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Abstract. 
Objectives. To assess the standard practice of care of surgeons regarding surgical antibiotic prophylaxis, to identify gaps, and to set recommendations. Methods. A retrospective analysis of data obtained from different surgical units in a single center in Qatar over a 3-month period in 2012. A total of 101 patients who underwent surgery and followed regimes for surgical prophylaxis as per hospital guidelines were included in the study. Results.  The overall use of antibiotic was 89%, whereas the current practice did not match the recommended hospital protocols in 53.5% of cases. Prolonged antibiotics use (59.3%) was the commonest reason for nonadherence followed by the use of an alternative antibiotic to that recommended in the protocol (31.5%) and no prophylaxis was used in 9.2% of cases. The rate of compliance was significantly higher among clean surgery than clean contaminated group (
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).  Forty-four percent of clean and 65% of clean-contaminated procedures showed noncompliance with the recommended surgical antimicrobial prophylaxis hospital guidelines. Conclusion.  Lack of adherence to hospital protocols is not uncommon. This finding remains a challenge to encourage clinicians to follow hospital guidelines appropriately and to consistently apply the surgical antibiotic prophylaxis. The role of clinical pharmacist may facilitate this process across all surgical disciplines.
 

1. Introduction
Surgical antimicrobial prophylaxis (SAP) is an initial administration of short course of an antimicrobial agent prior to surgery in order to prevent surgical site infections [1]. SAP is critical in preventing infections that may lead to sepsis, organ failure, and death during hospital stay. Despite huge advances in antiseptic measures, antibiotics, and preoperative precautions, surgical site infection (SSIs) still accounted for high morbidity and mortality [2]. SSI is the second most common type of health care-associated infection after urinary tract infections [3]. Also, SSI was reported to represent 14–16% of the estimated two-million nosocomial infections affecting hospitalized patients in the United State [4]. It has been reported that at least 5% of patients undergoing a surgical procedure developed SSI [5]. Kirkland et al. [6] showed that patients who developed SSI have 60% more chances of prolonged intensive care unit stay, five fold increased risk of readmission to the hospital and two-times higher rate of mortality compared to patients who had no SSI. One of the most common microorganisms that are involved in SSI is Staphylococcus aureus, which is reportedly the cause of 20% of SSI in general hospitals (Figure 1) [7].


	
	
		
	
		
	
	
	
	
	
	
	
	
	
		
	
		
	
		
	
		
	
	
		
	
	
	
	
	
	
	
	
	
	
	
	


	
		
			
			
			
			
			
			
			
			
		
	
	
		
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
		
	
	
		
			
				
				
				
				
				
				
				
				
				
				
				
			
		
	
	
		
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
		
	
	
		
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
		
	
	
		
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
		
	
	
		
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
		
	
	
		
			
				
				
				
				
				
				
				
				
				
				
				
				
			
		
	
	
		
			
				
				
				
				
				
				
				
				
				
				
				
				
				
				
				
				
				
				
				
			
		
	
	
		
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
		
	
	
		
			
			
		
	
	
		
			
			
		
	
	
		
			
			
		
	
	
		
			
			
		
	
	
		
			
		
	
	
		
			
		
	
	
		
			
			
		
		
			
		
	
	
		
			
			
		
		
			
		
	
	
		
			
			
		
		
			
		
	
	
		
			
		
		
			
		
	
	
		
			
		
		
			
		
	
	
		
			
		
		
			
		
	
	
		
			
		
		
			
		
	
	
		
			
		
		
			
		
	
	
		
			
		
		
			
		
	
	
		
			
		
		
			
		
	
	
		
		
		
	

Figure 1: The 10 frequently identified types of pathogens responsible for surgical site infections in hospitals (adopted from [5]).


