
Surgical Site Infection Prevention
A Review
Jessica L. Seidelman, MD, MPH; Christopher R. Mantyh, MD; Deverick J. Anderson, MD, MPH

A surgical site infection is defined as infection following an
operation at an incision site or adjacent to the surgical
incision.1 Infections occur in approximately 0.5% to 3% of

patients undergoing surgery2-4 and are among the most prevalent
health care–acquired infections.5-7 Surgical site infections are re-
sponsible for approximately $3.5 billion to $10 billion in US health
care costs annually.8,9 Compared with patients without surgical site
infections, those with them remain in the hospital approximately 7
to 11 days longer7,10; 1 study involving 177 706 postsurgical patients
reported that 78% were readmitted as a result of the infection.11 This
review summarizes current evidence-based interventions for pre-
vention of surgical site infection that are applicable to the majority
of operations (Box).

Methods

We searched PubMed, Google Scholar, and the Cochrane database
for English-language studies of pathogenesis, clinical presenta-
tion, and prevention of surgical site infections published from Janu-
ary 1, 2016, when guidelines were most recently published by the
World Health Organization, to September 15, 2022. In addition, we
manually searched the references of selected articles for addi-
tional relevant publications. We prioritized randomized trials, sys-
tematic reviews, meta-analyses, clinical practice guidelines, and ar-
ticles pertinent to general medical readership. Of 94 studies
identified, 69 were included, consisting of 14 randomized trials, 19

IMPORTANCE Approximately 0.5% to 3% of patients undergoing surgery will experience
infection at or adjacent to the surgical incision site. Compared with patients undergoing
surgery who do not have a surgical site infection, those with a surgical site infection are
hospitalized approximately 7 to 11 days longer.

OBSERVATIONS Most surgical site infections can be prevented if appropriate strategies
are implemented. These infections are typically caused when bacteria from the patient’s
endogenous flora are inoculated into the surgical site at the time of surgery. Development
of an infection depends on various factors such as the health of the patient’s immune
system, presence of foreign material, degree of bacterial wound contamination, and use
of antibiotic prophylaxis. Although numerous strategies are recommended by international
organizations to decrease surgical site infection, only 6 general strategies are supported
by randomized trials. Interventions that are associated with lower rates of infection
include avoiding razors for hair removal (4.4% with razors vs 2.5% with clippers);
decolonization with intranasal antistaphylococcal agents and antistaphylococcal skin
antiseptics for high-risk procedures (0.8% with decolonization vs 2% without); use of
chlorhexidine gluconate and alcohol-based skin preparation (4.0% with chlorhexidine
gluconate plus alcohol vs 6.5% with povidone iodine plus alcohol); maintaining
normothermia with active warming such as warmed intravenous fluids, skin warming,
and warm forced air to keep the body temperature warmer than 36 °C (4.7% with active
warming vs 13% without); perioperative glycemic control (9.4% with glucose <150 mg/dL
vs 16% with glucose >150 mg/dL); and use of negative pressure wound therapy (9.7%
with vs 15% without). Guidelines recommend appropriate dosing, timing, and choice
of preoperative parenteral antimicrobial prophylaxis.

CONCLUSIONS AND RELEVANCE Surgical site infections affect approximately 0.5% to 3% of
patients undergoing surgery and are associated with longer hospital stays than patients with
no surgical site infections. Avoiding razors for hair removal, maintaining normothermia, use of
chlorhexidine gluconate plus alcohol–based skin preparation agents, decolonization with
intranasal antistaphylococcal agents and antistaphylococcal skin antiseptics for high-risk
procedures, controlling for perioperative glucose concentrations, and using negative pressure
wound therapy can reduce the rate of surgical site infections.
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systematic reviews, 12 meta-analyses, 4 clinical practice guide-
lines, 17 cohort studies, and 3 cross-sectional studies.

Discussion and Observations
Pathophysiology
Surgical site infection acquisition depends on several factors,
namely, exposure to bacteria and the host’s ability to control the
inevitable bacterial contamination of the incision. They are typically
caused by bacteria inoculated into the surgical site at the time of
surgery. Approximately 70% to 95% are caused by the patient’s
endogenous flora.12 The most common organisms are Staphylo-
coccus aureus, coagulase-negative Staphylococcus, and Escherichia
coli.13 In some patients, introduction of only 100 colony-forming
units of bacteria into the surgical site can cause infection.14 How-
ever, exogenous sources of contamination during surgery such as
bacteria transmitted from surgical personnel or heater-cooler units
can also lead to infections.

Pathogens that cause infection vary by surgical location. The
most common pathogens are components of skin flora such as S
aureus and Streptococcus species. In contrast, infections follow-
ing gastrointestinal procedures are typically associated with
enteric organisms such as Enterococcus species and E coli.15 Over-
all, S aureus is the most common cause of infection; for example,
S aureus was associated with 24% of nonsuperficial surgical site
infections in a cohort study including 32 community hospitals in
the southeastern US.4 Although methicillin-resistant S aureus
(MRSA) was previously more likely to cause surgical site infec-
tions than methicillin-sensitive S aureus (MSSA), the rate of
MSSA-derived infections from 2013 to 2018 was higher (0.07 per
100 procedures) than the rate of MRSA infections during the
same period (0.05 per 100 procedures).4 MRSA surgical site
infections lead to worse clinical outcomes than those caused by
less resistant pathogens.10 Specifically, compared with MSSA sur-
gical site infections, those due to MRSA were independently asso-
ciated with 5.5 additional hospital days (95% CI, 1.97-9.11).10 E coli
and Enterococcus species respectively cause approximately 9.5%
and 5.1% of all surgical site infections.13

Factors Associated With Surgical Site Infection
Factors associated with surgical site infection include older age,
presence of immunosuppression, obesity, diabetes, effectiveness
of antimicrobial prophylaxis, surgical site tissue condition (such as
the presence of foreign material), and degree of wound contami-
nation (Table 1 and Table 2). For example, a national study of
more than 387 000 patients found that for most surgery types,
rates of surgical site infection were increased in patients with
obesity.21 The rates of surgical site infection following mastec-
tomy among 16 473 patients increased with body mass index
(BMI), calculated as weight in kilograms divided by height in
meters squared. Those with a BMI of 20 to 25 had a surgical site
infection rate of 4.66%; BMI of more than 30 to 40, 7.06%; and
BMI of more than 40, 10.58%. Similarly, after 29 603 laparo-
scopic cholecystectomy procedures (urgency not specified), the
infection rate increased with BMI: 8.57% with a BMI of 20 to 25;
10.62% with a BMI of 30 to 40; and 17.11% with a BMI of more
than 40.

Some of these risk factors associated with surgical site infec-
tion are modifiable, such as hyperglycemia, obesity, and tobacco use.
Other factors are nonmodifiable, such as age, which must be con-
sidered when deciding on the surgical intervention for the
patient.26,49

Clinical Presentation
The median time to diagnosis of surgical site infection varies by
procedure.50 For example, S aureus infection is typically diag-
nosed a median of 14 days after plastic surgery, 24 days after gen-
eral orthopedic surgery, and 28 days after orthopedic surgery
where a prosthetic device was inserted. A surgical site infection is
suspected when purulent drainage is present at the incision site
or when there is evidence of an abscess involving the surgical
bed. Physical examination findings such as systemic signs of
infection (eg, fevers, rigors), local erythema, wound dehiscence,
pain, nonpurulent drainage, or induration are the most common.
However, the presence or absence of these symptoms varies
depending on factors such as surgical site, host, and time from
surgery to presentation. For example, fevers can be present in
14% of patients with a chronic prosthetic joint infection but up to
75.5% of patients if the etiology of the prosthetic joint infection is
hematogenous.51 Articular effusion and swelling may be present
in 29% to 75% of prosthetic joint infections of the knee,52 and
delayed wound healing, wound dehiscence, or wound drainage

Box. Commonly Asked Questions

How can the generalist clinician help in preventing
surgical site infections?
The the generalist can help patients improve modifiable
characteristics associated with increased risk of surgical site
infections. such as helping obese patients lose weight, assisting
patients who have diabetes with optimal glucose control,
and assisting with smoking cessation.

