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Abstract

Introduction: Surgical site infection (SSI) is the most common and costly complication of surgery. International guidelines recom-
mend topical alcoholic chlorhexidine (CHX) before surgery. However, upper limb surgeons continue to use other antiseptics, citing a
lack of applicable evidence, and concerns related to open wounds and tourniquets. This study aimed to evaluate the safety and effec-
tiveness of different topical antiseptics before upper limb surgery.

Methods: This international multicentre prospective cohort study recruited consecutive adults and children who underwent surgery
distal to the shoulder joint. The intervention was use of CHX or povidone–iodine (PVI) antiseptics in either aqueous or alcoholic form.
The primary outcome was SSI within 90 days. Mixed-effects time-to-event models were used to estimate the risk (hazard ratio (HR))
of SSI for patients undergoing elective and emergency upper limb surgery.

Results: A total of 2454 patients were included. The overall risk of SSI was 3.5 per cent. For elective upper limb surgery (1018 patients),
alcoholic CHX appeared to be the most effective antiseptic, reducing the risk of SSI by 70 per cent (adjusted HR 0.30, 95 per cent c.i.
0.11 to 0.84), when compared with aqueous PVI. Concerning emergency upper limb surgery (1436 patients), aqueous PVI appeared to
be the least effective antiseptic for preventing SSI; however, there was uncertainty in the estimates. No adverse events were
reported.

Conclusion: The findings align with the global evidence base and international guidance, suggesting that alcoholic CHX should be
used for skin antisepsis before clean (elective upper limb) surgery. For emergency (contaminated or dirty) upper limb surgery, the
findings of this study were unclear and contradict the available evidence, concluding that further research is necessary.

Introduction

Surgical site infection (SSI) is the most common and costly com-

plication of surgery1,2, with broad-ranging ramifications for
patients, healthcare systems and society. Potential consequences
of SSI in the upper limb include: delayed return to work3, delayed

rehabilitation which may reduce functional recovery4 and pre-
vent independent living3, increased antibiotic consumption5,

reoperation6, amputation7, and death from sepsis8.
To reduce the risk of SSI, the WHO9, the US Centers for

Disease Control and Prevention (CDC)10, and the UK’s National
Institute for Health and Care Excellence (NICE)11 recommend al-

coholic chlorhexidine (CHX) for skin antisepsis. Alcoholic CHX

has been shown to halve the risk of SSI following clean12 and con-
taminated13,14 surgery, when compared with other antiseptics
such as povidone–iodine (PVI). However, upper limb surgeons
continue to use other antiseptics, citing a lack of evidence per-
taining to upper limb surgery12, as well as unresolved concerns
over the safety of alcoholic CHX in the presence of open wounds
and tourniquets15–18.

The global age-standardized incidence of injury to the upper
limb exceeds 179 per 100 000 and despite improved health and
safety standards, the incidence is not falling19. In the UK, the cost
of hand and wrist injuries is estimated to be £460 million per an-
num20, which exceeds the cost of hip fractures (£335 million) and
head injuries (£223 million). Equally, the number of patients
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being diagnosed with common hand conditions is increasing
globally21,22 and consequently, the demand for elective upper
limb surgery is rising23. Recent work suggests that over the com-
ing decade, the demand for elective upper limb surgery will in-
crease by 39 per cent24. Given the antimicrobial resistance
crisis25, morbidity and mortality associated with SSI in the upper
limb, and increasing rates of upper limb surgery worldwide, there
is a pressing need to reduce SSI.

The aim of this study was to evaluate the current practice,
safety and effectiveness of different topical antiseptics before up-
per limb surgery.

Methods
This was an international multicentre, prospective cohort study
of adults and children undergoing upper limb surgery. CIPHUR
was advertised and collaborators were recruited via the UK’s
Reconstructive Surgery Trials Network (RSTN), the Clinical Trials
Network of Australia and New Zealand (CTANZ) and the
Australasian Clinical Trials in Plastic, Reconstructive & Aesthetic
Surgery (ACTPRAS) collaboratives. The study was registered at
each participating hospital in accordance with local and national
regulations. Informed consent was taken from patients if re-
quired by local or national regulations. In the UK, CIPHUR was
registered as a service evaluation (so Health Research Authority
(HRA) approval was not required as per the HRA decision tool)
and collaborators were required to provide evidence of Caldicott
Guardian approval before being registered. In Australia, the proj-
ect was formally reviewed by the Townsville and Cairns Human
Research Ethics Committees and defined as a quality assurance
project, and thus exempt from ethical review. No changes were
made to patients’ usual care in the conduct of CIPHUR. Routine,
anonymized data were captured via the Research Electronic Data
Capture (REDCap) web application26,27, hosted at the Kennedy
Institute of Rheumatology, University of Oxford.

