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RISK ASSESSMENT

» VTE increases with gestational age
= maximum just after delivery.
» Caesarean section is a significant risk

= vaginal deliveries are also af risk.

» postpartum is five-fold higher to antepartum




RISK ASSESSMENT

Assessment of risk

In early pregnancy or prepregnancy.
Repeated if admitted to hospital
Immediately postpartum

Repeated again intrapartum



RISK ASSESSMENT

Pre-existing
Obstetric risk factors

New onset/fransient

Potentially reversible

May resolve




HIGH RISK

Any previous VTE except a single event related to major
surgery

Requires antenatal prophylaxis with LMWH
Refer to trust-nominated thrombosis in pregnancy
expert/team




low-risk thrombophilio




High-risk thrombophilia




Family history of unprovoked or estrogen-related VIE in first-degree
relative

Known low-risk thrombophilia (no VTE)
Age (> 35 years)

Obesity BMI> 30

Parity = 3

Smoker

Gross varicose veins






Pre-eclampsia in current pregnancy

ART/IVF (antenatal only)

Multiple pregnancy

Elective caesarean section

Mid-cavity or rotational operative delivery
Prolonged labour (> 24 hours)

PPH (> 1 litfre or tfransfusion

Preterm birth < 37+0 weeks in current pregnancy
Stilloirth in current pregnancy



» Obesity
» BMI=230=1; BMI=40=2

» Caesarean section in labour




Previous VTE provoked by major surgery
Known high-risk thrombophilia

Medical comorbidities e.g. cancer, heart failure; active systemic lupus
erythematosus, inflammatory polyarthropathy or inflammatory bowel
disease; nephrotic syndrome; type | diabetes mellitus with nephropathy;
sickle cell disease; current infravenous drug use

Any surgical procedure in pregnancy or puerperium except immediate
repair of the perineum, e.g. appendicectomy, postpartum sterilisation



Previous VTE (except a single event related to major surgery)
APS

Hyperemesis

(first trimester only) OHSS



MANAGEMENT

If total score = 4 antenatally, consider thromboprophylaxis from the
first trimester.

If total score 3 antenatally, consider thromboprophylaxis from 28
weeks.

If total score = 2 postnatally, consider thromboprophylaxis for at
least 10 days.

If prolonged admission (= 3 days) or readmission 1o hospital within
the puerperium consider thromboprophylaxis.



= pretnatally Fewer than three risk
= Mobilisation and

» gvoidance of dehydration factors




Posthatal assessment and management

= Any previous VIE
» Anyone requiring antenatal LMWH

» High-risk thrombophilia

» | ow-risk thrombophilia + FHx

—

At least 6 weeks’ postnatal
prophylactic LMWH




Postnatal assessment

o

INTERMEDIATE RISK
At least 10 days’ postnatal prophylactic LMWH




Antenatal and postnatal prophylactic dose of
LMWH

» Weight < 50 kg = 20 mg enoxaparin/2500 units

» Weight 50-90 kg = 40 mg enoxaparin/5000 units

» Weight 21-130 kg = 60 mg enoxaparin/7500 units

» Weight 131-170 kg = 80 mg enoxaparin/10 000

» Weight > 170 kg = 0.6 mg/kg/day enoxaparin/ 75 u/kg/day




Minidose prophylactic UFH, 5000
units SC Q12 h

Prophylactic UFH, 5000 to 10,000 units SC Q 12h
UFH, 5000 to 7500 units SC Q 12h in first frimester
UFH, 7500 to 10,000 units SC Q 12h in the second trimester

UFH, 10,000 units SC Q 12h in the third frimester, unless the aPTT is
elevated



Contraindications/cautions to LMWH use

» Bleeding disorder (e.g. haemophilia, von Willebrand's or acquired
coagulopathy)

» Active antenatal or postpartum bleeding (e.g. placenta praevia)
» (platelet count <75 x 109/