Is there a threshold hemoglobinA1C value above which
surgical site infections are more common and surgery
should be delayed?
Perioperative hyperglycemia in patients with or without diabetes
is associated with surgical site infections, and randomized clinical
trials support perioperative glucose control as an evidence-based
practice to decrease risk of surgical site infection. In contrast, there
are no randomized clinical trials that have found a clear association
between a specific hemoglobin A1c cutoff value and surgical site
infections. However, patients with higher hemoglobin A1c levels
will likely have higher perioperative glucose values and glucose
levels that are harder to control.

What therapies can prevent a surgical site infection?
Numerous strategies are currently recommended as outlined in
this review. Six are supported by randomized clinical trials:
(1) do not remove hair at the surgical site unless necessary;
(2) decolonization with intranasal antistaphylococcal agent and
antistaphylococcal skin antiseptic prior to high-risk procedures
(eg, cardiothoracic, orthopedic); (3) use a chlorhexidine
gluconate-alcohol antiseptic agent for skin preparation;
(4) maintain normothermia intraoperatively; (5) control
perioperative glucose values between 110 and 150 mg/dL;
and (6) use incisional negative pressure wound
dressings.
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may accompany up to 44% of prosthetic joint infections.53,54

The presence of a sinus tract or purulent drainage has a specificity
of between 97% and 100% and a positive predictive value of

100%.55 Joint stiffness has a reported sensitivity of 20.5%
and specificity of 99% in patients with a hematogenous source
of prosthetic joint infection.56 Many of the aforementioned

Table 1. Modifiable and Nonmodifiable Patient-Related Factors Associated With Surgical Site Infections

Factor Pathophysiology
Patient-related, modifiable

Diabetes Hyperglycemia impairs the innate immune system and promotes glycosylation of
proteins, which compromises wound healing.16 Diabetes can lead to higher
perioperative glucose levels and hyperglycemia that is more difficult to treat.17

Immunosuppressive
medications and conditions

Immunosuppressive clinical conditions or medications diminish the inflammatory
phase of wound healing.18,19

Malnutrition Malnutrition can decrease collagen synthesis, granulation formation in surgical
wounds, and result in poor tissue healing. Hypoalbuminemia weakens innate immunity
by prompting macrophage apoptosis and diminishing macrophage activation. Low
albumin also accelerates the seepage of interstitial fluid into the surgical wound and
promotes general tissue edema.20

Obesity Adipose tissue has less blood flow, which inhibits the delivery of oxygen and
antibiotics.21-23

Preoperative infections Prior to elective surgery, recognize and treat all infections (even if they are distant
from the surgical site).24

Tobacco use Tobacco use causes vasoconstriction, which can progress to alterations in collagen
metabolism, decreased inflammatory response, and relative ischemia.25

Patient-related, nonmodifiable

Age The skin’s basement membrane and dermis thin with increasing age, and the skin loses
its reserve of cutaneous blood vessels and nerves that diminish wound healing.26,27

History of prior skin and soft
tissue infections

A history of skin and soft tissue infections may be indicative of issues with inherent
immunity and propensity for infection.28

History of radiation therapy Treatment with radiation induces underlying tissue injury and inhibits wound healing.

Table 2. Modifiable Operation–Related Factors Associated With Surgical Site Infections

Factor Pathophysiology
Airborne contamination Raising the amount of microorganisms in the operating room environment provides

additional opportunity for surgical site infection. Most of the airborne pathogens are
generated by persons in the operating room and their movements.29,30

Anticoagulation Anticoagulants may generate continual oozing of the incision and slow wound healing.31

Blood transfusions Blood transfusions impair macrophage activity and influence infection risk.32

Decreased tissue
oxygenation

Diminished tissue oxygenation lends itself to decreased oxidative killing by neutrophils
and impaired tissue healing from depleted epithelialization, neovascularization, and
collagen formation. Low oxygen settings can curtail the efficacy of perioperative
antibiotics.33,34

Foreign material Foreign material stimulates inflammation at the surgical site and raises the risk of
surgical site infection.35,36

Operation length Longer operative time is associated with higher damage to wound cells, wound
contamination, and exposure to the outside environment.37

Perioperative hypothermia Perioperative hypothermia weakens immune system protection against surgical wound
contamination: vasoconstriction leads to impaired tissue perfusion and less access for
key immune cells, less motility of key immune cells, and decreased scar formation.38

Postoperative
hyperglycemia

Cellular functions of bactericidal activity, leukocyte adherence chemotaxis, and
phagocytosis are enhanced by insulin and glycemic control, suggesting a direct relation
between elevated blood glucose and cellular function deficits.39 This relationship is
observed in patients with and without a diagnosis of diabetes.

Surgical technique Wound healing is decreased by leaving behind devitalized tissues, inadvertent entry into
hollow viscera, inadequate blood supply maintenance, rough manipulation of tissue,
misplaced drains and sutures, and unsuitable postoperative wound care.40

Wound care Wounds that remain uncovered following surgery can be contaminated, or uncontrolled
drainage can diminish the integrity of the surrounding skin.41,42

Wound contamination from
patient’s own flora

Wound classification delineates the degree of contamination of a surgical wound at the
time of the operation.43

Skin preparation and perioperative antibiotic administration reduce but do not eliminate
the introduction of microorganisms at the surgical site.44,45 Shaving leads to microscopic
cuts in the skin that can become niduses for bacteria to multiply.40 Without appropriate
drapes and barrier devices, bacteria from hair follicles and deeper skin layers can
recolonize the surgical site.

Wound contamination from
operating room personnel

Transition of microorganisms from the surgical personnel’s shoes, mouths, or body can
contaminate surgical wounds.14 Microorganisms from the hands of health care workers
in the operating room can move onto the patient and operating field if personnel do not
perform appropriate handwashing or gloving.14,46,47

Wound contamination from
surgical instruments

Sterilization eliminates all microorganisms on the surfaces of surgical instruments.
Using insufficiently sterilized tools can lead to pathogen transmission.48
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presentations may overlap with noninfectious conditions, such as
a hematoma, seroma, or stitch abscess at points of suture pen-
etration.

Classification of Surgical Site Infection
Despite variable presentations of surgical site infections, the US
Centers for Disease Control and Prevention (CDC) National
Healthcare Safety Network (NHSN) and the National Surgical
Quality Improvement Program (NSQIP) provide specific surgical
site infection definitions for surveillance and epidemiological
purposes.57,58 Surveillance consists of systematic monitoring of
patients following surgery to detect variance in surgical site infec-
tion rates and to develop quality improvement initiatives to lower
infection rates. The goal of these definitions is to be simple and
objective but flexible enough to encompass clinically relevant

infections. Both NHSN and NSQIP categorize surgical site infec-
tions into 3 groups: superficial-incisional (involving the skin or
subcutaneous tissue layers of the incision), deep-incisional (in-
volving muscle or connective tissue layers of the incision), and
organs/spaces deep to the incision. Surveillance for surgical site
infections continues for 30 days for most procedures and 90
days for specific procedures involving implanted materials. The
NHSN collects data on all NHSN-eligible procedures, and NSQIP
analyzes a subsample of 20% of cases for analysis via an 8-day
systematic sampling cycle.

Prevention
Preoperative Period
A recent meta-analysis including 19 randomized and 6 quasi-
randomized trials involving 8919 patients evaluated various ap-

Table 3. Surgical Site Infection Prevention Strategies From Prospective Studies

Intervention Type of studies Absolute or median value RR or OR (P value)

Preoperative

Do not remove hair at the
surgical site unless the
presence of hair will affect
the procedurea

Meta-analysis
of 19 RCTs
and 6
quasi-randomized
trials59

• Razor vs clippers:
4.4% (84 of 1889)
vs 2.5% (46 of 1834)

• Razor vs depilatory cream:
7.8% (68 of 868)
vs 3.6% (26 of 725)

• Razor vs none:
4.2% (34 of 819)
vs 2.1% (19 of 887)

• RR, 1.64 (.005)

• RR, 2.28 (.02)

• RR, 1.82 (.03)

Decolonize surgical
patients with intranasal
antistaphylococcal agent
and antistaphylococcal
skin antiseptic for
high-risk procedures
(eg, cardiothoracic,
orthopedic)b

Meta-analysis
of 5 RCTs
and 12 observational
studies60

Decolonization vs none:
0.8% (52 of 19 940)
vs 2.0% (253 of 12 790)

RR, 0.41 (<.001)

Antimicrobial prophylaxis
within 1 h of incision with
weight-based antimicrobial
agents selected based on
most common pathogens
for specific procedure61,62c