Participants and procedures
Consecutive adults and children undergoing surgery (elective or
emergency) distal to the shoulder joint were eligible. Patients
with any active infection (anywhere in the body) at the time of
surgery were excluded. Active infection was defined pragmati-
cally as either a suspicion of infection or the provision of any
medical or surgical treatment for either suspected or confirmed
infection.

Hospitals and settings
Any hospital offering upper limb surgery, in any location or set-
ting, was eligible to participate. Collaborators were required to
enrol consecutive patients (to mitigate selection biases) during
the recruitment phase from 1st March 2020 to 31st December
2020 (see Figure S1).

Outcome measures
The main outcome of interest was SSI. The WHO9, CDC10, and
NICE11 define SSI as ‘infection within 30 days of an operation or
up to 90 days if an implant is left in place’. However, there is no
consensus on the diagnostic criteria for SSI; the available tools28

have poor agreement29, and defining explicit thresholds for clini-
cal signs is impractical. Therefore, in this study, SSI was defined
pragmatically as either clinically suspected or microbiologically
confirmed infection, which required any form of medical and/or
surgical treatment within 90 days of surgery. All patients enrolled
within the study were subject to face-to-face or remote follow-up

during the 90-day surveillance period, in accordance with local
practices. Collaborators were not required to provide evidence for
the criteria they used to reach a diagnosis of SSI. Other outcomes
of interest included the occurrence of adverse events associated
with antiseptic use, such as an ignition fire (with alcohol as the
accelerant), a chemical burn beneath a tourniquet, or a hyper-
sensitivity reaction.

Variables used to model the risk of surgical site
infection
Antiseptics were categorized into five groups: alcoholic or
aqueous PVI or CHX and others (see Table S1). To make adjust-
ments, data were also captured on variables associated with
SSI in the upper limb, including: diabetes30; immunosuppres-
sion9; tobacco smoking31; and the CDC wound status (clean,
clean-contaminated, contaminated, or dirty). Data were also
collected on factors which remain contentious in hand surgery
such as wound toilet at the time of assessment32, time from in-
jury to surgery33, perioperative antibiotic use34,35, and materi-
als used for wound closure36.

Wound toilet was defined as irrigation or bathing of the limb
at the time of assessment. The solution used for wound toilet
was collected in a mutually inclusive manner. Preoperative infor-
mal ‘social’ wash was defined as non-sterile cleaning of the upper
limb before formal skin preparation. The grade of the operating
surgeon was defined as follows: doctors within 4 years of gradua-
tion were defined as ‘junior trainees’; those who were 4 or more
years postgraduate and in a plastics or orthopaedic specialty
training post were defined as ‘specialist trainees’; and tenured
specialists were defined as ‘consultants’. For the covariable
wound closure, the ‘other’ category comprised patients who had
their wounds closed using a combination of absorbable and non-
absorbable sutures, those who healed by secondary intention,
and those with no wounds to close (for example, percutaneous
Kirschner wiring of a closed fracture).

Missing data
Of the 2454 records submitted, 2294 (94 per cent) contained all
data required to model the primary outcome and were thus con-
sidered to be 100 per cent complete. The primary outcome (SSI)
was missing completely at random in 31 records (1 per cent). The
overall rate of missing data was 4.1 per cent for the minimum
data set required to model the primary outcome. Therefore, mul-
tiple imputations were not performed, and complete case analy-
sis proceeded with37.

Statistical analysis
The raw data and REDCap data dictionary are available via the
Open Science Framework (https://osf.io/v6k8u/). Continuous var-
iables which approximated the normal are presented as the ar-
ithmetic mean(s.d.) and compared using linear methods. Skewed
continuous variables are summarized as the median with inter-
quartile range (i.q.r.) and compared using the Mann–Whitney U
test. Categorical variables are presented as frequencies with per-
centages and compared using the Fisher’s exact test.

