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1. Plain language summary

Antibiotics are used to treat or prevent infections caused by bacteria. If you are having an
operation, you may be given antibiotics to prevent infection. Always tell your doctor if you have
had an allergic reaction to an antibiotic and remind them of your allergy before you receive any
antibiotics.

2.  Summary of recommendations

Recommendation 1 Grade

Prescribers should use the current Therapeutic Guidelines: Antibiotic Consensus-based
when prescribing antimicrobials as the primary source of information, recommendation
and these should be readily accessible to clinicians wherever

. . . 1 Reference 1
antimicrobials are being prescribed’.

Recommendation 2 Grade

Local guidelines should take into account recommendations in the Consensus-based
Therapeutic Guidelines and also reflect local antimicrobial recommendation

susceptibilities and availability.

Recommendation 3 Grade

Consult the best available evidence and specialist clinicians for Consensus-based

guidance on either prophylaxis or management of infections not recommendation

covered in the Therapeutic Guidelines.

3. Introduction

The use of prophylactic antibiotics in obstetric and gynaecological surgery is an important part
of conventional practice. Many institutions and jurisdictions have their own established protocols
which should take into consideration the advice of the Therapeutic Guidelines: Antibiotic. Where
these exist, and provided they are consistent with accepted national guidelines, they should be
followed.

In the absence of such guidelines, the Australia Therapeutic Guidelines Limited (2019)
contains advice regaining prophylactic antibiotics for hysterectomy and termination of
pregnancy’.
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4. Discussion and recommendations

4.1 Caesarean section
Traditionally, antibiotics at caesarean section have been given after cord clamping, due to
several potential concerns; 1) exposure of the fetus to antibiotics could mask newborn positive
bacterial culture results; 2) fetal antibiotic exposure could lead to an increase in colonization or
infection with antibiotic-resistant organisms, and 3) to avoid the risk of severe fetal compromise
in the rare event of maternal anaphylaxis.

Against these potential concerns needs to be weighed the strong evidence that antibiotics given
prior to skin incision reduce the risk of post-operative endometritis and surgical site infection by
approximately 50%. These trials have not observed any increase in neonatal sepsis rates among
patients randomised to pre-incision antibiotics. Whether the magnitude of benefit is the same for
elective as emergency caesarean section is unclear.

Accordingly, it is suggested that:
. Antibiotic prophylaxis should be given for all caesarean sections.

. Antibiotics administered prior to skin incision will minimise the risk of post-operative
infectious morbidity, but consideration should be given to how the fetus could be
delivered expeditiously in the rare event of maternal anaphylaxis.

. Surgical data suggests that for antimicrobial prophylaxis to be effective, ideally it should
be administered at least 30 minutes before caesarean section, to ensure a bactericidal
concentration is reached by the time of incision. This could occur at time of intravenous
cannulation.

. Narrow-spectrum antibiotics that are effective against gram-positive and gram- negative
bacteria with some anti-anaerobic activity are the most appropriate choice.

. A first-generation cephalosporin is recommended, such as 2g intravenous cefazolin. The
dose should be increased to 3g for women weighing over 120kg. Consideration should
also be given to a repeat dose if the procedure is prolonged (over 3 hours).

. For women with a history of immediate or delayed nonsevere hypersensitivity to
penicillins, cefazolin, as above, remains appropriate.

. For women with a history of immediate or delayed severe hypersensitivity to penicillins,
use Clindamycin 600mg iv plus Gentamicin 2mg/kg iv.

. For women colonised with Methicillin-resistant Staphylococcus aureas (MRSA) or at
increased risk of being colonised with MRSA, add Vancomycin 15mg/kg iv.

. Azithromycin may be considered at caesarean sections performed during labour or at

least four hours after rupture of membranes (2). Administration of azithromycin 500mg
has been shown to reduce a composite outcome of endometritis, wound infection or
other infection (3). However, a strong recommendation in favour of routine use is not yet
warranted given the concerns around the external validity of the paper, inducing
resistance to azithromycin and possible effects on the establishment of the indigenous
microbiome.

Surgical prophylaxis should still be administered even if the patient is receiving antibiotics for
prolonged rupture of the membranes.
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4.2 Operative vaginal delivery

Operative delivery, much like caesarean section, is a risk factor for maternal sepsis. Historically
insufficient evidence existed to recommend antibiotics prophylaxis for women undergoing operative
vaginal birth. This changed in 2019 with the publication of the ANODE trial. The ANODE trial
demonstrated that prophylaxis with a single dose of intravenous amoxicillin and clavulanic acid resulted
in significantly fewer confirmed or suspected infections when compared to placebo. The dose given was
1g amoxycillin and 200mg clavulanic acid once intravenously?.

4.3 Group B streptococcus
All women with known carriage or risk factors for Group B streptococcus should be treated with
prophylactic antibiotics in labour as per RANZCOG College Statement C-Obs 19.

