PRACTICE GUIDELINES:

ANTIBIOTIC PROPHYLAXIS IN ABDOMINAL TRAUMA


INTRODUCTION:


The post-operative infection rate following surgery for penetrating abdominal trauma is between 7 and 16%.  Demonstrated risk factors for infection include hollow viscus injury, presence and degree of intestinal contamination, patient age, transfusion requirement, and shock.  The microbiology and bacterial load differs throughout the gastrointestinal tract; the concentration of bacteria increases in proximal to distal direction.


Broad spectrum antibiotic coverage, including gram-negative and anaerobic coverage must be directed at the following organisms:



( Streptococcus

( Enterococcus



( Enterobacteriaceae

( Bacteroides



( Peptostreptococcus

( Clostridium

Many regimens have been proven to be efficacious in this setting.  Second-generation cephalosporins and extended spectrum penicillins are as effective as regimens which include aminoglycosides and in addition, offer the convenience of single agent therapy.  Agents whose spectra includes coverage of enterococcus species may be more efficacious than those that do not.  Antibiotic administration should be initiated as soon as possible after wounding and continue for only 24 hours.  There is no demonstrable therapeutic benefit for longer duration of therapy and prolonged administration actually increases the complication rate.

PURPOSE


To standardize the antibiotic management in patients who undergo exploratory laparotomy for penetrating abdominal trauma.

INTERVENTION


The clinical management guidelines are summarized by the algorithm [Figure 1].  The legend is a follows:

1) Cefotetan 2 gm IV.

2) Hollow viscera include stomach, duodenum, small intestines, colon, and rectum.

3) Discontinue antibiotics for penetrating abdominal trauma.  Antibiotics indicated for associated injuries should be maintained.
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