General Guidelines (J Bone Joint Surg Am 2007; 89, 1605-1618 / Surg Inf 2006; 7, 379-405)
Grade A (Good recomendation: Level I evidence)

Grade B (Fair recommendation: Level II/III evidence)

Grade C (Poor / Conflicting recommendation: Level IV/V evidence)

Grade I (Inadequate evidence for recommendation)


Grade A Recommendations

1. Prophylactic antibiotic administration is associated with reduced rates of surgical site infections
a. Must target suspected organisms

i. Staphylococcus aureus (sensitive and resistant (i.e. MRSA))

ii. Staphylococcus epidermidis
b. Intraoperative re-dosing should be performed
i. Significant blood loss

ii. Length of procedure exceeds 1-2 times the half-life of the antibiotic

2. Antibiotics should be limited to 24 hours after

a. Elective surgery

b. Surgical treatment of closed fractures

c. Surgical treatment of open fractures
3. Chlorhexidine gluconate is superior to povidone-iodine for antisepsis for

a. Surgical site preparation

b. Surgeon hand washing

4. Closed suction drainage is not indicated for elective total joint replacement

a. Associated with increased relative risk of transfusion

b. Drains left in for over 24 hours are at increased risk of infection

5. Occlusive dressings have a lower rate of infection than non-occlusive dressings

6. Reduced infection rates are associated with

a. Euglycemia

b. Normoxia

c. Normothermia

Grade B Recommendations

1. Vancomycin is equivalent to first generation cephalosporin when there is no history of MRSA infection (@)
2. Iodophor-impregnated drapes decrease contamination but do not decrease infection rates

3. Laminar flow rooms decrease wound infections and wound contamination

4. Minimize hair removal; use clippers (do not shave)
5. Surgical dressings may be removed post-operative day 1 without increased risk of infection

6. Topical antibiotic ointment

a. Increases wound epithelialization

b. Associated with fewer wound infections in uncomplicated clean surgical wounds
Grade C Recommendations

1. Local antibiotics may help reduce the rate of infection and osteomyelitis associated with open fractures

2. Vancomycin may be used for antibiotic prophylaxis in Penicillin allergic patients
@ = MIC drift occurring; other drugs now more efficacious for MRSA
Gustilo Classification

       JBJS 2007


SIS 2006
	Type I
	Cefazolin
· 60 min pre-op

· Q2-5 hrs intra-op

· Continue for 24 hrs

Cefuroxime

· 60 min pre-op

· Q3-4 hrs intra-op

· Continue for 24 hrs

Pen Allergy: Vancomycin (C)
· 60 min pre-op (#)

· Q6-12 hrs intra-op

· Continue for 24 hrs


	First generation cephalosporin
· 60 min pre-op

· Continue for 24 – 48 hrs



	Type II
	Cefazolin

· 60 min pre-op

· Q2-5 hrs intra-op

· Continue for 24 hrs

Cefuroxime

· 60 min pre-op

· Q3-4 hrs intra-op

· Continue for 24 hrs

Pen Allergy: Vancomycin (C)

· 60 min pre-op (#)

· Q6-12 hrs intra-op

· Continue for 24 hrs


	First generation cephalosporin

· 60 min pre-op

· Continue for 48 hrs



	Type III
	Cefazolin

· 60 min pre-op

· Q2-5 hrs intra-op

· Continue for 24 hrs

Cefuroxime

· 60 min pre-op

· Q3-4 hrs intra-op

· Continue for 24 hrs

Pen Allergy: Vancomycin (C)

· 60 min pre-op (#)

· Q6-12 hrs intra-op

· Continue for 24 hrs


	First generation cephalosporin

· 60 min pre-op

· Continue for 48 hrs




#: Infusion time of Vancomycin > 60 minutes
I : Aminoglycosides decrease infection in Type II / III fractures

I : Penicillin use for suspected clostridial infections in Type III fractures

I : Vancomycin vs Clindamycin superiority for Pen Allergy patients

I : No evidence to support / refute closure of dead space

I : No difference in wound closure techniques with regard to infectious complications

I : Soap irrigation removed more debris than bacitracin; ? fewer wound healing complications

I : High-pressure irrigation removed more debris but may be associated with adjacent tissue damage 
