 2 N/A

bacteria
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preterm emergency prev LSCS with feta ] inj augmentin | inj augmentin inj meropenem
35 (10035025 31| 25.3 3 pP2L2 34 weeks 5 days LSCS distress 310ml|>1hr| 1 21012 2|11 2 2 no organism N/A N/A 12gm 12gm 3days 1gm S5days| 1 |one|lldays|114| 2 |2 1 15hrs| 1 1
full term emergency prev LSCS not w/f ] Inj ceftriaxone| inj ceftriaxone inj augmentin
36 (10032945( 29 | 27.6 4 P2L2A1 | 38 weeks?2 days LsCS VBAC 3BOml|>1hr| 1 21011 |(1]1|1 2 2 no organism N/A N/A 1gm 1gm 3 doses 12gm 8days| 1 |one[10days(10.8| 2 | 2 1 4hrs 2 N/A
37(10034145| 42| 234 | 4 P3L3 N/A TAH +right sided heay menstia | g0y oo | 2 | 2]al 2] 2]2]1] 2 |2 no organsim N/A N/A Inj ceftriaxone, inj ceftriaxone| 5 | INPIPEZAS | oy 1 oo [10days| 96 | 2 [ 2| 1 NA | NA | NA
sal pingoopherectomy bleeding lgm lgm gm
full term emergen gram inj augmentin | inj augmentin inj augmentin
38 |10044863| 25| 25 | 3 P2L2 | 37 weeks3 days 99Y | complete placentaprevia 700mi | >2hr| 1 [1|9| 1| 1|1 1| 2 | 2| acinetobacter species | negative meropenem | aug | aug 3days| '™ A9 7days| 2 |two|15days| 11 |2 |2]| 1 2hrs | 2 N/A
LSCS bacteria 1.2gm 1.2gm 1.2gm
39 |10084390( 40| 276 | 3 P2L2 N/A TAH +right sided Fibroiduterus  [100mi [>2hr| 1 |1]10] 2|2 |2|1| 2 |2 no organism N/A N/A inj augmentin | inj augmentin | 3 | i augmentin o ool 2 | wo|10days|124] 2| 2| 2 NA | NA | NA
sal pingoopherectomy 1.2gm 1.2gm 1.2gm
40|10040499| 21| 242 | 3 | PIL1A1 |40 weeks4 days| ! tEM emergency fetal distress goomi|>1hr| 1 [2|1al 2|2 ]2]|2]| 2 |2 coagulase neg gram linezolid, Inj ceftriaxone inj ceftriaxone| 5 | I PIPEZAS | 7y 1 | one[1adays| 96| 2| 2| 2 |10ms| 1 1
LSCS staphylococcus aureus positive cotrimoxazole lgm lgm gm
4110070824 29| 265 | 4 P3L3 N/A Laparotomy fight paraovariancyst | 50mi [>2hr| 1 [2]18] 1| 2|2 |2| 1 |2 no organism N/A N/A I Cifz:f]xone n Oifg':]xone 3doses| " p'grt]fz 451 7days| 1 |wo|13days|131| 2| 2| 2 NA | NA | NA
reterm emergen placenta previa with Inj ceftriaxone| inj ceftriaxone inj augmentin
4210089487 31| 21.4 | 3 |P2L1D1A2| 34weeks1day | P 9NY | previousLsCSwith [s50mi|>2hr | 2 [1]4a| 2|2 |2|1| 2 |2 no organism N/A N/A ! J 3days| '™ A9 S5days| 2 |two|l0days|124|2|2]| 1 NA | NA | NA
LSCS \UFD 1gm 1gm 1.2gm
4310004285/ 33| 25 | 3 PoL2 | 38wecksddays| Ultememergency | thick MSLwithfetd |0 f g | 4 | 1o 2] 2]1]1] 2 |2 No organsim N/A N/A inj augmentin | inj augmentin | 5 .| Injaugmentin o sl 2 |wo|10days|122| 2| 2| 1 |8hous| 1 1
LSCS distress 1.2gm 1.2gm 1.2gm
44(10003573| 27| 269 | 3 PoL2 | 38 weeks 6 days |full tem dlectiveLscs| P ESESMOtW oy s | 1 |1l 7] 2] 2] 2]1] 2 |2 no organism N/A N/A Inj ceftriaxone, inj ceftriaxone 5y f I gl 5 o [10days|125] 2 [ 2| 1 NA | NA | NA
VBAC lgm lgm clindamycin
