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Abstract
This study was designed to evaluate the outcome of the implemented post-cesarean section (CS) surgical site infection (SSI)
prevention protocol in Ahmadi Hospital, Kuwait. A total of 229 women who delivered by elective repeat cesarean section
(ERCS) were included in this comparative study: 112 women who delivered by ERCS after the implemented protocol (study
group) compared to 117 controls (who delivered by ERCS before the implemented protocol). The outcome include the incidence
of post-CS SSI after and before the implemented protocol and the risk factors which may predispose to post-CS SSI. The
incidence of post-CS SSI was significantly high in the controls (who delivered by ERCS before the implemented protocol)
compared to the study group (who delivered by ERCS after the implemented protocol) (12.8% (15/117) versus 3.6% (4/112),
respectively) (P = 0.01). The relative risk (RR) analysis showed that obesity and pregestational diabetes were significant risks for
post-CS SSI (RR 0.35 (95%CI; 0.13–0.99) P = 0.04 and RR 0.24 (95%CI; 0.063–0.93) P = 0.03, respectively). In addition, the
prolonged rupture of membranes (ROM) before the ERCS, duration of ERCS (more than 1 h), and surgical difficulties/adhesions
during the ERCS were significant risks for post-CS SSI (RR 6.0 (95%CI; 1.003–35.9) P = 0.04, RR 6.0 (95%CI; 1.003–35.9)
P = 0.04, and RR 6.0 (95%CI; 1.003–35.9) P = 0.04, respectively). The incidence of post-CS SSI after ERCS significantly
reduced following the post-CS SSI prevention protocol. Obesity, pregestational diabetes, prolonged ROM, duration of ERCS
(more than 1 h), and surgical difficulties/adhesions during the ERCS were definite risks for post-CS SSI.
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Introduction

The cesarean section (CS) rate increased in both developed
and developing countries [1–3]. The incidence of primary CS
increased, due to extensive fetal monitoring, maternal prefer-
ences, improved safety of anesthesia, and, consequently, the
incidence of repeat CSs also increased [4].

Repeat CS is recommended electively for women with
previous three or more CSs. Many obstetricians are in-
clined to do an elective repeat CS (ERCS) after only two
previous CSs [4].

Tapia et al. reported a CS rate of 27% in three Peruvian
regions between 2000 and 2010, and they observed a yearly
increase in the CS rates from 23.5 to 30% [5].
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The CS rate inmostMiddle East countries is less than 15%,
and the higher CS rates are reported in Egypt (26%) and
Sudan (20%) [1].

Consequently, there is a rise in CS-associated complica-
tions [6]. Surgical site infection (SSI) is one of the CS com-
plications which occur following bacterial invasion of the CS
incision [7, 8].

The incidence of post-CS SSI is 11% in low- and
middle-income countries, 20% in Africa [8], and under
10% in the UK [9].

Post-CS SSI is the main cause of prolonged hospital stays
and healthcare system burden after CSs [7]. TheWorld Health
Organization (WHO) reported that the SSI contributes to more
than 400,000 extra days of hospital stays in the USA at a cost
of an additional US$ 10 billion per year [8]. In addition, the
post-CS SSI increases the postoperative hospital stays three-
fold in the UK [9]. Previous studies recommended the use of
preoperative prophylactic antibiotics and standard infection
control protocols to reduce the post-CS SSI risk [7, 10].
Therefore, this comparative study is designed to evaluate the
outcome of the implemented post-CS SSI prevention protocol
in Ahmadi Hospital, Kuwait.

Methods

This comparative study was conducted in the Obstetrics and
Gynecology Department of Ahmadi Hospital, Kuwait Oil
Company (KOC), after approval of the institute ethical com-
mittee and informed consents. The trial was registered under
the trial number ACTRN12618000483257 [11].

Data of women between 18 and 40 years old, who deliv-
ered by ERCS after the implemented post-CS SSI prevention
protocol, were collected and included in the study group. The
hospital records were reviewed, and data of women who de-
livered by ERCS before the implemented protocol were col-
lected and included in the control group.

Women who delivered by emergency CSs and refused to
participate and/or give consent were excluded from this study.

Collected preoperative data include age, obstetrics history,
number of previous CSs, body mass index (BMI), preopera-
tive medical disorders (anemia and/or diabetes), prolonged
rupture of membranes (ROM), and/or chorioamnionitis before
the ERCS.