Despite numerous factors that contribute to the risk of SSI, the increase in degree of intraoperative surgical wound contamination remains the most established risk factor [8]. Culver et al. [9] found that dirty wounds have higher rates of SSI compared to clean wounds. The odds ratio for SSI per 100 operations was 7.1 for dirty procedures and 2.1 for clean procedures. Therefore, SAP is essential to prevent SSI and its complications; thereby it helped to improve wound healing process and eventually reduce the overall hospital stay [10]. Most of the published guidelines clearly recommend discontinuation of SAP after wound closure, and many studies which compared single dose prophylaxis versus multiple doses failed to show any benefits of the multiple doses [11]. Dellinger et al. [12] observed no benefit of prolonged and inappropriate use of antibiotics during the postoperative phase and found an increased risk of nosocomial infections with resistant strains.
The SAP guidelines at Hamad General Hospital (HGH) were developed in 2006 based on international recommendations and were evolved during continuous process of modifications. Interestingly, the rate of compliance with the institutional SAP guidelines varies in the literature. However, there is lack of evidence to support the standard of care and the compliance with surgical antimicrobial prophylaxis guidelines in our organization. There is a potential opportunity for a clinical pharmacist to facilitate this process across all surgical disciplines. Herein, to maximize the health care and mitigate the gap between both practice and evidence based recommendations, we aimed to evaluate the current standard practice of care in the surgical intensive care at HGH by investigating whether the surgical antibiotic prophylaxis guidelines are correctly implemented for patients undergoing surgical procedures.



2. Methods
Retrospective analysis of data obtained from different surgical units at HGH was performed during a three-month period. Our HGH hospital is the main tertiary hospital in Qatar and it comprises nine operating theatres.
2.1. Inclusion Criteria
The study population included all patients from April to June 2011 who were scheduled for major surgery that required SAP for the clean or clean-contaminated surgery as per the current guidelines.
2.2. Exclusion Criteria
Contaminated surgeries were excluded because antibiotics would be routinely administered as a therapeutic intervention. Also, we excluded surgery for infants, cancer, and gynecological purposes, as well as surgery that did not imply clear regimen for prophylaxis or hospital guidelines. Operation theatre log books were reviewed for patients who underwent surgery and were administered with SAP regimen according to the hospital guidelines. Data were collected from operation theatre log books (as there is no computerized database in operation theatre), medical records, medication profile, microbiological cultures, and septic workup available in the electronic Medical Records (eMR) viewer of the hospital. Data included patients’ gender, age, type of surgery, antibiotic allergy, history of chronic illness, antibiotic type, antibiotic dose, antibiotic route of administration, and duration of antibiotic use. The patients’ microbiological data were confirmed for no current infection, and the antibiotics prescribed were only used for surgical prophylaxis.
2.3. Definitions
Clean wound is considered when the operative procedure does not enter into a normally colonized viscus or lumen of the body [13]. Clean-contaminated wounds are those in which the operative procedure enters into a colonized viscus or cavity of the body, but under elective and controlled circumstances whereas the contaminated wounds are those in which gross contamination is present at the surgical site in the absence of obvious infection [13].
2.4. Statistical Analysis
This is a descriptive, retrospective, observational analysis. Data were presented as proportions, mean ± standard deviation (SD) or median and range, whenever applicable. Pearson chi-square (
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) test was used to analyze the categorical variables. Association between different antibiotic types and compliance with hospital SAP guidelines (compliance versus noncompliance) and assessment of surgeon adherence to antibiotic prophylaxis guidelines (compliance versus noncompliance) were performed. A significant difference was considered when the 
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 value was less than 0.05. Data analysis was carried out using the Statistical Package for Social Sciences version 18 (SPSS Inc., Chicago, IL). This study has been approved by the Medical Research Center at Hamad Medical Corporation, Qatar (IRB# 11226/11).
3. Results
Of the total 250 patients who undergone surgery, 101 fulfilled the inclusion criteria and were included in the study. The remaining 149 patients were excluded because of lack of clear regimes for surgical prophylaxis according to hospital guidelines. The majority of patients were males (80%) with mean age of 
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 yrs. The study included 14 different categories of surgery for evaluation according to the hospital infectious disease SAP guidelines. The major classes of surgery were clean (54.5%) and clean contaminated (45.5%) (Table 1). Open reduction internal fixation surgery (ORIF) (27.7%) and appendectomy (13.9%) were the most frequently performed surgical procedures. Figure 2 shows different types of surgeries involved in the study. The overall use of antibiotic was 89%, and the most commonly used antibiotics were cefazolin (44.6%), cefuroxime (17.8%), and ceftriaxone (16.8%). Contrarily, Co-amoxicliv (Amoxicillin + clavulanic acid) (5.9%), metronidazole (2%), vancomycin (1%), and ciprofloxacin (1%) were used less frequently.
Table 1: Overview of demographics and surgical antibiotic prophylaxis.
	

