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Preparation for Gynecologic surgery: ANMC
Antibiotic prophylaxis
Prophylaxis refers to the prevention of an infection and can be characterized as primary prophylaxis,
secondary prophylaxis, or eradication. Primary prophylaxis refers to the prevention of an initial
infection. Secondary prophylaxis refers to the prevention of recurrence or reactivation of a
preexisting infection. Eradication refers to the elimination of a colonized organism to prevent the
development of an infection. This guidelines focus on primary perioperative prophylaxis.

Regimen
The recommended regimen for women undergoing vaginal or abdominal hysterectomy, using an
open or laparoscopic approach, is a single dose of cefazolin. Cefoxitin, cefotetan, or ampicillin–
sulbactam may also be used. (Please see ANMC Intranet: ANMC Surgical Prophylaxis)
Alternative agents for patients with a β-lactam allergy include:
(1) either clindamycin or vancomycin plus an aminoglycoside, aztreonam, or a fluoroquinolone
and
(2) (2) metronidazole plus an aminoglycoside or a fluoroquinolone.
(Strength of evidence for prophylaxis = A.)

Administration and duration
Studies comparing single doses of one antimicrobial with multidose regimens of a different
antimicrobial have shown the two regimens to be equally effective in reducing the postoperative
infection rate in women undergoing vaginal and abdominal hysterectomies.
The limited comparative trials involving single-dose cefazolin or ampicillin–sulbactam indicate that a
single dose of antimicrobial is sufficient prophylaxis for SSIs for vaginal hysterectomy. Single doses
of cefotetan, ceftizoxime, or cefotaxime appear to be as effective as multiple doses of cefoxitin.
A second dose of antimicrobial is warranted when the procedure lasts three hours or longer or if
blood loss exceeds 1500 mL.
The majority of these agents should be administered approximately 30 minutes before incision and
not more than one hour before. Administration of vancomycin and fluoroquinolones should begin 60120 minutes before surgical incision, because of the prolonged infusion times required for these
drugs.

Which procedures need prophylaxis?
Please see Table 1
Vaginal, Abdominal, Laparoscopic, or Robotic Hysterectomy
Patients undergoing vaginal, abdominal, laparoscopic, or robotic hysterectomy, including
supracervical hysterectomy, should receive single-dose antimicrobial prophylaxis. Single-dose
cefazolin is currently recommended as the prophylactic antibiotic of choice for hysterectomy.

Other Laparoscopic and Laparotomy Procedures
Antibiotic prophylaxis is not recommended for patients undergoing diagnostic or operative
laparoscopy (for indications other than hysterectomy) in which entry of the bowel or vagina is not
anticipated. Although laparotomy is classified as a clean procedure like laparoscopy, single-dose
antibiotic prophylaxis may be considered for laparotomy based on limited evidence that shows
benefit
Hysterosalpingography, Chromopertubation, Sonohysterography, and Hysteroscopy
The risk of infection associated with HSG and chromopertubation is related to the patient’s history of
PID. Antimicrobial prophylaxis is recommended for patients undergoing HSG or chromopertubation if
they have a history of PID or their fallopian tubes are noted to be abnormal at the time of the
procedure.
Uterine Evacuation
Antimicrobial prophylaxis should be administered to women undergoing uterine evacuation for
induced abortion. In a meta-analysis of perioperative antibiotics to prevent infection after firsttrimester abortion, use of prophylactic antibiotics reduced postabortal infection by 41%.
Colporrhaphy and Vaginal Slings
Patients undergoing anterior or posterior colporrhaphy or transvaginally placed slings are candidates
for antimicrobial prophylaxis. The Society for Gynecologic Surgeons Systematic Review Group (52)
identified two small randomized trials of antibiotic prophylaxis in women undergoing vaginal surgery
without hysterectomy and concluded there was insufficient information to guide decision making.
However, antibiotic prophylaxis is reasonable because the vaginal epithelium is incised, and the
resulting operative wound is classified as clean-contaminated.
Other procedures
See Table 1
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Low risk Procedures,
with one or no comorbidities
Cardiac risk < 1%

Laparoscopy: Diagnostic,
BTL, cystectomy, salpingoophorectomy, ectopics

No labs required

Hysteroscopy: Diagnostic,
operative, ESSURE
Prolapse: Uncomplicated TVH
TOT, TVT, APR, colpoclesis,
perineorrhaphy, SSLS, USLS
Other: D+ C, cone bx,
Bartholin’s gland, endometrial
ablation, cerclage, postpartum
tubal ligation

Intermediate risk Procedures
Cardiac risk 1-5%

TAH, complex TVH, staging,
exploratory laparotomy, upper
abdominal incision, procedure
anticipated to last longer than
3 hrs

Labs based on co-morbid
disease state as outlined in
lab grid

High risk Procedures
Cardiac risk > 5%

Emergent major cases,
anticipated EBL > 1,000 cc

Minimum labs include: EKG,
CBC, and complete metabolic
panel, plus labs based on comorbid disease state as
outlined in lab grid