Collected intraoperative data include the duration of the
ERCS, surgical difficulties/adhesions, and blood transfusion
during or after the ERCS.

Postoperative collected data include postoperative anemia,
wound condition (especially the post-CS SSI), duration of
hospital stay, antibiotic doses, and culture results.

The study group who delivered by ERCS after the post-CS
SSI prevention protocol was monitored for signs and symp-
toms of SSI during their hospital stay after the current ERCS

and for 30 days after hospital discharge in the outpatient de-
partment (OPD). Wound complications were recorded, noti-
fied to the infection control team, and managed according to
the hospital protocol.

Post-CS SSI occurs following bacterial invasion of the CS
incision [7, 8]. Superficial SSI is defined as a purulent dis-
charge from the skin and subcutaneous tissue of the incision
site. Deep SSI is defined as a discharging wound with deep
tissue involvement and abscess formation, whereas an organ/
space infection is a combination of deep SSI characteristics
and extension beyond the fascial/muscle layers [7].

The approved Ahmadi Hospital post-CS SSI prevention
protocol includes (1) strict glycemic control in diabetic wom-
en before the CS [12], (2) preoperative antiseptic showering
with 4% chlorhexidine gluconate the night before the ERCS
[12–14], (3) administration of prophylactic intravenous anti-
biotics 60 min before the skin incision [15], (4) higher dose of
preoperative antibiotics in obese women (prepregnancy
weight of 90–100 kg) [12, 15], (5) the use of clippers for hair
removal preoperatively [12], (6) the use of chlorhexidine-
alcohol for skin preparation immediately before the ERCS
[11–14], (7) the use of an alcohol-based hand rub as a preop-
erative antiseptic [13], (8) closure of the skin using
subcuticular sutures [12, 16], (9) closure of the subcutaneous
tissue (SC) if the SC thickness is more than or equal 2 cm [13],
and (10) avoidance of unproven techniques [13].

The primary outcome measure is the incidence of post-CS
SSI after and before the implemented post-CS SSI prevention
protocol. The secondary outcomemeasures are the risk factors
which may predispose to post-CS SSI as the number of the
previous CSs, overweight, obesity, preoperative anemia,
pregestational diabetes (pre-existing diabetes before pregnan-
cy), prolonged ROM (ROM more than 24 h prior to labor),
chorioamnionitis, duration of current ERCS (more than 1 h),
surgical difficulties during the current ERCS, postoperative
anemia, and/or blood transfusion.

The American Congress of Obste t r ic ians and
Gynecologists (ACOG) recommends the use of a single dose
of the first-generation cephalosporin (cefazolin 2 g) or single-
dose combination of clindamycin (900 mg) with an aminogly-
coside for those with significant penicillin allergy, as preoper-
ative prophylaxis before CS [15].

Chorioamnionitis is diagnosed by uterine tenderness, ma-
ternal leucocytosis, positive C-reactive proteins, pro-calcito-
nin, and leucocyte esterase [17].

Sample Size

The required sample size was calculated using G*Power soft-
ware version 3.17 for sample size calculation (Heinrich Heine
Universität; Düsseldorf; Germany), setting α-error probability
at 0.05, power (1-β error probability) at 0.95%, and effective
sample size (w) at 0.5. The effective sample of more than or
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equal to 220 women in two groups (study group and controls)
needed to produce a statistically acceptable figure.

Statistical Analysis

Statistical analysis was done using Statistical Package for
Social Sciences (SPSS) version 20 (IBM Corporation,
Chicago, Illinois, USA). Numerical variables are presented
as mean and standard deviation (±SD), while categorical var-
iables are presented as number and percentage (%). Student’s t
test was used for the analysis of quantitative data and chi-
square (x2) test for analysis of qualitative data. The relative
risk (RR) of different variables which may predispose to post-
CS SSI was also calculated. A P value < 0.05 was considered
significant.

Results

A total of 229 women who delivered by ERCS are included in
this study: 112 women who delivered by ERCS after the im-
plemented protocol (study group) compared to 117 controls
(who delivered by ERCS before the implemented protocol), to
evaluate the outcome of the implemented post-CS SSI preven-
tion protocol in Ahmadi Hospital, Kuwait.

The incidence of post-CS SSI was significantly high in the
controls (who delivered by ERCS before the protocol) com-
pared to the study group (who delivered by ERCS after the
protocol) (12.8% (15/117) versus 3.6% (4/112), respectively)
(P = 0.01) (Table 1).