» Acute stroke in previous 4 weeks (haemorrhagic or ischaemic)

» Severe renal disease ( [GFR] < 30 ml/minute/1.73m2)

» Severe liver disease (prothrombin time above normal range or
known varices)

» Uncontrolled hypertension (blood pressure > 200 mmHg systolic or >
120 mmHg diastolic)







what is the magnitude of risk

= Previous VTE or thrombophilia Heritable in 20— 50% of pregnancy-
related VIE

» Obesity 60% of PE
Age: 35 and over had a 70% increase in risk
= |[mmobility and long-distance travel

The NICE and the RCOG : all long-distance (more than
four hours) travel (not exclusively by air) and
antepartum immobilisation (defined as strict bed rest 1

week or more prior to delivery










Heritable thrombophilia &previous VTE

previous VTE with antithrombin deficiency
(who will often be on long-term oral anticoagulation)

higher dose LMWH (either 50%, 75% or full treatment

dose)




RISK ASSESSMENT

=» Women in whom the original VTE was unprovoked/idiopathic or
related to estrogen (estrogen containing

contraception/pregnancy) orrelated to a transient risk factor other

than major surgery or who have other risk factors

» should be offered thromboprophylaxis with LMWH

throughout the antenatal period




RISK ASSESSMENT

= |n women in whom the original VTE was provoked by major surgery
from which they have recovered and who have no other risk factors

Thromboprophylaxis with LMWH can be withheld antenatally until 28

week

» They require close surveillance for the development of other risk
factors




Detection of antithrombin deficiency or APS will
alter the dose of thromboprophylaxis offered in
pregnancy




When should thromboprophylaxis be

startede

previous VTE
should
begin as
early in

pregnancy
as practical.

with four other
risk factors,
should be
considered for
antenatal
prophylaxis
throughout
pregnancy.

with three other
risk factors, can
start antenatal
prophylaxis at 28
weeks of
gestation




What are the first frimester risk factors for VIE and
how should they be managede

» admitted with hyperemesis: should be
» discontinue thromboprophylaxis when the hyperemesis resolves.

= OHSS : should be considered for thromboprophylaxis in the first
trimester.

» |VF : pregnancy and three other risk factors should be considered
for thromboprophylaxis starting in the first trimester




At present it is unclear

» whether women undergoing surgical management of
miscarriage and surgical fermination of pregnancy are at

increased risk of VTE




When should thromboprophylaxis be interrupted
for deliverye

=» | MWH

» vaginal bleeding or once labour begins.

» Regional techniques should be avoided until at least 12 hours after
LMWH.

= | MWH should not be given for 4 hours after use of SA or after the

epidural catheter has been removed




Therapeuvutic LMWH

» Regional techniques should be avoided if

possible for at least 24 hours.




High risk for haemorrhage

» May be managed with anti-embolism stockings

(AES), foot impulse devices or infermittent

pneumatic compression devices




Asymptomatic thrombophilio

» family history of VIE and an identified thrombophilia

» For 6 weeks’ postnatal thromboprophylaxis

» | MWH for 10 days

Those having an caesarean section
+any additional risk factors




Which agents should be used for
thromboprophylaxise

Doses of LWHs should be reduced in renal impairment.
Doses based on most recent weight
monitor the platelet if the woman has had prior exposure to (UFH).

Anti-Xa levels is not required when LMWH is used for
thromboprophylaxis.

safe in breastfeeding



Prolonged UFH use may result in osteoporosis and fractures, but this

risk is very low with LMWH
Increased risk of bleeding is more controversial
Less than 2% with prophylactic doses

Heparin-induced thrombocytopenia (HIT) is lower with LMWH



Anti-Xa levels

» provide only a rough guide of the concentration of heparin present
and provide little or no evidence on the efficacy in relation to

prevention of thrombosis




At very high risk of thrombosis

Used peripartum in preference to LMWH

Where increased risk of haemorrhage

Regional anaestheftic techniques may be required

Platelet count every 2-3 days from days 4—-14 or until heparin is
stopped






Regional analgesia




Low-dose aspirin

Aspirin is not recommended for thromboprophylaxis in obstetric

patients
NICE guideline

300 mg or more of aspirin daily reduced the risk of postoperative

DVT in patients undergoing a variety of surgical procedures.