4510080424 32| 238 | 3 P2L2 | 38 weeks3 days | full term electiveLSCS| P& Lvsgigm W soomi|>1ne| 1 [1lal2|2]2|1]| 2 |2 no organism N/A N/A n aluggr:m” n aluggr:m” 3doses| " aluggr:m” S5days| 2 |two|10days|104|2|2]| 1 NA | NA | NA
4610043758/ 30| 234 | 3 P2L2 | B4wecks1day | PrEtEM emergency sverePEwith | ooy il a1 26 2|2 11| 1 |2 no organism N/A N/A inj augmentin | inj augmentin | 4 o | N PIPEZ 45 | g ool 1 |wo|10days|106] 1] 1| 1 NA | NA | NA
LSCS imminent signs 1.2gm 1.2gm gm
TAH*R heavy menstrual Inj ceftriaxone| inj ceftriaxone inj piptaz 4.5
4710003840| 44| 238 | 4 P2L2 N/A salpingooopeherectomy y me 1s0mi|>2hs| 1 |25 2|2 1]1] 1 |1 no orgnanism N/A NA ! J 3doses| M PPEA 1 704avs| 1 |one|13days|116| 2| 2| 2 NA | NA | NA
. bleeding lgm lgm gm
+ L salpnigectomy
4810005260/ 23| 238 | 3 PIL1 | 37 weeks1day | MUl 16 Emergency fetal distress 20m|>1hr| 1 |1|6| 1| 1]2]1] 2 |2 no organism N/A N/A Inj ceftriaxone inj ceftriaxone| 5 oo | INfAOMENtIN| 5 4ol 5 o [12days| 98 | 2| 2| 2 |12ms| 1 1
LSCS 1gm 1gm 1.2gm
gram meropenem inj augmentin | inj augmentin inj augmentin
49 |10069790| 45| 269 | 3 A2 N/A TAH AUB with adenomyosis| 100mi [>2hr | 1 |2 |16 1| 1 |1|1| 1 | 2| Kebselaoxytoca | negative penem, | Inj aug | aug 3 doses| " &9 8days| 1 |one|lldays|101]|2|1]| 2 NA | NA | NA
bacteria gentamycin, amikacin 1.2gm 1.2gm 1.2gm
50 |10041313| 40| 276 | 3 P3L3 N/A TAH AUB 150mi|>2hr| 1 |28 2| 2|1]1] 1 |2]| skincommensds N/A N/A n al“g;:m” n al“g;:m” 3days| " p'grt]fz 451 7days| 1 |one|12days| 12 | 2] 2] 2 NA | NA | NA
51|10092480| 42| 185 | 3 P2L2 N/A TAH + Bilaterd AUB 7smi |>2ne| 1 2|61 |1]1]2] 2 |2 coagulase neg gram piperacillinand | Inj ceftriaxone, inj ceftriaxone| 4 | I PIPBZ A5 | 7 oo 9 | gne 13 days| 122] 2 [ 2| 2 NA | NA | NA
sal pingoopherectomy staphylococcus aureus positive tazobactum lgm lgm gm
5210008413 50| 25.7 | 4 P3L3 N/A TAH +BSO AUB soml |>2nr| 2 |2|19l 2222 1 |2 no organism N/A N/A n aluggr:m” n aluggr:m” 3days| " ";']g 600 | 7 Gays| 1 |one|15days|123| 2| 2| 2 NA | NA | NA
53 |10088583| 18| 249 | 3 PIL1 | 40wesksd days| MUl 1™ emergency MSL oml|>1he| 1 2|81 |1]2]|2]| 1 |2 no organism N/A N/A Inj ceftriaxone inj ceftriaxone| 5 oo | 1N linezolid | 7 ol 3 | e l10days| 99 | 2| 2| 2 |18Ms| 1 1
LSCS 1gm 1gm 600 mg
54(10110208/35| 241 | 3 | P2L2A1 N/A Open Myomectomy | o poerosel fibroid | soml | >1br| 1 |2 |18 1|1 |1|1] 1 |12 no organism N/A N/A inj augmentin | inj augmentin | 5 (. | inj linezolid | g 3 e | 20days| 11 | 1] 2] 2 NA | NA | NA
with BS 1.2gm 1.2gm 600 mg
55(10107992| 28| 289 | 3 |P2L1D1A1| 32 weeks3 days pretemlgcng 9NY | prevLscswithiuD |250mi|[>1hr| 2 [2]13] 2|2 |1|1| 1 |2| sincommensas N/A N/A n aluggr:m” n aluggr:m” 3days| " p'grt]fz 451 7days| 1 |two|15days|104| 2| 2| 2 ahs | 2 N/A
5610117320 26| 272 | 3 PIL1 |29 weeks2 days pretemlgcng 9% | PPROM withbreech |150mi|>1hr| 2 |2 |8 1|2 |2|2| 1 |2 no organim N/A N/A Iy Cfg':]xone n Oifg?nx'one 3days| " p'grt]fz 451 7days| 1 |wo|10days|106| 2| 2| 2 |14ms| 1 1