To estimate the risk of SSI over time, mixed-effects time-to-
event models (mestreg in Stata) were used for emergency and
elective surgery patients separately. The categorical fixed-effects
common-to-both models were antiseptic, diabetes, current to-
bacco smoking, wound toilet at assessment, preoperative antibi-
otics, grade of the operating surgeon, method of wound closure,
and postoperative antibiotics. For emergency surgery, CDC
wound status (level of contamination) and wound toilet were
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added as categorical covariables, and hours from injury to surgery
as a continuous covariable. We planned to use ageas a covariable
but decided to remove this factor, as the coefficient was effec-
tively zero. The hospital (see Figure S2) was selected a random ef-
fect, and its variance was estimated using the Huber–White
sandwich estimator. The Weibull distribution was used — in sen-
sitivity analyses, Cox proportional-hazard models with shared
frailty were also used and the results were essentially identical.
Hazard ratios (HRs) and their 95 per cent confidence intervals are
presented graphically38. Given that the date of SSI was missing in
31 records (1 per cent), further sensitivity analyses for the primary
outcome were also performed (for elective and emergency surgery
separately) using mixed-effects logistic regression. The same fixed
and random effects were used, but the cluster-level variance was
estimated via the restricted maximum likelihood method. The
variances and covariances in all models were unstructured, and
thus distinctly estimated. The term ‘statistical significance’ has
been avoided39,40 and instead the focus is on clinical interpreta-
tion in relation to the point estimates and their respective 95 per
cent confidence intervals.

Estimating the cost of surgical site infection
The cost per SSI episode was estimated by use of additional care
events recorded for patients experiencing infection. Over 90 per
cent of costs related to infection are incurred as a result of addi-
tional inpatient stays41 and therefore, focus was placed on these
costs. The estimated cost per infection was calculated from UK’s
National Health Service (NHS) reference costs inflated to 2019/
2020 prices42. A weighted average of two HRG codes (WH07C and
WH07D) related to unplanned admission for surgical infection
was used (see Table S2). Short admissions were defined as a stay
of 2 days or less. For patients who did not require admission, it
was assumed that at least one contact with primary care was
made at a flat rate of £33.5042.

The effect of excess bed days, rather than readmission, upon
cost per SSI was tested in a sensitivity analysis. A weighted

average of the same two HRG codes related to excess bed days
was used and inflated to 2019/2020 prices (see Table S3). An aver-
age cost per SSI was calculated by use of the mean additional in-
patient stay due to SSI multiplied by the cost per additional bed
day. This approach was expected to underestimate the cost per
SSI (as it did not account for readmission costs or costs of visiting
primary care) but was taken to indicate a reasonable minimum.

Results
Overall, 2454 patients were included. Baseline demographics are
presented in Table 1. Details of treatments provided to patients
undergoing emergency and elective upper limb surgery are
shown in Tables S4 and S5. The overall risk of SSI was 3.5 per cent.
Infection was more common following emergency surgery (57 of
1436 patients, 4.0 per cent), compared with elective surgery (28 of
1018 patients, 2.8 per cent). The median time to diagnosis of SSI
was 15 (i.q.r. 7–28) days.

Elective surgery
Alcoholic CHX was superior to all other antiseptics for elective
surgery (1018 patients) (Fig. 1). The prevalence of SSI was 1.6 per
cent for alcoholic CHX, 2.9 per cent for aqueous CHX, 3.1 per cent
for alcoholic PVI, 3.5 per cent for aqueous PVI, and 5.80 per cent
for other antiseptics. After adjustment, the time-to-event model
suggests that if surgeons swapped from aqueous PVI to alcoholic
CHX for elective surgery, then the risk of SSI might be reduced by
70 per cent (adjusted HR 0.30, 95 per cent c.i. 0.11 to 0.83) (Table 2
and Fig. 2). The confidence interval around the estimate is wide,
so the benefit might be as little as a 17 per cent reduction or as
high as an 89 per cent reduction in the risk of SSI. The sensitivity
analysis by use of mixed-effects logistic regression yielded similar
findings (see Fig. S3 and Table S6). Location (that is, the hospital)
was not associated with any meaningful variability in the risk of
SSI (see Table S6). Overall, the data indicate that alcoholic CHX
was the most effective antiseptic for reducing SSI following

Table 1 Characteristics of the cohort

Characteristics No SSI (n¼2338) SSI (n¼85)

Mean (s.d.) age (years) 46 (21) 46 (20)
Sex M 1480 (63.3) 60 (70.6)

F 858 (36.7) 25 (29.4)
Risk factors for SSI None 1778 (76.0) 55 (64.7)

Diabetes mellitus 151 (6.5) 7 (8.2)
Current smoker 254 (10.9) 15 (17.7)
Immunosuppression 46 (2.0) 3 (3.5)
Peripheral vascular disease 49 (2.1) 3 (3.5)
Other risk factors 143 (6.1) 8 (9.4)