	Number of patients (
	
		
			
				𝑛
				=
				1
				0
				1
			

		
	
) 	 
	Males (%)	80.2
	Age (mean ± SD)	
	
		
			
				3
				8
				.
				3
				±
				1
				6
				.
				9
			

		
	

	Surgery class	 
	    Clean (%)	54.5
	    Clean contaminated (%)	45.5
	Antibiotics used (%)	89
	Overall compliance	 
	    Yes (%)	46.5
	    No (%)	53.5
	





	
	


	
		
			
			
			
			
			
		
	
	
		
			
			
			
			
		
	
	
		
			
			
			
			
			
		
	
	
		
			
			
			
			
		
	
	
		
			
			
			
			
			
		
	
	
		
			
			
		
	
	
		
			
			
		
	
	
		
			
			
		
	
	
		
			
			
		
	
	
		
			
			
		
	
	
		
			
			
		
	
	
		
			
			
		
	
	
		
			
			
		
	
	
		
			
			
		
	
	


	
		
			
			
			
			
		
	
	
		
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
		
	
	
		
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
		
	
	
		
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
		
	
	
		
			
			
			
			
		
	
	
		
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
		
	
	
		
			
			
			
			
			
			
			
			
			
			
		
	
	
		
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
		
	
	
		
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
		
	
	
		
			
			
			
			
			
			
			
			
			
			
			
			
			
		
	
	
		
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
		
	
	
		
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
		
	
	
		
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
		
	
	
		
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
		
	


	
		
			
		
		
			
			
			
		
	
	
		
			
			
		
		
			
			
		
	
	
		
			
			
			
			
		
	
	
		
			
			
		
		
			
			
		
	
	
		
			
			
			
			
		
	
	
		
			
		
		
			
			
		
	
	
		
			
			
			
		
	
	
		
			
			
			
		
	

Figure 2: Types of surgery.


The overall rate of compliance with the hospital SAP guidelines was 46.5% and the remaining 53.5% cases did not comply (Table 1). The main reasons for noncompliance with the recommended guidelines were prolonged antibiotic duration (59.3%) and inappropriate selection of antibiotic (31.5%) for the surgery which needs prophylaxis. The remaining 9.2% cases did not receive antibiotic prophylaxis despite the clear indications as per the hospital guidelines (Figure 3). The compliance rate was significantly higher for clean surgery than clean contaminated group (66% versus 34%; 
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). Moreover, 43.6% of the clean and 65.2% of the cleancontaminated procedures were considered noncompliant (Table 2).
Table 2: Assessment of surgeon adherence to antibiotic prophylaxis guidelines.
	

	 	Compliance	Noncompliance	
	
		
			

				𝑃
			

		
	
 value
	

	Surgery class	 	 	 
	    Clean	31 (56.4)	24 (43.6)	0.024
	    Clean contaminated	16 (34.8)	30 (65.2)
	Surgery type	 	 	 
	    Orthosurgery 	15 (31.9) 	13 (24.1) 	0.231 
	    GI surgery 	18 (38.3) 	18 (33.3) 
	    CABG	7 (14.9) 	4 (7.4) 
	    OMF	0 (0) 	4 (7.4) 
	Surgery involves artificial device 	2 (4.3) 	4 (7.4) 
	Neurosurgery 	3 (6.4)	4 (7.4) 
	Urologic surgery	2 (4.3)	7 (13)
	


Results in parentheses are showing percentages.




