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Abstract 
Caesarean delivery rates have been increasing worldwide. With the rising frequency of this obstetric surgical procedure, there 
has been a parallel increase in associated complications, particularly infections. Although some measures have already been 
implemented to reduce infectious complications, namely standard antibiotic prophylaxis with 1g of intravenous cefazolin 
administered prior to skin incision, along with multiple aseptic measures, post-caesarean infections remain a significant 
concern. The main objective of this literature review is to identify scientific evidence on whether broadening the spectrum of 
prophylactic antimicrobial by combining azithromycin with a first-generation cephalosporin prior to Caesarean Delivery can 
reduce the incidence of post-caesarean infections. The references included in this review were obtained from Embase, Google 
Scholar, Medline, PubMed and Scopus databases. World Health Organization recommendations were reviewed and taken 
into account. Considering the mechanisms of action and spectra of activity of the above-mentioned antibiotics and the 
microorganisms most frequently implicated in surgical site infections following caesarean delivery, namely Ureaplasma spp. 
and Mycoplasma spp., it is proposed to broaden the prophylactic antibiotic spectrum by adding azithromycin as an adjuvant 
agent. Based on the scientific evidence currently available, it was concluded that the administration of 500 mg of intravenous 
azithromycin, in combination with the standard prophylactic regimen, may be beneficial in reducing post-caesarean infectious 
morbidity, including both endometritis and wound infections. 
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Introduction 

Caesarean Delivery (CD) is a surgical procedure 
involving the extraction of the fetus (alive or dead) 
and the placenta through incisions in the abdominal 
and uterine walls. It is an alternative to vaginal 
delivery that can prevent maternal and neonatal 
mortality [1]. Although it is associated with higher 
rates of maternal mortality and morbidity than a 
vaginal birth [2]. 
The caesarean section was first performed in the 
sixteenth century as a post-mortem attempt to save the 
life of a child whose mother had died. During the 
seventeenth and eighteenth centuries, the procedure 
was developed further and began to be performed on 
living mothers. At that time, there was a high 
mortality due to infections and maternal bleeding. In 
1871, the first elective caesarean in which both 
mother and son survived was performed [3]. During 
the twentieth century, maternal mortality decreased 
significantly, reaching almost 1%, due to the advances 
in surgical technique with aseptic protocols, the 
availability of blood banks and access to antibiotics 
[2]. 

Since then, CD rates have been increased worldwide, 
becoming the most common surgical procedure 
performed on women [3]. 
To optimize the use of caesarean section, the World 
Health Organization (WHO) developed the Robson 
Classification. This is based on five criteria: parity, 
number of fetuses, fetal presentation, gestational age 
and onset of labor [4]. It regards every woman 
undergoing labor, to analyze and compare caesarean 
section rates across hospitals worldwide and to guide 
strategies aimed at reducing unnecessary CDs [5]. 
Ideally, a CD should only be performed when 
medically indicated, apart from prior caesarean 
section and failure to progress in labor, other 
evidence-based indications include malpresentation, 
cephalopelvic disproportion, abnormal placentation, 
multiple gestation and placental abruption [6,7]. 
The increasing number of CD is associated with an 
increase in complications arising from them, being 
infections one of the most common [6]. Indeed, the 
risk of postpartum infection is five to twenty times 
higher compared to vaginal birth. Among infections, 
the most common are surgical site infections (SSI), 
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including wound infection and endometritis, both of 
which can lead to maternal sepsis [8-10]. 
Prophylactic antimicrobial therapy is widely accepted 
as essential to reduce the risk of infection following 
CD. Current guidelines recommend an intravenous 
(IV) first-generation cephalosporin 30-60 minutes 
before the caesarean incision, being cefazolin the 
most used [9,11]. However, given the persistent 
occurrence of infections, the current standard 
antibiotic prophylaxis appears to be insufficient. 
Ureaplasma spp. and Mycoplasma spp. are considered 
major pathogens in the development of endometritis 
and wound infection. As they do not take part in the 
cefazolin action spectrum, some authors propose 
using azithromycin, a broad-spectrum macrolide, as 
an extended-spectrum prophylactic agent, given its 
efficacy against these microorganisms [11,12]. 
Therefore, our aim is to identify scientific evidence on 
whether broadening the antimicrobial spectrum by 
combining azithromycin with a first-generation 
cephalosporin can reduce the incidence of post-
caesarean delivery infections, without causing any 
adverse or undesirable effects on both mother and 
neonate. 
 