Urgency of surgery Elective 973 (41.6) 28 (32.9)
Emergency 1365 (58.4) 57 (67.1)

Type of surgical wound Clean 1415 (60.5) 38 (44.7)
Contaminated 846 (36.2) 42 (49.4)
Dirty 77 (3.3) 5 (5.9)

Region operated on Digits 1100 (47.1) 45 (52.9)
Palm or dorsum 533 (22.8) 23 (27.1)
Wrist 490 (21.0) 14 (16.5)
Forearm 228 (9.8) 12 (14.1)
Elbow 135 (5.8) 4 (4.7)
Arm 127 (5.4) 7 (8.2)

Antiseptic Aqueous povidone–iodine 602 (25.8) 34 (40.0)
Alcoholic povidone–iodine 299 (12.8) 5 (5.9)
Aqueous chlorhexidine 582 (24.9) 20 (23.5)
Alcoholic chlorhexidine 772 (33.0) 22 (25.9)
Others 79 (3.4) 4 (4.7)

Unless otherwise stated, values in parentheses are percentages. SSI, surgical site infection.
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elective upper limb surgery. If surgeons (who used other antisep-
tics) changed their practice and used alcoholic CHX, then the
absolute risk reduction (ARR) would be 2.3 per cent, equating to a
number needed to treat (NNT) of 44 to prevent one infection (see
Table S7).

After adjustment, no other factors were associated with SSI
(see Table S4). The use of antibiotics (before surgery or postopera-
tively) and the method of wound closure (absorbable versus non-
absorbable sutures) were not associated with the risk of SSI.

Emergency surgery
The least effective antiseptic for preventing SSI in emergency up-
per limb surgery (1436 patients) was aqueous PVI (Fig. 2). After
adjustment, CHX antiseptics in either aqueous or alcoholic form
appeared to be better than aqueous PVI, and PVI in alcohol also
appeared to be better than its aqueous counterpart (see Table S4
and Fig. 3). The estimates indicate that if surgeons stopped using
aqueous PVI and instead prepared the skin with alcoholic PVI,
then the risk of SSI might be reduced by 85 per cent on average
(adjusted HR 0.15, 95 per cent c.i. 0.02 to 0.94); however, the rela-
tive benefit may be as much as 98 per cent or as little as 6 per
cent. Similarly, if surgeons stopped using aqueous PVI and
switched to a CHX-based antiseptic (alcoholic or aqueous), then
on average, the risk of SSI would be approximately halved (see
Table S4). Sensitivity analyses by use of mixed-effects logistic re-
gression (see Fig. S3 and Table S6) also showed that aqueous PVI
was the worst antiseptic for emergency surgery. It appeared that
the risk of SSI varied substantially among hospitals (ICC 0.17, 95
per cent c.i. 0.04 to 0.50; 42 clusters), although this was attribut-
able to one outlier. When this hospital was removed in a sensitiv-
ity analysis, the point estimates and confidence intervals were
largely unchanged; however, the residual variance became effec-
tively zero (ICC 1.49� 10�33, 95 per cent c.i. 8.74� 10�34 to
2.54� 10�33; 41 clusters). This suggests that geography has little
effect on the risk of SSI in emergency surgery. Overall, despite the
uncertainty, the data suggest that aqueous PVI is the least effec-
tive antiseptic for preventing SSI following emergency upper limb
surgery.

For emergency surgery only, after adjustment, smokers had
more than twice the risk of SSI, compared with non-smokers (ad-
justed HR 2.07, 95 per cent c.i. 1.26 to 3.41) (Table 2). Similarly,
wound irrigation at the time of assessment appeared to halve the
risk of SSI (adjusted HR 0.47, 95 per cent c.i. 0.22 to 1.00) (Table 2).
No other factors were associated with SSI, including the use of

antibiotics (pre- or postoperatively) and the method of wound
closure (absorbable versus non-absorbable sutures).

Treatment of surgical site infection
The majority of patients with SSI were managed as outpatients
(65 patients, 81 per cent), although an important minority (15
patients, 19 per cent) were readmitted for a median of 3 (i.q.r. 1–
5; range 1–11) days. Most patients were treated with oral antibiot-
ics alone (53 patients, 67 per cent). Fourteen patients (17 per cent)
underwent revisional surgery. Twelve patients were readmitted
for intravenous antibiotics (15 per cent), and most (8 patients, 67
per cent) were subsequently discharged with oral antibiotics.