	
	
	
	


	
		
			
		
		
			
		
		
			
			
		
		
			
		
	
	
		
			
		
		
			
			
			
		
		
			
		
	
	
		
			
		
		
			
			
		
		
			
		
	
	
		
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
		
	
	
		
			
			
			
			
			
			
			
			
		
	
	
		
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
		
	
	
		
			
			
			
			
			
			
			
			
			
		
	
	
		
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
			
		
	

Figure 3: Reasons for noncompliance.


Due to the small numbers of surgeries in the study, interventions were grouped according to the main surgical categories; for example, inguinal hernia, cholecystectomy, and open and laparoscopic appendectomy were grouped as general surgery, whereas craniotomy and extra ventricular drainage placement were compiled under neurosurgery. Regarding surgeon adherence to antibiotic prophylaxis guidelines, there was nonstatistical difference in the compliance rate to the hospital guidelines between different surgical specialties (
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				2
				3
				1
			

		
	
) (Table 2).
A total of 90 (89%) surgical patients received antibiotic prophylaxis; of them 41 (40.6%) received appropriate antibiotic regimens and 49 (48.5%) patients received antibiotics other than those recommended by hospital guidelines. In the remaining 11 (10.9%) patients who did not receive surgical antibiotics prophylaxis during the study antibiotics were recommended but not given in 8 cases and antibiotics were not recommended and not given in 3 cases.
Table 3 shows the association between different types of antibiotic and their compliance with the hospital guidelines. Cefazolin (44.6%) was used most frequently in surgical prophylaxis. In 53.3% of procedures, The use of Cefazolin was in concordance with guidelines recommendations, while in 46.7% its use did not follow the guidelines of the hospital. The overall compliance of different types of antibiotics used according to the recommended guidelines showed statistically significant difference (
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				0
				6
			

		
	
) (Table 3).
Table 3: Association between different antibiotic types and compliance with hospital guidelines.
	

	Antibiotic type	Total (
	
		
			
				𝑛
				=
				1
				0
				1
			

		
	
)	Compliance (%)	Noncompliance   (%) 	
	
		
			

				𝑃
			

		
	
 value
	

	Cefazolin 	45 (44.6%)	24 (53.3%) 	21 (46.7%) 	0.006
	Cefuroxime 	18 (17.8%)	13 (72.2%) 	5 (27.8%) 
	Ceftriaxone 	17 (16.8%)	3 (17.6%) 	14 (82.4%) 
	 Co-amoxicalv 	6 (5.9%)	0 (0%)	6 (100%) 
	Metronidazole 	2 (1.9)	1 (50%) 	1 (50%)
	Vancomycin 	1 (0.9%)	0 (0%)	1 (100%) 
	Ciprofloxacin 	1 (0.9%)	0 (0%)	1 (100%)
	



4. Discussion
The current report analyzes the standard practice of care of surgeons at Hamad General Hospital regarding the compliance of SAP guidelines and the gaps in current practice to provide evidence for recommendations that may help to improve health care. The current study is unique in that it is the first time in our region to report the rate of compliance to SAP at a general hospital in a developing country. The use of SAP for minimizing the rate of SSI is effective and has been well established in the literature [14]. Based on the best available evidence to optimize the patient care and surgeon’s practice, the American Society of Health System Pharmacists (ASHP) has developed therapeutic guidelines on antimicrobial prophylaxis in surgery [15]. Although such guidelines have been in place for many years, studies showed that inappropriate prophylaxis and poor adherence to guidelines are still major issues [16]. As in Table 4, several studies examining different surgical procedures showed a wide variation in the overall adherence to SAP guidelines, which ranges from 4.9% to 70.7% [17–24].
Table 4
	