Cohort61 • Administration within 30 min before
incision vs 30-60 min before incision:
1.6% (22 of 1339)
vs 2.4% (38 of 1558)

• Administration within 30 min before
incision vs after incision:
1.6% (22 of 1339)
vs 5.2% (9 of 174)

• OR, 0.67 (.13)

• OR, 3.27 (.003)

Use a checklist based on
the World Health
Organization 19-item
surgical checklist to
ensure adherence to
best practices63,64

Multicenter,
quasi-experimental
study65

Without vs with checklist:
6.2% vs 3.4%

RR, 0.55 (<.001)

Intraoperative

Using chlorhexidine
gluconate and
alcohol-containing skin
preparatory agent in
combinationd

Meta-analysis
of 4 RCTs66

Chlorhexidine gluconate + alcohol
vs povidone iodine + alcohol:
4.0% (54 of 1337)
vs 6.5% (86 of 1326)

RR, 0.62 (.005)

Maintain normothermia
during the surgical
procedure

Systematic review
of 3 RCTs67

Hypothermia vs normothermia:
4.7% (14 of 299)
vs 13% (37 of 290)

RR, 3.67 (.008)

Postoperative

Maintain and monitor
blood glucose levels
regardless of diabetes
status
Maintain blood glucose
values between 110
and 150 mg/dL

Meta-analysis
of 15 RCTs68

Glycemic control (<150 mg/dL)
vs conventional control (>150 mg/dL):
9.4% (231 of 2464)
vs 16% (392 of 2488)

RR, 0.59 (<.001)

Application of incisional
negative pressure wound
dressings

Meta-analysis
of 23 RCTs69

Incisional negative pressure wound
therapy vs standard dressings:
9.7% (124 of 1279)
vs 15% (191 of 1268)

RR, 0.67 (<.001)

Abbreviations: OR, odds ratio;
RCT, randomized clinical trial;
RR, relative risk.

SI conversion factor: To convert
glucose from mg/dL to mmol/L,
multiply by 0.0555.
a If hair removal is necessary, remove

outside of the operating room. For
male genitalia, 1 RCT suggested that
preoperative hair removal on scrotal
skin using a razor as opposed to
clippers resulted in less skin trauma
without an increased risk in surgical
site infection.70

b Antistaphylococcal skin antiseptic
agents include chlorhexidine
gluconate baths or wipes or dilute
bleach baths.

c Two hours are allowed for
vancomycin and fluoroquinolones;
redose antimicrobials for
procedures with excessive blood
loss and lengthy surgeries.

d Alcohol containing skin preparation
products are contraindicated for
some procedures (eg, mucosa,
cornea, or ear).
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proaches to preoperative hair removal for reducing surgical site in-
fection (Table 3).59 Across 7 randomized clinical trials (RCTs), hair
removal with a razor was associated with a higher rate of surgical site
infection: 4.4% (84 of 1889) patients whose hair was removed with
a razor experienced an infection vs 2.5% (46 of 1834) whose hair
was removed with clippers experienced an infection (relative risk
[RR], 1.64 [95% CI, 1.16-2.33], P = .005). Across 9 RCTs, hair re-
moval with a razor was associated with a higher rate of surgical site
infection: 7.8% (68 of 868) patients vs 3.6% (26 of 725) patients
whose hair was removed with a depilatory cream (RR, 2.28 [95%
CI, 1.12-4.65]; P = .02). Seven RCTs demonstrated that removing hair
with a razor was associated with an increased risk of surgical site in-
fection: 4.2% (34 of 819) patients vs 2.1% (19 of 887) patients whose
hair was not removed at all (RR, 1.82 [95% CI, 1.05-3.14]; P = .03).59

Three RCTs reported that hair removal with clippers did not in-
crease the risk of surgical site infection: 5.7% (49 of 863) patients
vs 6.0% (52 of 870) patients whose hair was not removed (RR, 0.95
[95% CI, 0.65-1.39]; P = .80). If hair removal is necessary, it should
be removed in the preoperative holding area and not in the operat-
ing room.

One method used to reduce surgical site infections is decolo-
nization, in which patients are treated with an intranasal antimicro-
bial, skin antiseptic agent, or both to eliminate or temporarily re-
duce S aureus colonization prior to surgery. Evidence to support this
recommendation is strongest for high-risk surgical procedures such
as cardiothoracic surgeries and prosthetic joint replacement. This
process typically includes an intranasal treatment with an antistaphy-
lococcal agent (eg, mupirocin ointment or povidone iodine) and/or
application of an antistaphylococcal skin antiseptic agent (eg,
chlorhexidine gluconate solution or wipes) for 5 days. However, the
precise timing, agent, and frequency of application are unclear be-
cause trials addressing this issue have used different strategies. The
decolonization strategy should be completed as close to the surgi-
cal procedure as possible. A meta-analysis that included 5 RCTs and
12 observational studies showed that nasal decolonization was as-
sociated with lower rates of surgical site infections caused by gram-
positive bacteria than no decolonization: 0.8% (152 of 19 940) vs
2.0% (253 of 12 790; RR, 0.41 [95% CI, 0.30-0.55]; P < .001).60

This association persisted among the 11 studies in which pa-
tients were decolonized regardless of S aureus colonization status
(RR, 0.40; 95% CI, 0.29-0.55) and among the 6 studies in which na-
sal decolonization was combined with skin antisepsis (RR, 0.29; 95%
CI, 0.19-0.44, primary data not provided).60 In contrast, other trials
that included a more heterogeneous group of surgeries did not find
a difference in surgical site infection incidence with decolonization.71

For example, a prospective cohort study that included 8 surgical cat-
egories (abdominal, orthopedic, urological, neurological, cardiovas-
cular, thoracic, and plastic surgery and solid organ transplant) found
that decolonization strategies did not reduce MRSA surgical site
infections.72 The authors identified 60 MRSA infections (0.55%)
among 10 910 procedures in the control group compared with 70
MRSA infections (0.65%) among 10 844 procedures during the in-
tervention period (P = .29). As a result, decolonization is typically
focused on orthopedic, cardiothoracic, or high-risk procedures such
as spine and brain surgeries.

The intervention requires a significant amount of coordina-
tion to perform the appropriate test prior to surgery, have the
result reviewed, and ensure the appropriate decolonization

approach was applied. Given the number of steps required, some
hospitals perform decolonization on all patients undergoing high-
risk surgical procedures, an approach that may ultimately be cost-
effective (estimated $153 per person) based on modeling
studies.73 In contrast, widespread use of antistaphylococcal anti-
biotics such as mupirocin may ultimately increase rates of resis-
tant S aureus infections.74,75

Conducting RCTs for surgical site infection prevention is
challenging given the relatively low incidence of the outcome
of interest. Thus, additional prevention strategies in the preop-
erative setting exist, but lack high-quality evidence. As a result,
these interventions are predicated on expert opinion and results
from retrospective cohort studies. For example, in contrast to
postoperative glucose control, no RCTs have found a clear asso-
ciation between a specific hemoglobin A1c cutoff and surgical site
infections.

The administration of antibiotic prophylaxis is recommended
in all surgical site infection prevention guidelines, despite the ab-
sence of RCTs.14,17,76,77 One multicenter cohort study involving 4186
patients found that risk of infection increased as the time from an-
tibiotic infusion to incision increased, although the trend was not sta-
tistically significant: administration within 30 minutes prior to inci-
sion was associated with a risk of 1.6% (22 of 1339) vs 2.4% (38 of
1558) with administration of antibiotic between 31 and 60 minutes
before surgery (P = .13).61 In the absence of trial data, guideline con-
sensus is that antibiotics should be given within 60 minutes of the
incision to maximize tissue concentration of the antibiotic. Addi-
tional recommendations include dosing antibiotics according to the
patient’s weight to ensure that adequate tissue concentrations are
achieved and administering subsequent doses of antibiotics for
lengthy procedures if excessive bleeding occurs. For example, ce-
fazolin, the most commonly used agent for antimicrobial prophy-
laxis, should be redosed every 4 hours until completion of the pro-
cedure. These recommendations are mainly based on older cohort
studies and evaluation of secondary outcomes (eg, tissue concen-
trations of antibiotics).62 Although the optimal duration of prophy-
lactic antibiotics is not known, prolonged antimicrobial prophy-
laxis is increasingly associated with patient harm, such as acute
kidney injury.78 Authors of a systematic review of 28 randomized
trials involving 9478 patients receiving either a single dose for pro-
phylaxis or multiple doses concluded that additional doses did not
reduce the risk of infection 6.2% (278 of 4499) vs 5.9% (261 of 4440;
OR, 1.06 [95% CI, 0.89-1.25]).79 Thus, guidelines recommend stop-
ping antibiotic prophylactic antibiotics when the surgical wound is
closed.