Any benefit of aspirin in VIE prevention appears uncertain and

significantly less than that of LMWH



Warfarin

Use in pregnancy is restricted
Where heparin is considered unsuitable
Mechanical heart valves.

Women receiving long-term anticoagulation with warfarin can be
converted from LMWH to warfarin postpartum when the risk of
haemorrhage is reduced, usually 5—7 days after delivery.

Warfarin is safe in breastfeeding



Warfarin

Crosses the placenta

Congenital abnormalities

Warfarin embryopathy

5% of fetuses exposed between 6 and 12 weeks
Dose-dependent greater than 5 mg/ day



Warfarin

» Conversion from LMWH back to warfarin should be delayed for at
least 5-7 days after delivery to minimise the risk of haemorrhage

during the period of overlap of LMWH and warfarin treatment




Antl-embolism stockings

» With a calf pressure of 14-15 mmHg is recommended in pregnancy
and the puerperium

» Hospitalised and have a contraindication to LMWH.

» Hospitalised post-caesarean section (combined with LMWH) and
considered to be at particularly high risk of VIE (e.g. previous VTE,
more than four risk factors antenatally or more than two risk factors

postnatally) and women travelling long distance for more than 4
hours.




Antl-embolism stockings

More DVTs in pregnant women are iliofemoral
Nonpregnant population where calf vein DVTs.

Studies of AES in pregnancy have only concerned full-length
stockings.

Full-length stockings becoming bloodstained. full-length AES are
advocated for pregnant women but knee-length AES should be
considered if full-length AES are ill-fitting or compliance is poor.
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INTERMEDIATE RISK

Hospital admission
Single previous VIE related to major surgery
High-risk thrombophilia + no VIE prc prs antith3

Medical comorbidities e.g. cancer, heart failure, active SLE, IBD or
inflammatory polyarthro-pathy, nephrotic syndrome, type | DM with
nephropathy, sickle cell disease, current IVDU

Any surgical procedure e.g. appendicectomy



Pre exist

= Previous VTE provoked by major surgery
= Known high-risk thrombophilia

» Medical comorbidities e.g. cancer, heart failure; active systemic
lupus erythematosus, inflammatory polyarthropathy or inflammatory
bowel disease; nephrotic syndrome; type | diabetes mellitus with
nephropathy; sickle cell disease; current intravenous drug user




Transient risk factors:

» OHSS (first trimester only)
» |ong-distance travel Immobility

» hyperemesis; Dehydration

» current systemic infection

» Any surgical procedure in pregnancy or puerperium except
iImmediate repair of the perineum, e.g. appendicectomy,
postpartum sterilisation




Caesarean section in labour

= BMI =40 kg/m2
» Readmission or prolonged admission (= 3 days) in the puerperium

» Medical comorbidities e.g. cancer, heart failure, active SLE, IBD or
inflammatory polyarthropathy; nephrotic syndrome, type | DM with
nephropathy, sickle cell disease, current |V




Postnatal assessment
Fewer than two risk factors

LOWER RISK
Early mobilisation and avoidance of dehydration








































































Women with B-lactamas allergy(AcocG 2018)

» There are no well studied alternative regimens for women allergic to
B- lactam antibiotic s, it may be reasonable to administer
erythromycin alone.




Women with Penicillin allergy:

» |f the patient history suggest a low risk for anaphylaxis ( isolated
maculopapular rash without urficarial or pruritus) we suggest:

» Cephazolin 1 grlV every 8 h for 48 h
» Plus

» A single oral dose of azithromycin 1 gr upon admission.

