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Abstract 

Objectives: To compare the postoperative outcome in patients group who were given single dose antibiotic prophylaxis 

to prolongedpostoperative antibiotic prescription.  

Methods: Total 100 cases were included in this study. 50 cases (Group 1) were given one dose of prophylactic antibiotic 

(Cephalosporin and Metronidazole) while other group (Group 2) received postoperative antibiotic for seven days 

(Cephalosporin, Gentamicin and Metronidazole).Comparison was made between complications like fever, UTI, chest 

infection and secondary haemorrhage.  

Results: The postoperative complications were 58% in seven-day course antibiotic group while it was 38% in the single 

day course. Urinary tract infection was the commonest infection in both groups 14-18%. There was no wound dehiscence 

or burst abdomen in either of the group. There were no mortalities in either group as well.  

Conclusion: Our study shows that single dose antibiotic is more effective to seven-day course. This study has small 

sample size to draw a firm conclusion; a randomized control trial in our set up would give us a better answer. If we 

strictly follow the single dose prophylaxis in our elective patients it might reduce the antibiotic resistance and/or 

economic burden on the health system.  
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Introduction 

     Antibiotic prophylaxis is used all over the world to 
reduce the postoperative infection but one thing always 
questionable whether we are overusing the antibiotics in 
the postoperative period? Many a clinical practices are 
still using postoperative antibiotic for seven days. There is 
frequent change in the antibiotic molecule and also 
different modes of administration are used. Generally 
they are used form 5-7 days. 
 
     Excessive use of antibiotics can result in changed gut 
flora, antibiotic resistant bacteria, adverse reactions and 
extra cost [1]. 

 
     Admission to the hospital itself predisposes the patient 
to infection by certain bacteria that are prevalent in the 
hospital called as nosocomial infection. Nearly 3-5 % of 
the postoperative patients develop surgical site infection. 
This leads to increased cost and duration of stay for the 
patient [2]. 
 
     Majority of the surgical procedures were emergency 
surgeries in the beginning of surgical practice. These 
procedures needed antibiotic prescription for 5-7 days. 
But, now a major proportion of surgeries are done on an 
elective basis and the surgical wounds are clean. These 
procedures need only single dose antibiotic [3]. 
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     Majority of the western set up hospitals do not use 
postoperative antibiotic. Studies have proven that 
antibiotic shot given just before the operative procedure 
is enough to maintain antibiotic level during operation. 
This is as effective as 5-7 days of postoperative antibiotic 
treatment [4,5]. 

 

Methods 

     Data was collected retrospectively from the patients 
admitted to the ward for elective surgical procedure, 
retrospective observational study. The duration of the 
study was from July 2015 to Feb 2016.  
 
     Written informed consent was taken from patients and 
the institutional ethics committee approved study.  
 
     Total 100 cases were included in this study. 50 cases 
(Group 1) were given one dose of prophylactic antibiotic 
(Cephalosporin and Metronidazole) within one hour of 
surgery while other group (Group 2) received 
postoperative antibiotic for seven days (Cephalosporin, 
Gentamicin and Metronidazole). Group 2 received 
intravenous or intramuscular antibiotic for 24 hours, then 
they were switched on to oral Cephalosporin and 
Metronidazole while Gentamicin was given parenteral.  
 
     Those cases were excluded from the study group who 
were predisposed to infection i.e. known diabetics, 
patients with malignant condition, cardiac disease, 
chronic obstructive airway disease and hypertensive. 
 
     Performa was prepared and details were noted on that. 
Patient details like age, socioeconomic class, indication of 
surgery, Hb% and BMI was noted. Baseline assessment 
was done inclusive of pulse, BP, temperature, respiratory 
rate, general exam, and also systemic exam, abdominal 
exam and gynaecological exam was recorded along with 
biochemical and haematological investigations. 
 
     Types of operation, total operative time, per operative 
complications and estimated blood loss were recorded.  
 
     The postoperative period was observed as per hospital 
protocol. Vitals were measured, chest exam, abdominal 
exam, perineal exam (in vaginal hysterectomy cases) was 
done in the postoperative period. Haematological 
investigation was done to assess the blood loss. If there 
was development of infection/pus then culture was done.  
 
     Postoperative complications were observed, 
investigated and managed e.g fever, chest infection, UTI, 

wound Infection, vaginal discharge, vault haematoma, 
secondary haemorrhage and wound dehiscence. 
 

Results 

     Data was collected for 100 patients retrospectively, 50 
belonged to the group who received single dose antibiotic 
(group 1) while the rest received seven day course (group 
2) of antibiotic. The study duration was almost one year.  
 
     Abdominal hysterectomy was the commonest 
operative procedures (Graph 1) in both groups (44% in 
single dose group and 54% in seven day course group 
(Graph 2)) followed by vaginal hysterectomy (28% in 
group 1 and 32% in group 2) (Table 1). 
 