Methodology 

For this narrative review, a bibliographic search was 
conducted using the following Medical Subject 
Headings (MeSH): “Azithromycin”, “Caesarean 
Section”, “Caesarean Section/ adverse effects”, 
“Elective Caesarean Delivery”, “Non elective 
Caesarean Delivery”, “Endometritis/ prevention & 
control” and “Surgical Wound Infections/ 
prevention & control”. The search was carried out in 
several databases, including Embase, Google Scholar, 
Medline, PubMed and Scopus. Additional relevant 
publications were identified by screening the 
reference lists of the selected articles. The WHO’s 
recommendations relating to CD were consulted. 
The inclusion criteria comprised clinical trials, 
systematic reviews, meta-analyses and observational 
studies (cohort, case-control, and cross-sectional) 
related to the topic and published in Portuguese or 
English, between 1985 and May 2025. Articles 
focusing on the treatment of SSIs rather than their 
prevention, as well as those for which the full text was 
not available, were excluded. A total of 61 articles 
were selected. 

Indications for Caesarean Delivery 

CD is a life-saving obstetric surgical procedure 
performed as an alternative to a vaginal birth. 

Cesarean deliveries have undergone multiple 
transformations to become a safer procedure. 
However, postoperative complications, particularly 
post-caesarean infections and hemorrhage, continue 
to occur. The rising rates of CDs in recent decades 
deserve careful consideration, as they are associated 
with more complications. Therefore, a CD should 
only be performed when there is clear medical 
evidence supporting its benefits [3,13-15]. 
According to timing, CDs can be classified into two 
groups: elective, which is planned for medical reasons 
before labor begins; and nonelective, which is 
performed after labor begins, without prior planning 
[14,16,17[. Nonelective CDs are more common than 
elective ones, with respective rates of 78% and 22% 
[17]. There is no consensus regarding significant 
differences in the incidence of infections between 
elective and non-elective CDs [16,18,19]. 

Indications for Elective Caesarean Delivery 

The most common reason for an elective CD is fetus 
malpresentation [7,17]. Other reasons include 
previous caesarean section. In twin pregnancies, 
delivery should be performed by caesarean section if 
the first twin is not in cephalic presentation or in case 
of a monochorionic monoamniotic pregnancy [20]. 
CD is also recommended in triplet pregnancy [7,21]. 
Placenta previa is another indication, in which the 
placenta partially or completely covers the cervical os, 
and vasa previa, where the fetal blood vessels run 
between the fetus and the cervical os. 
Planned CD for isolated macrosomia only if the fetus 
is estimated to weigh more than 5000 g in non-
diabetic mothers or more than 4500 g in diabetic 
mothers [21]. 
Additional situations that should be considered 
include fetal growth restriction, maternal obesity, and 
active genital herpes, these should be evaluated on a 
case-by-case basis. According to current guidelines, a 
maternal request for a CD based on anxiety related to 
childbirth or fear of labor pain is not regarded as a 
valid indication for CD [14,16,20]. 
Indications for Nonelective Caesarean Delivery 

One of the main indications for nonelective caesarean 
sections is dystocia, which is failure to progress in 
labor and signs of fetal distress, such as hypoxia, 
acidosis or cord prolapse, which compromise fetal 
blood flow. In the presence of dystocia, the underlying 
causes may include: absolute cephalopelvic 
disproportion, fetal malposition or inadequate 
uterine contractions [21]. 
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Although it does not occur after the onset of labor, 
there is an emergency obstetric condition that may be 
included among the indications for nonelective CD. 
This condition, known as abruptio placentae, refers 
to the premature separation of a normally implanted 
placenta from the uterine wall, leading to severe 
hemorrhage [22]. 
Intraoperative Workflow for Caesarean Delivery 

The perioperative CD pathway begins with the 
administration of antibiotic prophylaxis 30 to 60 
minutes before the skin incision. Current guidelines 
recommend the use of a first-generation 
cephalosporin, the cefazolin, 1-2 g IV [9,23]. 
Patient preparation should begin with a full-body 
bath24. The surgical site skin must be disinfected with 
an alcohol-based antiseptic solutions containing 
chlorhexidine gluconate, to remove the endogenous 
flora [25]. Vaginal preparation consists in antiseptic 
cleansing with povidone-iodine solution [26]. Surgical 
field sterility must be ensured prior to incision 
[26,27]. 
The subsequent step involves neuraxial anesthesia, 
which improves postoperative recovery and reduces 
the incidence of SSI compared to general anesthesia 