The WHO’s surgical safety checklist is a 19-item list to improve
adherence with best practice and decrease surgical site infection
incidence. WHO developed this safety checklist to promote more
consistent implementation of best practices. This 19-item checklist
included surgical site infection (eg, antimicrobial prophylaxis) and
non–surgical site infection components (eg, surgical time-out). A mul-
ticenter, quasi-experimental study of 8 sites and 3733 patients
showed that the infection rate prior to the implementation of the
checklist was 6.2% compared with 3.4% after implementation of
the checklist (P value <.001 for the risk difference).65 These results
have been supported by subsequent multi- and single-center pro-
spective studies.63,64 However, the exact mechanism of improve-
ment is unclear and most likely multifactorial.
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Intraoperative
Topical alcohol is highly bactericidal but does not have persistent ac-
tivity when used as monotherapy for skin antisepsis (Table 3). Mul-
tiple guidelines recommend that surgical site antisepsis should be
performed with a product that contains alcohol and another anti-
septic agent (eg, chlorhexidine gluconate or povidone iodine).17,76,80

Products that combine alcohol and antiseptic agents are available
in the US. Chlorhexidine gluconate plus alcohol appears to be supe-
rior to povidone iodine plus alcohol for the prevention of surgical site
infections.81 In a meta-analysis of data from 4 RCTs involving 6916
women who had cesarean deliveries, the authors concluded that sur-
gical site preparation with chlorhexidine gluconate plus alcohol was
associated with lower rates of infection than preparation with po-
vidone iodine plus alcohol: 4.0% (54 of 1337) vs 6.5% (86 of 1326;
RR, 0.62 [95% CI, 0.45-0.87]; P = .005).66 Similarly, a meta-
analysis of 20 RCTs and 5 prospective, 4 retrospective, and 1 ambi-
spective studies, including more than 29 000 participants found that
skin preparation with chlorhexidine gluconate was associated with
fewer surgical site infections than povidone iodine: 4.8% (725 of
15 263) vs 6.7% (925 of 13 743; RR, 0.65 [95% CI, 0.55-0.77];
P < .001).82

Normothermia to keep core body temperatures from drop-
ping during surgery is maintained by combinations of forced warm
air, skin warming, and warmed intravenous fluids (Table 2). Targets
for core temperatures vary: more than 35.5 °C and more than 36 °C.
A systematic review of 3 RCTs examining active body surfacing warm
systems for preventing complications of inadvertent perioperative
hypothermia in adults found that using a forced air warming device
was associated with lower rates of the risk of surgical site infection
than no forced air warming: 4.7% (14 of 299) vs 13% (37 of 290; RR,
0.36 [95% CI, 0.20-0.66]; P = .008; Table 3).67

Postoperative
Although there are no RCTs that have evaluated intensive glucose
control to lower the preoperative average glucose (hemoglobin A1c)
vs usual care before surgery, postoperative hyperglycemia was as-
sociated with an increased risk of surgical site infections in patients
with and without diabetes (Table 3).48,83,84 As a result, strategies
to prevent hyperglycemia to prevent surgical site infection are rec-
ommended in all major guidelines. Most data to support this strat-
egy are from RCTs involving patients with diabetes. In a meta-
analysis of 15 RCTs comparing the use of tight glycemic control (<150
mg/dL; 8.32 mmol/L) with conventional control (>150 mg/dL), tight
control was associated with lower rates of surgical site infection: 9.4%
(231 of 2464) vs 16% (392 of 2488; RR, 0.59 [95% CI, 0.50-0.68];
P < .001).68

Incisional negative pressure wound therapy, defined as wound
dressing systems that continuously or intermittently apply subat-
mospheric pressure to the system, can reduce the risk of surgical site
infection by promoting reducing fluid accumulation in the wounds,
thereby accelerating primary wound healing. Authors of a meta-
analysis of 23 RCTs involving 2547 patients undergoing various sur-
gical procedures (eg, abdominal, cesarean delivery, orthopedic, vas-
cular) concluded that use of incisional negative pressure wound
therapy for primary wound closure was associated with lower rates
of surgical site infection than use of standard dressings: 9.7% (124
of 1279) vs 15% (191 of 1268; RR, 0.67 [95% CI, 0.53-0.85]; P < .001);
however, the effect varied by procedure type.69 The authors indi-

cated that they did not find evidence for substantial differences be-
tween the different types of surgery. Similarly, authors of a recent
meta-analysis of 28 RCTs concluded that incisional negative pres-
sure wound therapy was associated with lower rates of surgical site
infection than standard dressing: 8.8% (194 of 2193) vs 14% (315 of
2205; RR, 0.61 [95% CI, 0.49-0.76]; P < .001).85 The authors speci-
fied that when stratified by surgical discipline, the greatest ben-
efits for surgical site infection reduction occurred in vascular sur-
gery (RR, 0.45; 95% CI, 0.32-0.65; P < .001) and cardiac surgery (RR,
0.17; 95% CI, 0.03-0.96; P = .05), whereas the intervention was not
associated with statistically significant benefit for abdominal sur-
gery (RR, 0.56; 95% CI, 0.30-1.03), obstetric surgery (RR, 0.73; 95%
CI, 0.44-1.20), orthopedic or trauma-derived surgery (RR, 0.68; 95%
CI, 0.43-1.08), and plastic surgery (RR, 0.82; 95% CI, 0.26-2.63). The
broader CIs for these later 4 subgroups suggest the possibility that
they were underpowered to find a significant difference.

Hospital-Wide Surveillance
As one of the original surgical site infection prevention investiga-
tions, data from the Study on the Efficacy of Nosocomial Infection
Control (SENIC)86 supported the use of routine surveillance and feed-
back to reduce infections. The multicenter, 1985 SENIC study, evalu-
ated infection prevention practices and found that the use of stan-
dardized surgical site infection surveillance by trained infection
prevention personnel and routine feedback to surgeons was asso-
ciated with an estimated reduction in infections in US hospitals from
586 000 to 510 000 compared with when no surveillance and feed-
back were given. Current recommendations advise health care in-
stitutions to identify high-volume, high-risk procedures and imple-
ment a system for collecting and storing data. Periodic reports should
be prepared and given to key stakeholders to provide feedback on
infection rates. Surveillance and feedback, along with several other
quality improvement strategies (eg, education of surgeons, surgi-
cal staff, and patients) are endorsed by all surgical site infection pre-
vention guidelines.14,17,77,80

Limitations
This review has several limitations. First, this review focused on pre-
vention of surgical site infection following general, commonly per-
formed surgical procedures. Second, not all recommendations in pre-
viously published guidelines were summarized herein given the lack
of available RCT data. Third, some interventions had been studied
in only a small number of RCTs. Fourth, in some cases, the only avail-
able studies were older. Fifth, quality of included literature was not
assessed. Sixth, some relevant studies may have been missed.

Conclusions
Surgical site infections affect approximately 0.5% to 3% of pa-
tients undergoing surgery and are associated with longer hospital
stays than patients with no surgical site infections. Avoiding razors
for hair removal, maintaining normothermia, use of chlorhexidine
gluconate plus alcohol–based skin preparation agents, decoloniza-
tion with intranasal antistaphylococcal agents and antistaphylococ-
cal skin antiseptics for high-risk procedures, controlling for peri-
operative glucose concentrations, and using negative pressure
wound therapy can reduce the rate of surgical site infections.

Surgical Site Infection Prevention—A Review Review Clinical Review & Education

jama.com (Reprinted) JAMA January 17, 2023 Volume 329, Number 3 249

© 2023 American Medical Association. All rights reserved.

Downloaded From: https://jamanetwork.com/ by a Biblioteca Nacional de Salud y Seguridad Social User  on 01/24/2023

http://www.jama.com?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jama.2022.24075


ARTICLE INFORMATION

Accepted for Publication: December 13, 2022.