 
 

Graph 1: Showing types of operation in the group 1 study. 
 

 
Graph 2: Showing types of operation in the group 2 study. 
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Types of 
operation 

Group 1 
(single dose) 
total 50 
patients 

Group 2 (Seven 
day course) 
total 50 
patients 

Total Abdominal 
Hysterectomy 

22 (44%) 27 (54%) 

Vaginal 
Hysterectomy 

14 (28%) 16 (32%) 

Oophorectomy 6 (12%) 2 (4%) 
Myomectomy 6 (12%) 1 (2%) 

Cystectomy 2 (4%) 4 (8%) 
 

Table 1: Types of operation. 
 
     The mean age in the group 1 (single dose antibiotic 
group) was 42.59 while group 2 (seven day course 
antibiotic group) was 45.94 years (Table 2). There was 
just one-gram difference between both groups in 
Haemoglobin. BMI was almost similar in both groups. 
Mean duration of operation was 60 minutes in the group 
1, while it was 75 minutes in the group 2. Hospital stay 
was almost similar in both groups. There was 20 ml of 
difference in the estimated blood loss between two 
groups (group 2 has relatively higher) (Table 2). 
 

Patient details 
Group 1 (total 

50) 
Group 2 (total 

50) 
Mean age (in 

years) 
42.59 45.94 

Mean Hb (gm%) 10.4 11.6 
Mean BMI 
(Kg/mt2) 

22.4 23.3 

Operative time 60 minutes 75 minutes 
Hospital Stay 

(days) 
7.6 7.8 

EBL (ml) 150 ml 170 ml 
 

Table 2: Patient & Operative details. 
 
     The postoperative complications were 58% in seven-
day course antibiotic group while it was 38% in the single 
day course. Urinary tract infection was the commonest 
infection in both groups 14-18%. There was no wound 
dehiscence or burst abdomen in either of the group. There 
were no mortalities in either group as well (Table 3).  
 

 
Group 1 

(percentage) 
Group 2 

(percentage) 
Fever 5/50 (10%) 6/50 (12%) 
UTI 7/50 (14%) 9/50 (18%) 

Chest infection 2/50 (4%) 4/50 (8%) 
Wound 4/50 (8%) 7/50 (14%) 

infection 
Wound 

dehiscence 
0 0 

Secondary 
haemorrhage 

1/50 (2%) 3/50 (6%) 

Death 0 0 
Total number 19/50 (38%) 29/50 (58%) 

 

Table 3: Complications. 
 

Discussion 

     Surgeon always tries to make sure that the wound 
infection in the postoperative period is minimal. There 
are various ways in which it can be done which includes 
personal hygiene of the patient, sterilization of 
equipments, ward cleanliness and surgeon’ good surgical 
practices. Antibiotics were used for infection prophylaxis 
in 1960’, which considerably reduced the wound infection 
rate or postoperative infection rate [6,7]. 
 
     Judicious use of antibiotic resulted in reduction of 
infection, but later it became a human tendency to use it 
for almost any indication or in any situation. This human 
tendency led tooveruse, which has created even a bigger 
problem i. e. antibiotic resistance. With increasing 
antibiotic resistance there is an increased economic 
burden on the health budget [8,9]. 
 
     This comparative study in elective procedures shows 
that single dose antibiotic prophylaxis (group 1) is even 
better than seven-dose antibiotic course (group 2). The 
wound infection rate was 8% in group 1 while 14% in 
group 2. Similarly the incidences of fever, chest infection 
and UTI were also lower in group 1. Incidence of 
secondary haemorrhage was 2 % in the group 1 while 6 % 
in group 2, both group patients resolved spontaneously, 
without needing any operative intervention (Table 3).  
 
     Studies report that postoperative fever is 
approximately 32-52%, being the commonest. In our 
study group 1 has 10%, while group 2 had 12% [10].  
 

Conclusions 

     Our study shows that single dose antibiotic is more 
effective to seven day course. This comparative study in 
elective procedures shows that single dose antibiotic 
prophylaxisis even better than seven-dose antibiotic 
course. The wound infection rate was 8% in group 1 while 
14% in group 2. Similarly the incidences of fever, chest 
infection and UTI were also lower in group 1. Incidence of 
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secondary haemorrhage was 2 % in the group 1 while 6 % 
in group 2, both group patients resolved spontaneously, 
without needing any operative intervention.  
 
     This study has small sample size to draw a firm 
conclusion; a randomized control trial in our set up would 
give us a better answer.  
 
     We strictly follow single dose antibiotic in our elective 
patients’ care and it is much better than seven days 
antibiotic course on many aspect (as described in result), 
therefore the author recommends single dose antibiotic in 
Elective cases and judicious use of antibiotic in emergency 
cases. 
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