Cost of surgical site infection
The weighted cost of unplanned admission for SSI was £996.76
for an admission of 2 days or shorter, and £3926.16 for a longer
admission (see Table S2). Six patients with SSI had an inpatient
stay of 2 days or shorter, and seven had a stay of 3 days or longer.
Length of stay data were missing for two patients, which were ex-
cluded from these analyses. The remaining 65 patients had their
SSI treated without an inpatient stay. The estimated cost per SSI
therefore was £456.94.

In the sensitivity analysis, the mean additional length of stay
for all patients with SSI (0.63 days) was multiplied by the
weighted average cost of additional inpatient days (£341.14) (see
Table S3). This gives a best-case-scenario cost per SSI of £214.31.

Microbiology of surgical site infection
In 23 patients, samples were taken for microbiological analysis.
The most prevalent pathogen in patients with SSI was
Staphylococcus aureus (11 patients, 47.8 per cent). Various other
microbes were also isolated, including different species of
Streptococcus (three patients), Staphylococcus (four patients),
Pseudomonas (one patient), Proteus (one patient), and Enterobacter
(one patient). Three patients had no growth on cultures and one
patient had ‘skin flora’ isolated.

Antiseptic adverse events
No serious adverse events were reported; specifically, there were
no ignition fires or chemical burns beneath tourniquets. Four
patients (0.2 per cent) reportedly developed a skin ‘rash’ after be-
ing exposed to alcoholic PVI (two patients) and alcoholic CHX
(two patients).

Discussion
This international multicentre, prospective cohort study supports
the findings of meta-analyses on clean12 and contaminated13,14

surgery, and provides evidence to underpin international guide-
lines9–11 which advocate alcoholic CHX skin antisepsis. This
study suggests that upper limb surgeons should adhere to guid-
ance and use an alcoholic antiseptic, ideally CHX, for elective up-
per limb surgery. For emergency upper limb surgery, the findings
are not in keeping with international guidance or the wider litera-
ture. Equally, there are still unresolved concerns around safety of
alcoholic CHX in the presence of open wounds in the upper limb.
Therefore, further research is necessary to determine the most
safe and effective antiseptic in emergency upper limb surgery.

Due to the scale of hand surgery performed worldwide, even a
small reduction in risk of SSI at the population level is likely to
translate to considerable benefits for patients and healthcare
services alike. Although the evidence remains unclear for emer-
gency upper limb surgery, this study demonstrates that swapping
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to preoperative alcoholic CHX skin antisepsis for elective upper
limb surgery may be associated with a 70 per cent reduction in
risk of SSI, with no additional risk. For example, the NHS commis-
sioned over 123 301 operations for four common hand conditions
(Dupuytren’s disease, trigger finger, carpal tunnel syndrome, and
cubital tunnel syndrome) during 202024. If surgeons who perform

surgery for these four common conditions were to change their
practice and use alcoholic CHX (instead of their usual antiseptic),
then based on these estimates, approximately 1484 infections
might be prevented every year, translating to savings of £677 642
(USD 932 917) per annum for the NHS. Clearly the actual cost sav-
ings to health services might be considerably higher, given that:

Alcoholic PVI

Aqueous CHX

Alcoholic CHX

Diabetes mellitus

Smoker

Preoperative antibiotics

 Consultant operating

Absorbable sutures

Non-absorbable sutures

Postoperative antibiotics

Contaminated wound

Dirty wound

Wound irrigation at assessment

0 1 2 3
Hazard ratio

Emergency surgery Elective surgery

Risk factors for surgical site infection

Fig. 2 Forest plot showing the risk factors for surgical site infection

PVI, povidone–iodine; CHX, chlorhexidine.

Table 2 Hazard ratios for surgical site infection derived from mixed-effects survival models

Risk factors Unadjusted HR (95% c.i.) Adjusted HR (95% c.i.)

Emergency surgery
Aqueous povidone–iodine Referent Referent
Alcoholic povidone–iodine 0.15 (0.03, 0.79) 0.15 (0.02, 0.94)
Aqueous chlorhexidine 0.44 (0.20, 0.99) 0.44 (0.18, 1.08)
Alcoholic chlorhexidine 0.52 (0.27, 0.98) 0.53 (0.26, 1.09)
Clean wound Referent Rreferent
Contaminated wound 2.17 (0.89, 5.29) 1.26 (0.44, 3.60)
Dirty wound 3.13 (0.93, 10.6) 1.83 (0.44, 7.53)
Diabetes mellitus 1.57 (0.55, 4.52) 1.57 (0.58, 4.26)
Current smoker 2.18 (1.34, 3.55) 2.07 (1.26, 3.41)
Wound irrigation at assessment 0.45 (0.23, 0.86) 0.47 (0.22, 1.00)
Preoperative antibiotics 0.92 (0.50, 1.71) 0.85 (0.45, 1.61)
Consultant operating 1.28 (0.72, 2.24) 1.67 (0.82, 3.41)
Other wound closure method Referent Referent
Wound closure with absorbable sutures 2.79 (0.61, 12.9) 2.79 (0.57, 13.5)
Closed with non-absorbable sutures 2.47 (0.54, 11.3) 1.92 (0.47, 7.84)
Postoperative antibiotics 1.97 (0.99, 3.91) 1.61 (0.83, 3.13)