Conflict of Interest Disclosures: Dr Seidelman
reported receiving royalties from UpToDate for its
Pelvic Osteomyelitis page and providing expert
testimony for legal case related to musculoskeletal
infections. Dr Mantyh reported receiving personal
fees from Becton Dickinson for advising outside the
submitted work. Dr Anderson reported receiving
grants from the CDC and royalties from UpToDate
outside the submitted work; and owning Infection
Control Education for Major Sports, LLC.

Submissions: We encourage authors to submit
papers for consideration as a Review. Please
contact Mary McGrae McDermott, MD, at
mdm608@northwestern.edu.

REFERENCES

1. Surgical site infection event (SSI). National
Healthcare Safety Network. Accessed April 26,
2022. https://www.cdc.gov/nhsn/pdfs/pscmanual/
9pscssicurrent.pdf

2. Karlsen OE, Borgen P, Bragnes B, et al. Rifampin
combination therapy in staphylococcal prosthetic
joint infections: a randomized controlled trial.
J Orthop Surg Res. 2020;15(1):365. doi:10.1186/
s13018-020-01877-2

3. Dencker EE, Bonde A, Troelsen A, Varadarajan
KM, Sillesen M. Postoperative complications: an
observational study of trends in the United States
from 2012 to 2018. BMC Surg. 2021;21(1):393. doi:
10.1186/s12893-021-01392-z

4. Seidelman JL. Surgical site infection (SSI) trends
in community hospitals from 2013 to 2018. Infect
Control Hosp Epidemiol. Published online July 18,
2022. doi:10.1017/ice.2022.135

5. Gantz O, Zagadailov P, Merchant AM. The cost of
surgical site infections after colorectal surgery in
the United States from 2001 to 2012: a longitudinal
analysis. Am Surg. 2019;85(2):142-149. doi:10.1177/
000313481908500219

6. Magill SS, Edwards JR, Bamberg W, et al;
Emerging Infections Program Healthcare-
Associated Infections and Antimicrobial Use
Prevalence Survey Team. Multistate
point-prevalence survey of health care–associated
infections. N Engl J Med. 2014;370(13):1198-1208.
doi:10.1056/NEJMoa1306801

7. Zimlichman E, Henderson D, Tamir O, et al.
Health care–associated infections: a meta-analysis
of costs and financial impact on the US health care
system. JAMA Intern Med. 2013;173(22):2039-2046.
doi:10.1001/jamainternmed.2013.9763

8. O’Hara LM, Thom KA, Preas MA. Update to the
Centers for Disease Control and Prevention and the
Healthcare Infection Control Practices Advisory
Committee Guideline for the prevention of surgical
site infection (2017): a summary, review, and
strategies for implementation. Am J Infect Control.
2018;46(6):602-609. doi:10.1016/j.ajic.2018.01.018

9. Scott RD. The Direct Medical Costs of
Healthcare–Associated Infections in US Hospitals
and the Benefits of Prevention. Centers for Disease
Control and Prevention; March 2009. Publication
CS200891-A. Accessed April 28, 2022. https://
www.cdc.gov/hai/pdfs/hai/scott_costpaper.pdf

10. Anderson DJ, Kaye KS, Chen LF, et al. Clinical
and financial outcomes due to methicillin resistant
Staphylococcus aureus surgical site infection:
a multi-center matched outcomes study. PLoS One.
2009;4(12):e8305. doi:10.1371/journal.pone.
0008305

11. Ming DY, Chen LF, Miller BA, Anderson DJ. The
impact of depth of infection and postdischarge
surveillance on rate of surgical-site infections in a
network of community hospitals. Infect Control
Hosp Epidemiol. 2012;33(3):276-282. doi:10.1086/
664053

12. Wenzel RP. Surgical site infections and the
microbiome: an updated perspective. Infect Control
Hosp Epidemiol. 2019;40(5):590-596. doi:10.1017/
ice.2018.363

13. Seidelman JL, Baker AW, Lewis SS, Advani SD,
Smith B, Anderson D; Duke Infection Control
Outreach Network Surveillance Team. Surgical site
infection trends in community hospitals from 2013
to 2018. Infect Control Hosp Epidemiol. Published
online July 2022. doi:10.1017/ice.2022.135

14. Leaper DJ, Edmiston CE. World Health
Organization: global guidelines for the prevention
of surgical site infection. J Hosp Infect. 2017;95(2):
135-136. doi:10.1016/j.jhin.2016.12.016

15. Seidelman JL, Ge M, Baker AW, et al. Colon
surgical–site infections and the impact of “present
at the time of surgery (PATOS)” in a large network
of community hospitals. Infect Control Hosp
Epidemiol. Published online September 22 2022. doi:
10.1017/ice.2022.236

16. Zhang Y, Zheng QJ, Wang S, et al. Diabetes
mellitus is associated with increased risk of surgical
site infections: a meta-analysis of prospective
cohort studies. Am J Infect Control. 2015;43(8):810-
815. doi:10.1016/j.ajic.2015.04.003

17. Ban KA, Minei JP, Laronga C, et al. American
College of Surgeons and Surgical Infection Society:
surgical site infection guidelines, 2016 update. J Am
Coll Surg. 2017;224(1):59-74. doi:10.1016/j.
jamcollsurg.2016.10.029

18. Filsoufi F, Rahmanian PB, Castillo JG, Pinney S,
Broumand SR, Adams DH. Incidence, treatment
strategies and outcome of deep sternal wound
infection after orthotopic heart transplantation.
J Heart Lung Transplant. 2007;26(11):1084-1090.
doi:10.1016/j.healun.2007.07.036

19. Payne WG, Naidu DK, Wheeler CK, et al. Wound
healing in patients with cancer. Eplasty. 2008;8:e9.

20. Hennessey DB, Burke JP, Ni-Dhonochu T,
Shields C, Winter DC, Mealy K. Preoperative
hypoalbuminemia is an independent risk factor for
the development of surgical site infection following
gastrointestinal surgery: a multi-institutional study.
Ann Surg. 2010;252(2):325-329. doi:10.1097/SLA.
0b013e3181e9819a

21. Meijs AP, Koek MBG, Vos MC, Geerlings SE,
Vogely HC, de Greeff SC. The effect of body mass
index on the risk of surgical site infection. Infect
Control Hosp Epidemiol. 2019;40(9):991-996. doi:
10.1017/ice.2019.165

22. Harrington G, Russo P, Spelman D, et al.
Surgical-site infection rates and risk factor analysis
in coronary artery bypass graft surgery. Infect
Control Hosp Epidemiol. 2004;25(6):472-476. doi:
10.1086/502424

23. Yuan K, Chen HL. Obesity and surgical site
infections risk in orthopedics: a meta-analysis. Int J
Surg. 2013;11(5):383-388. doi:10.1016/j.ijsu.2013.
02.018

24. Mangram AJ, Horan TC, Pearson ML, Silver LC,
Jarvis WR; Hospital Infection Control Practices
Advisory Committee. Guideline for prevention of
surgical site infection, 1999. Infect Control Hosp
Epidemiol. 1999;20(4):250-278. doi:10.1086/501620

25. Wukich DK, McMillen RL, Lowery NJ, Frykberg
RG. Surgical site infections after foot and ankle
surgery: a comparison of patients with and without
diabetes. Diabetes Care. 2011;34(10):2211-2213. doi:
10.2337/dc11-0846

26. Kaye KS, Anderson DJ, Sloane R, et al. The
effect of surgical site infection on older operative
patients. J Am Geriatr Soc. 2009;57(1):46-54. doi:
10.1111/j.1532-5415.2008.02053.x

27. Roig-Rosello E, Rousselle P. The human
epidermal basement membrane: a shaped and cell
instructive platform that aging slowly alters.
Biomolecules. 2020;10(12):1607. doi:10.3390/
biom10121607

28. Faraday N, Rock P, Lin EE, et al. Past history of
skin infection and risk of surgical site infection after
elective surgery. Ann Surg. 2013;257(1):150-154.
doi:10.1097/SLA.0b013e3182588abf

29. Edmiston CE Jr, Seabrook GR, Cambria RA,
et al. Molecular epidemiology of microbial
contamination in the operating room environment:
is there a risk for infection? Surgery. 2005;138(4):
573-579. doi:10.1016/j.surg.2005.06.045

