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ABSTRACT 

BACKGROUND 

Surgical site infection is one of the postoperative complication, which causes increased morbidity and mortality among 

patients. Various factors are involved and many more preventive methods are available. Pathogenicity of surgical site 

infection vary based on the type of infection. The sensitivity of organism to antimicrobial varying with time. 
 

MATERIALS AND METHODS 

This study was conducted in Pondicherry Institute of Medical Sciences from October 2010 to September 2011. A total of 150 

patients undergoing surgery was taken up for the study. These patients were followed up postoperatively to look for any 

signs of surgical site infection. Wound swabs were taken and antimicrobials were started as per culture and sensitivity. 
 

RESULTS 

Among the 150 patients taken up for study, 11 patients developed surgical site infection that accounts to about 7.33%. 

Patients with comorbidities like diabetes had higher risk of developing SSI. Most common organism was found to be Staph. 

aureus. 
 

CONCLUSION 

The rate of surgical site infection has been decreasing compared to previous studies. The current problem faced is the 

increased resistance of microbials to antibiotics. Adequate diabetic control needed to control and avoid SSI. Reduction in SSI 

will directly reduce the rate of related morbidity and mortality. 
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BACKGROUND 

Surgical site infection is a common postoperative 

complication and causes significant postoperative morbidity 

and mortality.1 SSI prolongs hospital stay and adds 

between 10-20% hospital cost. The understanding of 

wound infection has come a long way from the days when 

pus was “laudable”2 far reaching advances in therapeutics, 

techniques in surgery and maintenance of asepsis have 

contributed to controlling scourge of surgery, which is 

postoperative wound infection. Postoperative infection is 

the most common cause of morbidity following surgery and 

in the most severe forms leading to septicaemia, which 

endangers life. At its most basic level, overt clinical 

infection represents a shift of balance of forces comprising 

host defense and microbial invasion.3 In fact, postoperative 

infections after modern elective operations represent in the 

absence of gross breaks in asepsis technical and host 

defense failures.4 

The four most common sites of postoperative infections 

are surgical wounds, lungs, urinary tract, intravascular 

devices excluding surgical wound infections. The primary 

risk factor for the other sites of infection is the presence of 

foreign (e.g. intravascular catheter, urinary catheter) that 

compromises normal defence mechanisms. The longer such 

devices remain in place, greater is the risk of infection. 

Moreover, bacteraemia arising from one of these sites may 

seed the surgical wound leading to a secondary SSI.5 Thus, 

the comprehension and manipulation of host defenses have 

become the central areas of surgical inquiry.6 

Clear understanding of pathogens and their 

pathogenicity, advances in the field of asepsis and aseptic 

technique, the advent of antibiotics and reliable suture 

materials have furnished the surgical armamentarium in 

countering infection. Hence, a constant awareness of the 

ever present threat of infection must be a way life for the 

entire surgical fraternity. In 1992, the surgical wound 

Infection Task Force replaced the term ‘Surgical Wound 

Infection’ with ‘Surgical Site Infection’-SSI.1 

 

AIMS AND OBJECTIVES 

To study the incidence of postoperative surgical site 

infection following different classes of surgery in selected 

patients who underwent surgery in Department of General 

Surgery and Specialties in PIMS. 
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OBJECTIVES 

 To assess the rate of SSI. 

 To study the microbiology of infections. 

 To study the various factors influencing 

postoperative infections. 

 To study various other causes of SSI. 

 To study antibiotic sensitivity and antimicrobial 

prophylaxis. 

 To study the outcome of SSI. 

 

MATERIALS AND METHODS 

The study was conducted in the surgical wards of 

Pondicherry Institute of Medical Science between the 

period of October 2010 to September 2011 (1 Year). The 

study was focused on elective cases. Hence, all patients 

who underwent elective surgeries in PIMS were included in 

the study. Patients with clean and clean contaminated 

postoperative wounds were included in this study. 

Contaminated and dirty wounds were excluded. Children 

and patients with less than 20 years of age were not 

included in the study. Elective cases in other specialties like 

Urology, Plastic and Neurosurgery were also included in 

this study. Total of 150 elective surgeries were studied 

during this period. 

 

Inclusion Criteria 

 Patients underwent any type of major elective 

surgery in PIMS. 

 Clean and clean contaminated surgeries. 

