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and there is an increased risk of postoperative infectious complications
c . . including endometritis and surgical site infection. Prophylactic antibiotics
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Peshawar, Pakistan. at induction of anaesthesia may lead to better compliance with recommended
Email: nazish14012@gmail.com timing. The objective is to determine the effectiveness of prophylactic
antibiotics administered by the anaesthetist at induction of anaesthesia in
reducing post-cesarean endometritis and surgical site infections among obstetric
patients.
Materials and Methods: This comparative study was carried out in the
Department of Obstetrics and Gynaecology of Hayatabad Medical Complex in
;3;; }\ged?“b Health Peshawar during a period of January-June 2024. There were 72 obstetric
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patients who had cesarean section. The patients were split into two equal groups.
A total of 36 patients were assigned to Group A, who were given prophylactic
antibiotics by the anaesthetist after induction of anaesthetic before skin incision,
and 36 patients were assigned to Group B, who got antibiotics after cord
clamping or later according to routine procedure. Patients were followed up for
infectious complications such as endometritis, surgical site infection,
postoperative fever, complications of the wounds, use of supplementary
antibiotics and infectious morbidity. Appropriate statistical testing procedures
were used to analyse data, and a p value of < 0.05 was considered significant.
Results: The mean age of patients was 28.6 = 5.1 years. Both groups were
comparable regarding baseline demographic and obstetric characteristics. Post-
cesarean endometritis was significantly lower in Group A compared with Group
B, 2 (5.6%) versus 8 (22.2%), respectively. Surgical site infection was also
lower in Group A, 3 (8.3%) versus 10 (27.8%) in Group B. Postoperative fever
occurred in 4 (11.1%) patients in Group A and 11 (30.6%) patients in Group B.
The need for additional antibiotics was reported in 5 (13.9%) patients in Group
A compared with 13 (36.1%) patients in Group B. Overall infectious morbidity
was 16.7% in Group A and 38.9% in Group B.
Conclusion: Prophylactic antibiotics administered by the anaesthetist at
induction of anaesthesia were effective in reducing post-cesarean endometritis,
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surgical site infection, postoperative fever, need for additional antibiotics, and
overall infectious morbidity. Incorporating antibiotic administration into the
anaesthesia induction checklist may improve timely prophylaxis and reduce
preventable post-cesarean infections.

Keywords: Cesarean section, prophylactic antibiotics, anaesthetist, induction
of anaesthesia, endometritis, surgical site infection, obstetric patients.

INTRODUCTION

Caesarean section is an essential obstetric procedure,
which could prevent maternal and neonatal morbidity
in the condition of an unsafe vaginal delivery. But,
although vital to life, cesarean birth has a higher rate
of postoperative infections than the vaginal birth.
Post cesarean section complications are mainly
infectious such as endometritis, surgical site
infection, discharge, dehiscence, postoperative fever,
U.T.L., and hospital stay. These complications make
mothers more uncomfortable, treatment more
expensive, mean more antibiotic usage and strain the
health care facilities.['*]

Post cesarean infection occurs when microorganisms
invade the surgery site, the uterine cavity or
surrounding tissues during or after the surgery.
Emergency cesarean section, prolonged labor,
prolonged rupture of membranes, repeated vaginal
examinations, maternal anemia, obesity, diabetes,
excessive blood loss, longer operative time, and poor
aseptic conditions are some factors that may increase
the risk of infection. Of these, the time of
prophylactic antibiotic use is a modifiable practice
that can be enhanced by appropriate pre-operative
planning. [

Antibiotic prophylaxis is known to decrease infection
after cesarean section. The purpose of prophylaxis is
not to treat an established infection but to prevent the
multiplication of bacteria at the surgical site while the
site is contaminated during surgery. Ideally, the
antibiotic should be able to achieve adequate blood
and tissue levels prior to making the surgical cut.
When administered after cord clamping or after
surgery, the tissue levels may not be sufficient for the
first few days of exposure, and this may decrease the
effect of the antibiotic as a preventative.[-]