57|10117911| 44| 238 | 3 P2L2 TAH + R sided fibroiduteruswith 1,0 oo | g |1 e] 2] 2]1]1] 2 |2 no organism N/A N/A Inj ceftriaxone| ceftriaxone 1 | 5 o | injaugmentin| 5 5 o | 7days [ 99| 2 [ 2| 2 NA | NA | NA
sal pingooopherectomy heavy menstrual lgm gm 1.2gm
58 |10119456| 28| 242 | 3 PIL1 39 weeks full term ventouse | poor materndl bearing | ooy | \ya | 1 | 1] 2 [walnma| 2] 1] 2 |2 no organism N/A N/A Inj ceftriaxone inj ceftriaxone| 5 | Inj augmentin | 5 o 5 o | 7days | 11| 2| 2| NA | 16ms| 1 1
delivery down lgm lgm 1.2gm
59 |10121298| 23| 24.89| 3 PIL1 |39 wesks6 days| Ul 1™ emergency MSL 20m|>1hr| 2 |2|4| 1|1 ]2]2] 1 |12 no organism N/A N/A Inj ceftriaxone inj ceftriaxone| 5 | inj linezolid | gy 1 o l12days| 12| 2 [ 2| 2 |1ams| 1 1
LSCS 1gm 1gm 600 mg
60 |10120888| 27| 276 | 3 PIL1 |39 wecks4days| ™! te’T;(':“Ser gency thick MSL 00m|>1he| 2 2|19l 1|1 ]2]|2]| 2 |12 no organism N/A N/A Iy Cfg':]xone n Oifg':]xone 3doses| " al“g;:m” 7days| 1 |one|15days| 97| 2| 2| 2 |18hs| 1 1
61(10112017| 23| 242 | 4 PoL2 |39 wesksadays| ™! te’T;(':“Ser 9Y | previscsinlabour |250mi|>1hr| 1 |1|4| 2| 2|2]1]| 2 |2]| sincommensds N/A N/A Iy Cfg':]xone n Oifg':]xone 3doses| " al“g;:m” Sdays| 2 |two|7days|99|2|2]| 1 2hrs | 2 N/A
6210118932 23| 242 | 4 | P2L2A1 |38weeks4 daya FTVD 200m | NA | 1 | 1|4 |NvAalNAl 2] 1] 2 | 2] skincommensds N/A N/A Iy Cfg':]xone n Oifg':]xone 3doses| " al“g;:m” 3days| 2 |two|6days|109]| 1| 2| NA [17hs| 1 1
reterm emergen gram inj monocef 1 | inj monocef 1 inj linezolid
63 (10121387|30| 21.9 | 4 PIL2 | 36wesks6days| P gency DCDA twins 200mi|>1hr| 2 |2|4| 1| 1|2|1| 2 |1]| Escherichiacoli negative | gentamycin, amikacin | " ! 3doses| ™ 7days| 1 |two|l0days| 11 |2|2]| 2 2hrs | 2 N/A
LSCS bacteria gm gm 600 mg
6410122178| 24| 235 | 1 | P2LIDL |36wesks2 days| PEEMEMEGNY | o pected abruption |200mi [>1hr| 1 |2 ]14| 2| 2 |2|2| 1 |2 no organism N/A N/A inj augmentin | inj augmentin | o (. | inj linezolid | o0 g o l13days|112] 1 | 2| 1 | 12ms| 2 N/A
LSCS 1.2gm 1.2gm 600 mg
65 (10120672 32| 234 | 3 PoL2 |38 wesks6 days | full term electiveLscs|  PrOVIOUSLSCSNOL onn il same| 1 15| 2] 2 2|1 2 |2 no organism N/A N/A Inj ceftriaxone, inj ceftriaxone | 5 | inj augmentin | o |5 | oo [10days|123] 2 [ 2| 1 3hrs | 2 N/A
willing for VBAC lgm lgm 1.2gm
66 10121964| 24| 234 | 3 PIL1 MO weeks | Tltermemergency | prolonged PROMwith |y il gl 1 o7 11|12 2 |1 no organism N/A N/A Inj ceftriaxone inj ceftriaxone| 5 oo | IV PIPZ A5 | 7 sl 1 | one|12days|106| 2 | 2| 2 |3ams| 1 2
LSCS unfavourable cervix lgm lgm gm
full term emergency ] inj augmentin | inj augmentin inj augmentin
67 (10108347 (28| 22.2 4 pP2L2 40 weeks 3 days LsCS MSL 220ml | >1hr| 2 11411 |2]1 2 2 no organism N/A N/A 12gm 12gm 3days 12gm S5days| 2 |two| 7days|114| 2|2 2 26hrs | 1 2