» followed by
» cephalexin 500 mg orally 4 times daily
» FErythromycin 333 mg every 8 h for 5 days.




= [f the patient history suggest a high risk for anaphylaxis (anaphylaxis
, angioedema, respiratory distress, urticaria, particularly if these
symptoms occurred within 30 min of drug administration ) we
suggest:

» Clindamycin 900 mg every 8 h for 48 h
» Plus

» Gentamicin 5 mg/kg every 24 h for 2 days
» Plus

= A single dose of azithromycin 1 gr upon admission

» Then:
= Oral clindamycin 300 mg every 8 h for 5 days
» and Erythromycin 333 mg every 8 h for 5 days.




Antibiotic therapy
In
infraamniotic infection




The American College of Obstetricians and
Gynecologists(2018) makes the following

recommendations.

the diagnosis of suspected infraamnioftic infection is made when :

the maternal tfemperature is greater than or equal to 39.0°C without
a clear source

» or when the maternal temperature is 38.0-38.9°C on two occations
(30 min apart) and one additional clinical risk factor is present
including:

Leukocytosis
= Puyrulent cervical drainage
Fetal tachycardia



» Confirmed IAl is based on:

» Positive AF Test result ( gram stain, glucose level, culture result)
= Or placental pathology




Antibiotic therapy in infra amniotic
infection

= infra partlum regimen:

» Ampicilin 2 grlV Q é h

» Plys

» Gentamicin § mg/kg once daily




Alternative regimen :

» Regimen 1:

» Ampicilin 2 gr Q é h
= Plus

» Gentamicin 1/5 mg/kg Q 8h for patient with NL renal function (or
2mg/kg stat then 1/5 mg/kg Q 8h)




Regimen 2 :
Ampicillin — sulbactam 3 gr Q 6 h

Regimen 3 :

Ticarcillin — clavulanate 3/1 grQ 4 h

Regimen 4 :
Cefoxifin 2 gr Q 8h



Regimen 5 :
Cefoletlon2grQ 12 h

Regimen 6:
Piperacillin — tazobactam 3/375 gr Qéh or Q8h

Regimen 7:
Ertapenem 1 gr Q 24 h



Table 1. Recommended Amabietc Regmans lor Trostmem of Intraamnict Infechon

Primary Regimen
Recommended At iotics Dosage
o Arpicdn 2 g N every B howrs
and
* Gentarwcm 2 mg/hg IV load followed by 1.5 mg/kg every 8 howrs
or
5 mg/hg IV every 24 howrs
- Recommended Antibiotics (Mid Penicdlin Allergy) Dosage
o Cedapcin 2 g N every B howrs
~d
* Gertarwom 2 mg/hg IV load lollowed by 1 5 mg/kg every § hows
L
5 mglkg IV every 24 howrs
Recommended Antidiotics (Severe Pemcdim Allergy) Dasage
* Qndawon 900 mg IV every § hours
o
* Yancemyon® 1 g NV ewery 12 howss
o
* Gervarwom 2 mg/hg IV load followed by 1 5 mg/ig every 8 howrs
a0
S mg/kg IV every 34 howrs
Postoesaran dedwery - One addtional dose of the chosen segmen s ndicated . Add dendamycn 320 mg IV a1 metroncascle SO0 mg Y for
lea one additional dose
Postvagwad dedwery. No addtional doses rogueed. but if grven, chndamycn = nat indicated
Alternative Regomens
® Argacden sulbaciem JgN everyGhes
= Poeracdin-tacohact s 335 gV every Ebrs or 45 g IV every 8 hvs
o Celcletan 2g N ewery 12 his
® Coloursn 2g N owery B s
® Erapesen 1 gV ewery 24 hes

Fogreesasan deiwery Dne 36deondl dose of the Chopn regeen 3 naciind Additosal chndaryon 3 nol regured.
Posrvagead defwery No addtional doses requeed. But if green. chndamyon o not indicated