[28]. Caesarean sections begin with a scalpel 
transverse suprapubic incision in the skin [29]. The 
scalpel first incises the skin, then proceeds through 
the subcutaneous tissue and the fascial layer, before 
finally reaching the parietal peritoneum [30]. 
The uterine incision with approximately 3 cm, is 
typically made transversely in the lower segment of the 
uterus and extended bluntly with two indexes of the 
surgeon’s fingers [31]. Once the uterine incision 
reaches approximately 10 cm, the fetal extraction 
should be performed in an atraumatic manner. Once 
the newborn has established spontaneous respiration, 
the umbilical cord should be clamped, usually delayed 
for at least one minute [26]. The placenta is expelled 
spontaneously with gentle cord traction and uterine 
massage. Removing it through cord traction reduces 
the risk of post-caesarean endometritis [32]. Uterine 
closure is then performed, commonly using a double- 
layer technique with a continuous unlocked suture 
[26]. This is followed by closure of the rectus muscle 
fascia, subcutaneous tissue and, finally, the skin. Skin 
closure can be performed using either non-absorbable 
staples or absorbable subcutaneous sutures, with 
similar rates of wound infection [29] (Figure 1). 

 

 
Figure 1: Intraoperative workflow for caesarean delivery, with a particular emphasis on the key moments for infection 

prophylaxis. The dotted line in the timeline represents a nonspecific time interval, dependent on the surgical procedure and 
its intraoperative course [24,26,29,30,33]. 

 

Caesarean Delivery Complications 

Caesarean births can result in both short and long-
term complications [4]. Long-term risks regarding 
future pregnancies include placenta previa, placenta 
accreta, caesarean scar pregnancy and uterine rupture. 
Gynecological complications may involve chronic 
abdominal pain, pelvic adhesions, infertility and 
irregular bleeding [2]. In the short-term 
complications, intraoperative risks are hemorrhage, 
extension of the uterine incision and bladder injury. 
Postoperative complications include endometritis, 
wound infection, urinary tract infection, spinal 
headache, disseminated intravascular coagulation, 
maternal sepsis, and maternal death [6]. As a surgical 
procedure, it is associated with risks such as adverse 

reactions to anesthesia, blood vessels damage or injury 
to other organs [16]. 

Post-Caesarean Infections 

A wide range of postoperative infections may occur 
following a CD. According to the WHO, the most 
common are SSI, with a rate of 20% in Africa vs 2,9% 
in Europe [11,25,34]. As expected, lower income 
countries are associated with higher rates of infectious 
complications [8]. The US Centers for Disease 
Control and Prevention classify SSI into three groups: 
superficial incision, deep incision and organ incision. 
This classification is based on the time after surgery, 
the anatomical location involved, the presence of 
clinical signs or symptoms and microbiological tests. 
Any other possible causes of these symptoms should 
be excluded (Table 1) [11,35,36]. 
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Table 1: Classification and diagnosis of SSI, as defined by the Centers for Disease Control and Prevention. Based 
on CDC, Ncezid, DHQP. Surgical Site Infection Event (SSI) [Internet]. Based on: 
 https://www.cdc.gov/nhsn/pdfs/ps-analysis-resources/ImportingProcedureData.pdf. 

 Superficial SSI Deep SSI Organ SSI 
Timing 30 days after surgical procedure 30-90 days after surgical 

procedure 
30-90 days after surgical procedure 

Local Skin Subcutaneous tissue Fascia Muscle layers Uterus 
Criteria a. Purulent drainage. a. Purulent drainage. a. Organisms identified from 

endometrial fluid by a 
microbiological test. 

b. Microorganisms identified in 
superficial 

incision/subcutaneous tissue by 
a microbiologic analysis, after it 

is opened by a surgeon. 

b. Microorganisms identified 
by a microbiologic test in 

patients with fever (<38°C) or 
localized pain or presence of 
an abscess, after it is opened 

by a surgeon. 

b. Suspect of endometritis with at 
least two of the following symptoms: 

fever (>38°C), uterine/abdominal 
pain or tenderness, purulent 

drainage from the uterus AND 
exclusion of other possible causes. 

c. Typical inflammation signs as 
localized pain or tenderness, 

swelling, edema, erythema and 
heat. 

c. An abscess or other 
infection involving deep 

tissues, detected by 
complementary medical 

exams. d. Superficial incision SSI 
diagnoses by a doctor. 