Elective surgery
Aqueous povidone–iodine Referent Referent
Alcoholic povidone–iodine 0.88 (0.32, 2.46) 0.85 (0.30, 2.45)
Aqueous chlorhexidine 0.82 (0.34, 2.00) 0.78 (0.35, 1.73)
Alcoholic chlorhexidine 0.37 (0.15, 0.89) 0.30 (0.11, 0.83)
Diabetes mellitus 0.39 (0.05, 3.10) 0.52 (0.06, 4.24)
Current smoker 1.02 (0.25, 4.09) 1.31 (0.29, 5.27)
Preoperative antibiotics 1.00 (0.47, 2.14) 0.60 (0.29, 1.22)
Consultant operating 1.50 (0.55, 4.10) 1.81 (0.63, 5.27)
Other wound closure method Referent Referent
Wound closure with absorbable sutures 0.76 (0.20, 2.95) 1.01 (0.29, 3.53)
Closed with non-absorbable sutures 1.32 (0.41, 4.28) 1.40 (0.53, 3.73)
Postoperative antibiotics 0.84 (0.44, 1.60) 0.87 (0.39, 1.92)

HR, hazard ratio.
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the methods used to estimate costs in this study are likely to
underrepresent the true costs of SSI and the scope for direct and
indirect savings (for example, from lower antibiotic usage, fewer
healthcare visits, less contact time, etc.) is likely to be consider-
ably greater; the breadth of elective upper limb surgery is greater
than these four operations, but the benefits are transferable; and
some clinicians used CHX-based antiseptics with a relatively low
concentration of the active ingredient (for example, 0.05 per cent
or 1 per cent CHX), which reduces its bactericidal potential43.
Therefore, we see no reason for surgeons performing elective up-
per limb surgery to diverge from international guidance which
endorses alcoholic CHX for preoperative skin antisepsis.

This study provides data to challenge dogma in several areas
of upper limb surgery. First, the provision of preoperative antibi-
otics (either as a short oral course in the days leading up to emer-
gency surgery or as a one-off dose at the time of anaesthesia
induction) was not associated with a reduced risk of SSI in either
the elective or emergency surgery models. This is in keeping with
the wider literature on perioperative antibiotic use in upper limb
surgery34,35,44,45 which demonstrates no benefit from (pre- or
postoperative) antibiotics in patients who have no clinical fea-
tures of infection and who are destined for surgery. As we ap-
proach an existential crisis surrounding antimicrobial
resistance25, surgeons could consider exercising greater restraint
and prescribe fewer antibiotics until definitive evidence from
high-quality multicentre randomised trials is generated. Second,
the method of wound closure was not associated with risk of in-
fection, which is in agreement with the evidence33,36,46; moreover,
when absorbable sutures are coated with an antimicrobial
(Triclosan), then the reduced SSI risk is associated with consider-
able cost savings47. In keeping with recent work, delay from up-
per limb injury to surgery was not associated with the risk of
SSI33. In this cohort, the median time to surgery for patients with
open (contaminated or dirty) wounds was 27 hours and the distri-
bution of time had a considerable positive skew (90th percentile
4 days, 95th percentile 7 days, and 99th percentile 19 days), mean-
ing that data were captured from patients with relatively extreme
delays to surgery and such delays (after various adjustments)
were not associated with an increased risk of SSI.

There were no serious adverse events related to antiseptic use
in this study, which is in keeping with the literature48. A network
meta-analysis of antiseptics in 14 953 patients undergoing clean
surgery found no reports of ignition fires or burns beneath tourni-
quets and synthesized a pooled prevalence of contact dermatitis of

1 per cent, which only occurred in patients exposed to PVI12. Two
other systematic reviews demonstrated that skin reactions are
equally rare for PVI and CHX antiseptics49 and chemical burns be-
neath tourniquets also occur with aqueous PVI50. There were no al-
cohol ignition fires, which is also in keeping with the literature.
Overall, this study adds to the evidence to suggest that alcoholic
CHX is safe in tourniquet-controlled upper limb surgery, and with
increasing use of wide-awake local anaesthesia with no tourniquet
(WALANT) surgery, this may become a moot point.