The two studied groups were matched with no difference
regarding the number of the previous CSs before the current
ERCS and number of overweight (BMI 25–29.9 kg/m2) and
obese (BMI more than or equal to 30 kg/m2) women included
in each group. The study and control groups were also
matched with no difference regarding the number of women
with pregestational (pre-existing) diabetes (15/112 (13.4%)
versus 21/117 (17.9%), respectively) (P = 0.4), number of
women with prolonged ROM and chorioamnionitis (1/112
(0.9%) and 1/112 (0.9%) versus 6/117 (5.13%) and 5/117
(4.27%)), respectively) (P = 0.07 and 0.1, respectively) in-
cluded in each group (Table 1).

The rates of surgical difficulties/adhesions and duration of
the current ERCS more than 1 h were similar with no differ-
ence between the two studied groups (0.9% in the study group
versus 5.13% in controls; P = 0.07). The rate of preoperative
and postoperative moderate anemia was significantly high in
the controls (3.42% (4/117) and 7.7% (9/117), respectively)
compared to that of the study group (0% (0/112) and 0.9%
(1/112), respectively) (P = 0.01 and 0.01, respectively). In
addition, the blood transfusion rate was significantly high in
the controls compared to that of the study group (7.7% (9/117)
versus 0.9% (1/112), respectively) (P = 0.01) (Table 1).

The relative risk (RR) of different variables which may
predispose to post-CS SSI was calculated and showed that
the obesity and pregestational diabetes were significant risks
for post-CS SSI (RR 0.35 (95%CI; 0.13–0.99) P = 0.04 and
RR 0.24 (95%CI; 0.063–0.93) P = 0.03, respectively). In ad-
dition, the prolonged ROM before the ERCS, duration of
ERCS (more than 1 h), and surgical difficulties/adhesions
during the ERCS were significant risks for post-CS SSI (RR
6.0 (95%CI; 1.003–35.9) P = 0.04, RR 6.0 (95%CI; 1.003–
35.9) P = 0.04, and RR 6.0 (95%CI; 1.003–35.9) P = 0.04,
respectively) (Table 2).

The post-CS SSI cases and risk factors of post-CS SSI in
the two studied groups were summarized in Fig. 1.

The mean hospital stay was significantly high in the post-
CS SSI cases (19 cases in the two studied groups) compared to
(210 cases) noninfected cases (7.3 ± 2.9 days versus 3.2 ± 1.7,
respectively) (P = 0.0001). In addition, the mean number of
antibiotic doses was significantly high in post-CS SSI cases
compared to noninfected cases (22.5 ± 2.4 versus 2.02 ± 1.6,
respectively) (P = 0.003). The post-CS SSI was superficial in
89.5% (17/19), while it was deep SSI in 10.5% (2/19). The
culture results of the post-CS SSI cases showed
Staphylococcus aureus in 78.9% (15/19), Escherichia coli in
15.8% (3/19), and no growth in 5.3% (1/19) (Table 3).

Discussion

Post-CS SSI is the main cause of prolonged hospital stays and
healthcare system burden after CSs [7]. The post-CS SSI risk
can be significantly reduced after the use of standard infection
control protocols [7, 10]. Therefore, 229 women who deliv-
ered by ERCS were included in this study to evaluate the
outcome of the post-CS SSI prevention protocol in Ahmadi
Hospital, Kuwait.

Women who delivered by ERCS after the implemented
protocol were included in the study group (112 women), and
the data were compared to that of women who delivered by
ERCS before the protocol (117 women).

The two studied groups were matched with no difference
regarding the number of the previous CSs before the current
ERCS, number of overweight (P = 0.4) and obese women
(P = 1.0), number of women with pregestational diabetes
(P = 0.4), and number of women with prolonged ROM (P =
0.07) and chorioamnionitis (P = 1.0) included in each group.
In addition, the rates of surgical difficulties/adhesions and
duration of the current ERCS more than 1 h were similar with
no difference between the two studied groups (P = 0.07 and
0.7, respectively).

The incidence of post-CS SSI was significantly high in the
controls (who delivered by ERCS before the protocol) com-
pared to the study group (who delivered by ERCS after the
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protocol) (12.8% (15/117) versus 3.6% (4/112), respectively)
(P = 0.01).