	Country 	Study duration (months)	Overall compliance rate (%) of SAP guidelines	Reason for noncompliance with SAP guidelines
	Inappropriate antibiotic	Inappropriate antibiotic selection (%)	Inappropriate administration of indicated SAP (%)
	Duration (%)	Time  of administration for 1st dose (%)
	

	Brazil [17]	5	4.9	95.2	15.3	19.1	98.1
	Australia [18]	33 	—	12.4	7.1	1.7%	—
	Italy [19]	1	44.8	—	24.3	—	17.3
	Greece [20]	10	—	63.7	0.0	30	19
	Jordan [21]	3	—	60.6	0.9	98.3	0
	India [22]	—	—	 	87	—	19
	Eritrea [23]	3	—	—	—	—	34
	Germany [24]	6	70.7	32.9	—	—	—
	Present study	3	46.5	59.3	—	31.5	9.2
	


SAP: surgical antibiotic prophylaxis.


Therefore, it is important to assess and evaluate the current practice of SAP in a hospital to improve health care outcomes and reduce the gap between both practice and evidence based recommendations [25]. van Kasteren et al. [26] demonstrated that, in only 28% of cases, the overall adherence to all aspects of the guideline has been achieved. Earlier studies found a higher rate of noncompliance with respect to selection of appropriate antibiotics and recommended dosage, timing of administration, and duration of prophylaxis [24, 27–29]. In the present study, the compliance rate of antibiotic selection with the hospital infectious disease guidelines is 68.5%, while compliance rate of antibiotic duration with the hospital guidelines is 40.7%. Our findings are consistent with other studies which also evaluated the compliance with hospital SAP guidelines [24, 27, 28]. In 2011, a large study of 2373 patients in Tokyo found that the adherence rate for antibiotic selection was 53–84% while that adherence for antibiotic duration was 38–68% [30]. Interestingly, a French study of two-year duration separated by a 3-week period of targeted information showed that only 49% of prophylaxis was implemented appropriately before and after the given information. The authors concluded that the information program alone has no effect on the appropriate use of antibiotics for surgical prophylaxis [31]. Another retrospective study based on orthopedic trauma patients in Canada found that less than 32% of patients received recommended prophylaxis [32]. Further, a large surveillance study involving 8029 patients observed that only 35% of surgical antibiotic prophylaxis duration was appropriate [33].