The wuse of prophylactic antibiotic does is
recommended for both elective and emergency
cesarean sections, and is supported by international
recommendations. For cesarean prophylaxis, a
simple single dose regimen is recommended by the
World Health Organization 30-60 minutes before
surgery. The WHO guideline also recommends
giving the prophylactic antibiotics 30-60 minutes
before the skin has been incised instead of after the
umbilical cord has been clamped. Finally, the
American  College  of  Obstetricians  and
Gynecologists emphasizes antibiotic prophylaxis in
labor and delivery and is a supporter of pre-labor
antibiotic prophylaxis for cesarean delivery to help
decrease infectious morbidity following delivery.['%!
In some obstetric practice, traditionally, prophylactic
antibiotics were given after cord clamping due to fear

of transfer of antibiotic to fetus. However, there is
evidence at the moment for administration prior to
skin incision, which may minimise infectious
complications for the mother but evidence for
neonate effect is lacking. Giving the antibiotic as a
pre-incision dose has been found to reduce the
incidence of endometritis, surgical site infection and
infectious morbidity overall, when compared with
antibiotic administered after the umbilical cord is
clamped.!!

In high-volume tertiary-care centers, delays in
antibiotic administration can happen due to
workload, emergency protocols, communication
barriers, or confusion about who is supposed to
administer the antibiotic. A specific problem area
where the responsibility could be given to the
anaesthetist at induction, before incision, may be
suitable in practice, since induction is a fixed and
easily identifiable step before incision. This can help
to ensure that the time of administration of
prophylaxis is appropriate and can incorporate it into
the surgical safety checklist before incision.[?]

Local data regarding the effectiveness of
anaesthetist-administered prophylactic antibiotics at
induction of anaesthesia in obstetric patients are
limited. Therefore, the present study was conducted
at Hayatabad Medical Complex, Peshawar, to assess
whether prophylactic antibiotics administered by the
anaesthetist at induction of anaesthesia reduce post-
cesarean endometritis and surgical site infections
among obstetric patients. The findings may help
improve perioperative antibiotic timing and
strengthen infection prevention practices in cesarean
delivery.

MATERIALS AND METHODS

This comparative study was conducted in the
Department of Obstetrics and Gynaecology,
Hayatabad Medical Complex (HMC), Peshawar,
from January 2024 to June 2024. The study was
designed to assess the effectiveness of prophylactic
antibiotics administered by the anaesthetist at the
time of induction of anaesthesia in reducing post-
cesarean endometritis and surgical site infections
among obstetric patients undergoing cesarean
section.

Overall 72 obstetric patients who were scheduled for
cesarean section were recruited for the study. Two
groups of equal size were chosen as patients. In
Group A 36 patients were given antibiotics by the
anaesthetist at induction of anaesthesia, prior to
opening skin. Thirty-six patients who were treated
with antibiotics as routine after cord clamping or later

145

International Journal of Medicine and Public Health, Vol 16, Issue 3, July- September 2026 (www.ijmedph.org)



were included in group B. A comparison of these two
groups was undertaken to ascertain that early
antibiotic use is linked to improved postsurgical
infectious complications.

All pregnant women having elective/emergency
cesarean section during the study period were
included. Patients who had a previous infection with
the selected antibiotic or fever prior to surgery,
chorioamnionitis, known allergy to the selected
antibiotic, long-term antibiotic use prior to
admission,  immunocompromised  status, or
inadequate postoperative follow-up records were
excluded. Patients were only included in the study if
they met the inclusion criteria and gave informed
consent.

The sampling technique used was non-probability
consecutive sampling. Until the necessary sample
size of 72 patients was reached, eligible patients were
enrolled. A structured proforma was used to gather
detailed demographic and obstetric data. Collected
variables consisted of age, gravidity, parity,
gestational age, type of cesarean section, indication
for cesarean section, duration of delivery, rupture of
membranes, number of vaginal examinations,
anemia, type of anaesthesia, duration of surgery,
estimated blood loss and blood transfusion during
surgery.

