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CESAREAN TECHNIQUE

QUESTION: 
SHOULD WE APPLY POVIDONE IODINE TO THE VAGINA PRIOR TO ROUTINE CESAREAN?

Reference: Starr RV, et al. Obstet Gynecol May 2005:105 pp?
"Post cesarean endometritis and wound infection remain significant morbidities, despite use of strategies to prevent these complications." Evidence supports the use of preoperative vaginal scrub with povidone-iodine before hysterectomy, but less is known about using this scrub prior to Cesarean. Among women planning to undergo planned cesarean, 308 women were randomized to one of two groups. One received the vaginal scrub and the other did not.

 

The incidence of post cesarean endometritis was 7.0 in the scrub group and 14.5% in the control group. Vaginal scrub had no measurable effect on postoperative fever or wound infection. The study was controlled for anemia, use of intrapartum internal monitors, and history of antenatal genitourinary infections.

 

"Used in conjunction with prophylactic antibiotics, povidone-iodine may further decrease the number of bacteria species exposed to the endometrium at the time of uterine incision."

 

COMMENT: Medicos para la Familia is approaching delivery # 1000, and there are over 230 Cesareans performed in this database. We have located one case of endometritis from a Cesarean and one from a vaginal birth. Group, if you remember other endometritis cases, your comments would be appreciated. 

 

CONCLUSION; NO CHANGE IN PRACTICE IS RECOMMENDED AT THIS TIME.

 

OPERATIVE DELIVERIES

QUESTION: WHAT IS THE FREQUENCY OF CESAREANS AND FORCEPS DELIVERIES IN A LARGE STUDY OF WOMEN DELIVERING IN PAKISTAN?

Reference: Jokhio AH, Winter HR, Cheng KK. An intervention involving traditional birth attendants and perinatal and maternal mortality in Pakistan. New Engl J Med 2005; 352:2091-2099.

 

    This study concluded that the training of traditional birth attendants and integrating them into the health care system was achievable and led to an improvement in perinatal mortality. Data were collected on approximately 20,000 women. The intervention group with 10,114 women required 399 Cesareans [3.9%] and the control group with 9443 women required 342 cesareans [3.6%] Forceps deliveries occurred in 2.0% and 2.3% respectively. Multiple births occurred in 126 and 130 women respectively.

 

    COMMENT: In terms of our fellowship goals, these data give us a frequency distribution which might be useful as we plan for our role in developing countries. The contents of the "delivery kits" are useful for offices which eventually might experience a precipitous delivery in the office. We have already had our first. Contents included disposable gloves, soap, gauze, cotton balls, antiseptic solution, an umbilical cord clamp, and a surgical blade. Basically this equipment overlaps with all offices prepared to repair a simple laceration. Hemostats can be used for the umbilical cord clamp.

 

    One of our faculty in Nashville received an interesting impromptu lecture on why forceps should not be taught at all. The case went on to require the use of forceps by the same obstetrician who warned against their use. Blood loss was over 1000 cc. Yes, the woman had been on Pitocin all day. This year one our fellowship goals is the continued pursuit of a controlled and monitored curriculum in forceps instruction. Some of this will begin in our ALSO courses of June 11-12 Jonesboro, Arkansas; June 29-30 Miami, Fl.; and July 19-20 Knoxville, Tenn.

 

CESAREAN PRIVILEGES  
 

QUESTION: AFTER FELLOWSHIP, WHAT IS THE MOST LIKELY REASON FOR REFUSAL OF PRIVILEGES?

Reference: National Rural Health Association meeting, New Orleans May 20, 2005

 

    Look before you leap. The performance of Cesarean sections by family physicians a cutting edge activity with communities in some states completely walled off through illegal but unchallenged monopolies which exclude family physicians. Virginia and North Carolina were cited as examples.

 

    The Federal Tort Claims Act [FTCA} was cited as an extremely effective mechanism for providing obstetrical malpractice insurance in those states with huge malpractice liability insurance costs. This requires the establishment of a federally qualified health center in the community. In Memphis, Christ Community Clinic is one example of family physicians that have gone this route. The average per visit cost based reimbursement for an FQHC was reported to be slightly more than $95.

 