The present report shows that cefazolin (44.6%) is the most frequently used antibiotic which corroborates with other studies in which cephalosporin antibiotics were the preferred choice in most of surgical procedures [34]. Also, our study shows that ceftriaxone is the third most common antibiotic used in surgical prophylaxis (17%). Broad spectrum antibiotics for surgical prophylaxis are recommended mainly for severe infection or in acute infection while waiting for the results of cultures [34].
In the present study, the compliance rate is significantly higher for clean-surgery as compared to clean contaminated surgery. Though, 43.6% of clean and 65.2% of the clean-contaminated procedures failed to demonstrate compliance with the recommendations. Mangram et al. [35] reported that particularly for clean surgery, although not recommended, surgeons preferred to give antibiotic prophylaxis. However, Tourmousoglou et al. [20] reported lower rate (19%) of noncompliance towards the adherence of general surgeons to national guidelines in patients undergoing clean surgery. Further, the investigators found that guideline adherence to appropriate antibiotic duration was comparable for clean (36%) and clean-contaminated (36.4%) surgeries. A recent prospective audit of SAP adherence in France found an overall compliance rate of 37%. In that study, the independent predictors of noncompliance to SAP guidelines included prescription of antimicrobial prophylaxis by a surgeon, clean-contaminated surgery, trauma-related surgery, and digestive tract, head and neck-related surgery [36].
The limitations of the current study include the involvement of small number of patients which did not give complete overview of the compliance rate among the different departments. The retrospective nature of the study is another limitation. Moreover, the current study did not analyze one important element of surgical antibiotic prophylaxis—the timing of antibiotic administration before incision. However, this is perhaps not crucial in the results as being noncompliant with one element of the prophylaxis is already considered as a guidelines deviation.
In conclusion, the effectiveness of SAP guidelines is well known; however, compliance with evidence based guidelines remains consistently poor. In our study, nonadherence was most commonly due to inappropriate choice of drug and use of antimicrobial prophylaxis for longer duration than recommended. This has the potential of ineffective prevention of SSI and emergence of resistant strains of bacteria within the institution. Deep evaluation of barriers that may hinder universal implementation of guidelines is warranted and solutions to increase adherence should be encouraged. It is evident from the literature that effective strategies which include addressing the knowledge and attitudes of staff together with quantitative and qualitative approaches help to improve the compliance rate with the SAP guidelines. Moreover, interactive workshops to address current controversies and solutions to overcome the compliance barrier are useful for enhancing surgical staff commitment towards hospital guidelines. Also auditing antibiotic use against agreed standards should be seen as a quality indicator to decrease the rate of SSI. The study highlights that there is a potential opportunity for a clinical pharmacist to facilitate evaluation of quality assured SAP management process across all surgical disciplines. Further, prospective studies are recommended to address these critical issues in more detail.
Acknowledgments
The authors thank all the surgery staff for their kind cooperation and support. The authors have no financial issues nor conflict of interests to disclose. All authors read and approved the paper. The study has been accepted for presentation in part in the American Society of Health System Pharmacists’ Conference in 8–12 December 2013 in Orlando, FL, USA.
References
	A. K. A. Khan,  PVM, M. R. Rashed, and G. Banu, “A study on the usage pattern of antimicrobial agents for the prevention of surgical site infections (SSIs) in a tertiary care teaching hospital,” Journal of Clinical and Diagnostic Research, vol. 7, no. 4, pp. 671–674, 2013.