Diagnosis 1 of the previous criteria 
Classification Wound Infection Endometritis 

 

The WHO defines maternal sepsis as a “life-
threatening condition that arises when the body’s 
response to infection causes injury to its own tissues 
and organs during pregnancy, childbirth, post-
abortion or the postpartum period”. It is the most 
feared complication of CD and remains the third 
most common cause of maternal mortality, 
accounting for 11% of maternal deaths [37,38]. 
Failure to treat or manage the afore mentioned 
infections appropriately may lead to the progression 
of the infection to sepsis [11]. 

Microorganisms Involved in Post-Caesarean 
Delivery Infections 

The mechanism of postpartum endometritis is 
analogous to that of a surgical wound infection. It 
results from the contamination of the uterine cavity 
and skin with lower vaginal tract macrobian flora and 
endogenous skin flora [27,39]. 
Gardnerella vaginalis is responsible for the disruption 
of the normal vaginal flora, a condition known as 
bacterial vaginosis. Its presence increases the risk of 

uterine contamination during CD, increasing the risk 
of post-caesarean endometritis in six times. Treating 
bacterial vaginosis during pregnancy reduces the rate 
of endometritis rates after CD, antimicrobial options 
include metronidazole or clindamycin, orally or 
intravaginally [19,40,41]. 
Post-caesarean infections are predominantly 
polymicrobial. Endometritis is mainly caused by a 
combination of aerobic and anaerobic bacteria. 
Examples of aerobes include Streptococcus spp., 
Staphylococcus aureus, Escherichia coli, Klebsiella 
pneumoniae, Enterococcus faecalis, Proteus mirabilis, 
Ureaplasma urealyticum, and Mycoplasma hominis. 
Anaerobes include Bacteroides spp., Clostridium 
spp., Peptostreptococcus spp., Peptococcus spp., and 
Prevotella spp [12,19,39,42-44]. The most common 
pathogens isolated from post-CD wound infections 
are Ureaplasma urealyticum, Mycoplasma hominis, as 
well as Escherichia coli, Streptococcus spp., 
Staphylococcus aureus, Klebsiella pneumoniae, 
Proteus mirabilis, and Enterococcus faecalis (Table 2) 
[27,45-47]. 

  
Table 2: Microorganisms causing post-caesarean delivery wound infection and endometritis [27,39,46,47]. 

Endometritis Wound Infection 
Ureaplasma urealyticum 

Mycoplasma hominis 
Escherichia Coli 
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Streptococcus spp. 
Staphylococcus aureus 
Klebsiella pneumoniae 

Proteus mirabilis 
Enterococcus faecalis 

Gardnerella vaginalis  
Bacteroides spp.  

Fusobacterium spp.  
Clostridium spp.  

Peptostreptococcus spp.  
Peptococcus spp.  
Prevotella spp.  

 

Prophylactic Antibiotic Therapy in Caesarean 
Delivery 

The purpose of antibiotic prophylaxis is to prevent, 
rather than to treat established infections. Therefore, 
prophylactic antibiotics must be administered before 
potential bacterial contamination occurs to ensure 
adequate tissue concentrations at the time of 
microbial exposure [23]. The main risk associated 
with antibiotic prophylaxis is the development of 
antimicrobial resistance [48]. 
According to the WHO, routine antibiotic 
prophylaxis is recommended for women undergoing 
elective or non-elective caesarean delivery. When 
performing a CD, a single IV dose of first- generation 
cephalosporins should be administered 30 to 60 
minutes before skin incision [9]. 
First-generation cephalosporins have been chosen 
based on their mechanism of action, broad spectrum 
of activity, and global availability [9,49]. Their main 
mechanism of action involves disrupting the 
construction of the bacterial cell wall, by causing the 
rupture of the cross-linking between peptidoglycan 
chains [50]. They are effective against gram-positive 
aerobic bacteria, such as Staphylococcus aureus, 
Staphylococcus epidermidis, Streptococcus pyogenes, 
Streptococcus agalactiae, Streptococcus pneumonia 
and Streptococcus bovis. They also exhibit modest 
activity against Escherichia coli, Moraxella catarrhalis, 
Klebsiella pneumoniae, and Proteus mirabilis [49,51]. 
However, this prophylaxis fails to provide coverage 
against Ureaplasma spp. and Mycoplasma spp., as 
these organisms lack a peptidoglycan cell wall that is 
the main target of cephalosporins [50]. Both 
Ureaplasma spp. and Mycoplasma spp. are mainly 
involved in post-CD infections [12,45[. 
The current prophylactic antibiotic regimen for CD 
typically consists of 1-2 g of IV cefazolin, with the dose 
adjusted according to maternal weight: 1g for women 
weighing less than 80 kg, and 2 g for those weighing 

more than 80 kg [23]. Evidence suggests that 
broadening the antibiotic spectrum can reduce the 
risk of surgical site infection and the incidence of 
endometritis by 25% [11]. That is why several authors 
have proposed adding azithromycin as an adjunct 
[11,52,53]. 