The implemented post-CS SSI prevention protocol was the
main cause behind the reduced rate of post-CS SSI between
the two studied groups. Similarly, Alfouzan et al. and Krieger
et al. concluded that the post-CS SSI risk can be significantly
reduced after the use of preoperative prophylactic antibiotics
and standard infection control protocols [7, 10].

Although the incidence of post-CS SSI is under 10% in the
UK [9] and 3.1% in Poland [18], the reported incidence of
post-CS SSI was as high as 11% in low- and middle-income
countries, 20% in Africa [8], 11.0% in Wodajo et al.’s study
[19], 12.6% in Shrestha et al.’s study [20], and 11.7% in
Wendmagegn et al.’s study [21].

The implemented post-CS SSI prevention protocol in-
cludes the administration of prophylactic intravenous antibi-
otics 60 min before the skin incision and a higher dose of
preoperative antibiotics in obese women [12, 15].

Similarly, Liu et al. found that the antibiotic prophylaxis
given in the proper time before the CSs reduces the post-CS
SSI risk [22]. Scholz et al. reported that the use of routine
antibiotic prophylaxis (cefazolin or gentamicin/clindamycin
for penicillin-allergic patients) as a prevention bundle was

effective to reduce the post-CS SSI [23], while Ben Shoham
et al. found that the SSI rates after CS were similar with no
difference when the prophylactic antibiotics are given before
surgery or after cord clamping [24].

The implemented protocol also includes preoperative anti-
septic showering with 4% chlorhexidine gluconate the night
before ERCS [12–14] and the use of chlorhexidine-alcohol for
skin preparation immediately before the ERCS [11–14].

Although, Corcoran et al. found that the use of 2%
ChloraPrep for skin disinfection before incision leads to a
significant reduction in post-CS SSI rate [25]. A recent
Cochrane review concluded that it is not yet clear what sort
of skin preparation may be most effective for preventing post-
CS SSI [26].

In addition, the implemented protocol includes the use of
clippers for hair removal preoperatively [12], closure of the
skin using subcuticular sutures [12, 16], and avoidance of
unproven techniques [13].

Cocoran et al. concluded that the use of nonabsorbable
sutures for skin closure and clippers instead of razors before
incision leads to a significant reduction in SSI rate [25].
Similarly, Shrestha et al. reported the use of interrupted skin
sutures as a risk for post-CS SSI [20].

Table 1 The post-CS SSI cases, and risk factors of post-CS SSI in the two studied groups

Variables Study group (women who delivered by
ERCS after the post-CS SSI prevention
protocol), N=112

Control group (women who delivered
by ERCS before the post-CS SSI
prevention protocol), N=117

P value

The incidence of post-CS SSI after the current ERCS 4/112 (3.6%) 15/117 (12.8%) 0.01*

Number of the previous CSs before the current

ERCS

Previous 2 CSs
Previous 3 CSs
Previous 4 CSs
Previous 5 CSs
>5 CSs

66/112 (58.9%)
27/112 (24.1%)
13/112 (11.6%)
5/112 (4.5%)
1/112 (0.9%)

73/117 (62.4%)
28/117 (23.9%)
8/117 (6.8%)
6/117 (5.1%)
2/117 (1.7%)

0.7
1.0
0.2
0.8
0.5

Overweight (BMI 25–29.9 kg/m2) 28/112 (25%) 37/117 (31.6%) 0.4

Obesity (BMI ≥30 kg/m2) 32/112 (28.6%) 34/117 (29.06%) 1.0

Preoperative anemia

Moderate anemia (hemoglobin 8–10 g%) 0/112 (0%) 4/117 (3.42%) 0.01*

Pregestational (pre-existing) diabetes 15/112 (13.4%) 21/117 (17.9%) 0.4

Prolonged ROM 1/112 (0.9%) 6/117 (5.13%) 0.07

Chorioamnionitis 1/112 (0.9%) 5/117 (4.27%) 0.1

Duration of current ERCS (>1 h) 1/112 (0.9%) 6/117 (5.13%) 0.07

Surgical difficulties/adhesions during ERCS 1/112 (0.9%) 6/117 (5.13%) 0.07

Postoperative anemia

Mild anemia (hemoglobin <11 g%)
Moderate anemia (hemoglobin 8–10 g%)

2/112 (1.8%)
1/112 (0.9%)

5/117 (4.3%)
9/117 (7.7%)