Prophylactic antibiotic was given by the anaesthetist
at the time of induction of anaesthetic, preferably 30-
60 minutes before skin cutting (Group A). In Group
B, antibiotics were given after clamping or as usual
in the department. The antibiotic regimen used was
chosen following the hospital protocol and the
dosage, delivery and timing of the antibiotic was
recorded for each patient. It was decided to assign the
anaesthetist to give the antibiotic during induction as
this would ensure that the antibiotic was given early
and improve adherence with the timing of the
antibiotic. Standard Aseptic precautions were used in
all cesarean sections. Surgical preparation, draping,
skin and uterine incision, delivery of the baby,
removal of the placenta, uterine repair, abdominal
closure and postoperative care was performed in
accordance with the departmental protocols. Post-
operative monitoring was carried out in the hospital
stay and follow up. Patients' fever, uterine tenderness,
foul-smelling of lochia, redness of the wound,
swelling of the wound, discharge from the wound,
pain of the wound, dehiscence of the wound, and the
need for further antibiotic therapy were evaluated.
The main outcome measures were endometritis after
cesarean section and surgical site infection. Clinical
diagnosis of endometritis was made when the patients
had postoperative fever, lower abdominal or uterine
tenderness, and when the vaginal discharge was foul
after cesarean section. Surgical site infection was
defined as a wound that was red, swollen, painful, had
purulent drainage, was separating, needed more
wound care or antibiotics. Secondary outcomes were
postoperative  fever, requirement for further

antibiotics, hospital duration, re-dress of the wound,
readmission for infection and overall post-operative
infectious morbidity.

Data were entered and analysed using statistical
software. The mean (SD) was used to present the
quantitative variables (age, gestational age, duration
of surgery). All qualitative variables like type of
cesarean section, rupture of membranes, anemia,
endometritis, surgical site infection, postoperative
fever and requirement for extra antibiotics were
reported as frequencies and percentages. Independent
sample t-test, chi-square test and Fisher's exact test
were used to compare the two study groups for
continuous and categorical variables, respectively. A
value of p < 0.05 was deemed to be statistically
significant.

RESULTS

A total of 72 obstetric patients undergoing cesarean
section were included in the study. There were 2
equal groups of participants. Patients in Group A
received prophylactic antibiotics through the
anaesthetist's hand at induction of anaesthetic while
the Group B patients were given antibiotics after cord
clamping or later, as per routine practice. Patients'
mean age was 28.6 + 5.1 years. The mean age of the
patients was 25-30 years. 43 (59.7%) patients were
delivered by emergency cesarean section and 29
(40.3%) patients were delivered by elective cesarean
section. Both groups were similar in baseline data and
there was no significant difference between the
groups in terms of age, parity, gestational age, mode
of cesarean section or anemia status.

d
vparacn of Roat Cesareen Wechaa OuUoanes by Tirag of Popindedix Atisstc

Figure 1: Comparison of post-cesarean infectious
outcomes according to timing of prophylactic antibiotic
administration.

The graph shows lower rates of endometritis, surgical
site infection, postoperative fever, need for additional
antibiotics, and overall infectious complications
among patients who received prophylactic antibiotics
by the anaesthetist at induction of anaesthesia
compared with patients who received antibiotics
later.
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Table 1: Baseline Characteristics of Study Participants

Variable Group A: Antibiotic at Induction n=36 Group B: Antibiotic Later n=36 | p-value
Mean age, years 28.3+49 289+53 0.621
Age <25 years 9 (25.0%) 8 (22.2%) 0.781
Age 25-30 years 17 (47.2%) 16 (44.4%) 0.812
Age >30 years 10 (27.8%) 12 (33.3%) 0.610
Primigravida 14 (38.9%) 13 (36.1%) 0.808
Multigravida 22 (61.1%) 23 (63.9%) 0.808
Mean gestational age, weeks 38.1+1.2 383+14 0.517
Elective cesarean section 15 (41.7%) 14 (38.9%) 0.810
Emergency cesarean section 21 (58.3%) 22 (61.1%) 0.810
Anemia present 10 (27.8%) 12 (33.3%) 0.610

No differences were found between the two groups
with regard to demographic or obstetric profile. The

emergency cesarean section was somewhat more
common in Group B but not statistically significant.