68 (10110697 29| 253 | 3 P2L2 | 38 weeks6 days | full term electiveLSCS| P& Lvsgigm W pomi|>1he| 2 [1lal 1| 1]2]1] 2 | 2] sincommensis N/A N/A Iy Cfg':]xone n Oifg?nx'one 3 doses 'nje'(')g‘?n‘g'd Sdays| 2 |two|6days| 11 |2|2]| 1 NA | NA | NA
69 |10006222| 32| 35.1 | 3 P3L4 | 35wecks6days| PrEEMemergency | DCDAtwinswithovert| oo g | 4 |95 | 2] 2 1]1] 2 |2 no organism N/A N/A inj augmentin | inj augmentin | 4 o | N PIPLEZ 45 | 5ol 5 lwo |10days| 96 | 1] 2| 1 NA | NA | NA
LSCS DM 1.2gm 1.2gm gm
70 |10089062| 20| 26.9 | 3 PoL2 |34 wecks4 days | preerm dectiveLscs | PV LSCSAWItN Hogy o] 2 |2 a1 1] 2]1] 2 |2 no organism N/A N/A Inj ceftriaxone, inj ceftriaxone | 5 | Inj augmentin | o 9 oo [10days| 94 | 2 [ 2| 1 NA | NA | NA
breech with FGR lgm lgm 1.2gm
full term emergency non progression of coagulase neg gram . . . |Inj ceftriaxone| inj ceftriaxone inj linezolid
71 110019525( 22| 23.8 2 PiL1 38 weeks 3 days LsCS |abour 500ml | >1hr| 1 2711 1]2|2 2 2 staphylococcus aureus positive linezalid, penicillin 1gm 1gm 3 doses 600 mg 7days| 1 |[two|[15days|[10.3| 2 | 2 2 18hrs| 1 1
72 |10012573| 22| 31.1 | 3 PIL1 | 38wecks4days| ™! te’T;(':“Ser gency breschinlabour  [300mi[>1hr| 2 |2]4| 1|2 |2|2| 1 |12 no organism N/A N/A Iy Cfg':]xone n cf;'s]xone 3doses| " al“g;:m” 8days| 1 |two|16days|112|2|2]| 2 6hrs | 2 N/A
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73(10031737|30| 256 | 3 | P3L2D1 |38weeks4 days|full term elective LSCS prev 2 LSCS gomi|>1ne| 2 [1|3)2]|2]2]|2] 2 |2 no organism N/A N/A I Cifz:f]xone n Oifg':]xone 3doses| " al“g;:m” S5days| 2 |two|10days|109]|2|2]| 1 NA | NA | NA
7410112305(33| 36.1 | 3 PIL1 | 37weeks1day |full term elective LSCS| placentapreviamajor |350mi|>2hr| 2 |1|4| 1| 1|2|1| 2 |2]| sincommensds N/A N/A n al“g;:m” n al“g;:m” 3 doses 'nje'(')g‘?n‘g'd 6days| 2 |two|l2days|112|2|2]| 2 NA | NA | NA
75(10110263| 21| 242 | 3 PIL1 | 40weeks1day | MUl 1M Emergency fetal distress 30m|>1hr| 1 2|81 |1]21]1] 1 |2]| sincommensas N/A N/A Inj ceftriaxone inj ceftriaxone| 5 .| INjAIMENtN| 7 ol 1 o [12days| 08| 2 | 2| 2 |20mes| 1 1
LSCS 1gm 1gm 1.2gm
full term emergen gram Inj ceftriaxone| inj ceftriaxone inj piptaz 4.5
76 |10113665( 29| 23.1 | 4 P2L2 | 39 weeks3 days oS 9Y | previscsinlabour |250mi|>1hr| 1 |2 |14l 2| 2| 1|1 1 |2]| citrobacterfreundii | negative amikacin ! L J L |3doses ‘pgm | 7days| 1 |one|13days|114| 2| 2| 1 1hr | NA | NIA
bacteria
77 |10103010( 35| 262 | 3 P3L3 N/A TAH heay menstia | 10y fsop | 1 |11 1]2]1] 2 |2 no organism N/A N/A inj augmentin | inj augmentin | 5 | I liNid 600 | gl 5 iwo |10days|131] 2 | 2| 2 NA | NA | NA
bleeding 1.2gm 1.2gm mg
full term emergen gram meropenem, inj augmentin | inj augmentin inj augmentin
7810085396 29| 242 | 4 | P2L2A3 |37 weeksS5 days 9Y | pad obgtetrichistory | 280mi|>1hr| 1 [1|5| 1| 1]1]|1]| 2 |2 |pseudomonasaeruginos negative | penem, | aug | aug 3 doses| " &9 S5days| 2 |two|10days|124|1|2]| 2 2hrs | 2 N/A