Missing data are ubiquitous in clinical research. Although rea-
sonable steps were taken to acquire missing data (by contacting
collaborators), a small proportion of required data was still miss-
ing and consequently, the final model might not be representa-
tive, standard errors may be inflated, and potentially valuable
data might have been discarded. Equally, there may be confound-
ing factors which were not captured, and heterogeneity of
patients, antiseptics (see Table S1), operations performed, and lo-
cal practices (see Table S8) could explain the variability in SSI fol-
lowing emergency surgery (for example, severity of trauma, types
of wound contamination, degree of debridement).

Most infections after elective surgery occurred within
15 postoperative days. However, infections in patients undergoing
elective surgery who received alcoholic CHX (Fig. 1) occurred with
a delay of several weeks. Small amounts of CHX are known to
penetrate the stratum corneum and exert bactericidal activity for
hours (and potentially days) after application, an effect which
may be potentiated by lipid disruption from the alcoholic sol-
vent51. It is speculated that delayed infections in the alcoholic
CHX were due to deep (for example, implant) infections, and fu-
ture iterations of the CIPHUR portfolio of work will capture infor-
mation on the exact operation performed and whether foreign
materials were left, to better understand this topic.

This study cannot address the pervasive belief that topical al-
cohol is hazardous in the presence of open wounds. Surgical
teaching is that alcohol damages tissue, and thus impairs heal-
ing, and is toxic to vital structures which may be exposed in
wounds (such as peripheral nerves), and it should therefore be
avoided. The limited in vitro evidence to date52 does not substan-
tiate the dogma. However, there is still insufficient literature to
draw reliable conclusions about the best antiseptic in the pres-
ence of open wounds in the upper limb.

The findings of this study align with the global evidence base
and international guidance regarding clean surgery, suggesting
that alcoholic CHX should be used for skin antisepsis before clean
(elective upper limb) surgery. For emergency (contaminated or
dirty) upper limb surgery, the findings of this study were unclear
and contradict the available evidence, suggesting that further re-
search is necessary.

Collaborators
R. Bindra (Gold Coast University Hospital, Southport, Australia),
M. Sher (Gold Coast University Hospital, Southport, Australia), M.
Thomas (Gold Coast University Hospital, Southport, Australia), S.
D. J. Morgan (Gold Coast University Hospital, Southport,
Australia), B. Hwang (Sydney Hospital, Sydney, Australia), W.
Santucci (Footscray Hospital, Melbourne, Australia), P. Tran
(Footscray Hospital, Melbourne, Australia), L. Kopp (Masaryk
Hospital, Krajska Zdravotni, U. n. Labem, Czech Republic), V.
Kunc (Masaryk Hospital, Krajska Zdravotni, Usti nad Labem,
Czech Republic), A. Hamdi (Al-Azhar University Hospitals, Egypt),
P. P. Grieve (Blackrock Clinic, Dublin, Ireland), S. A. Mukhaizeem
(St Vincent’s University Hospital, Dublin, Ireland), K. Blake (St

6

5

4

3

2

1

0

P
at

ie
n

ts
 w

it
h

 in
fe

ct
io

n
 (

%
)

0 1 2 3 4 5 6 7 8 9 10 11 12 13
Weeks to surgical site infection

Aqueous PVI Alcoholic PVI

Aqueous CHX Alcoholic CHX

Time to infection after emergency upper limb surgery

Fig. 3 Kaplan–Meier plot of time to surgical site infection for different
antiseptics in emergency upper limb surgery

PVI, povidone–iodine; CHX, chlorhexidine.