Actrwnsbor N, e sveross

“Varceryor should Se swed @ w women & oonsed Wit gaosg B itepiocor seserert 10 ether chaderwon o ey tramvo s nbiaz edsrnen o tie wnataree
WITOG o it ) CHGET | o ¢ T WUt ) (O n0d et Josg B ITeptaecT M€ Mt Babe N Vetad ME 0T 2.34aig




Recommended antibiotic regimen for
treatment of |Al (ACOG)

Ampicillin 29rlV.Qé6h
&
Gentamicin 2 mg/kg stat then 1/5 mg/kg g 8h

Or 5 mg/kg Q 24h
Mild penicillin allergy

Cefazolin 29riVQ8h
&
Gentamicin 2 mg/kg stat then 1/5 mg/kg g 8h

Or 5 mg/kg Q 24h

Sever penicillin allergy

Clindamycin 200 mg IV Q 8h
or
Vancomycin 1 orlVQI12h
&
Gentamicin 2 mg/kg stat then 1/5 mg/kg g 8h

Or 5 mg/kg Q 24h




Drug regimen in
Cesarean delivery in IAl:

Anaerobic ¢

Ampicillin 2 gr Q 6h
= Plys
Gentamicin 5 mg/kg once daily
= PluUs
Either clindamycin 200 mg or metronidazole 500 mg
®» Also
Azithromycin 500mg IV as a part of routine prophylaxis for c/s



Postpartum treatment in |Al:

= Confinue the administration of antibiotics after delivery in all patient
until they are afebrile and asymptomatic for at least 24 hours

» There is no evidence that oral antibiotics are beneficial after
discontinuation of parenteral therapy




Postpartum ifreatment in 1Al (AcoG)

(4

After vaginal delivery:

They may not require postpartum anftibioftics.

After cesarean delivery :
At least one additional dose of antimicrobial agent is recommended.

Presence of the other maternal risk factors such as bacteremia or persistent
fever in postpartum period may be used to guide continuation of antibiotic
therapy both in vaginal and cesarean deliveries.
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Antibiotic therapy
in
preterm labor




Antibiotic therapy in preterm labor

= There is no evidence — based role for antibiotic therapy in
prevention of prematurity in patient with acute preterm labor.




GBS management:

Patient admitted with signs and
symptoms of preterm labor

v

Obtain vaginal-rectal swab
for GBS culture* and
start GBS prophylaxis

v

Patient entering true labor? 1l
|

Yes No
A4 4
Continue GBS prophylaxis Discontinue GBS
until delivery& prophylaxis

v

Obtain GBS culture results

v v v

Not available prior to labor

Posllive onset and patient still preterm Mepstive

v v v

No GBS prophylaxis at onset of true labor; ©
GBS prophylaxis at repeat vaginal-rectal culture if patient
onset of true labor reaches 35 to 37 weeks' gestation and
has not yet delivered 8




Antibiotic therapy

In
Urinary fract infection

in
pregnancy




Asymptomatic bacteriuria

» |nitialy asymptomatic women is defined as two consecutive voided
urine specimen with = 10° cfu/ml or a single catheterized urine
specimen with one bacterial species isolated in a count = 102

» |n clinaical only one voided urine speciemen is typicall obtained and
diagnosis is made with = 10° cfu/ml with out obtaining a confirmatory
repeat culture and for group B Streptococcus = 10 cfu/ml.

» Duration of freatment:

» Short courses are preffered and usually is effective in eradicating
asymptomatic bacteriuria

» Follow up:

» Repeat culture is recommended a week after completion of therapy



If repeat culture has no growth , there is no indication for further
testing in absence of symptoms

If repeat culture yielded the same species as the first culture , we
give either the same antimicrobial for a longer course (seven days
vs three day) or a different antimicrobial for a typical duration.