Azithromycin 

Azithromycin is a second-generation macrolide 
antibiotic with a broad spectrum of activity. It is 
particularly effective against Ureaplasma spp., and 
Mycoplasma spp., which are among the most 
frequently isolated pathogens in post-caesarean 
delivery infections [45]. Its mechanism of action 
involves inhibition of bacterial protein synthesis 
through binding to the 50S ribosomal subunit. It 
achieves high concentrations at infection sites due to 
its accumulation in phagocytes that migrate to these 
areas [54,55]. Azithromycin is indicated for 
respiratory, urogenital, dermal, and other bacterial 
infections, due to its broad-spectrum activity, 
including Ureaplasma spp., Mycoplasma spp., 
Chlamydia trachomatis, Neisseria gonorrhoea and 
Streptococcus spp. It has been described as a safe and 
well-tolerated antibiotic [54]. 
A single 500 mg dose of azithromycin administered 
prior to skin incision achieves adequate plasma and 
myometrial concentrations for prophylaxis against 
Ureaplasma spp. [53]. A single 500 mg dose of 
azithromycin provides a prolonged serum half-life of 
approximately 50 hours, which is advantageous for 
prophylactic use given that the highest risk period for 
postoperative infection is within the first 48 hours 
after skin incision [55]. It is generally well tolerated 
and has a favorable safety profile. However, there are 
concerns about its potential cardiac effects, 
particularly the possible risk of QT interval 
prolongation, which has only been reported in a few 
cases [54]. 
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To make the antibiotic spectrum and its role in the 
prophylaxis for post-caesarean infections easier to 
understand, we created a Venn diagram showing both 

the spectrum of cefazolin and azithromycin, as well as 
the microorganisms most involved in post-CD 
infections (Figure 2). 

 

 
Figure 2: Venn diagram illustrating the microorganisms involved in post-caesarean infections and the antibiotic spectrum of 

action [12,27,39,49-51,54]. 
 

Although concerns are often raised about the 
potential development of antimicrobial resistance 
when the spectrum of prophylactic antibiotics is 
broadened, this is highly improbable, as a single 
administration does not contribute to the emergence 
of resistance [42,56]. 

Azithromycin Plus Cefazolin Prophylaxis for 
Caesarean Delivery 

Tita et al. (2016) conducted a study comparing the 
prophylactic administration of cefazolin (1-2 g IV) 
plus azithromycin (500 mg in 250 ml of saline, IV) 
with cefazolin (1-2 g IV) plus a placebo in women 
undergoing nonelective CD. The study demonstrated 
that the addition of azithromycin to cefazolin 
significantly reduced the risk of endometritis (from 
6.1% to 3.8%), wound infection (from 6.6% to 
2.4%), and serious maternal adverse events (from 
2.9% to 1.5%). There was no significant difference in 
the incidence of other infectious complications, such 
as abdominal or pelvic abscess, septic pelvic 
thrombophlebitis, maternal sepsis, pyelonephritis, 
meningitis and pneumonia between the two groups. 
The study demonstrated that extending the 
prophylactic antibiotic spectrum with azithromycin 
significantly decreased the incidence of postpartum 
infections without any adverse effects on newborns. 
This trial included only women undergoing 
nonelective CD, which is a limitation [11]. 