 Definite infection signs like wound gapping, 

serous\pus discharge were considered as diagnostic 

criteria for SSI. 

 

Exclusion Criteria 

 All emergency surgeries. 

 Patients who were not willing for study. 

 Patients with pre-existing infection, contaminated 

and dirty wounds. 

 Signs of wound infection like inflammation, redness, 

local warmth were not included as diagnostic criteria 

for SSI. 

 

All patients were explained about the study and were 

consented before participating. Uniformly, all patients 

received preoperative preparations on the day of surgery 

(preoperative hair removal). Cefazolin (belonging to the 1st 

generation cephalosporins) 1 gm IV was used as 

preoperative antimicrobial (antibiotic) prophylaxis 

administered one hour before surgery in selected cases. 

Another dose of antibiotic was repeated in longer duration 

surgeries. All comorbid conditions like diabetes, respiratory 

infections, urinary infections and anaemia were assessed 

with regular preoperative investigations. Betadine 

(povidone-iodine) used commonly for all patient as 

antimicrobial paint. A clinico-microbacterial study was 

conducted on all patients underwent surgery. A sterile 

swab for culture and sensitivity was taken intraoperatively 

and sent to lab and assessed with normal culture technique 

followed in hospital. 

Repeat swab for culture and sensitivity was done in 

patients with postoperative wound infection. All data were 

entered by the observer and team in the Department of 

General Surgery. Postoperatively, all patients were followed 

up to a minimum of 30 days to rule out occurrence of SSI 

later. The data obtained were interpreted and converted 

statistically using Student’s ‘t’ test and x² test to asses 

sensitivity. 

 

 
Figure 1. Wound Infection Post- 

Laparotomy - SSI DEEP 

 

 
Figure 2. Wound Gapping with Superficial Infection 

 

 
Figure 3. Superficial Infection after Thyroidectomy 

 

 
Figure 4. Wound Gapping Incisional Deep SSI 
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OBSERVATION AND RESULTS 

Total Elective Case Studied- N=150. Period: 2010 to 

2011. 

1. Incidence of Infection. 

 N=150. 

 

Sl. No. Infection Cases Percentage (%) 

1 Non-infected 139 92.66 

2 Infected 11 7.33 

 Total 150 100 

Table 1 

 

 
 

Total infection rate was- 7.33% 

 

2. Types of Wound 

 In our study, only elective cases were included. The 

cases studied fell into the category of clean and 

clean-contaminated cases. 

 Cases separated into 2 groups. 

a. Clean. 

b. Clean Contaminated. 

 

Sl. 

No. 

Type of 

Wound 
Cases Infected (%) 

1 Clean 124 7 5.64 

2 
Clean 

Contaminated 
26 4 15.38 

Table 2 

 

 
 

 Rate of incidence was higher in clean contaminated 

case compared to clean cases. 

 Clean contaminated- 15.38%. 

 Clean- 5.64%. 

 

3. Type of Surgery vs. Infection Rate 

 

Sl. 

No. 
Surgery 

No. of 

Cases 
Infected (%) 

1 
Inguinal 

Hernias 

29 

(19.33%) 
1 3.44 

2 
Ventral 

Hernias 

19 

(12.7%) 
2 10.53 

3 
Appendix 

(Interval) 
6 (4%) 1 16.7 

4 
Breast 

Malignant 
5 (3.33%) 2 40 

5 
Breast 

Benign 

13 

(8.67%) 
-- -- 

6 Thyroid 9 (6%) -- -- 

7 
GIT and 

Hepatobiliary 

16 

(10.67%) 
2 12.5 

8 
Urology and 

Genital 

13 

(8.67%) 
2 15.4 

9 
Head and 

Spine 

13 

(8.67%) 
-- -- 

10 Others* 27 (18%) 1 5.55 

 

Others* Include 

(Plastic surgery, vascular surgery and thoracic surgery). 

Infected cases were common in breast surgeries for 

malignancy followed by interval appendix and urogenital 

surgeries under the category of clean contaminated case. 

 

 
 

4. Duration of Surgery 

 Divided into 2 groups. 

 Group I- Time taken for surgery less than 2 hrs. 

 Group II- Time taken for surgery more than 2 hrs. 
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There was slight increase in infection rate when the 

surgery prolonged more than 2 hrs. compared to the 

shorter duration surgeries. 