For recurrent bacteriuria 100 mg nitrofurantoin or cephalexin 250 mg
orally at bed time for 21 days has been success ( lucas 1994)

For women with persistent or frequent bacteriuria recurrences ,
suppressive therapy for the reminder of pregnancy can be give
routinely use 100mg nitrofurantoin at bedtime(Boggess,1996)



ACUTE CYSTITIS

= Acute cystitis should be suspected in pregnant women who
complain about dysuria.

»  Although urinary frequency and urgency are typical findings of
acute cystitis, Systemic symptoms, such as fevers and chills, are
absent in simple cysfitis.

= it is reasonable to use a quantitative count 2103 cfu/mL in @
symptomatic pregnant woman as an indicator of symptomatic UTI.




Antimicrobial treatment

» Anfibiotic treatment of acute cystitis and asymptomatic bacteriuria
in pregnant women is often empiric

and then tailored to the susceptibility pattern of the isolated
organism once urine cultures return.




Antimicrobial treatment

» Potential options for empiric and directed therapy include beta-lactams ,
nitrofurantoin, and fosfomycin

= [For women are thought to be at risk for or have documented infection with
extended spectrum beta lactamas — producing Enterobacteriaceae ,
nitrofurantoin and fosfomycin are potential oral options.




Antibiotics for asymptomatic bacteriuria and
cystitis in pregnancy

Nitrofurantoin SR 100 mg orally Q12 h 5-7 days Avoid use during first
Nitrofurantoin 100 mg orally Qéh trimester and at the term
and GéPD deficiency
Amoxicillin * 500mg orally Q8h or 5-7 days
875 mg Q12h
Amoxicillin — clavulante 500mg orally Q8h or 5-7 days
875 mg Q12h
Cephalexin * 500 mg orally Qéh 5-7 days
Cefpodoxime 100 mg orally Q12h 5-7 days
Fosfomycin 3 gr orally as single
dose
Trimethoprim- 800/160 mg Q12h Three days Avoid use during first

sulfamethoxazole trimester and at the term




Duration of treatment

As with asymptomatic bacteriuria, short courses of antibiofics are
preferred, to minimize the antimicrobial exposure to the fetus.

We tfreat acute cystitis with a three to seven day course of
anftibiotics as long as there are no symptoms suggestive of
pyelonephiritis

Follow-up :

As with asymptomatic bacteriuria, a follow-up culture should be
obtained as a test of cure. We typically perform this a week after
completion of therapy



Management of recurrent cystitis

» |n women who have three or more episodes of recurrent cystitis
during pregnancy, antimicrobial prophylaxis for the duration of
pregnancy is a reasonable strategy to prevent additional episodes.

Prophylaxis can be post coital if the cystitis is thought to be sexually
related (which it commonly is) or continuous.

= |n the setffing of other conditions that potentially increase the risk of
urinary complications during episodes of cystitis (eg, diabetes or
sickle cell trait), prophylaxis following the first episode of cystitis
during pregnancy is also reasonable.




Choice of antimicrobial for prophylaxis

Ideally, daily or post coital prophylaxis with low-dose

nitrofurantoin (50 to 100 mg orally post coitaly or at bediime)

or cephalexin (250 to 500 mg orally post coitaly or at bedtime) can
be used




Acute pyelonephritis

= The typical symptoms of acute pyelonephritis in the pregnant
woman include:

= fever (>38°C or 100.4°F)
= flank pain

nausea, vomiting,

= and/or costovertebral angle tenderness.
= Symptoms of cystitis (eg, dysuria) are not always present.
= Pyuriais a typical finding.

» Most cases of pyelonephritis occur during the second and third
trimesters.




Empiric antibiotics :

= Third generation cephalosporins , such as ceftriaxone or beta-
lactams are the preferred antibiotics for initial empiric therapy of
pyelonephiritis

= The choice between them should be guided by local microbiology
and susceptibility data as well as expected patient tolerance.