0.2
0.01*

Blood transfusion 1/112 (0.9%) 9/117 (7.7%) 0.01*

*, significant difference; BMI, body mass index; chi-square (x2 ) test used for analysis; CSs, cesarean sections

Data presented as number and percentage (%); ERCS, elective repeat cesarean section; Post-CS, post-cesarean section

ROM, rupture of membranes; SSI, surgical site infection
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Table 2 The relative risk (RR) analysis of different variables which may predispose to post-CS SSI in the two studied groups

Variables Study group Control group RR (95% CI) P value

Total number=112 Total number of
post-CS SSI=4

Total number=117 Total number of
post-CS SSI=15

Number of the previous CSs before the current

ERCS

Previous 2 CSs 66 0 73 3 0.15 (0.008–2.99) 0.2

Previous 3 CSs 27 0 28 3 0.15 (0.008–2.74) 0.1

Previous 4 CSs 13 2 8 4 0.3 (0.072–1.3) 0.11

Previous 5 CSs 5 2 6 4 0.6 (0.18–2.01) 0.4

>5 CSs 1 0 2 1 0.5 (0.036–7.1) 0.6

Overweight (BMI 25–29.9 kg/m2) 28 0 37 3 0.19 (0.01–3.5) 0.2

Obesity (BMI ≥30 kg/m2) 32 4 34 12 0.35 (0.13–0.99) 0.04*

Preoperative moderate anemia 0 0 4 3 0.7 (0.9–5.5) 0.7

Pregestational (pre-existing) diabetes 15 2 21 11 0.24 (0.063–0.93) 0.03*

Prolonged ROM 1 1 6 1 6.0 (1.003–35.9) 0.04*

Chorioamnionitis 1 1 5 1 5.0 (0.87–28.9) 0.07

Duration of current ERCS (>1 h) 1 1 6 1 6.0 (1.003–35.9) 0.04*

Surgical difficulties/adhesions during ERCS 1 1 6 1 6.0 (1.003–35.9) 0.04*

Postoperative anemia

Mild anemia (hemoglobin <11 g%) 2 1 5 3 0.8 (0.18–3.96) 0.8

Moderate anemia (hemoglobin 8–10 g%) 1 1 9 7 1.3 (0.9–1.8) 0.1

Blood transfusion 1 1 9 7 1.3 (0.9–1.8) 0.1

*, significant difference; BMI, body mass index; CI, confidence interval; CSs, cesarean sections

Data presented as numbers; ERCS, elective repeat cesarean section; Post-CS, post-cesarean section

ROM, rupture of membranes; SSI, surgical site infection

Post-CS SSI Cases in the two studied groups (19 cases)

Four (4) post-CS SSI cases in the study group 

2 cases had pre-gestational diabestes.

1 case had prolonged ROM & developed chorio-amnionitis. 

1 case had duration of ERCS >1-hour, surgical difficulties due 

to adhesions, moderate post-operative anemia and received 

blood transfusion. 

Fifteen (15) post-CS SSI in the controls

Twelve (12) obese cases

Ten (10) of them had pre-
gestational diabetes 

1 case of them had prolonged ROM and developed chorio-amnionitis. 

1 case of them had duration of ERCS >1-hour.

1 case of them had surgical difficultiies during the ERCS due to adhesions. 

7 cases of them had moderate PO anemia and received blood transfusion.

Three (3) overweight cases 

One (1) of them had pre-
gestational diabetes

Fig. 1 The post-CS SSI cases and
risk factors of post-CS SSI in the
two studied groups
ERCS, elective repeat cesarean
section; PO, postoperative; Post-
CS SSI, post-cesarean section sur-
gical site infection; ROM, rupture
of membranes
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In addition, Liu et al. found that the use of adhesive drapes
increases the SSI risk [22], and Mahomed et al. found that the
povidone-iodine irrigation before skin closure is of no benefit
in post-CS SSI prevention [27].

The RR analysis done in this study showed that the obesity
and pregestational diabetes were significant risks for post-CS
SSI (RR 0.35 (P = 0.04) and RR 0.24 (P = 0.03), respective-
ly). In addition, the prolonged ROM before the ERCS, dura-
tion of ERCS (more than 1 h), and surgical difficulties/ adhe-
sions during the ERCS were significant risks for post-CS SSI
(RR 6.0 (P = 0.04), RR 6.0 (P = 0.04), and RR 6.0 (P = 0.04),
respectively).