Table 2: Obstetric and Surgical Risk Factors

Variable Group A n=36 Group B n=36 p-value
Rupture of membranes >6 hours 8 (22.2%) 11 (30.6%) 0.421
Labor duration >8 hours 9 (25.0%) 12 (33.3%) 0.438
>3 vaginal examinations 7 (19.4%) 10 (27.8%) 0.402
Duration of surgery >60 minutes 6 (16.7%) 9 (25.0%) 0.386
Blood loss >500 ml 5 (13.9%) 7 (19.4%) 0.527
Blood transfusion required 3 (8.3%) 4 (11.1%) 0.692
Spinal anaesthesia 33 (91.7%) 32 (88.9%) 0.692
General anaesthesia 3 (8.3%) 4 (11.1%) 0.692

The two groups had also similar obstetric and
surgical risk factors. In Group B, the incidences of
prolonged rupture of membranes, labor duration,

repeated vaginal examination and prolonged surgery
were slightly higher, but not significant increases.

Table 3: Postoperative Infectious Outcomes

QOutcome Group A n=36 Group B n=36 p-value
Post-cesarean endometritis 2 (5.6%) 8 (22.2%) 0.041
Surgical site infection 3 (8.3%) 10 (27.8%) 0.032
Postoperative fever 4 (11.1%) 11 (30.6%) 0.041
Wound redness 3 (8.3%) 9 (25.0%) 0.057
Wound discharge 2 (5.6%) 7 (19.4%) 0.073
Wound dehiscence 1 (2.8%) 4 (11.1%) 0.164
Need for additional antibiotics 5 (13.9%) 13 (36.1%) 0.030
Readmission due to infection 1 (2.8%) 5 (13.9%) 0.088

Prophylactic antibiotics at induction of anaesthesia
resulted in fewer postoperative infectious
complications. In Group A, 2 (5.6%) patients
developed endometritis while in Group B, 8 (22.2%)
patients developed endometritis, which is statistically
significant. The same applied to surgical site
infection, occurring in 3 (8.3%) of patients in Group

A and 10 (27.8%) of patients in Group B, and also
significantly different. The postoperative fever and
requirement for further antibiotics was significantly
more in Group B. Wound redness, wound discharge,
wound dehiscence and readmission were more
common in Group B but were not statistically
significant.

Table 4: Overall Postoperative Infectious Morbidity

Overall Infection Status Group A n=36 Group B n=36 p-value
No infectious complication 30 (83.3%) 22 (61.1%) 0.035
Any infectious complication 6 (16.7%) 14 (38.9%) 0.035

The overall rate of infectious morbidity was
significantly lower for the antibiotic at induction
group. In Group A, 6 (16.7%) developed any

infectious complication while 14 (38.9%) did so in
Group B.

Table S: Association of Selected Risk Factors with Postoperative Infectious Complications

Risk Factor Infection Present n=20 No Infection n=52 p-value
Antibiotic administered later 14 (70.0%) 22 (42.3%) 0.035
Emergency cesarean section 16 (80.0%) 27 (51.9%) 0.032
Rupture of membranes >6 hours 10 (50.0%) 9 (17.3%) 0.006
Labor duration >8 hours 11 (55.0%) 10 (19.2%) 0.004
>3 vaginal examinations 9 (45.0%) 8 (15.4%) 0.010
Anemia 10 (50.0%) 12 (23.1%) 0.027
Duration of surgery >60 minutes 7 (35.0%) 8 (15.4%) 0.071
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A delay in giving prophylactic antibiotics was
significantly associated with postoperative infectious
complications. Other important risk factors were:
emergency cesarean section, prolonged rupture of
membranes, prolonged labor, repeated vaginal
examinations and maternal anemia. No statistically
significant association was found between the
duration of surgery (more than 60 minutes) and the
frequency of infection.