 

Sl. 

No. 
Duration Cases Infected (%) 

1 <2 hrs. 62 3 4.83 

2 >2 hrs. 88 8 9.09 

Table 3 

 

 Infection rate <2 hrs. 4.83% 

 Infection rate >2 hrs. 9.09% 

 

5. Distribution of Infection in Different Age Group. 

 N=150 

 Age Distribution- Cases from age group of 20 to 80 

years were present in the study. 

 Subdivided into 3 subgroups. 

 20-40 years. 

 II - 41-60 years. 

 III - 61-80 years. 

 

Sl. No. Age Group Cases Infected (%) 

1 20-40 70 2 2.85 

2 41-60 63 6 9.52 

3 61-80 17 3 17.64 

Table 4 

 

 
 

The incidence of infection was much higher in case of 

older age group compared to that of younger age group. 

17.64% in 61-80 (Group III), whereas 2.85% in 20-40 

(Group I). 

 

6. Sex Distribution 

 Total number of case N=150. 

 Males - 76. 

 Females - 74. 

 

Sl. 

No. 
Sex Cases Infected 

Percentage 

(%) 

1 Male 76 4 5.26 

2 Female 74 7 9.46 

Table 5 

 

 
 

Females showed slight higher rate of infection than 

male. It is justified because more cases of incisional 

hernias with mesh repair done for females compared to 

males. 

 Female infection rate - 9.46%. 

 Male infection rate - 5.26%. 

 

7. Surgeon Factor 

 

Sl. 

No. 
Surgeon Cases Infection 

Percentage 

(%) 

1 Professors 61 6 9.83 

2 Residents 89 5 5.61 

Table 6 

 

 
 

 Incidence in Prof. operated cases 9.83%. 

 Incidence in residents operated cases 5.61%. 

 Infection rate slightly higher in cases operated by 

professors than residents. 

 

8. Relation with Fever 

 Total no. of case N=150. 

 Infected patient = 11. 

 Non-infected patient = 139. 
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Sl. No. Category Cases Fever (%) 

1 Infected 11 8 72.73 

2 Non-infected 139 3 2.16 

Table 7 

 

 
 

 Fever was one of the major associated symptoms 

among the infected cases (72.73%). 

 In non-infection cases, which was not significant 

(2.16%). 

 

9. Comparison of all Comorbid Conditions 

Contributory to SSI 

 

Sl. No. Comorbidities 

Infection 

Percentage 

(%) 

1 Anaemia 9.37 

2 UTI 16.66 

3 RI 18.18 

4 DM 18.18 

Table 8. Comorbid Conditions Comparison 

 

The above table shows that there is a significant role of 

all comorbid conditions in increasing the risk of postsurgical 

site infections. 

 

10. Antibiotic Prophylaxis (AMP) 

 

Category Cases Infections Percentage 

AMP Received 86 3 3.48 

AMP Not Received 64 8 12.5 

 

No. of infected cases in patients not received AMP is 

significantly high (4 fold) in comparison with the infected 

cases in AMP received patients. This stresses the 

importance of AMP treatment preoperatively. 

 

11. Bacteriological Surveillance 

Among 11 cases of wound infection, gram-negative bacilli 

were very often responsible for postoperative wound 

infection than gram-positive organisms. 

 

Sl. No. Organism No. of Cases % 

1 Staphylococcus 3 27.28 

2 E. coli 2 18.18 

3 Streptococci 1 9.09 

4 Pseudomonas 1 9.09 

5 Klebsiella 1 9.09 

6 Contaminants 1 9.09 

7 No pathogen 2 18.18 

Table 9. Bacteriological Surveillance 

 

Staphylococcus were the most common organism 

causing the wound infection (27.28%) followed by E. coli 

(18.18%). 

 

12. Antibiogram 
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Staph. 

aureus 
- - - + - - - + + - 

E. coli - - + - + - - + + - 

Staphyloc

occus 
- - - + - - + + - + 

Pseudomo

nas 
- + - - + - - + + - 

Klebsiella - + - - + - - + + - 

Table 10 

 

Selection of antibiotics to treat the infected cases was 

done based on the antibiogram as per the choice of two 

treating surgeon. 