LSCS bacteria imepenem, aztreonam 1.2gm 1.2gm 1.2gm
79 |10082497| 29| 418 | 3 | P2L2A1 | 3Bwesks2 days| Ul 1M emergency | prevLSCSwithbreech | poy | ol o o a1 |1 11| 1 |2 no organism N/A N/A Inj ceftriaxone, inj ceftriaxone | 5 | I 1IN 600 | oy 9 | one [12days| 88 | 2 [ 2| 1 6hrs | 2 N/A
LSCS presentation with fibroid lgm lgm mg
80 |10009249|37| 242 | 3 |P2L1D1A2| 35 weeksS5 days pretemlgcnggmcy antepartum hemorrhage [ 400mil [ >1hr| 1 [2]13] 2 | 2 |1|2| 2 | 1| sincommensas N/A N/A n al“g;:m” n al“g;:m” 3days | al“g;:m” 7days| 1 |two|15days|121]|2|2]| 2 8hrs | 1 1
81 |10000814| 22| 262 | 4 PIL1 | 38 weeks5 days |full term dlective Lscs| SOt saurewithfetus |00 f oy | | qfaaf 2 2] 2]1] 2 |2 no organism N/A N/A Inj ceftriaxone, inj ceftriaxone | 5 | Inj augmentin | 5 5 | o [10days|105] 2 [ 2| 2 NA | NA | NA
having TORCH lgm lgm 1.2gm
full term emergen gram meropenem, cefepime, Inj ceftriaxone| inj ceftriaxone inj augmentin
82 |10102579| 20| 26 | 3 P2L2 | 39 weeks2 days 9Y | previscsinlabour |200mi|>1hr| 1 2|13 2| 2| 1]|1| 1 |2 |pseudomonasaeruginos| negative imipenem, ! J 3 doses| '™ 29 7days| 1 |one|12days|105|2|2]| 1 ahs | 2 N/A
LSCS . ) . 1gm 1gm 1.2gm
bacteria ciprofloxacin
full term emergen placenta accreta gram meropenem, inj augmentin | inj augmentin inj linezolid
83 (10102901 31| 24.2 3 pP2L2 39 weeks 3 days gency spectrumwithprev | 300ml | >2hr| 2 2412|211 1 2 |pseudomonas aeruginosa| negative | cotrimoxazole,cefipim | aug | aug 3days J 7days| 1 |[two|[13days[10.3| 2 |2 1 2hrs 2 N/A
LSCS . - 1.2gm 1.2gm 600 mg
LSCS bacteria e,levofloxacin
84 10103346|47| 351 | 3 P3L3 N/A TAH +BSO AUB 100m|>2h| 1 |1|8|1]|1]2]1] 2 |2 no organism N/A N/A Iy Cifz:f]xone n c‘f;‘s‘xone 3doses|"” Oifg':]xone 7days| 2 |two|l0days|114|2|2]| 2 NA | NA | NA
full term emergen gram Inj ceftriaxone| inj ceftriaxone inj augmentin
85 (10101562 20| 31.1 | 4 PIL1 |39 weeks3 days gency thick MSL asomi|>1hr| 2 |14l 1| 1]|2|1| 2 |2]| acinetobacter species | negative linezolid ! J 3 doses| " 29 7days| 2 |two|l0days| 92| 2|2| 2 |16hs| 1 1
LSCS bacteria 1gm 1gm 1.2gm
reterm emergen placenta accreta gram inj augmentin | inj augmentin inj linezolid
86 10085999| 26 | 265 | 4 |PAL3D1A1|30weeks2days| " 9NY | gectrumwithprev2 [460mi[>2hr| 1 |2 ]12] 2 | 2 |1|1| 1 |2 |Kiebselapneumoniae | negative linezolid | aug | aug 3days| " 7days| 1 |one|12days| 96| 2|2]| 1 NA | NA | NA
LSCS . 1.2gm 1.2gm 600 mg
LSCS bacteria
gram gentamycin, Inj ceftriaxone| inj ceftriaxone inj linezolid
87 (10089225( 35| 31.1 4 P2L1D1 N/A TAH scar endometriosis | 100ml | >1hr| 1 21912211 1 2 | acinetobacter species negative piperacillin and ! J 2 days J 6days| 1 |one[l4days[103| 2 |2 1 N/A | N/A N/A
. 1gm 1gm 600 mg
bacteria tazobactum
88 10031175| 28| 159 | 3 PIL1 |38 wesks2 days f“”temlj:é“:gmcy thick MSL 200mi|>1hr| 1 |2|25| 1|1 ]2]2] 1 |2 No organism N/A N/A Iy Cifz:f]xone n Oifg':]xone 2days | ggmotzgyc'” S5days| 1 |one|12days[113|2|2| 2 |16hs| 1 1