Other Co-Morbid Diseases

Cardiac

Intermediate and High Risk Procedures Testing Grid

Patient Type

ECG

Age over 65 years

X

Cardiac Disease
(MI, CHF, Pacemaker/AICD,
Coronary Stents)

X

Hypertension

X5

Vascular Disease
(peripheral or cerebral)

X

Chem
8

X

X

X

Renal Insufficiency

X

X

X

X

End Stage Renal Disease
(on dialysis)

X

X3

X
X6

PTT

Chem
14

LFTs

CXR

T&S

X

X

X
X

4

X

X6

Diuretics

X6

X

Anticoagulants (Coumadin)

X6

Anitcoagulants (Heparin)

X
X

Intermediate Risk Procedure
High Risk Procedure (Cardiac or
Thoracic)

UA

X

Symptoms of UTI

Digoxin

Procedure

PT/
INR

X2

X

Hepatic Disease
Diabetes

HbA1c

X

Pulmonary Disease
(COPD, Asthma)

Chemotherapy

Medication

CBC

Urine
HCG
under
50

X

X

X
X

X
X

Menstruating female

Summary
EKG:
LAB:

Results good for 6 months
(without clinical change)
Results good for 3 months
(without clinical change)

X1 Only if on diuretics
X2 Only if clinical picture has deteriorated or acute
change in disease (not routine)
3
X DM age >50 years or DM > 10 years duration
X4 Only if actively receiving chemotherapy
X5 age >50 years or HTN >10years
X6 labs need to be obtained within 24 hours of surgery

Chlorhexidine Vaginal Preps Background:
From Prevention of infection after gynecologic procedures. ACOG Practice Bulletin No. 195
Recommendation:
1.) Perform preoperative surgical site skin preparation with an alcohol-based agent unless
contraindicated.
Chlorhexidine–alcohol is an appropriate choice. Chlorhexidine gluconate and iodophors have a broad
spectrum of antimicrobial activity. Alcohol-based and aqueous-based types of each are commercially
available, but chlorhexidine is most frequently alcohol based and iodophors aqueous based.
Chlorhexidine appears to achieve greater reductions in skin microflora and has greater residual activity
after application than povidone–iodine. In addition, unlike povidone–iodine, chlorhexidine is not
inactivated by blood or serum proteins. In the CDC systematic review (Berrios-Torres 2017), metaanalysis of five randomized controlled trials (RCTs) that included 1,976 patients noted that
chlorhexidine–alcohol was associated with a reduced risk of surgical site infection compared with
aqueous iodophor. The CDC review authors found no difference between chlorhexidine–alcohol and
iodophor alcohol in a meta-analysis of six RCTs of 1,323 patients. In a prospective randomized clinical
trial of 849 patients, preoperative cleansing of the patient’s skin with chlorhexidine–alcohol (2%
chlorhexidine gluconate plus 70% isopropyl alcohol) was found to be superior (41% reduction in
infections) to cleansing with 10% povidone–iodine for preventing superficial and deep incisional
infection within 30 days after clean-contaminated surgeries including hysterectomy. There were no
serious adverse events associated with the use of either type of antiseptic. In a retrospective cohort
study of patients who underwent abdominal hysterectomy in the Michigan Surgical Quality
Collaborative, patients who received preoperative chlorhexidine–alcohol-based skin antisepsis had a
44% lower odds of developing a surgical site infection compared with povidone–iodine (adjusted OR,
0.56; 95% CI, 0.37–0.85).
For povidone–iodine scrubs for abdominal preparation, recommended scrub time can be as long as 5
minutes. The solution should then be removed with a towel and the surgical site painted with a topical
povidone–iodine solution, which should be allowed to dry for 2 minutes before draping. Scrub time
(gentle, repeated back-and-forth strokes) for chlorhexidine–alcohol preparations should last for 2
minutes for moist sites (inguinal fold and vulva) and 30 seconds for dry sites (abdomen), and allowed to
dry for 3 minutes.
Vaginal cleansing with either 4% chlorhexidine gluconate or povidone–iodine should be performed
before hysterectomy or vaginal surgery. Currently, only povidone–iodine preparations are approved by
the U.S. Food and Drug Administration (FDA) for vaginal surgical site antisepsis. The CDC has
recommended alcohol-based preparations, which typically include chlorhexidine, for external
perioperative skin preparation, based on studies that suggest superiority over aqueous povidone–iodine
preparations, raising the question of chlorhexidine use for vaginal surgical site antisepsis.
In the United States, 4% chlorhexidine gluconate soap (containing 4% isopropyl alcohol) is often used
off-label to prepare the vagina in women with iodine allergy, and some U.S. institutions prefer it for
routine cases. To avoid irritation, chlorhexidine gluconate with high concentrations of alcohol (eg, 70%
isopropyl alcohol, commonly used for skin preparation) is contraindicated for surgical preparation of the
vagina. However, solutions that contain lower concentrations, such as the commonly used 4%

chlorhexidine gluconate soap containing 4% alcohol, are usually well tolerated and may be used for
vaginal surgical preparation as an alternative to iodine-based preparations in cases of allergy or when
preferred by the surgeon.
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