 

13. Duration of Postoperative Stay in Hospital 

 

Duration 
No. of Days 

Total 
Median 

Non-infected cases 
139 

794 5.71 days 

Infected cases 11 250 22.73 days 

 

Postoperative stay in hospital by infected cases are 

significantly extended almost 4 times (22.73 days) in 

comparison with non-infected cases (5.71 days). 

 

14. Infection in Cases Post Discharge 

 

Sl. No. Surveillance 
Infected 

Cases 
Percentage 

1 
Before 

Discharge 
5 45.45 

2 
After 

Discharge 
6 54.54 
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 Higher infection was seen in patients after discharge 

from hospital than during their stay in the hospital. 

 After discharge, infection rate 54.54%. 

 Before discharge, infection rate 45.45%. 

 

DISCUSSION 

The rate of the surgical site infection reported by various 

studies has differed considerably. The overall infection rate 

in the study of 150 elective major cases conducted in our 

hospital (PIMS) from 2010 to 2011 was 7.33%, which 

compares favourably with other studies ranging from 2.5 to 

41.9%.7 In a similar study carried out by S.P Lilani et al 

(2002), a study group of 190 patients, the infection rate 

was 9.5%.1 The overall infection rate in clean surgeries 

among number of studies conducted in India were ranging 

from 4.04 to 30% and 10.06 to 45% for clean - 

contaminated surgeries (Rao A.S et al 19757, Kowli SS et al 

1985,8 Anvikar 19999). In our study, out of 150 patients, 

11 developed postoperative SSI in which the rate was 

5.64% (7 cases) in clean surgeries and 15.38% (4 cases) 

in clean contaminated surgeries. The difference was found 

to be statistically significant. Maximum infection was seen 

in breast surgeries (mastectomies for malignancy) and 

meshplasty for incisional hernias among the clean cases; 

whereas surgeries performed for other clean cases 

(inguinal hernia, thyroid, etc.) had less or no SSI. In clean 

contaminated surgeries, most of the infection occurred in 

GIT and lower urinary tract surgeries. Our study showed 

directly proportional increase in infection rate with duration 

of surgeries. 

Among 62 surgeries performed in less than 2 hrs., the 

infection rate was 4.83% (3 cases). When compared to 88 

surgeries with more than 2 hrs. duration, had the infection 

rate of 9.09%, which was comparable with other studies. 

Cruse P.J.E and Floord studied the relationship between 

rate of infection and duration of procedure. It was 1.3% 

for surgeries lasting one hour or less and 4% for those 

lasting 3 hours or more (Cruse Peter J. E. et al,10 Anvikar et 

al,9 Nichols R. L et al11). In our study, 70 patients were in 

the age group of 20-40 yrs., 63 were in 41-61 yrs. and 17 

were in 61-80 yrs. The rate of infection was higher 

(17.64%) among older age in comparison with the younger 

age group (2.85%). This corresponds with the study done 

by Kaye KS et al, Raymond DP et al12,13 where 1,44,485 

patients were studied with total SSI of 1.2% showed 

increasing age more than 60 yrs. independently predicted 

an increased risk of SSI. 

Female (74 cases) had slightly higher infection rate 

9.46% when compared with male (76 cases) 5.26% like 

the study done by Yalcin A.N et al (1995),14 Sangrasi A K et 

al (2008).15 It was inferred from our study that the 

infection rate was higher (2 fold) in patients with co-morbid 

conditions like diabetes (18.18%), respiratory infection 

(18.18%), UTI (16.66%) and anaemia (9.37%). In the 

study of Ashar Ata et al (2009), they found postoperative 

hyperglycaemia to be the most important risk factor for 

SSI. A sub analysis found that postoperative serum glucose 

level higher than 140 mg/dL was the only significant 

predictor of SSI. Various studies showed that preoperative 

antimicrobial prophylaxis significantly reduces the 

postoperative SSI. (Saxer F et al (2009), Uckay, Harbarth 

et al (2010)).16,17 Our study was aimed to standardise the 

use of prophylactic antimicrobial agents in association with 

surgical procedures and thus to reduce the incidence of 

wound infection and minimise the expenses and adverse 

reactions attributable to overuse of antibiotics (favouring 

the emergence of antimicrobial resistance). The agent was 

chosen in such a way that it is effective against the 

pathogen most often recovered from infections occurring 

after that specific procedure and against the endogenous 

flora of the region of the body being operated upon. 