	D. E. Reichman and J. A. Greenberg, “Reducing Surgical Site Infections: a review,” Reviews in Obstetrics and Gynecology, vol. 2, pp. 212–221, 2009.
	R. P. Wenzel, “Health care-associated infections: major issues in the early years of the 21st century,” Clinical Infectious Diseases, vol. 45, supplement 1, pp. S85–S88, 2007.
	W. A. Jan, S. M. Khan, M. Jehanzeb, and  Muazzam, “Surgical site infection and pattern of antibiotic use in a tertiary care hospital in Peshawar,” Journal of Ayub Medical College Abbottabad, vol. 22, no. 3, pp. 141–145, 2010.
	 Surgical site infection, “Prevention and treatment of surgical site infection,” National Institute for Health and Clinical Excellence Guidelines Clinical Guidelines 74 (NICE CG74) http://www.nice.org.uk/nicemedia/live/11743/42379/42379.pdf
	K. B. Kirkland, J. P. Briggs, S. L. Trivette, W. E. Wilkinson, and D. J. Sexton, “The impact of surgical-site infections in the 1990s: attributable mortality, excess length of hospitalization, and extra costs,” Infection Control and Hospital Epidemiology, vol. 20, no. 11, pp. 725–730, 1999.
	M. S. Favero, R. P. Gaynes, T. C. Horan et al., “National Nosocomial Infections Surveillance (NNIS) Report, Data Summary from October 1986-April 1996, issued May 1996,” American Journal of Infection Control, vol. 24, no. 5, pp. 380–388, 1996.
	E. T. Houang and Z. Ahmet, “Intraoperative wound contamination during abdominal hysterectomy,” Journal of Hospital Infection, vol. 19, no. 3, pp. 181–189, 1991.
	D. H. Culver, T. C. Horan, R. P. Gaynes et al., “Surgical wound infection rates by wound class, operative procedure, and patient risk index,” American Journal of Medicine, vol. 91, no. 3, pp. 152S–157S, 1991.
	R. J. Bowater, S. A. Stirling, and R. J. Lilford, “Is antibiotic prophylaxis in surgery a generally effective intervention?: testing a generic hypothesis over a set of meta-analyses,” Annals of Surgery, vol. 249, no. 4, pp. 551–556, 2009.
	S. Harbarth, M. H. Samore, D. Lichtenberg, and Y. Carmeli, “Prolonged antibiotic prophylaxis after cardiovascular surgery and its effect on surgical site infections and antimicrobial resistance,” Circulation, vol. 101, no. 25, pp. 2916–2921, 2000.
	E. P. Dellinger, “Prophylactic antibiotics: administration and timing be­fore operation are more important than administration after opera­tion,” Clinical Infectious Diseases, vol. 44, no. 7, pp. 928–930, 2007.
	D. E. Fry, “Surgical Site Infection: pathogenesis and Prevention,”  http://clinicaltrials101.com/bibliographiesSSI_pdfs/1_SSI_Review_2003.pdf
	H. C. Polk Jr. and A. B. Christmas, “Prophylactic antibiotics in surgery and surgical wound infections,” American Surgeon, vol. 66, no. 2, pp. 105–111, 2000.
	“ASHP therapeutic guidelines on antimicrobial prophylaxis in surgery. American society of health-system pharmacists,” American Journal of Health-System Pharmacy, vol. 56, no. 18, pp. 1839–1888, 1999.
	D. Talon, F. Mourey, S. Touratier et al., “Evaluation of current practices in surgical antimicrobial prophylaxis before and after implementation of local guidelines,” Journal of Hospital Infection, vol. 49, no. 3, pp. 193–198, 2001.
	C. Schmitt, R. A. Lacerda, M. C. Padoveze, and R. N. Turrini, “Applying validated quality indicators to surgical antibiotic prophylaxis in a Brazilian hospital: learning what should be learned,” American Journal of Infection Control, vol. 40, no. 10, pp. 960–962, 2012.
	N. D. Friedman, K. Styles, A. M. Gray, J. Low, and E. Athan, “Compliance with surgical antibiotic prophylaxis at an Australian teaching hospital,” American Journal of Infection Control, vol. 41, no. 1, pp. 71–74, 2013.
	P. Durando, M. Bassetti, G. Orengo et al., “Adherence to international and national recommendations for the prevention of surgical site infections in Italy: results from an observational prospective study in elective surgery,” American Journal of Infection Control, 2012.
	C. E. Tourmousoglou, E. C. Yiannakopoulou, V. Kalapothaki, J. Bramis, and J. S. Papadopoulos, “Adherence to guidelines for antibiotic prophylaxis in general surgery: a critical appraisal,” Journal of Antimicrobial Chemotherapy, vol. 61, no. 1, pp. 214–218, 2008.