4.4 Preterm prelabour rupture of membranes (PPROM) to 36+6 weeks gestation

Antibiotic prophylaxis for women with PPROM is associated with prolonged pregnancy and reduced
maternal and neonatal infection. However, evidence that antibiotic prophylaxis in PPROM alters
perinatal mortality or longer-term outcomes is lacking. The use of antibiotic prophylaxis in women with
preterm labour in the absence of membrane rupture is not supported by the'. There are two rationales
for administering antibiotics in PPROM

(i) For GBS chemoprophylaxis due to the high risk of spontaneous preterm labour (a
known risk factor for early onset GBS disease); and

(ii) To prolong gestation (increase latency period).
The antibiotic of choice and optimal duration of treatment are not clear:

*  Erythromycin 250 mg four times a day for 10 days or until the woman is in established
labour (whichever is sooner)®.

OR

*  Amoxicillin/ampicillin 2 g IV every é hours for 48 hours, followed by amoxicillin 250 mg oral
every 8 hours for 5 days (for seven days total), PLUS erythromycin 250 mg oral every 6 hours

for 10 days'.

ALSO

* Azithromycin can be considered in lieu of a multiple-day course of erythromycin because of its ease
of administration, improved gastrointestinal tolerance, favorable cost profile, and similar efficacy; this
substitution is also endorsed by ACOG (4). In retrospective studies of women with PPROM given
prophylaxis with erythromycin versus azithromycin as part of the antibiotic regimen, both drugs had
similar pregnancy and neonatal outcomes (latency length; mean birth weight; rates of chorioamnionitis,
low Apgar score, neonatal sepsis, and neonatal respiratory distress syndrome)*.
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https://ranzcog.edu.au/RANZCOG_SITE/media/RANZCOG-MEDIA/Women%27s%20Health/Statement%20and%20guidelines/Clinical-Obstetrics/Maternal-Group-B-Streptococcus-in-pregnancy-screening-and-management-(C-Obs-19).pdf?ext=.pdf

The choice of prophylactic antibiotics in PPROM will also depend on whether clinical signs of
chorioamnionitis are present. Therapies may be modified based on the results of investigations.
For patients with a hypersensitivity to penicillins, refer to the Therapeutic Guidelines or seek expert
advice.

4.5 Prophylactic antibiotics in obstetrics
In obstetrics, there are some issues that are not well clarified:

« There is insufficient evidence for or against the use of prophylactic antibiotics to
reduce infectious morbidity for manual removal of the placenta®.

« Available evidence does not support the use of prophylactic antibiotics to
reduce infectious morbidity following elective or emergency cerclage®.

« The evidence is not robust for the use of antibiotic prophylaxis to prevent
perineal wound complications following third or fourth degree tears®.

While there is inadequate evidence to dictate uniform antibiotic prescribing practice in the above
situations, the decision regarding prophylactic antibiotics should be made in each case, based
on the clinical situation and individual patient circumstances.

Women with pre-exisiting heart disease require additional consideration as prophylaxis is often
required to reduce the risk of infective endocarditis. Specific details are beyond the scope of this
statement but further information can be found in the Therapeutic Guidelines'.

4.6 Prophylactic antibiotics in gynaecology
There are no recommendations for routine prophylactic antibiotics for the following
gynaecological procedures in healthy women with no risk factors:

Insertion of intrauterine contraceptive device (IUCD)%

Patients undergoing diagnostic laparoscopy’;

Patients having hysteroscopic surgery’;

Hysterosalpingography (HSG) without a prior history of pelvic inflammatory disease (8); and

Large Loop Excision of Transformation Zone (LLETZ)’.

However, antibiotic therapy should be instituted in any of the procedures listed above if there
is reason to suspect infection risk or if the findings at the procedure indicate risk of infection
e.g. dilated fallopian tubes at HSG.

Antimicrobial prophylaxis should be used during major abdominal, laparoscopic or vaginal
procedures. This includes synthetic mid-urethral sling procedures. Antibiotic prophylaxis should
also be considered for surgical termination of pregnancy where STIs have not been excluded. The
choice of antibiotics should be guided by local guidelines, recommendations in the Therapeutic
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Guidelines and also reflect local antimicrobial susceptibilities.

e In general, cefazolin 2g iv PLUS metronidazole 500mg iv prior to surgical incision is
appropriate’.

e For women with a history of immediate or delayed nonsevere hypersensitivity to penicillins, the
above regimen remains appropriate’.

e For women with a history of immediate or delayed severe hypersensitivity to penicillins, use
Clindamycin 600mg iv plus Gentamicin 2mg/kg iv'.

e For prophylaxis of patients who have not been appropriately investigated before surgical
termination of pregnancy use doxycycline 100mg orally prior to the procedure and 200mg
orally after the procedure OR doxycycline 400mg orally with food 10-12 hours prior to the
procedure. An alternative regimen is metronidazole 2g orally prior to the procedure PLUS 1g
azithromycin orally prior to the procedure for patients at a high risk of infection’.
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Appendix B Overview of the development and review process for this statement