Shrestha et al. reported the emergency CSs, ROM before
the CSs, and vertical incisions as possible risks for post-CS
SSI [20]. Wendmagegn et al. found the PROM, prolonged
labor, rural setting, and chorioamnionitis were independent
risks for SSI after CSs [21]. Wodajo et al. found that the
prolonged labor, prolonged ROM, and prolonged duration
of surgery increased odds of post-CS SSI (6.78, 5.83, and
12.32, respectively) [19]. In addition, Shikha et al. concluded
that the emergency CS, obstructed labor, prolonged ROM,
and prolong the duration of operation are possible consider-
able risks for post-CS SSI [28].

However, the RR analysis in this study showed that the
moderate anemia (either pre- or postoperative) and blood
transfusion (during or after the ERCS) were not risk factors
for post-CS SSI (P = 0.7, 0.1, and 0.1, respectively).
Wendmagegn et al. reported the blood loss during CSs as
an independent risk for post-CS SSI [21]. In addition,
Wodajo et al. [19] and Shikha et al [28] reported postop-
erative anemia as a significant predictor for post-CS SSI.
The difference between this study and other studies regard-
ing the postoperative anemia and blood loss during or after

CSs as possible risks for post-CS SSI can be explained by
(1) our medical team awareness of postoperative anemia,
and its consequences on wound complications, and (2) our
hospital policy which necessitates correction of the intraop-
erative blood loss in order to maintain the postoperative
hemoglobin after CSs more than or equal 10 g%.

The mean hospital stays and mean antibiotic doses were
significantly high in the post-CS SSI cases compared to those
of the noninfected cases (P = 0.0001 and 0.003, respectively).

Alfouzan et al. reported the post-CS SSI as the main
cause of prolonged hospital stays and healthcare system bur-
den after CSs [7]. In addition, Saeed et al. reported that the
post-CS SSI increases the postoperative hospital stays three-
fold in the UK [9].

The culture results of the post-CS SSI cases showed
Staphylococcus aureus in 78.9% (15/19) and Escherichia
coli in 15.8% (3/19). Similarly, Shikha et al. found that 85%
of the SSI after CS occurred by Staphylococcus aureus and
15% by Escherichia coli [28].

The current study found that the incidence of post-CS SSI
after ERCSs significantly reduced from 12.8 to 3.6% follow-
ing the post-CS SSI prevention protocol. In addition, the cur-
rent study found that obesity, pregestational diabetes,
prolonged ROM, duration of ERCS (more than 1 h), and sur-
gical difficulties/adhesions during the ERCSs were definite
risks for post-CS SSI.

The current study was the first registered, comparative
study conducted in Kuwait, following a definite SSI preven-
tion protocol to reduce the incidence of post-CS SSI after
ERCSs.

Incomplete records of the controls (delivered by ERCSs)
before the implemented protocol was the only limitation faced
during this study.

Table 3 The hospital stays, antibiotic doses, type, and culture results of the post-CS SSI cases compared to noninfected cases

Variables Total number of the post-CS
SSI in the two studied groups, N=19

Total number of noninfected
cases in the two studied groups, N=210

P value (95% confidence interval)

Duration of hospital stay (days)
Mean±SD

7.3±2.9 3.2±1.7 0.0001*
(2.7–4.1, 5.5)

Number of antibiotic doses
Mean±SD

22.5±2.4 2.02±1.6 0.003*
(19.3, 20.5, 21.7)

Type of SSI

Superficial SSI 17 (89.5%) - -

Deep SSI 2 (10.5%) - -

Culture results (number and %)

No growth 1 (5.3%) - -

Staphylococcus aureus 15 (78.9%) - -

Escherichia coli 3 (15.8%) - -

*, significant difference; data presented as mean ± SD (standard deviation) and number (%)

Post-CS, post-cesarean section; SD, standard deviation; SSI, surgical site infection

Student’s t test used for analysis wen data presented as mean ± SD
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We recommend worldwide the use of effective post-CS
SSI prevention protocols or guidelines to reduce the post-CS
SSI and its consequences of prolonged hospital stays and
healthcare system burden.

Conclusion

The incidence of post-CS SSI after ERCS was significantly
reduced following the post-CS SSI prevention protocol.
Obesity, pregestational diabetes, prolonged ROM, duration
of ERCS (more than 1-h), and surgical difficulties/adhesions
during the ERCS were the definite risks for post-CS SSI.
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