Prenatal regimen for empiric freatment of

pyelonephritis
Antibiotic Dose

Mild to moderate pyelonephritis
cefteriaxon 1grQ?24h
cefep/ﬁ 1grQ12h
CIZ}éOhCIm 1grQ8h
?/mpicillin + Gentamicin 1-2grQéh+1/5mg/kg Q8 h
'Sever pyelonephritis with an impaired immune system and/or incomplete urinary drainage
Piperacillin — tazobactam 3.375 gr Q éh
Meropenem 1 gr Q 8h
Ertfapenem 1grQ24h

Doripenem 500 mg Q 8h




Empiric antibiotics :

= Fluoroquinolones and aminoglycosides, which are often used for
pyelonephritis in nonpregnant individuals, should be avoided in
pregnancy if possible.




= For women with a history of infections with extended-spectrum
beta-lactamase (ESBL)-producing Enterobacteriaceae (or other risk
factors), carbapenem is an appropriate choice for empiric therapy.

= Some animal studies have shown adverse fetal effects with
Imipenem-cilastatin, so meropenem, ertapenem, or doripenem are
the preferred carbapenems for use during pregnancy



pregnant women generally have definite improvement within 24 to 48
hours of appropriate antibiotic therapy.

Once afebirile for 48 hours, pregnant patients can be switched to oral
therapy guided by culture susceptibility results and discharged to
complete 10 to 14 days of treatment .

Oral options are mainly limited to beta-lactams or, if in the second
frimester, frimethoprim sulfamethoxazole.

Nitrofurantoin and fosfomycin are not appropriate for treatment of
pyelonephritis due to inadequate tissue levels




» |[f symptoms and fever persist beyond the first 24 to 48
hours of treatment:

» A repeat urine culture and renal ultrasound should be performed to
rule out persistent infection and urinary fract pathology.

= For women who do not use antimicrobial prophylaxis for the
duration of pregnancy following an episode of pyelonephritis , we
generally check monthly urine cultures to evaluate for recurrent
bacteriuria and freat as indicated because of the risk of recurrent
pyelonephiritis.



Preventing recurrence :

» After an initial episode of pyelonephiritis, low-dose antimicrobial
preventive therapy with an agent to which the original organism is
susceptible for the remainder of the pregnancy is a reasonable
strategy

» |f preventive therapy is ulilized, reasonable options included:

= Nifrofurantoin (50 to 100 mg orally at bedfime) or cephalexin (250 to
500 mg orally at bedtime)



» bacteriuria can occur during preventive therapy, so we usually
perform at least one later culture, such as at the start of the third
trimester, to ensure preventive therapy is working.

» |f a follow-up culture is positive (210°colony-forming units/mL), then
a course of antimicrobial therapy based on suscepftibility data
should be administered.

» |n addition, the preventive regimen should be reassessed and
adjusted if needed.
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Antibiotic in labor &delivery
(ACOG 2018)




Is antibiotic prophylaxis appropriate for patients
undergoing cesarean delivery?

» Cesarean delivery is a risk factor for postpartum infection

» Antibiotic prophylaxis is recommended for all cesarean deliveries
unless the patient is already receiving an antibiotic regimen with
equivalent broad spectrum coverage (eg, chorioamnionitis)

» Such prophylaxis should be administered within 60 min before the
start of cesarean delivery

= |f this is not possible (eg, need for emergent delivery) , prophylaxis
should be administered as soon as possible affer the incision is
made.




Timing and choice of antibiotic regimen

= For c/s prophylaxis , a single dose of first generation cephalosporin , is
the first line anfibiotic of choice , unless significant drug allergic are
present.

» A ] grintravenous dose of cefazolin as prophylaxis before c/s for
women weighting 80 kg or less

» |ncreasing the dose to 2 gr for patient weighting 80 kg or more is
recommended

» Administering 3 gr in patient weighting 120 kg or more (?2)

» For ease of administering , some institutions dispense a 2 agr cefazolin
dose for all adult patient undergoing c/s.