Cefazolin was considered for AMP in our study because it 

belongs to the first generation cephalosporin and has 

coverage against both gram-positive and negative 

organisms. In present study, Staph. aureus was the 

commonest isolate from postoperative SSI. Many studies 

like Mangram A. J et al,18 Olson M. M et al,19 Prabhakar H. 

et al(20) have also reported Staph. aureus as the 

commonest isolate. In our study, among the 3 cases of 

Staph. Infection, 2 were resistant to penicillin and 1 

resistant to methicilin.16,21,19 

They were sensitive to 3rd generation cephalosporin-

ceftriaxone and also to imipenem and vancomycin. It is 

isolated from postoperative wound of mastectomies 

(MRM), mesh repair for ventral hernias. In present study, 

gram-negative bacilli were also common isolates. Based on 

type of surgical procedure and the site of infection, the 

pathogens isolated vary Staph. aureus is the usual 

pathogen in clean surgeries from the exogenous 

environment or the patients skin flora, whereas in other 

categories of surgeries (clean-contaminated, contaminated 

and dirty) the most commonly isolated pathogens are 

gram-negative bacilli or the polymicrobial flora closely 

resembling the normal endogenous microflora of the 

surgically resected organ. Altemeier W. A et al22 (1968), 

Koneman E.W et al23 (1997), Shanson D.C et al (1999).5 In 

our study also E. coli (2 cases), pseudomonas (1 case), 

Klebsiella (1 case) were isolated from clean contaminated 

surgeries (GIT and lower urinary and genital tract 

surgeries).11 E. coli were sensitive to ciprofloxacin whereas 

Pseudomonas and Klebsiella were sensitive to amikacin and 

gentamycin. 

 

CONCLUSION 

Incidence of surgical site infection (postoperative infection) 

in our study is 7.33% percent. In this study, among 11 

infected cases, Staph. aureus species were most commonly 

isolated. Next in order are E. coli, Klebsiella, Pseudomonas, 

and then comes streptococci. Shift from gram-positive to 

gram-negative organisms due to liberal use of antibiotics. 

In this study, most of the organisms were sensitive to 

ceftriaxone, Amikacin, ciprofloxacin and gentamycin in 

descending order of frequency. Wound gaping, burst 

abdomen, enterocutaneous fistula, incisional hernia were 

observed as post-operative complications due to wound 

infection. The best way to decrease wound infection is by 
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rigorous surveillance and reporting of wound infection rate. 

Surgical Site Infection (SSI) continues to be the most 

common complication following surgical procedures. These 

infections are the biological summation of several factors, 

the inoculums of bacteria introduced into the wound during 

the procedure, the unique virulence of contaminants, the 

microenvironment of each wound and the integrity of the 

patients host defense mechanisms.24 Prevention of surgical 

site infection can be achieved by several methods. The 

viable inoculums of bacteria in the wound can be reduced 

via better preoperative preparations of the surgical site, 

sound infection-control practice while performing 

operations and adherence to principles of preventive 

antibiotic therapy, modified surgical technique can reduce 

the risk of haematoma, tissue injury and foreign bodies 

within the surgical site that amplify the risk of infection for 

a given level of inoculums.22 Enhanced oxygen delivery, 

better core body temperature control and rigorous blood 

glucose control in the surgical patient’s concomitant 

aggressive control of co-morbid conditions are new areas 

that the potential to even further reduce the incidence of 

surgical site infection.25,26 

Although, surgical site infections cannot be completely 

eliminated reduction in the infection rate to a minimal level 

could have significant benefits by reducing postoperative 

morbidity and mortality and wastage of healthcare 

resources. 

 

REFERENCES 

1. Lilani SP, Jangale N, Chowdhary A, et al. Surgical 

site infection in clean and clean-contaminated 

cases. Indian J Med Microbiol 2005;23(4):249-

252. 

2. Leland WG. International congress on the 

historical sciences held at Brussels. The American 

Historical Review 1923;28(4):639-655. 

3. Agarwal SL. Study of postoperative wound 

infection. Indian J Surg 1972;34:314-320. 

4. Bulloch W. History of bacteriology. 13th edn. New 

York: Dover 1979;323-68. 

5. Shanson DC, eds. Microbiology in Clinical Practice. 

3rd edn. UK: Butterworth and Co. Publishers 1999. 

