
(continued from page 226)

Prophylaxis of
Cesarean Sections
To the Editor:

In a recent letter by Dougherty
and Williams1 published without
editorial comment, the authors
imply a link between cefotetan
prophylaxis and a transient in-
crease in postoperative wound
infections following urgent cesar-
ean sections. While they include
the caveat that factors other than
microbial resistance to cefotetan
may have contributed to these in-
fections, the reader is left  with the
unmistakable impression that
this outbreak resulted from a fail-
ure of cefotetan as a prophylactic
agent. No mention is made of
other factors that may have con-
tributed, however, including tim-
ing of prophylaxis, use of postop-
erative drains, commonality of op-
erating room personnel, method
and timing of skin preparation,
etc. No microbiological data are
presented to support the notion
that cefotetan-resistant organ-
isms lead to this outbreak.

In this era of cost conscious-
ness, I believe it is unfortunate
that such hypotheses are pub-
lished without additional scien-
tific support. In fact, there is no
evidence that any second or third
generation cephalosporin is supe-
rior to first generation cepha-
losporins in prophylaxis for cesar-
ean section. A recent issue of the
Medical Letter on Drugs and
Therapeutics2 advocates the use
of a single dose of cefazolin for
prophylaxis in high-risk cesarean
sections. The three prospective
studies3u5  cited by Dougherty and
Williams also fail to indicate any
superiority of one agent over an-
other, whether that agent be ce-
foxitin, cefotetan or cefazolin.

In any institution, small tran-
sient increases in infection rates
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are inevitable. In our experience,
the mere recognition of the epi-
demic usually heralds its disap-
pearance.

Elliot Frank, MD, FACP
Neptune, New Jersey
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Steve H. Dougherty, MD and
Vickie S. Williams, DO, were
asked to respond to this letter.

We appreciate Dr. Franks point
that factors other than failure of
antibiotic prophylaxis may have
been responsible for the outbreak
of postoperative infections experi-
enced among our caesarean section
patients and agree that the prob-
lem might well have been resolved
by the substitution of prophylactic
agents other than cefoxitin or ce-
fotetan, i.e., cefazolin. However, ce-
fazolin prophylaxis has been used
intensively for many years in a
variety of surgical settings, and in
two recent comparative trials in
cardiac surgery, it proved to be
inferior to either cefamondole1,2  or
cefuroxime2  in preventing wound
infections. Such findings have led
to speculation that prolonged use
of cefazolin may have finally de-
creased its clinical usefulness.3  We
can only wonder whether or not
the intensive use of cefotetan pro-

phylaxis among our C-section pa-
tients over a three-year period may
have likewise led to decreased drug
effectiveness.

Some of our patients who devel-
oped infection received their first
dose of cefotetan prophylaxis as
much as two hours preoperatively;
some received their first dose in-
traoperatively.  Because the
plasma half-life of cefotetan is 3 to
4.6 hours after intravenous injec-
tion, a two-hour delay between ad-
ministration of an intital 2 g dose
and the commencement of C-
section should still have allowed
for adequate tissue levels. Intraop-
erative administration of the first
dose of antibiotic prophylaxis at
the time of clamping of the umbili-
cal cord is a common practice that
appears to be effective.4,5  Postoper-
ative drains are uncommonly used
as an adjunct to caesarean section
and were not used in our patients.
To our knowledge, no changes in
operating room personnel were
made in connection with the out-
break of infections.

Steve H. Dougherty, MD
Vickie S. Williams, DO

El Paso, Texas
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