7.1 Steps in developing and updating this statement

This statement was originally developed in November 2011 and was most recently reviewed in February
2021. The Women'’s Health Committee carried out the following steps in reviewing this statement:

Declarations of interest were sought from all members prior to reviewing this statement.
e Structured clinical questions were developed and agreed upon.
e Anupdated literature search to answer the clinical questions was undertaken.

e At the March 2021 committee meeting, the existing consensus-based recommendations
were reviewed and updated (where appropriate) based on the available body of evidence
and clinical expertise. Recommendations were graded as set out below in Appendix B part

i)

7.2 Declaration of interest process and management

Declaring interests is essential in order to prevent any potential conflict between the private interests
of members, and their duties as part of the Women’s Health Committee.

A declaration of interest form specific to guidelines and statements was developed by RANZCOG
and approved by the RANZCOG Board in September 2012. The Women's Health Committee
members were required to declare their relevant interests in writing on this form prior to
participating in the review of this statement.

Members were required to update their information as soon as they become aware of any
changes to their inferests and there was also a standing agenda item at each meeting where
declarations of interest were called for and recorded as part of the meeting minutes.There were
no significant real or perceived conflicts of interest that required management during the process
of updating this statement.

7.3 Grading of recommendations

Each recommendation in this College statement is given an overall grade as per the table below,
based on the National Health and Medical Research Council (NHMRC) Levels of Evidence and
Grades of Recommendations for Developers of Guidelines'. Where no robust evidence was
available but there was sufficient consensus within the Women’s Health Committee, consensus-
based recommendations were developed or existing ones updated and are identifiable as such.

' eTG complete [Internet]. Melbourne (Vic): Therapeutic Guidelines Ltd; 2019.
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Consensus-based recommendations were agreed to by the entire committee. Good Practice Notes
are highlighted throughout and provide practical guidance to facilitate implementation. These were
also developed through consensus of the entire committee.

Recommendation Description
category
Evidence-based A Body of evidence can be trusted to guide practice
B Body of evidence can be trusted to guide practice in

most situations

C Body of evidence provides some support for
recommendation(s) but care should be taken in its
application

D The body of evidence is weak and the
recommendation must be applied with caution

Consensus-based Recommendation based on clinical opinion and
expertise as insufficient evidence available

Good Practice Note Practical advice and information based on clinical
opinion and expertise
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Appendix C Full Disclaimer

Purpose

This Guideline has been developed to provide general advice to practitioners about women'’s
health issues concerning prophylactic antibiotics in obstetrics and gynaecology and should not be
relied on as a substitute for proper assessment with respect to the particular circumstances of each
case and the needs of any person. It is the responsibility of each practitioner to have regard to the
particular circumstances of each case. Clinical management should be responsive to the needs of
the individual person with a need for of prophylactic antibiotics use and the particular
circumstances of each case.

Quality of information

The information available in the prophylactic anfibiotics in obstetrics and gynaecology is intendedas a
guide and provided for information purposes only. The information is based on the Australian context
using the best available evidence and information at the time of preparation.

While the Royal Australian and New Zealand College of Obstetricians and Gynaecologists
(RANZCOG) had endeavoured to ensure that information is accurate and current at the time of
preparation, it takes no responsibility for matters arising from changed circumstances or

information or material that may have become subsequently available. The use of this information

is entirely at your own risk and responsibility.

For the avoidance of doubt, the materials were not developed for use by patients, and patients
must seek medical advice in relation to any treatment. The material includes the views or
recommendations of third parties and does not necessarily reflect the views of RANZCOG or
indicate a commitment to a particular course of action.

Third-party sites

Any information linked in this guideline is provided for the user’s convenience and does not
constitute an endorsement or a recommendation or indicate a commitment to a particular course
of action of this information, material, or content unless specifically stated otherwise.

RANZCOG disclaims, to the maximum extent permitted by law any responsibility and all liability
(including without limitation, liability in negligence) to you or any third party for inaccurate, out of
context, incomplete or unavailable information contained on the third-party website, or for
whether the information contained on those websites is suitable for your needs or the needs of any
third party for all expenses, losses, damages and costs incurred.

Exclusion of liability

The College disclaims, to the maximum extent permitted by law, all responsibility and all liability
(including without limitation, liability in negligence) to you or any third party for any loss or
damage which may result from your or any third party’s use of or reliance of this guideline,
including the materials within or referred to throughout this document being in any way
inaccurate, out of context, incomplete or unavailable for all expenses, losses, damages, and costs
incurred.

Exclusion of warranties

To the maximum extent permitted by law, RANZCOG makes no representation, endorsement or
warranty of any kind, expressed or implied in relation to the materials within or referred to
throughout this guideline being in any way inaccurate, out of context, incomplete or unavailable
for all expenses, losses, damages and costs incurred.

These terms and conditions will be constructed according to and are governed by the laws of
Victoria, Australia
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