6. Dobell C. A Protozoological Bicentenary: Antony 

van Leeuwenhoek (1632–1723) and Louis Joblot 

(1645–1723). Parasitology 1923;15(3):308-319. 

7. Rao AS, Harsha M. Postoperative wound 

infections. J Indian Med Assoc 1975;64(4):90-93. 

8. Kowli SS, Nayak MH, Mehta AP, et al. Hospital 

infection. Indian J Surg 1985;48:475-486. 

9. Anvikar AR, Deshmukh AB, Karyakarte RP, et al. 

One year prospective study of 3280 surgical 

wounds. Indian J Med Microbiol 1999;17(3):129-

132. 

10. Cruse PJ, Foord R. The epidemiology of wound 

infection. A 10-year prospective study of 62,939 

wounds. SurgClin North Am 1980;60(1):27-40. 

11. Nichols RL. Surgical wound infection. Am J Med 

1991;91(3):54S-63S. 

12. Kaye KS, Schmit K, Pieper C, et al. The effect of 

increasing age on the risk of surgical site 

infection. J Infect Dis 2005;191(7):1056-1062. 

13. Raymond DP, Pelletier SJ, Crabtree TD, et al. 

Surgical infection and the aging population. Am 

Surg 2001;67(9):827-832. 

14. Yalcin AN, Bakir M, Bakici Z, et al. Postoperative 

wound infections. J Hosp Infect 1995;29(4):305-

309. 

15. Sangrasi AK, Leghari AA, Memon A, et al. Surgical 

site infection rate and associated risk factors in 

elective general surgery at a public sector medical 

university in Pakistan. Int Wound J 2008;5(1):74-

78. 

16. Saxer F, Widmer A, Fehr J, et al. Benefit of a 

single preoperative dose of antibiotics in a sub-

saharan district hospital: minimal input, massive 

impact. Ann Surg 2009;249(2):322-326. 

17. Ilker U, Harbarth S Peter R, et al. Preventing 

surgical site infections. Expert Rev Anti Infect 

Ther 2010;8(6):657-670. 

18. Mangram AJ, Horan TC, Pearson ML, et al. 

Guideline for prevention of surgical site infection, 

1999. Infect Control Hosp Epidemiol 

1999;20(4):247-278. 

19. Olson MM, Lee JT. Continuous, 10-year wound 

infection surveillance. Results, advantages, and 

unanswered questions. Arch Surg 

1990;125(6):794-803. 

20. Prabhakar H, Arora S. A bacteriological study of 

wound infections. J Indian Med Assoc 1979;73(9-

10):145-148. 

21. Uchino M, Ikeuchi H, Tsuchida T, et al. Surgical 

site infection following surgery for inflammatory 

bowel disease in patients with clean-contaminated 

wounds. World J Surg 2009;33(5):1042-1048. 

22. Altemeier WA, Culbertson WR, Hummel RP. 

Surgical considerations of endogenous infectious--

sources, types and methods of control. Surg Clin 

North Am 1968;48(1):227-240. 

23. Koneman EW, Allen SD, Janda WM, et al, eds. 

Color atlas and textbook of diagnostic 

microbiology. 5th edn. Philadelphia: Lippincott-

Raven Publishers 1997. 

24. Korinek AM. Risk factors for neurosurgical site 

infections after craniotomy: a prospective 

multicenter study of 2944 patients. The French 

study group of neurosurgical infections, the SEHP, 

and the C-CLIN Paris-Nord. Service epidémiologie 

hygiene et prévention. Neurosurgery 

1997;41(5):1073-1079. 

25. De Chiara S, Chiumello D, Nicolini R, et al. 

Prolongation of antibiotic prophylaxis after clean 

and clean-contaminated surgery and surgical site 

infection. Minerva Anestesiol 2010;76(6):413-419. 

26. Prospero E, Cavicchi A, Bacelli S, et al. 

Surveillance for surgical site infection after 

hospital discharge: a surgical procedure-specific 

perspective. Infect Control Hosp Epidemiol 

2006;27(12):1313-1317. 

  

http://www.ingentaconnect.com/content/ftd/eri;jsessionid=2eeowbjqvakwf.victoria
http://www.ingentaconnect.com/content/ftd/eri;jsessionid=2eeowbjqvakwf.victoria

