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Prophylactic Antibiotics in Caesarean Section

In 1971 there were almost 750,000 births in England and
Wales.' In 1970 the Standin Maternity and Midwifery Ad-
visory C ittee, whose chairman was Sir John Peel, esti-
mated that 3.5% of all deliveries in England and Wales
were by caesarean section, and that about 5% of all deliveries
in hospital were by this operation.2 Many hospitals report a
greater use of caesarean section than this, and the justi-
fication is the great fall in perinatal mortality with which
operative delivery is associated, though this is not the only
factor. At the low rate of 3-5% there will be between 30,000
and 35,000 deliveries by caesarean section in this country
each year.

In the years 1967, 1968, and 1969 there were 45, 45, and
34 matral deaths associated with, but not necessarily due
to, caesarean section in England and Wales, giving a rate of
1.2 deaths per 1,000 sections.3 The results from operative
delivery of this kind are therefore good but by no means
perfect. The causes of death were anaesthesia 25.8%, pul-
monary embolism 14-5%, haemorrhage 11-3%, sepsis and
paralytic ileus 8-9%, toxaemia of pregnancy 4-8%, cardiac
failure 4%, and "other" 30-6%. These figures are of impor-
tance for putting into perspective the continuing debate on
the prevention of infection in the mother after caesarean
section. If such prevention could be complete, then in Eng-
land and Wales it might be possible to avert the deaths of
perhaps three mothers each year.
Recendy R. S. Gibbs and his colleagues in the U.S.A.4

assessed the worth of prophylactic antiibiotics in 61 patients
subjected to caesarean section. The antibiotics used were
ampicillin, kanamycn, and methidillin. They were adminis-
tered in double-4blind fashion just before and 2 and 8 hours
after operation. Each of the three doses was of 1 g ampicillin,
1 g methicillin, and 0-5 g kanamycin. They found a 61%
infection rate in the placebo group and a 27% infection rate
in the antibiotic group, and the reduction in infections was
most striling when repeat caesarean section was performed.
They cite pulblished evidence to support their case for the
use of antibiotics prophylactically.56 Statistically they find
the case convincing. Yet few British obstetricians use anti-
biotic prophylaxis.

In the series reported by Gibbs and colleagues the
patient's condition was considered morbid after caesarean
section if she twice had a temperature, taken by mouth, of
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more than 100°F (37-8°C) in two separate 24-hour periods
after the first 24 hours, or if the postoperative urine culture
had more than 100,000 pathogenic organisms per millilitre,
provided that a culture before operation showed no signifi-
cant growth. Each patent with a morbid state on these cri-
teria was then further classified as having endometrtis, urin-
ary tract infection, wound infection, pneumonia, or atelec-
tasis. The diagnoses were made mainly on clincl investig-
ation supplemented by bacteriolgical and radiological
studies as appropriate.

It is difficult to find other series which are exactly com-
parable to this one. When the membranes were ruptured
before caesarean section J. H. M. Pinkerton and M. Carson7
found a temperature rise of 1004TF (380C) or more in
12-2% of their cases and similar pyrexia in 10.1% when the
membranes were unruptured. Sir John Peel and G. V. P.
Chamberlain8 found a puerperal pyrexia rate in over 9,000
caesarean sections 1 to 4%, and a morbidity rate of 5%
when caesarean section had been performed after the mem-
branes had been ruptured for more than 24 hours, and they
thought that this low rate was due to a departmental policy of
giving antibiotics prophylactically whenever the membranes
were ruptured artificially.
The case for or against prophylactic antibiotics in caesar-

ean section seems to rest on the -criteria chosen for defining
morbidity. The American investigators seem on British ex-
perience to cast their net too widely. Perhaps we are too
complacent and underestimate the morbidity. There is the
further problem too of whether prevention is really better
than cure in this situation. If antibiotics are given only when
there are clinical and possibly bacteriological indications, does
the patient suffer? It seems likely that she will have more
discomfort, but endometritis, urinary tract infection, wound
infection, pneumonia, and atelectasis are all curable and can
be nipped in the bud with clinical vigilance and early treat-
ment. However, they can have unfortunate sequelae in in-
fertility, kidney damage, wound dehiscence, lung damage,
and possibly subsequent uterine rupture and ventral hernia
if the abdominal incision is in the midline. Mowat and
Bonnar9 found dehiscence in 2-94% of cases with a vertical
incision and in 0-37% with a low transverse one.
Many hospitals have introduced an antibiotic policy con-

trolled by an infection officer. This has often been conspic-
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uously successful in reducing the emergence of antibiotic-
resistant bacteria. Whether antibiotic prophylaxis for all
caesarean sections would breed resistant organisms is there-
fore a matter for serious consideration.