Surgical weight adjusted antibiotic prophylaxis
regimen

“ antibiotic Intravenous regimen

Normal BM| Cefazolin or 1 gr
( weight< 80 kg) Clindamycin + Gentamicin 900 mg + 5 mg/kg
Obese (BMI = 30) or Cefazolin or 2Qr

Weight = 80 kg) Clindamycin + Gentamicin 200 mg + 5 mg/kg




= The addition of 500mg azithromycin infused over 1 hour , to @
standard antibiotic prophylaxis regimen may be considered for
women undergoing a nonelective c/s.

= [For most anfibiotics including cefazolin , prophylaxis should be administered
within 1 hour before the skin incision




» These patients should receive an additional dose of the
same antibiotic given for prophylaxis:

1. Pateint with lengthy surgical procedure ( eg, greater than two half-
lives of antibiotic , which is 4 hour for cephazolin and measured
from the initiation of preoperative dose, not from the onset of

surgery )

2. Who experience excessive blood loss ( eg , greater than 1500 mi )



Antibiotic prophylaxis appropriate for
patient with PROM:

» ACOG and SOGC recommend the use of prophylactic anfibiotic for
PROM ([ less than 34 w) and delivery is not imminent with opftions
Including a regimen of amoxicillin and erythromycin for a total 7 days.

» A 2-day course of therapy with a combination of intfravenous ampicillin
and erythromycin followed by a 5 —day course of oral amoxicillin and
erythromycin is recommended fo prolong pregnancy and decreased
short term neonatal complications

» Azithromycin has been substituted in situation for which erythromycin is
not available .



Recommendations for the use of antibiotics in
women preterm labor?

= For patient with preterm labor with intact
membranes:

Do not use antibiotics to prolong pregnancy

» Use intrapartum antibiotics to prevent GBS infection until GBS
test result are available unless the patient has had a negative
test result within 5 weeks.

» [f the GBS test result is positive at the time of admission but
true labor dose not ansue . The GBS prophylaxis should be
disconfinued and restarted at the onset of true labor.



Is antibiotic prophylaxis appropriate for patient
undergoing repair of third or fourth degree
laceration?

» A single dose of second generation cephalosporin ( cefotetan or
cefoxitin ) or clindamycin if the patient was penicillin allergic , was
protective against perineal wound complications.(Duggal et all
,2008)



Is antibiotic prophylaxis appropriate for patient
undergoing cervical cerclage?

I. Evidence is insufficient to recommend antibiofic prophylaxis for
history , US or examination — indicated cervical cerclage

ii. Similarly ,consistent data are lacking regarding the use of antibiotic
prophylaxis for abdominal cerclage.




Is antibiotic prophylaxis appropriate for patient undergoing
other obstetric procedure(ie, manual removal of the
placenta, infrauterine balloon catheters or dilatation and
curettage)?

= Anti microbial prophylaxis is recommended for women undergoing
uterine evacuation for induced abortion or early pregnancy loss.
(ACOG ,2009)

» ACOG advises Doxycycline 100mg orally one hour before uterine
evacuation ( suction D&C , D&E , surgical abortion) and 200 mg
orally after procedure for prevention of surgical site
infection.(ACOG bulletin 2009)



Is antibiotic prophylaxis appropriate for patient undergoing
other obstetric procedure(ie, manual removal of the
placenta, infrauterine balloon catheters or dilatation and
curettage)?

» There are no data to recommend for or against prophylactic
antibiotics for postpartum dilatation and curettage or placement of
indwelling intra uterine balloon catheter in the clinical situation of
retained placenta or postpartum hemorrhage.



® |n the cases of manual extraction of placenta after vaginal delivery
, WHO recommended to administer prophylactic antibiotics ,
although there are no data to support or refuse this practice(
Chongsomchai et al , 2014)

» We administer a single dose of broad spectrum antibiotic (eg,
ampicillin or a first —-generation cephalosporin , or Clindamycin if
allergic to penicillin).
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