30. Lidwell OM, Lowbury EJ, Whyte W, Blowers R,
Stanley SJ, Lowe D. Airborne contamination of
wounds in joint replacement operations: the
relationship to sepsis rates. J Hosp Infect. 1983;4(2):
111-131. doi:10.1016/0195-6701(83)90041-5

31. Wang Z, Anderson FA Jr, Ward M,
Bhattacharyya T. Surgical site infections and other
postoperative complications following prophylactic
anticoagulation in total joint arthroplasty. PLoS One.
2014;9(4):e91755. doi:10.1371/journal.pone.0091755

32. Rohde JM, Dimcheff DE, Blumberg N, et al.
Health care–associated infection after red blood cell
transfusion: a systematic review and meta-analysis.
JAMA. 2014;311(13):1317-1326. doi:10.1001/jama.2014.
2726

33. Wetterslev J, Meyhoff CS, Jørgensen LN, Gluud
C, Lindschou J, Rasmussen LS. The effects of high
perioperative inspiratory oxygen fraction for adult
surgical patients. Cochrane Database Syst Rev.
2015;(6):CD008884. doi:10.1002/14651858.
CD008884.pub2

34. Hopf HW, Holm J. Hyperoxia and infection.
Best Pract Res Clin Anaesthesiol. 2008;22(3):553-
569. doi:10.1016/j.bpa.2008.06.001

35. Berard F, Gandon J. Postoperative wound
infections: the influence of ultraviolet irradiation of
the operating room and of various other factors.
Ann Surg. 1964;160(suppl 2):1-192.

36. Elek SD, Conen PE. The virulence of
Staphylococcus pyogenes for man: a study of the
problems of wound infection. Br J Exp Pathol. 1957;
38(6):573-586.

Clinical Review & Education Review Surgical Site Infection Prevention—A Review

250 JAMA January 17, 2023 Volume 329, Number 3 (Reprinted) jama.com

© 2023 American Medical Association. All rights reserved.

Downloaded From: https://jamanetwork.com/ by a Biblioteca Nacional de Salud y Seguridad Social User  on 01/24/2023

mailto:mdm608@northwestern.edu
https://www.cdc.gov/nhsn/pdfs/pscmanual/9pscssicurrent.pdf
https://www.cdc.gov/nhsn/pdfs/pscmanual/9pscssicurrent.pdf
https://dx.doi.org/10.1186/s13018-020-01877-2
https://dx.doi.org/10.1186/s13018-020-01877-2
https://dx.doi.org/10.1186/s12893-021-01392-z
https://dx.doi.org/10.1017/ice.2022.135
https://dx.doi.org/10.1177/000313481908500219
https://dx.doi.org/10.1177/000313481908500219
https://dx.doi.org/10.1056/NEJMoa1306801
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamainternmed.2013.9763?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jama.2022.24075
https://dx.doi.org/10.1016/j.ajic.2018.01.018
https://www.cdc.gov/hai/pdfs/hai/scott_costpaper.pdf
https://www.cdc.gov/hai/pdfs/hai/scott_costpaper.pdf
https://dx.doi.org/10.1371/journal.pone.0008305
https://dx.doi.org/10.1371/journal.pone.0008305
https://dx.doi.org/10.1086/664053
https://dx.doi.org/10.1086/664053
https://dx.doi.org/10.1017/ice.2018.363
https://dx.doi.org/10.1017/ice.2018.363
https://dx.doi.org/10.1017/ice.2022.135
https://dx.doi.org/10.1016/j.jhin.2016.12.016
https://dx.doi.org/10.1017/ice.2022.236
https://dx.doi.org/10.1016/j.ajic.2015.04.003
https://dx.doi.org/10.1016/j.jamcollsurg.2016.10.029
https://dx.doi.org/10.1016/j.jamcollsurg.2016.10.029
https://dx.doi.org/10.1016/j.healun.2007.07.036
https://www.ncbi.nlm.nih.gov/pubmed/18264518
https://dx.doi.org/10.1097/SLA.0b013e3181e9819a
https://dx.doi.org/10.1097/SLA.0b013e3181e9819a
https://dx.doi.org/10.1017/ice.2019.165
https://dx.doi.org/10.1086/502424
https://dx.doi.org/10.1016/j.ijsu.2013.02.018
https://dx.doi.org/10.1016/j.ijsu.2013.02.018
https://dx.doi.org/10.1086/501620
https://dx.doi.org/10.2337/dc11-0846
https://dx.doi.org/10.1111/j.1532-5415.2008.02053.x
https://dx.doi.org/10.3390/biom10121607
https://dx.doi.org/10.3390/biom10121607
https://dx.doi.org/10.1097/SLA.0b013e3182588abf
https://dx.doi.org/10.1016/j.surg.2005.06.045
https://dx.doi.org/10.1016/0195-6701(83)90041-5
https://dx.doi.org/10.1371/journal.pone.0091755
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jama.2014.2726?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jama.2022.24075
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jama.2014.2726?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jama.2022.24075
https://dx.doi.org/10.1002/14651858.CD008884.pub2
https://dx.doi.org/10.1002/14651858.CD008884.pub2
https://dx.doi.org/10.1016/j.bpa.2008.06.001
https://www.ncbi.nlm.nih.gov/pubmed/14179433
https://www.ncbi.nlm.nih.gov/pubmed/13499821
https://www.ncbi.nlm.nih.gov/pubmed/13499821
http://www.jama.com?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jama.2022.24075


37. Korol E, Johnston K, Waser N, et al. A
systematic review of risk factors associated with
surgical site infections among surgical patients.
PLoS One. 2013;8(12):e83743. doi:10.1371/journal.
pone.0083743

38. Kurz A, Sessler DI, Lenhardt R; Study of Wound
Infection and Temperature Group. Perioperative
normothermia to reduce the incidence of
surgical-wound infection and shorten
hospitalization. N Engl J Med. 1996;334(19):1209-
1215. doi:10.1056/NEJM199605093341901

39. Latham R, Lancaster AD, Covington JF, Pirolo
JS, Thomas CS Jr. The association of diabetes and
glucose control with surgical-site infections among
cardiothoracic surgery patients. Infect Control Hosp
Epidemiol. 2001;22(10):607-612. doi:10.1086/
501830

40. Mangram AJ, Horan TC, Pearson ML, Silver LC,
Jarvis WR, Committee HICPA; Hospital Infection
Control Practices Advisory Committee. Guideline
for prevention of surgical site infection, 1999. Infect
Control Hosp Epidemiol. 1999;20(4):250-278. doi:
10.1086/501620

41. Dumville JC, Gray TA, Walter CJ, et al. Dressings
for the prevention of surgical site infection.
Cochrane Database Syst Rev. 2016;12(12):CD003091.
doi:10.1002/14651858.CD003091.pub4

42. Manian FA. The role of postoperative factors in
surgical site infections: time to take notice. Clin
Infect Dis. 2014;59(9):1272-1276. doi:10.1093/cid/
ciu552

43. McLaws ML, Murphy C, Whitby M; Hospital
Infection Standardised Surveillance. Standardising
surveillance of nosocomial infections: the HISS
program. J Qual Clin Pract. 2000;20(1):6-11. doi:10.
1046/j.1440-1762.2000.00347.x

44. Tammelin A, Hambraeus A, Ståhle E. Source
and route of methicillin-resistant Staphylococcus
epidermidis transmitted to the surgical wound
during cardio-thoracic surgery: possibility of
preventing wound contamination by use of special
scrub suits. J Hosp Infect. 2001;47(4):266-276. doi:
10.1053/jhin.2000.0914

45. Lee KY, Coleman K, Paech D, Norris S, Tan JT.
The epidemiology and cost of surgical site
infections in Korea: a systematic review. J Korean
Surg Soc. 2011;81(5):295-307. doi:10.4174/jkss.2011.
81.5.295

46. Fagernes M, Lingaas E. Factors interfering with
the microflora on hands: a regression analysis of
samples from 465 healthcare workers. J Adv Nurs.
2011;67(2):297-307. doi:10.1111/j.1365-2648.2010.
05462.x

47. Loftus RW, Muffly MK, Brown JR, et al. Hand
contamination of anesthesia providers is an
important risk factor for intraoperative bacterial
transmission. Anesth Analg. 2011;112(1):98-105. doi:
10.1213/ANE.0b013e3181e7ce18