89 [10000625| 26| 242 | 5 | PIL1A2 |37 wesks5 days| MUl 1™ emergency thick MSL 200mi|>1hr| 2 |2|4| 1|2 ]2]2] 1 |2 no organism N/A N/A inj augmentin | inj augmentin | 3 o | Ini linezolid 7y g o |16 days| 03| 1 | 2| 2 |12ms| 1 1
LSCS 1.2gm 1.2gm 600 mg
full term emergency | prev LSCS with chronic coagulase neg gram ampicillin, inj augmentin | inj augmentin inj linezolid
90 [10006344| 24| 231 | 3 P2L2 |37 wesks2 days oS o 200m |>1h| 2 |1fa]2|2]2]1| 2 [2| EIS L o cpremycin, L am o |3doses| TSl | Tdays| 2 |wol12das| 98| 2|1 | 1 NA | NA | NA
91(10121363| 26| 234 | 3 PILL | 31wesks6days| Pretem emergency PPROMwith | ooy il same| 1 |1 7] 2|1 l2]|2] 2 |2 no organism N/A N/A inj augmentin | inj augmentin | 5 | 1N PIPLZ 45 | 5ol o o [10days|105] 2 | 2| 2 |soms| 1 2
LSCS chorioamnionitis 1.2gm 1.2gm gm
92 [10024716( 36| 266 | 3 | PoL2 | 39wesks2 days |full trm dlectiveLscs| P LSCSIONW g il sane| 1 2|15 2 | 2 1|1 1 | 2| methidllinredsant 9N olid, doxycydline | M Aigmentin| inj augmentin | o 1IN linid 600 | 5 ol g one | 12days[112| 2| 1] 1 | wA | wA | wA
VBAC staphylococcus aureus positive 1.2gm 1.2gm mg
reterm emergen pl ta previawith Inj ceftriaxone| inj ceftriaxone inj augmentin
93 (10119435| 24| 283 | 4 PIL1 |34 wesks5days| P 9NY | previousLsCswith [700mi[>1hr| 1 [1]4| 1|1 |2|2| 2 |2 no organism N/A N/A ! J 3days| ™29 Sdays| 2 |two|8days|114|2|2]| 2 2hrs | NIA | N/A
LSCS \UFD 1gm 1gm 1.2gm
04 [10121307| 20| 316 | 3 PILL |39 wecks6 days| 'MI! &M emergency MSL ssomi|[>1hr| 1 |1]10| 1|1 |2]2| 2 [2] mehicllinressant gram inj cefotaxin inj augmentin | inj augmentin | 3 .| Ini linezolid 7 5 o [10days| 12 |2 | 2| 2 |17hes| 1 1
i i LSCS staphylococcus aureus positive ! 1.2gm 1.2gm 600 mg i i
95 |10111028| 40| 219 | 3 PIL2 35 weeks pretemlgcnggmcy DCDA twinsinlabour |280mi | >1hr| 1 |2]28| 1|1 |1]2] 2 |2 no organism N/A N/A n Oifg':]xone n Oifg':]xone 3 doses 'nje'(')g‘?n‘g'd 7days| 1 |one|15days|113|2|2]| 2 3hrs | 2 N/A
96 |10120220{ 26| 207 | 3 PIL1 |40 wesks3days| ™! temljg:“:gmcy fetal distress 260ml|>1hr| 1 |1|7| 1] 1|1]|1] 2 |2]| sincommensds N/A N/A Iy Cifz:f]xone n Oifg':]xone 3doses| " al“g;:m” S5days| 2 |two|8days|124|2|2| 2 |17hs| 1 1
97 |10107523{38| 231 | 4 | P3L2D1 | 31 weeks preterm emergency severe PE somi|>1hr| 1 [1|8|2]|2]2]2] 2 |2]| sincommensas N/A N/A inj augmentin | inj augmentin | 3 | injaugmentin o ool 2 |wo|10days|122] 2| 2| 1 NA | NA | NA
LSCS 1.2gm 1.2gm 1.2gm
98 10123846( 23| 24 | 3 PIL1 |40 wesks3days| MUl 1™ emergency fetal distress 20ml|>1hr| 1 |20l 1| 1|2]1] 2 |2]| sincommensds N/A N/A Inj ceftriaxone inj ceftriaxone| 5 o INjAOMENtn| 7 ol 1 | one[10days| 01| 2 | 2| 2 |18Ms| 1 1
LSCS 1gm 1gm 1.2gm
gram inj augmentin | inj augmentin inj linezolid
