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RECOMMENDATION 15

Routine antibiotic prophylaxis is not
recommended for women with uncomplicated
vaginal birth. (Strong recommendation based on
very low-quality evidence)

= The GDG was concerned about the potential
public health implication of the high rate of
routine use of antibiotics following vaginal
birth without any specific risk factors in some
settings. The group puts its emphasis on the
negative impact of such policy on the global
efforts to contain antimicrobial resistance and,
therefore, made a strong recommendation
against routine antibiotic prophylaxis.

« "Uncomplicated vaginal birth" in this context
connotes vaginal birth in the absence of any
specific risk factor for or clinical signs of
maternal peripartum infection.

» Careful monitoring of all women after birth
is essential to promptly identify any sign
of endometritis and institute appropriate
antibiotic treatment (see Recommendation 20).

s Recommendations on antibiotic use
for common intrapartum conditions or
interventions that often raise concerns about
increased risk of infection are available in this
guideline.

urinary tract infection) and no known allergy to
Amox-CA or betalactam. The study excluded
women with evidence of amniotic fluid infection at
the time of admission. The second trial excluded
women with a history of hypersensitivity to the
tested antibiotics (cefteram or cephem), fourth-
degree perineal lacerations, birth after PROM

at term, underlying medical conditions such as
gestational hypertension and diabetes mellitus
and at the discretion of the physician.

# One trial used a single dose of Amox-CAlg
intravenously, while the other trial used oral
300 mg cefteram pivotal for three or five days.

m |n terms of outcomes, one of the trials used
clinical and/or laboratory criteria for diagnosing
endometritis: pyrexia > 38 °C confirmed on two
separate occasions and accompanied by pain on
mobilizing the uterus and/or fetid lochia, and/
or leucocytosis of more than 10 000/mm?3. The
other trial used only clinical criteria that included
the occurrence of “fever more than 37 °C for
more than two days, or infected lochia, or low
abdominal pain detected and diagnosed by the
doctor in charge, after 24 hours from birth".

Antibiotic prophylaxis versus no prophylaxis/

placebo (EB Table 13)

® Women receiving antibiotic prophylaxis after
uncomplicated vaginal birth experienced
significantly reduced incidence of endometritis
(RR 0.26, 95% Cl 0.09 to 0.73; 2 trials, 1653

Review question:

Among pregnant women with uncomplicated
vaginal birth (P), does antibiotic prophylaxis after
birth (1), compared with no prophylaxis or placebo
(C) prevent infectious morbidities and improve
outcomes (0)?

women). However, no statistically significant
difference was observed in the risks of puerperal
fever (RR 0.26, 95% Cl 0.02 to 3.97, 2 trials, 1653
women), wound infection (RR 0.80, 95% Cl 0.07
to 8.68; 1trial, 362 women), urinary tract infection
(RR 0.51, 95% Cl 0.18 to 1.45; 1 trial, 1291 women)

Summary of evidence

m Evidence on the impact of antibiotic prophylaxis
in women with uncomplicated (“normal™)

vaginal birth was extracted from a systematic
review which identified two eligible randomized
controlled trials involving 1653 women (38). The
two trials compared antibiotic prophylaxis with no
prophylaxis. The trials were conducted in France
and Japan.

One of the trials described women with
“uncomplicated vaginal birth" as those who had
vaginal delivery, no fever (> 38 °C) during labour
or the hour following delivery, an interval of < 24
hours between rupture of membranes and labour
onset, no evidence of extragenital infection (e.g.

and duration of hospital stay (MD -0.15 days, 95%
Cl-0.31to 0.07; 1trial, 1291 women).

m All other outcomes reported in the review were
not prespecified as critical outcomes for this
recommendation question.

Considerations related to the strength of evidence
Quality of evidence

The quality of evidence was graded as very low
for four out of the five critical outcomes reported.
Overall the quality of evidence was graded as very
low.

Balance of benefits and harms

There is very low-quality evidence of clinical benefit
in terms of reduction in postpartum endometritis
in women who received antibiotics following

3, RESULTS
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uncomplicated vaginal birth. No clinical benefits were
observed for other critical outcomes. The studies
contributing data to the endometritis outcome were
at high risk of bias because of lack of blinding, given
that the diagnosis of endometritis in the studies was
in part subjective.

Additionally, fever, a more objective measure,
which was also included as part of the diagnosis

of endometritis, was not different between
intervention and control arms of the trial. The
incidence of postpartum endometritis in the control
population of the studies was 2.2%, suggesting
that only a small proportion of women were at risk
of endometritis. The number needed to treat to
benefit (i.e. to avoid one case of endometritis) is 58.
In view of the very low rate of endometritis and the
fact that endometritis in itself is more of an early
sign of severe pelvic infection when left untreated,
unnecessary exposure of about 98% of women who
are unlikely to develop this condition will negatively
impact on public health in terms of increasing
antimicrobial resistance.

Values and preferences

Health care providers and policy-makers in

all settings are likely to place a high value on

the potentia! negative public health impact of
administering antibiotics to a very large proportion
of women giving birth who are unlikely to develop
peripartum infection. Mothers will also prefer to
avoid the inconvenience and side-effects of antibiotic
use. The panel is confident that there is no variation
in this value among health care providers, policy-
makers and mothers in low-, middle- and high-
income settings.

Resource implications

The implementation of this recommendation is
likely to save health care costs in settings were
antibiotics are routinely given to women with
uncomplicated vaginal birth. Additionally, adhrence
to this recommendation could potentially contribute
to signficant reduction in health care costs related
to combating antimicrobial resistance in the larger
population.

RECOMMENDATION 16

Vaginal cleansing with povidone-iodine
immediately before caesarean section is
recommended. (Conditional recommendation
based on moderate-quality evidence)

» The recommendation of the use of povidone-
iodine out of the common antiseptics was
because it was the only agent tested in all
randomized controlled trials that evaluated
the review question.

= The GDG noted that the main clinical benefit

(reduction in post-caesarean endometritis)
demonstrated in the review was largely driven
by women at higher baseline risk of infections
(i.e. those who were already in labour and
those with ruptured membranes). However, in
consideration of the similarity in the statistical
findings between subgroups and the entire
study population, the group acknowledged
that women at lower baseline risk of infection
are also likely to benefit from the intervention.

s Due to the staining of surrounding tissues,
vaginal cleasing in this context may be
regarded as a potentially invasive procedure,
and implementation might not be easy.

s The GDG considers further evaluation of the
benefits in high-risk women and potential
adverse effects (especially among women
with ruptured membranes and those
planning to breastfeed) a research priority.
Additionally, the group considers it essential
to identify the most appropriate timing of the
intervention to achieve benefit with minimal
harm and whether other antiseptic agents
(e.g. chlorhexidine) have similar beneficial
effects. The group noted that shorter
application and contact time are likely to
be associated with less maternal and fetal
exposure. Therefore, the group suggested
vaginal application of povidone-iodine
very close to the start of caesarean section
(e.g. following bladder catheterization) to
mimimize the discomfort to the woman.

The specified duration of vaginal cleansing
with povidone-iodine in three of the seven
included studies in the Cochrane review was
30 seconds.

= The use of a high concentration and/or
repeated applications of povidone-iodine
should be avoided to minimize maternal and
fetal exposure and possible interference with
the results of neonatal thyroid screening.