48. Kotagal M, Symons RG, Hirsch IB, et al;
SCOAP-CERTAIN Collaborative. Perioperative
hyperglycemia and risk of adverse events among
patients with and without diabetes. Ann Surg. 2015;
261(1):97-103. doi:10.1097/SLA.
0000000000000688

49. Aghdassi SJS, Schröder C, Gastmeier P.
Gender-related risk factors for surgical site
infections: results from 10 years of surveillance in
Germany. Antimicrob Resist Infect Control. 2019;8:
95. doi:10.1186/s13756-019-0547-x

50. Anderson DJ, Arduino JM, Reed SD, et al.
Variation in the type and frequency of
postoperative invasive Staphylococcus aureus
infections according to type of surgical procedure.
Infect Control Hosp Epidemiol. 2010;31(7):701-709.
doi:10.1086/653205

51. Ghosh S, Charity RM, Haidar SG, Singh BK.
Pyrexia following total knee replacement. Knee.
2006;13(4):324-327. doi:10.1016/j.knee.2006.05.
001

52. Zajonz D, Wuthe L, Tiepolt S, et al. Diagnostic
work-up strategy for periprosthetic joint infections
after total hip and knee arthroplasty: a 12-year
experience on 320 consecutive cases. Patient Saf
Surg. 2015;9:20. doi:10.1186/s13037-015-0071-8

53. Berbari EF, Hanssen AD, Duffy MC, et al. Risk
factors for prosthetic joint infection: case-control
study. Clin Infect Dis. 1998;27(5):1247-1254. doi:10.
1086/514991

54. Berbari EF, Osmon DR, Carr A, et al. Dental
procedures as risk factors for prosthetic hip or knee
infection: a hospital-based prospective case-control
study. Clin Infect Dis. 2010;50(1):8-16. doi:10.1086/
648676

55. Portillo ME, Salvadó M, Sorli L, et al. Multiplex
PCR of sonication fluid accurately differentiates
between prosthetic joint infection and aseptic
failure. J Infect. 2012;65(6):541-548. doi:10.1016/j.
jinf.2012.08.018

56. Tande AJ, Palraj BR, Osmon DR, et al. Clinical
presentation, risk factors, and outcomes of
hematogenous prosthetic joint infection in patients
with staphylococcus aureus bacteremia. Am J Med.
2016;129(2):221.E11-221.E20. doi:10.1016/j.amjmed.
2015.09.006

57. Wilson BM, Bessesen MT, Doros G, et al.
Adjunctive rifampin therapy for diabetic foot
osteomyelitis in the Veterans Health
Administration. JAMA Netw Open. 2019;2(11):
e1916003. doi:10.1001/jamanetworkopen.2019.
16003

58. Zhu C, Leach JR, Wang Y, Gasper W, Saloner D,
Hope MD. Intraluminal thrombus predicts rapid
growth of abdominal aortic aneurysms. Radiology.
2020;294(3):707-713.
doi:10.1148/radiol.2020191723

59. Tanner J, Melen K. Preoperative hair removal to
reduce surgical site infection. Cochrane Database
Syst Rev. 2021;8(8):CD004122. doi:10.1002/
14651858.CD004122.pub5

60. Schweizer M, Perencevich E, McDanel J, et al.
Effectiveness of a bundled intervention of
decolonization and prophylaxis to decrease Gram
positive surgical site infections after cardiac or
orthopedic surgery: systematic review and
meta-analysis. BMJ. 2013;346:f2743. doi:10.1136/
bmj.f2743

61. Steinberg JP, Braun BI, Hellinger WC, et al; Trial
to Reduce Antimicrobial Prophylaxis Errors (TRAPE)
Study Group. Timing of antimicrobial prophylaxis
and the risk of surgical site infections: results from
the Trial to Reduce Antimicrobial Prophylaxis
Errors. Ann Surg. 2009;250(1):10-16. doi:10.1097/
SLA.0b013e3181ad5fca

62. Bratzler DW, Dellinger EP, Olsen KM, et al;
American Society of Health-System Pharmacists;
Infectious Disease Society of America; Surgical
Infection Society; Society for Healthcare
Epidemiology of America. Clinical practice

guidelines for antimicrobial prophylaxis in surgery.
Am J Health Syst Pharm. 2013;70(3):195-283. doi:
10.2146/ajhp120568

63. van Klei WA, Hoff RG, van Aarnhem EE, et al.
Effects of the introduction of the WHO “Surgical
Safety Checklist” on in-hospital mortality: a cohort
study. Ann Surg. 2012;255(1):44-49. doi:10.1097/
SLA.0b013e31823779ae

64. Weiser TG, Haynes AB, Dziekan G, Berry WR,
Lipsitz SR, Gawande AA; Safe Surgery Saves Lives
Investigators and Study Group. Effect of a 19-item
surgical safety checklist during urgent operations in
a global patient population. Ann Surg. 2010;251(5):
976-980. doi:10.1097/SLA.0b013e3181d970e3

65. Haynes AB, Weiser TG, Berry WR, et al; Safe
Surgery Saves Lives Study Group. A surgical safety
checklist to reduce morbidity and mortality in a
global population. N Engl J Med. 2009;360(5):491-
499. doi:10.1056/NEJMsa0810119

66. Hadiati DR, Hakimi M, Nurdiati DS, Masuzawa
Y, da Silva Lopes K, Ota E. Skin preparation for
preventing infection following caesarean section.
Cochrane Database Syst Rev. 2020;6(6):CD007462.
doi:10.1002/14651858.CD007462.pub5

67. Madrid E, Urrútia G, Roqué i Figuls M, et al.
Active body surface warming systems for
preventing complications caused by inadvertent
perioperative hypothermia in adults.
Cochrane Database Syst Rev. 2016;4(4):CD009016.
doi:10.1002/14651858.CD009016.pub2

68. Wang YY, Hu SF, Ying HM, et al. Postoperative
tight glycemic control significantly reduces
postoperative infection rates in patients
undergoing surgery: a meta-analysis.
BMC Endocr Disord. 2018;18(1):42. doi:10.1186/
s12902-018-0268-9

69. Norman G, Shi C, Goh EL, et al. Negative
pressure wound therapy for surgical wounds
healing by primary closure. Cochrane Database Syst
Rev. 2022;4(4):CD009261. doi:10.1002/14651858.
CD009261.pub7

70. Grober ED, Domes T, Fanipour M, Copp JE.
Preoperative hair removal on the male genitalia:
clippers vs razors. J Sex Med. 2013;10(2):589-594.
doi:10.1111/j.1743-6109.2012.02904.x

71. Perl TM, Cullen JJ, Wenzel RP, et al; Mupirocin
and the Risk of Staphylococcus Aureus Study Team.
Intranasal mupirocin to prevent postoperative
Staphylococcus aureus infections. N Engl J Med.
2002;346(24):1871-1877. doi:10.1056/
NEJMoa003069

72. Harbarth S, Fankhauser C, Schrenzel J, et al.
Universal screening for methicillin-resistant
Staphylococcus aureus at hospital admission and
nosocomial infection in surgical patients. JAMA.
2008;299(10):1149-1157. doi:10.1001/jama.299.10.
1149

73. Rennert-May E, Conly J, Smith S, et al. A
cost-effectiveness analysis of mupirocin and
chlorhexidine gluconate for Staphylococcus aureus
decolonization prior to hip and knee arthroplasty in
Alberta, Canada, compared to standard of care.
Antimicrob Resist Infect Control. 2019;8:113. doi:10.
1186/s13756-019-0568-5

74. Kline SE, Sanstead EC, Johnson JR, Kulasingam
SL. Cost-effectiveness of pre-operative
Staphylococcus aureus screening and
decolonization. Infect Control Hosp Epidemiol.
2018;39(11):1340-1346. doi:10.1017/ice.2018.228

Surgical Site Infection Prevention—A Review Review Clinical Review & Education

jama.com (Reprinted) JAMA January 17, 2023 Volume 329, Number 3 251

© 2023 American Medical Association. All rights reserved.