00 [10128880(38| 285 | 3 | PaL2A2 N/A TAH fibroid uterus | 150ml [>1hr| 2 |2 |5| 1|1 ]|1]1| 1 |2| Esheichiacoli negative amikacin ) alg ) alg 3doses| '™ 7days| 1 |two|12days|109]1|2]| 1 NA | NA | NA
bacteria 1.2gm 1.2gm 600 mg
100|10115789| 27| 351 | 3 PIL1 |39 wecks3days| V! temljg:“:gmcy fetal distress 20m|>1hr| 2 |1|4|1]|1]2]1] 2 |2 No organism N/A N/A Iy Cifz:f]xone n Oifg':]xone 3doses| " al“g;:m” 3days| 2 |two|7days|112|2|1| 2 |16hs| 1 1
101|10120043| 24| 275 | 3 PIL1 | 38wecks2days| V! temljg:“:gmcy CPDinlabour  [300mi|>1hr| 1 [2]9| 1|1 |2|1| 2 |2| sincommensas N/A N/A Iy Cifz:f]xone n Oifg':]xone 3doses| " al“g;:m” S5days| 1 |one|12days|111| 2| 1| 2 [2LHrs| 1 1
102|10127928| 24| 204 | 3 PIL1 |38 wesks5 days FTVD N/A 20m| NA | 1 | 1|15|NAalNAl2 1] 2 |2 MRSA pg;i?\'le doxyydine | Cifz:f]xone n Oifg':]xone 3doses| " al“g;:m” S5days| 2 |one|10days|102| 2| 2| NA |28hs| 1 2
full term emergency prev LSCSin latent . gram . . A~ inj augmentin | inj augmentin inj linezolid
103|10004468| 28 | 27.5 4 P2L2A1 | 39 weeks 3 days LsCS labour 250ml [ >1hr| 2 21412221 2 2 | enterococcus species positive linezalid, penicillin 12gm 12gm 3 doses 600 mg 7days| 1 |[two|[l4days[11.9| 2 |2 2 4hrs | N/A N/A
104|10006109| 20| 266 | 3 P3L3 | 38wesks2days| TUltememergency | prevLSCSrotwit ey oqp | 1 {1 ]al2|2]2]1] 2 | 2] sincommensis N/A N/A inj ceftriaxone, inj ceftriaxone | 5 | inj augmentin | o 5 | o l10days| 99 | 2 [ 2| 1 ahrs | NIA | N/A
LSCS VBAC 1gm 1gm 1.2gm
105|10126730| 22| 266 | 3 PIL1 MO weeks | Ul term emergency fetal distress 280ml|>1hr| 1 |1]|10| 1| 1]2]2]| 2 |2] staphylococcusaurens | %@ ampicillin, Inj ceftriaxone inj ceftriaxone| 5 | Inj augmentin | oy | 5 | gne 1o days|102] 2 [ 2| 2 |18mes| 1 1
LSCS positive gentamycin, 1gm 1gm 1.2gm
106|10008815( 26| 23.4 | 3 | P2L2A1 |37 weeks5 days |full term dlectiveLscs| P&V Lvsgigm W dsoomi|>1ne| 1 [1ls|1|1]2]1] 2 |2] sincommensis N/A N/A Iy Cifz:f]xone n Oifg':]xone 3doses| " al“g;:m” 7days| 2 |two|10days|106]2|2]| 1 NA | NA | NA
) gram - T ) o
full term emergency prev LSCSwith gest . . . . . inj augmentin | inj augmentin inj linid 600
107|10022225| 22 | 25.5 3 pP2L2 40 weeks 2 days LsCS HTN with RHD 280ml | >1hr| 1 21412 |2]2|2 2 2 | acinetobacter species negative linezolid 12gm 12gm 3 doses mg 7days| 1 |onefl2days| 11 (2|1 1 4hrs | N/A N/A

bacteria
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full term emergen gram meropenem, Inj ceftriaxone| inj ceftraxione inj linezolid
108|10005837| 27| 222 | 3 P2L2 | 40 weeks2 days s gency thick MSL somi|>1he| 2 2|4l 1| 1]|2]|2]| 2 |2]| Esherichiacoli negative | amikacin,gentamycin, | P J Lo |3 doses J600m 7days| 1 |two|12days| 98| 1|2| 2 |16hs| 1 1
bacteria tetracycline 9 9 9
109|10035979( 38| 231 | 3 | P3L3E1 | 6weeks3days laparotomy leftded unruptuted | op Lol 2 (1 |al 2|2 21| 2 |2 no organism N/A N/A Inj ceftriaxone, inj ceftriaxone | 5 | inj augmentin | & 5 | o l10days| 94 | 2 [ 2| 1 NA | NA | NA