DISCUSSION

Cesarean section is one of the most commonly
performed obstetric surgical procedures, but it is also
associated with a higher risk of postpartum infectious
morbidity compared with vaginal delivery. The most
important infectious complications after cesarean
section include endometritis, surgical site infection,
postoperative fever, wound discharge, and need for
additional antibiotic therapy. In the present study,
prophylactic antibiotic administration by the
anaesthetist at the time of induction of anaesthesia
was associated with a clear reduction in post-cesarean
infectious complications. This finding supports the
importance of giving antibiotics before skin incision
so that adequate tissue concentration is achieved
during the period of bacterial contamination.['3!4]
Of the patients who were given antibiotics at
induction, 5.6% developed post-cesarean
endometritis while 22.2% of the patients who were
given antibiotics later developed post-cesarean
endometritis. In the same way, 8.3% of the patients
in the induction group had surgical site infection
versus 27.8% of those in the delayed-administration
group. These data indicate that antibiotic prophylaxis
was effective for decreasing uterine and wound
infection. The lower infection rates in the induction
group could result from the fact that these patients
had adequate antibiotic levels in their maternal blood
and surgical tissues prior to incision and exposure to
vaginal and skin flora during surgery. [']

The results of this study are in line with international
suggestions. Prophylactic antibiotics are
recommended for female elective or emergency
cesarean section as 30-60 minutes prior to incision of
the skin according to a suggestion by the World
Health Organization (WHO). In the same way, the
study also confirms that antibiotic prophylaxis during
cesarean delivery can decrease the postpartum
infectious morbidity. This study provides local
evidence from HMC that using this practice at
induction by the anaesthetist can help to ensure
correct timing and help to decrease unnecessary
postoperative infections.!!6!7]

Further evidence of the benefit of early prophylaxis
comes from the reduced fever and need for further
antibiotics in the induction group. In this study,
11.1% had postoperative fever in the induction group
while 30.6% had postoperative fever in the delayed
group. There was also a lower proportion of the
induction group requiring further antibiotics (13.9%

vs. 36.1%). The clinical importance of these
outcomes is that postoperative infection causes
discomfort to the mother, makes her stay in hospital
longer, makes her treatment more costly and could
also result in readmission. Hence, a small change in
the timing of antibiotic use can make a difference to
patients and the health care system.!'®]

This is also in keeping with previous evidence that
showed that pre-incision prophylaxis was superior to
delayed administration. Researchers have reported
that anti-inflammatory treatment prior to skin
incision (not after clamping the umbilical cord)
decreased postpartum endometritis and overall
infectious morbidity without the negative effects of
anti-inflammatory treatment on the neonates. A
subsequent randomized, double blind study of pre-
incision versus post-cord clamping cefazolin also
looked at the infectious outcomes of the mothers
undergoing cesarean delivery, and found that the use
of pre-incision antibiotic administration was safe and
effective. More recent evidence also highlighted that
the effective tissue level of prophylaxis must be
present during the operation and that it is important
that it is administered within 1 hour prior to the
incision for infection prevention purposes.!*’
Overall infectious morbidity in the current study
amounted to 16.7% in those that were given
antibiotics at induction and 38.9% in those that were
given antibiotics later. This is also statistically
significant as well as clinically important, as it
represents a difference in timing of antibiotic
prophylaxis. The anaesthetist is important because
induction of anaesthesia is a well-recognised, fixed
procedure before surgery. Educating anaesthetist to
take full responsibility for giving prophylactic
antibiotics can help to reduce missed or delayed
doses and increase cooperation between obstetric and
anaesthetic teams and standardise antibiotic use in the
peri-operative period.[*"!