Jyothi M. et al. (2019) conducted a randomized 
controlled trial to evaluate the efficacy of cefazolin 
plus azithromycin for antibiotic prophylaxis in CD, 
including both elective and nonelective procedures. 
Participants were allocated into two groups: one 
received prophylactic cefazolin (2 g IV) plus a placebo, 
and the other group received cefazolin (2 g IV) plus 
azithromycin (500 mg IV). The study demonstrated a 
significant reduction in the incidence of surgical site 
infection in the azithromycin group (from 15% to 
3%), as well as a lower rate of endometritis (from 10% 
to 2%)19. Pierce et al. (2021) conducted a 
retrospective cohort study from 2016 to 2018, 
including women who underwent elective and 
nonelective CD. The first group from march 2016 to 
october 2017 received cefazolin (2g IV) and the 
second between september and august 2018 received 
cefazolin (2g IV) plus 500 mg of IV azithromycin. 
Unlike other studies, the addiction of azithromycin 
did not show a statistically significant difference in the 
incidence of post-caesarean infections between groups 
[57]. 
Ruzic et al. (2023) conducted a retrospective cohort 
study from 2013 to 2018. The study included women 
who underwent elective CD for a singleton neonate. 
The participants were divided into two groups. The 
first from january 2013 to october 2015, these 
patients received cefazolin (2g IV if < 120 kg or 3 g IV 
if >120 kg). The second group comprised women who 
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gave birth between january 2016 and december 2018 
with the same cefazolin regimen, plus a 500 mg IV of 
azithromycin. A significantly lower incidence of 
composite post-caesarean infections was 
demonstrated (falling from 4.8% to 3.3%), primarily 
due to a marked reduction in wound infections 
(falling from 3.9% to 2.4%) among patients who 
received combined pre-labor prophylaxis. There were 
no significant differences in the incidence of 
endometritis, intra-abdominal abscess or urinary tract 
infections between the two groups [52]. 
Regarding economic considerations, Skeith A et al. 
(2017) conducted a study which demonstrated that 
the use of adjunctive azithromycin alongside cefazolin 
is more cost-effective than cefazolin alone. Since it 
avoids hospitalizations and treatments, which are 
associated with healthcare costs [58]. 
Few studies have addressed this specific topic. Based 
on the available literature, three out of four studies 
have demonstrated that using prophylactic cefazolin 
combined with azithromycin reduces the incidence of 
post-caesarean infections in CD, with a reduction in 
wound infections being the most consistently 
reported outcome. Additionally, this combined 
regimen has been shown to offer cost-effectiveness 
advantages [11,59,60]. However, one study found no 
significant differences between groups receiving 
cefazolin alone or in combination with azithromycin 
[57]. While the current evidence suggests that 
azithromycin shows promising results, further 
research is needed. Future studies should include 
large-scale randomized controlled trials to confirm 
these findings, assess long-term maternal and 
neonatal outcomes, and evaluate potential 
antimicrobial resistance patterns associated with 
broader antibiotic use. 
  

Conclusion 

Post-CD infections remain a major clinical concern. 
Despite significant medical advances in recent years, 
such as aseptic techniques and antibiotic prophylaxis, 
the incidence of post- caesarean infections remains 
higher than desired, contributing to considerable 
maternal morbidity. Current evidence indicates that 
cefazolin alone may be an insufficient prophylactic 
agent, as it does not cover some bacteria, such as 
Mycoplasma spp. and Ureaplasma spp., which are 
implicated in many post-caesarean infections, 
including wound infections and endometritis. This 

scientific evidence supports the need to broaden the 
antimicrobial spectrum. 
Azithromycin is a broad-spectrum macrolide that is 
highly effective against the microorganisms 
mentioned previously. Moreover, several studies have 
demonstrated a significant reduction in infectious 
morbidity following caesarean when azithromycin is 
used as an adjunct to cefazolin. However, not all 
studies addressing this issue have reported consistent 
findings, one study observed no significant difference 
in infectious outcomes with the addition of 
azithromycin to prophylactic procedures. 
A randomized controlled trial called the 
“Azithromycin Prophylaxis for Prelabor Cesarean 
Delivery Trial” is currently evaluating the 
administration of azithromycin in combination with 
cefazolin in CD. The findings of this study will be 
highly relevant to the conclusions on this matter [61]. 
Based on the currently available scientific evidence, 
we conclude that adding 500 mg of IV azithromycin 
to the standard antibiotic prophylaxis regimen for CD 
may be beneficial in reducing infectious morbidity 
following the procedure. Alongside antibiotic 
prophylaxis, other strategies should be implemented 
to reduce the incidence of post-caesarean 
complications, particularly by minimizing the number 
of unnecessary caesarean deliveries. Furthermore, 
optimizing perioperative practices, such as proper skin 
antisepsis, weight-adjusted antibiotic dosing and 
adherence to aseptic surgical techniques may further 
decrease postoperative infection rates. Future 
research should aim to confirm these findings 
through large-scale randomized trials, as well as 
evaluating the long-term safety of azithromycin, 
particularly regarding antimicrobial resistance and its 
potential impact on the maternal and neonatal 
microbiome. 
 

Abbreviations and Acronym List 

CD: Caesarean Delivery 
IV: Intravenous 
MeSH: Medical Subject Headings 
SSI: Surgical Site Infection 
WHO: World Health Organization 
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