ectopic 1gm 1gm 1.2gm
110|10033702| 24 | 242 | 3 PIL1 |39 wesks5 days| Ul 1™ emergency thin MSL 20mi|>1hr| 1 |1]7]1]1|2]1] 2 |2 |pseudomonasaeruginosd| negative |'™iPenem: piperacillin)inj ceftriaxone inj ceftriaxone| 5 (. | inj augmentin| g 5 g |10 days| 104 2 | 2| 2 6hrs | 1 1
LSCS bacteria and tazobactum lgm lgm 1.2gm
111|10010493| 22| 266 | 3 PoL2 | 38wecksddays| Ul term ventouse N/A ssom | NA | 1 1|2 |NalNal2] 1] 2 |2 no organism N/A N/A Inj ceftriaxone inj ceftriaxone| | o | Inj augmentin | 5 o 5 ol 7days | 10 | 22| 2 |30Hrs| 1 2
delivery lgm lgm 1.2gm
gram tetracycline, ] . - ) A
112|10010379| 23| 231 | 4 PIL1 |37 weeks4days| ™! temljg:“:gmcy MSL 200mi|>1hr| 2 |1|3| 1| 1]2]2| 1 |2]| .citrobacterfreundii | negative cotrimoxazole, | Celﬂ":]xo”e n Oiﬂ”:]xone 3days| " ";']d 600 | 7 Gays| 2 |wo|10days|103| 21| 2 |12ms| 1 1
bacteria doxycycline 9 9 9
113|10012359| 23| 266 | 3 PoL2 | 38wecks5days| MU temljg:“:gmcy prev LSCSinlabour |350mi|>1hr| 1 |14 2|2 ]2]1] 2 |2 no organism N/A N/A I Cifz:f]xone n Oifg':]xone 3doses| " al“g;:m” Sdays| 2 |two|8days|113|2|1]| 1 S5hrs | 2 N/A
114|10033601| 24 | 242 | 3 P2L2 Mweks | TUltememergency | prevLSCSnotwit o il oanel 1 (1 fal2 |2 )21 2 |2 no organism N/A N/A Inj ceftriaxone, inj ceftriaxone | 5 | Inj augmentin | o |5 | o [10days|102] 2 [ 2| 1 NA | NA | NA
LSCS VBAC 1gm 1gm 1.2gm
115|10030399| 23| 234 | 3 PIL1 | 35wesks2 days preteml_‘gcngge”cy severeoligohydraminos| 250mi | >1hr| 1 | 16| 1| 1]2]1] 2 |2 no organism N/A N/A I Cifz:f]xone n Oifg':]xone 3doses| " al“g;:m” S5days| 2 |two|l0days| 9 |2|2| 2 |[s6hs| 1 2
gram imipenem, - ) - ) A
11610016888 23| 25 | 3 | P2L2A1 |38weeks6days| ™ te’T&“Se’ng prev LSCSinlabour |350mi|>1hr| 1 | 24| 2| 2|2]2| 1 |2 .citrobacefreundi | negative |meropenem, amikacin,|'" Oiﬂ”:]xone n Oiﬂ”:]xone 3doses| " "2‘1" 600 | 7 Gays| 1 |one|15days| 98| 1|2| 2 6hrs | NIA | N/A
bacteria levofloxacin 9 9 9
117|10017934| 29 | 21.4 | 3 P2L2 | 40 weeks1day |full term electiveLSCs| P& Lvsgigm Wi ogomi | >1ne| 1 |1le| 2|2 2|1 2 |2 no organism N/A N/A Iy Cifz:f]xone n Oifg':]xone 3doses| " al“g;:m” 7days| 2 |two|l2days| 12 |2|2]| 1 NA | NA | NA
118|10019853| 25| 269 | 3 PIL1 |39 weeks6days| V! te’T;(':“Ser gency thick MSL 280ml|>1hr| 1 |1|8|1]|1]2]2] 2 |2 no organism N/A N/A I Cifz:f]xone n Oifg':]xone 3doses| " al“g;:m” S5days| 2 |one|10days|112|1|2]| 2 |17hs| 1 1
119|10018972| 18| 231 | 4 PoL2 | 38wecks3days| MU temljg:“:gmcy prev LSCSinlabour |260mi|>1hr| 1 |18 2|2 ]2]1] 2 |2 no organism N/A N/A Iy Cifz:f]xone n Oifg':]xone 3doses| " al“g;:m” 7days| 2 |one|12days| 11 |2|2]| 1 ahs | 2 N/A
120|10023194| 19| 253 | 3 PIL1 |39 wecks4days| ™! temljg:“:gmcy MSL somi|>1he| 1 [1l2|1|1]2]|2] 2 |2 no organism N/A N/A Iy Cifz:f]xone n Oifg':]xone 3doses| " al“g;:m” 5days| 2 |two|8days|101]|2|1| 2 |16hs| 1 1