For the moment the case for antibiotic prophylaxis in
caesarean secton seems not to be proved for all patients
having the operation, and most obstetricians will still pre-
fer to be selective in their use of antibiotics both for pro-
phylaxis and for treatment. At least this would seem so in
Britain, though R. D. Miller and D. Crichton10 have put up
a good case for prophylaxis in Natal. Their experience sug-
gests that local conditions will affect the decision whether or
not to adopt the policy. In less dramatic circumstances than
those of South Africa it wil probably remain the policy to
rely on scrupulous surgical technique, the use of prophy-
lactic antibiotics when clinical circumstances suggest that that
would be wise, and the treatment of puerperal morbidity as
it arises.
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Juniors Coming of Age
The Juniors achieved an adroit tactical victory at the end
of the A.R.M. and so won a long campaign for full re-
cognition in the B.M.A. (Supplement, p. 151). A successful
amendment by Mr. F. J. Bramble added the Hospital Junior
Staffs Group Council to the regular annual motion granting
autonomy to the General Medical Services Committee
and the Central Cmittee for Hospital Medical
Services. This has left no loophole for any second thoughts
about the equal status the RB. promised to the junior staff
during the constitution debates earlier in the week (Supple-
ment 16 June p. 109). After several experienced medico-
politicians had shown their grasp of political reaities by
strongly suporting the young men's move, the Representa-
tives (brushing aside any doubts on the constitutional
niceties of such a last-minute change) wholeheartedly fol-
lowed them.

Twenty-five years ago junior doctors in hospitals were
seen and not heard, and for a long time the law of supply
and demand in the N.H.S. was seemingly against them,
with junizors raising their political voice at their peril. Now
no B.M.A. delegation would dream of setting out from
Tavistock Squae without its quota of juniors. This turn-
round stemmed from the refusal of a generation of young
doctors in the early sixties to tread dutifully in their seniors'
political footsteps. They realized that, properly organized,
junior doctors could be a politically powerful group. Many

in the profesison and the B.M.A. were slow to recognize the
synproms of this political awakening. As a result a break-
away group from the B.M.A.-the Hospital Junior Staff
Action Group-was formed, though some of its supporters
remained active within the B.M.A. The activities of the
splinter group-which was succeeded in 1966 by the
Junior Hospital Doctors Association-and its rivalry with
the B.M.A.'s own increasingly militant juniors brought the
genuine grievances of the training grades-indifferent pay,
over-long hours, uncertain career prospects, lack of study
leave and unsatisfactory training, and bad accommodation-
to the public eye. The B.M.A. still attracted the loyalties
of the bulk of junior staff, however, and with chairmen of
the calibre of Dr. E. A. Harvey Smith, their cause made
progress. But the rate was too slow for some and when the
Annual Representative Meeting at Aberdeen in 19691 re-
fused to grant it full independent negotiating status the
Group Council adjourned sine die and its then chirman,
Dr. J. F. G. Pigott, resigned2 to continue a campaign outside
the B.M.A. as a leader of the J.H.D.A..
The C.C.H.M.S. however recognized the danger signals

of the Aberdeen decision-taken by only a small majority
-and in the next year it agreed that representatives of
hospital junior staff should do their own negotiating
directly with the Department of Health on matters of ex-
dusive concern to them.3 Nevertheless the Group Council
still remained under the wing of an enlarged C.C.H.M.S.
and with the young doctors now well represented on it-
their numbers up from 12 to 27-clashes occurred when
objectives differed, with the juniors' representatives de-
termined to act in the best interests of their electorate.
Now that the Group Council's goal has been reached

within the B.M.A.-and the Junior Members Forum have
helped in the battle-cynics might say that its real headaches
will have only just started. Praise and iblame will now stop
at the Group Council's tble. Just as the G.M.S. Committee
and the C.C.H.M.S. have learnt to give and take on each
other's overlapping problems so now will the juniors have
this lesson to learn. The Group Council will also need to
persuade its electorate to take democratic representation
seriously and ensure that committee seats are filled and
meetings atended, for it would be tragic if having got the
opportunity at last Jto manage their own affairs, an apathetic
response from young doctors undermined it. Inevitably,
with heavy service and training commitments in a badly
under-staffed service junior staff have difficulty in getting to
meetings. But if the full range of young dootors can be
drawn in, including women and overseas doctors, and if
the seniors appreciate die long-term value to the profession
and the N.H.S. of junior staff playing a full part in dis-
cussons and negotiations at local and national level then
the difficulties should not be insuperable.

Perhaps the most hazardous political hurdle facing the
H.J.S. Group Council is its relationship with the regional
consultants. At present their aims often conflict. The seniors
naturally want more supporting staff, more satisfying work,
and more leisure time. The juniors, too, want reasonable
time off, proper in-service training and experience, as well
as good career prospects, but the extra money and staff
reeded to achieve these eminently reasonable aims are uIn-
likely to appear overnight and bo-th groups will suffer some
frustrations. Certainly, many hours of grinding negotiation
face 'le profession'in reaching those aims. It will be a test of
the juniors' political maturity if they can outstay the De-
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