	N. H. Al-Momany, A. G. Al-Bakri, Z. M. Makahleh, and M. M. B. Wazaify, “Adherence to international antimicrobial prophylaxis guidelines in cardia surgery: a Jordanian study demonstrates need for quality improvement,” Journal of Managed Care Pharmacy, vol. 15, no. 3, pp. 262–271, 2009.
	H. S. Rehan, A. K. Kakkar, and S. Goel, “Pattern of surgical antibiotic prophylaxis in a tertiary care teaching hospital in India,” International Journal of Infection Control, vol. 6, no. 2, pp. 34–39, 2010.
	Y. Yohannes, Y. Mengesha, and Y. Tewelde, “Timing, choice and duration of perioperative prophylactic antibiotic use in surgery: a teaching hospital based experience from Eritrea, in 2009,” Journal of the Eritrean Medical Association, vol. 4, no. 1, pp. 65–67, 2009.
	C. Hohmann, C. Eickhoff, R. Radziwill, and M. Schulz, “Adherence to guidelines for antibiotic prophylaxis in surgery patients in German hospitals: a multicentre evaluation involving pharmacy interns,” Infection, vol. 40, no. 2, pp. 131–137, 2012.
	R. P. Wenzel, “Preoperative antibiotic prophylaxis,” New England Journal of Medicine, vol. 326, no. 5, pp. 337–339, 1992.
	M. E. E. van Kasteren, B. J. Kullberg, A. S. de Boer, J. Mintjes-de Groot, and I. C. Gyssens, “Adherence to local hospital guidelines for surgical antimicrobial prophylaxis: a multicentre audit in Dutch hospitals,” Journal of Antimicrobial Chemotherapy, vol. 51, no. 6, pp. 1389–1396, 2003.
	M. Askarian, A. R. Moravveji, H. Mirkhani, S. Namazi, and H. Weed, “Adherence to American Society of Health-System Pharmacists surgical antibiotic prophylaxis guidelines in Iran,” Infection Control and Hospital Epidemiology, vol. 27, no. 8, pp. 876–878, 2006.
	S. Hosoglu, M. Sunbul, S. Erol et al., “A national survey of surgical antibiotic prophylaxis in Turkey,” Infection Control and Hospital Epidemiology, vol. 24, no. 10, pp. 758–761, 2003.
	P. Bailly, S. Lallemand, M. Thouverez, and D. Talon, “Multicentre study on the appropriateness of surgical antibiotic prophylaxis,” Journal of Hospital Infection, vol. 49, no. 2, pp. 135–138, 2001.
	S. Imai-Kamata and K. Fushimi, “Factors associated with adherence to prophylactic antibiotic therapy for elective general surgeries in Japan,” International Journal for Quality in Health Care, vol. 23, no. 2, Article ID mzq080, pp. 167–172, 2011.
	T. D'Escrivan, J. S. Lemaire, E. Ivanov et al., “Surgical antimicrobial prophylaxis: compliance to guidelines and impact of targeted information program,” Annales Francaises d'Anesthesie et de Reanimation, vol. 24, no. 1, pp. 19–23, 2005.
	K. M. Lundine, S. Nelson, R. Buckley, S. Putnis, and P. J. Duffy, “Adherence to perioperative antibiotic prophylaxis among orthopedic trauma patients,” Canadian Journal of Surgery, vol. 53, no. 6, pp. 367–372, 2010.
	K. Miliani, F. L'Hériteau, and P. Astagneau, “Non-compliance with recommendations for the practice of antibiotic prophylaxis and risk of surgical site infection: results of a multilevel analysis from the INCISO Surveillance Network,” Journal of Antimicrobial Chemotherapy, vol. 64, no. 6, Article ID dkp367, pp. 1307–1315, 2009.
	D. W. Bratzler and P. M. Houck, “Antimicrobial prophylaxis for surgery: an advisory statement from the national surgical infection prevention project,” Clinical Infectious Diseases, vol. 38, no. 12, pp. 1706–1715, 2004.
	A. J. Mangram, T. C. Horan, M. L. Pearson, et al., “Guideline for prevention of surgical site infection, Hosptal infection control practices advisory committee,” Infect Control Hosp Epidemiol, vol. 20, pp. 250–278, 1999.
	A.-M. Simon, A.-C. Dzierzek, F. Djossou et al., “Factors associated with non-compliance to surgical antimicrobial prophylaxis guidelines during a prospective audit,” Annales Francaises d'Anesthesie et de Reanimation, vol. 31, no. 2, pp. 126–131, 2012.


OEBPS/page-template.xpgt
 

   


     
	 
    

     
	 
    


     
	 
    


     
         
             
             
             
        
    

  





OEBPS/pageMap.xml
 
                                 
                                



OEBPS/Fonts/xits-italic.otf


OEBPS/Fonts/xits-bolditalic.otf


OEBPS/Fonts/xits-regular.otf


OEBPS/Fonts/xits-math.otf