Emergency cesarean section, extended rupture of
membranes, longer duration of labor, repeated
vaginal examinations, and maternal anemia were also
found to be risk factors in this study for postoperative
infection. These risk factors are biologically
plausible, as labor and ruptured membranes increase
the risk of exposure to organisms ascending the
genital tract, and repeated vaginal examinations
could lead to increased bacterial contamination.
Maternal anemia could have an impact on the level of
oxygenation in tissues and impair healing of tissues.
Thus, apart from good antibiotics timing, optimizing
maternal  condition, minimizing unnecessary
examination of the vagina, early decision making in
prolonged labour, and maintaining a strict aseptic
surgical technique are all also integral to good
infection prevention following c-section.?!]

The results of this study are particularly applicable in
the hectic tertiary-care environment where
emergency cesarean sections are common and delays
in medication administration in the perioperative
period are likely to happen. Use of antibiotic
administration in the anaesthesia induction checklist

148

International Journal of Medicine and Public Health, Vol 16, Issue 3, July- September 2026 (www.ijmedph.org)



might represent a cost-effective and feasible
intervention. It may improve the ability to provide
prophylaxis at the appropriate time prior to incision,
and may help limit the need for escalation of
antibiotics after the surgery. This strategy can also
help promote good antimicrobial stewardship by
avoiding prolonged antibiotic use after surgery,
instead avoiding infection with one timely
prophylactic dose.[?

There were some limitations in this study. The
number of patients was fairly small and the study was
limited to a single tertiary care hospital, which could
restrict  the  generalizability.  Diagnosis  of
endometritis and surgical site infection was chiefly
based on clinical characteristics and microbiological
culture confirmation was not performed in all
infected cases. The long-term follow-up following
discharge was also brief, which could have led to the
under-recognition of late surgical site infections.
Overall the study gives some local evidence for the
use of early use of antibiotic, given by the
anaesthetist at induction of anaesthetic.

CONCLUSION

This study concluded that prophylactic antibiotics
administered by the anaesthetist at the time of
induction of anaesthesia were effective in reducing
post-cesarean endometritis, surgical site infection,
postoperative fever, need for additional antibiotics,
and overall postoperative infectious morbidity
among obstetric patients undergoing cesarean
section. The findings support the practice of
administering prophylactic antibiotics before skin
incision rather than after cord clamping or later.
Timely antibiotic administration at induction is a
simple, safe, and practical intervention that can
improve maternal postoperative outcomes. Assigning
this responsibility to the anaesthetist may improve
compliance with recommended timing and reduce
preventable infectious complications. It s
recommended that hospitals should include
prophylactic antibiotic administration in the pre-
incision anaesthesia checklist for all elective and
emergency cesarean sections. Larger multicenter
studies with microbiological confirmation and longer
follow-up are recommended to further validate these
findings.

REFERENCES

1. Farmer N, Hodgetts-Morton V, Morris RKIJEJoO,
Gynecology, Biology R. Are prophylactic adjunctive
macrolides efficacious against caesarean section surgical site
infection: A systematic review and meta-analysis.
2020;244:163-71 doi.

2. Boonplod N, Yeunsak PJTBMJ. A Comparative Study of the
Effectiveness of Prophylactic Antibiotics with or Without
Additional Post-Op Antibiotics Administration in Cesarean

20.

21.

22.

Section Patients for Prevention of Post-Op Infection in a
Private Hospital. 2023;19(1):39- doi.

Duff P. Prevention of post-cesarean infection. Infections and
Pregnancy: Springer; 2022. p. 629-39.

Adaji JA, Akaba GO, Isah AY, Yunusa TINMJ. Short versus
long-term antibiotic prophylaxis in cesarean section: A
randomized clinical trial. 2020;61(4):173-9 doi.

Mohamed R, Qiteesh H, Hussien HJAJOM, Sciences A.
Single-Dose versus Multiple-Dose Antibiotic Prophylaxis for
Preventing Post Caesarean Section Infectious Morbidity in A
Cyrene Teaching Hospital. 2023:378-84 doi.