Downloaded From: https://jamanetwork.com/ by a Biblioteca Nacional de Salud y Seguridad Social User  on 01/24/2023

https://dx.doi.org/10.1371/journal.pone.0083743
https://dx.doi.org/10.1371/journal.pone.0083743
https://dx.doi.org/10.1056/NEJM199605093341901
https://dx.doi.org/10.1086/501830
https://dx.doi.org/10.1086/501830
https://dx.doi.org/10.1086/501620
https://dx.doi.org/10.1002/14651858.CD003091.pub4
https://dx.doi.org/10.1093/cid/ciu552
https://dx.doi.org/10.1093/cid/ciu552
https://dx.doi.org/10.1046/j.1440-1762.2000.00347.x
https://dx.doi.org/10.1046/j.1440-1762.2000.00347.x
https://dx.doi.org/10.1053/jhin.2000.0914
https://dx.doi.org/10.4174/jkss.2011.81.5.295
https://dx.doi.org/10.4174/jkss.2011.81.5.295
https://dx.doi.org/10.1111/j.1365-2648.2010.05462.x
https://dx.doi.org/10.1111/j.1365-2648.2010.05462.x
https://dx.doi.org/10.1213/ANE.0b013e3181e7ce18
https://dx.doi.org/10.1097/SLA.0000000000000688
https://dx.doi.org/10.1097/SLA.0000000000000688
https://dx.doi.org/10.1186/s13756-019-0547-x
https://dx.doi.org/10.1086/653205
https://dx.doi.org/10.1016/j.knee.2006.05.001
https://dx.doi.org/10.1016/j.knee.2006.05.001
https://dx.doi.org/10.1186/s13037-015-0071-8
https://dx.doi.org/10.1086/514991
https://dx.doi.org/10.1086/514991
https://dx.doi.org/10.1086/648676
https://dx.doi.org/10.1086/648676
https://dx.doi.org/10.1016/j.jinf.2012.08.018
https://dx.doi.org/10.1016/j.jinf.2012.08.018
https://dx.doi.org/10.1016/j.amjmed.2015.09.006
https://dx.doi.org/10.1016/j.amjmed.2015.09.006
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamanetworkopen.2019.16003?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jama.2022.24075
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamanetworkopen.2019.16003?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jama.2022.24075
https://dx.doi.org/10.1148/radiol.2020191723
https://dx.doi.org/10.1002/14651858.CD004122.pub5
https://dx.doi.org/10.1002/14651858.CD004122.pub5
https://dx.doi.org/10.1136/bmj.f2743
https://dx.doi.org/10.1136/bmj.f2743
https://dx.doi.org/10.1097/SLA.0b013e3181ad5fca
https://dx.doi.org/10.1097/SLA.0b013e3181ad5fca
https://dx.doi.org/10.2146/ajhp120568
https://dx.doi.org/10.1097/SLA.0b013e31823779ae
https://dx.doi.org/10.1097/SLA.0b013e31823779ae
https://dx.doi.org/10.1097/SLA.0b013e3181d970e3
https://dx.doi.org/10.1056/NEJMsa0810119
https://dx.doi.org/10.1002/14651858.CD007462.pub5
https://dx.doi.org/10.1002/14651858.CD009016.pub2
https://dx.doi.org/10.1186/s12902-018-0268-9
https://dx.doi.org/10.1186/s12902-018-0268-9
https://dx.doi.org/10.1002/14651858.CD009261.pub7
https://dx.doi.org/10.1002/14651858.CD009261.pub7
https://dx.doi.org/10.1111/j.1743-6109.2012.02904.x
https://dx.doi.org/10.1056/NEJMoa003069
https://dx.doi.org/10.1056/NEJMoa003069
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jama.299.10.1149?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jama.2022.24075
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jama.299.10.1149?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jama.2022.24075
https://dx.doi.org/10.1186/s13756-019-0568-5
https://dx.doi.org/10.1186/s13756-019-0568-5
https://dx.doi.org/10.1017/ice.2018.228
http://www.jama.com?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jama.2022.24075


75. Stambough JB, Nam D, Warren DK, et al.
Decreased hospital costs and surgical site infection
incidence with a universal decolonization protocol
in primary total joint arthroplasty. J Arthroplasty.
2017;32(3):728-734.e1. doi:10.1016/j.arth.2016.09.
041

76. Berríos-Torres SI, Umscheid CA, Bratzler DW,
et al; Healthcare Infection Control Practices
Advisory Committee. Centers for Disease Control
and Prevention guideline for the prevention of
surgical site infection, 2017. JAMA Surg. 2017;152
(8):784-791. doi:10.1001/jamasurg.2017.0904

77. Anderson DJ, Podgorny K, Berríos-Torres SI,
et al. Strategies to prevent surgical site infections in
acute care hospitals: 2014 update. Infect Control
Hosp Epidemiol. 2014;35(6):605-627. doi:10.1086/
676022

78. Branch-Elliman W, O’Brien W, Strymish J, Itani
K, Wyatt C, Gupta K. Association of duration and
type of surgical prophylaxis with antimicrobial–
associated adverse events. JAMA Surg. 2019;154(7):
590-598. doi:10.1001/jamasurg.2019.0569

79. McDonald M, Grabsch E, Marshall C, Forbes A.
Single- versus multiple-dose antimicrobial
prophylaxis for major surgery: a systematic review.
Aust N Z J Surg. 1998;68(6):388-396. doi:10.1111/j.
1445-2197.1998.tb04785.x

80. World Health Organization. Global Guidelines
for the Prevention of Surgical Site Infection. World
Health Organization; 2016.

81. Darouiche RO, Wall MJ Jr, Itani KM, et al.
Chlorhexidine-alcohol versus povidone-iodine for
surgical-site antisepsis. N Engl J Med. 2010;362(1):
18-26. doi:10.1056/NEJMoa0810988

82. Chen S, Chen JW, Guo B, Xu CC. Preoperative
antisepsis with chlorhexidine versus
povidone-iodine for the prevention of surgical site
infection: a systematic review and meta-analysis.
World J Surg. 2020;44(5):1412-1424. doi:10.1007/
s00268-020-05384-7

83. Kao LS, Phatak UR. Glycemic control and
prevention of surgical site infection. Surg Infect
(Larchmt). 2013;14(5):437-444. doi:10.1089/sur.2013.
008

84. Kiran RP, Turina M, Hammel J, Fazio V. The
clinical significance of an elevated postoperative
glucose value in nondiabetic patients after
colorectal surgery: evidence for the need for tight
glucose control? Ann Surg. 2013;258(4):599-604.
doi:10.1097/SLA.0b013e3182a501e3

85. Zwanenburg PR, Tol BT, Obdeijn MC, Lapid O,
Gans SL, Boermeester MA. Meta-analysis,
meta-regression, and GRADE assessment of
randomized and nonrandomized studies of
incisional negative pressure wound therapy versus
control dressings for the prevention of
postoperative wound complications. Ann Surg.
2020;272(1):81-91. doi:10.1097/SLA.
0000000000003644

86. Haley RW, Culver DH, White JW, et al. The
efficacy of infection surveillance and control
programs in preventing nosocomial infections in US
hospitals. Am J Epidemiol. 1985;121(2):182-205.
doi:10.1093/oxfordjournals.aje.a113990

Clinical Review & Education Review Surgical Site Infection Prevention—A Review

252 JAMA January 17, 2023 Volume 329, Number 3 (Reprinted) jama.com

© 2023 American Medical Association. All rights reserved.

Downloaded From: https://jamanetwork.com/ by a Biblioteca Nacional de Salud y Seguridad Social User  on 01/24/2023

https://dx.doi.org/10.1016/j.arth.2016.09.041
https://dx.doi.org/10.1016/j.arth.2016.09.041
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamasurg.2017.0904?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jama.2022.24075
https://dx.doi.org/10.1086/676022
https://dx.doi.org/10.1086/676022
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamasurg.2019.0569?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jama.2022.24075
https://dx.doi.org/10.1111/j.1445-2197.1998.tb04785.x
https://dx.doi.org/10.1111/j.1445-2197.1998.tb04785.x
https://dx.doi.org/10.1056/NEJMoa0810988
https://dx.doi.org/10.1007/s00268-020-05384-7
https://dx.doi.org/10.1007/s00268-020-05384-7
https://dx.doi.org/10.1089/sur.2013.008
https://dx.doi.org/10.1089/sur.2013.008
https://dx.doi.org/10.1097/SLA.0b013e3182a501e3
https://dx.doi.org/10.1097/SLA.0000000000003644
https://dx.doi.org/10.1097/SLA.0000000000003644
https://dx.doi.org/10.1093/oxfordjournals.aje.a113990
http://www.jama.com?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jama.2022.24075

