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Infectious complications in Gynecology Oncology surgical 
procedures are related with significant morbidity and potential 
mortality. Several infectious complications may be confronted in 
gynecology oncology practice and these encompass intra abdominal 
infections, infections of the vaginal cuff, endometritis, wound 
infections, subcutaneous cellulitis, perineal infections, port site 
infections in laparoscopic and endoscopic interventions, cystitis etc. 
The hospitalization of the patient is prolonged and the health care 
costs are increased hence causing alertness to health trust services. 
Since the initiation of the antibiotic era administration, an enormous 
amount of studies and trials have been conducted leading the clinician 
to uncertainties which regimen to apply, what dose to give, when to give 
and for how long?

The purpose of antibiotic prophylaxis in surgical procedures 
is not to sterilize tissues but to reduce the colonization pressure of 
microorganisms introduced at the time of operation to a level that the 
patient’s immune system is able to overcome. Prophylaxis does not 
prevent infection caused by postoperative contamination [1].

Surgery in gynecology oncology includes radical extensive 
abdominal and pelvic procedures with risk of postoperative infection. 
An important aspect in gynecology oncology and in surgery in general 
is to reduce the rate of surgical site infections (SSIs) which occur for 40 
% of all noso comial infections in surgical patients and occur in up to 20 
% of patients undergoing abdominal surgery; there is a twofold increase 
in mortality in surgical patients with SSIs [2]. It is widely accepted that 
preoperative that factors which increase preoperative infection rate in 
women undergoing radical pelvic surgery are associated with elongation 
of duration of surgery, patient’s performance status, anemia, nutritional 
status, history of post surgical infections, metabolic diseases, presence 
of malignancy, post irradiation and post chemotherapy status, obesity 
etc [3].

Several microorganisms have been implemented as causative 
agents are coli forms, staphylococci, streptococci, clostridia, 
bacteroides. Several recommendations for antibiotic prophylaxis have 
been reported; the majority of authors recommend the administration 
of cephalosporin’s which have broad spectrum coverage and half-life, 
especially cefazolin combined with metronidazole in cases where bowel 
resection maybe applied [4]. Cefazolin can be considered as alternative 
regimen in patients with penicillin allergy, furthermore other agents 
can be given such as clindamycin, gentamycin, erythromycin etc [4].

Antibiotic prophylaxis regimens must also be safe and inexpensive, 
the agent must be administered in a way that ensures that serum and 
tissue levels are adequate before an incision is made and that therapeutic 
levels of the agent can be maintained in serum and tissue [5].

The current evidence suggests that if prophylactic antibiotics are 
to be given, they should be administered shortly before or at bacterial 
inoculation. This should be performed 15 to 60 minutes before skin 
incision; a single dose is considered adequate for operations lasting 
more than three hours in addition a second dose should be given when 
blood loss exceeds 1500 mL3.
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When a surgical site infection occurs; how long do we have to 
follow-up? It has been reported by Mangram et al. that surveillance 
for surgical site infection monitoring requires follow-up for 30 days 
postoperatively, and the trend towards early discharge from hospital 
makes surveillance a challenge. It is fact that I that up to 84% of surgical 
site infections occur following discharge from hospital [5].

Antibiotic resistance occurs from incorrect and inappropriate use 
of regimens. In addition to antibiotic prophylaxis, all factors that affect 
infectious risk reduction in gynecology oncology must be reviewed. 
Sterile surgical measures must be ensured, combined with ongoing 
quality of sterilization technique, monitoring of air ventilation, and 
postoperative wound care are required. Consistent infection control 
surveillance and reporting of infectious complications track ability 
to minimize these morbidities and possibly to identify clusters of 
infection and the emergence of antibiotic resistant organisms. This will 
dictate changes to operative routines to respond to evolving microbial 
diversity that seems inevitable [6].
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