Ogah CO, Anikwe CC, Ajah LO, Ikeotuonye AC, Lawani OL,
Okorochukwu BC, et al. Preoperative vaginal cleansing with
chlorhexidine solution in preventing post-cesarean section
infections in a low resource setting: A randomized controlled
trial. 2021;100(4):694-703 doi.

BJ0119002 RN. Impact of an evidence based surgical bundle
onSurgical site infection in cesarean delivery-Randomized
control trial: KLE Academy of Higher Education and
Research, Belagavi; 2022.

Mushtaq M, Rizwan H, Kousar S, Akram A, Irshad S, Irshad
NJJoRMC. Comparison of the Effect of Administration Time
of Prophylactic Antibiotics on Post-Operative Wound
Infection after Caesarean Section. 2021;25(2) doi.

Saad AF, Goldman B, Spencer N, Kuhlmann M, McDonnold
M, Saade GRJO, et al. Prophylactic oral cephalexin and
metronidazole compared with placebo after cesarean delivery
to reduce infection complications in women with obesity: a
randomized controlled trial. 2022:10.1097 doi.

. Keskin M, Pabuccu EG, Sahin O, Cakmak D, Oral S, Kiseli

M, et al. Oral antibiotic prophylaxis in elective cesarean
deliveries: pilot analysis in tertiary Care Hospital.
2021;34(6):920-4 doi.

. Shahin AE, Elshamy E, Dawood RM, El Hosary SR, Fathey

AAJMMI. Prevention of endometritis by precesarean section
vaginal  preparation using povidone—iodine  versus
chlorhexidine. 2023;36(2):26 doi.

. El-Zayadi AAJTEJoFoS. Addition of azithromycin to the

routine pre-cesarean prophylaxisagainst infection, effective or
not? 2021;25(1):2-11 doi.

. Sadek J, Soliman MJEBWsHIJ. Treatment Of Bacterial

Vaginosis To Prevent Infection Following Caesarean
Delivery: A Randomized Control Study. 2022;12(1):108-16
doi.

. Adane A, Agga D. Haramaya University College of Health

Sciences, School of Medicine Department of Obstetrics and
Gynecology: Haramaya university; 2021.

. Temming LA, Frolova Al, Raghuraman N, Tuuli MG, Cabhill

AGIJAjoo, gynecology. Vaginal cleansing before unscheduled
cesarean delivery to reduce infection: a randomized clinical
trial. 2023;228(6):739. el-. e14 doi.

. Kim E. Preoperative vaginal preparation with antiseptic

solution in cesarean birth: a clinical practice guideline. 2020
doi.

. Nitrushwa D, Ghebre R, Unyuzimana M, Magriples U, Small

M, Rulisa SJIJoP, et al. Single vs. extended antibiotic for
prevention of surgical infection in emergent cesarean delivery.
2021;7(2):51-6 doi.

. Cobelens S, van den Berg K, van Pampus MIJEJoO,

Gynecology, Biology R. INFEXIT: Implementing vaginal
disinfection prior to cesarean section. 2022;279:55-9 doi.

. IRUM S, RAHIM S, ZAFAR S, AFRIDI AJA. Comparison of

Frequency of Post Caesarean Wound Infection with
Amoxicillin Versus Ceftriaxone.22(33):27.6 doi.

Burke C, Allen RIMTAJoMCN. Complications of cesarean
birth: Clinical recommendations for prevention and
management. 2020;45(2):92-9 doi.

Filetici N, Van de Velde M, Roofthooft E, Devroe SJBP,
Anaesthesiology RC. Maternal sepsis. 2022;36(1):165-77 doi.
Sorabella LL, Bauchat JRJAC. Enhanced recovery after
surgery: cesarean delivery. 2021;39(4):743-60 doi.

149

International Journal of Medicine and Public Health, Vol 16, Issue 3, July- September 2026 (www.ijmedph.org)