6 | BJS Open, 2021, Vol. 00, No. 0

D
ow

nloaded from
 https://academ

ic.oup.com
/bjsopen/article/5/6/zrab117/6463502 by guest on 09 M

arch 2022

https://academic.oup.com/bjsopen/article-lookup/doi/10.1093/bjsopen/zrab117#supplementary-data
https://academic.oup.com/bjsopen/article-lookup/doi/10.1093/bjsopen/zrab117#supplementary-data


Vincent’s University Hospital, Dublin, Ireland), C. Cuggy (St
Vincent’s University Hospital, Dublin, Ireland), R. Dolan
(St Vincent’s University Hospital, Dublin, Ireland), E. Downes (St
Vincent’s University Hospital, Dublin, Ireland), E. Geary
(St Vincent’s University Hospital, Dublin, Ireland), A. Ghadge (St
Vincent’s University Hospital, Dublin, Ireland), P. Gorman
(St Vincent’s University Hospital, Dublin, Ireland), M. Jonson (St
Vincent’s University Hospital, Dublin, Ireland), N. Jumper
(St Vincent’s University Hospital, Dublin, Ireland), S. Kelly (St
Vincent’s University Hospital, Dublin, Ireland), L. Leddy (St
Vincent’s University Hospital, Dublin, Ireland), M. E. McMahon
(St Vincent’s University Hospital, Dublin, Ireland), C. McNamee
(St Vincent’s University Hospital, Dublin, Ireland), P. Miller (St
Vincent’s University Hospital, Dublin, Ireland), B. Murphy
(St Vincent’s University Hospital, Dublin, Ireland), L. O’Halloran
(St Vincent’s University Hospital, Dublin, Ireland), K. O’Shea (St
Vincent’s University Hospital, Dublin, Ireland), J. Skeens (St
Vincent’s University Hospital, Dublin, Ireland), S. Staunton
(St Vincent’s University Hospital, Dublin, Ireland), F. Timon (St
Vincent’s University Hospital, Dublin, Ireland), J. Woods (St
Vincent’s University Hospital, Dublin, Ireland), U. Cortinovis
(IRCCS Fondazione Istituto Nazionale Tumori, Milan, Italy), L.
Sala (IRCCS Fondazione Istituto Nazionale Tumori, Milan, Italy),
V. Zingarello (IRCCS Fondazione Istituto Nazionale Tumori,
Milan, Italy), M. H. Jusoh (Hospital Universiti Sains Malaysia,
Malaysia), A. N. Sadagatullah (Hospital Universiti Sains Malaysia,
Malaysia), G. Georgieva (University Clinic for Plastic and
Reconstructive Surgery, Skopje, North Macedonia), S. Pejkova
(University Clinic for Plastic and Reconstructive Surgery, Skopje,
North Macedonia), B. Nikolovska (University Clinic for Plastic and
Reconstructive Surgery, Skopje, North Macedonia), B. Srbov
(University Clinic for Plastic and Reconstructive Surgery, Skopje,
North Macedonia), H. K. S. Hamid (East Nile Hospital, Sudan), M.
Mustafa (East Nile Hospital, Sudan), M. Abdelrahman (Soba
University Hospital, Khartoum, Sudan), S. M. M. Amin (Soba
University Hospital, Khartoum, Sudan), D. Bhatti (Aberdeen Royal
Infirmary, Aberdeen, UK), K. M. A. Rahman (Aberdeen Royal
Infirmary, Aberdeen, UK), I. Jumabhoy (Bradford Royal Infirmary,
Bradford, UK), J. Kiely (Bradford Royal Infirmary, Bradford, UK), I.
Kieran (Bradford Royal Infirmary, Bradford, UK), A. C. Q. Lo
(Cambridge University Hospitals NHS Foundation Trust, UK), K.
Y. Wong (Cambridge University Hospitals NHS Foundation Trust,
UK), A. Y. Allan (Chelsea and Westminster Hospitals, London,
UK), H. Armes (Chelsea and Westminster Hospitals, London, UK),
M. D. Horwitz (Chelsea and Westminster Hospitals, London, UK),
L. Ioannidi (Chelsea and Westminster Hospitals, London, UK), G.
Masterton (Chelsea and Westminster Hospitals, London, UK), H.
Chu (Derriford Hospital, Plymouth, UK), G. D. Talawadekar
(Furness General Hospital, Barrow-in-Furness, UK), K. S. Tong
(Furness General Hospital, Barrow-in-Furness, UK), M. Chan
(Gloucestershire Hospitals NHS foundation trust, UK), M.
Tredgett (Gloucestershire Hospitals NHS foundation trust, UK), C.
Hardie (Harrogate District Hospital, Harrogate, UK), E. Powell-
Smith (Harrogate District Hospital, Harrogate, UK), N. Gilham
(Horton General Hospital, Banbury, UK), M. Prokopenko (Horton
General Hospital, Banbury, UK), R. Ahmad (Huddersfield Royal
Infirmary, Huddersfield, UK), J. Davies (Huddersfield Royal
Infirmary, Huddersfield, UK), S. Zhen (Huddersfield Royal
Infirmary, Huddersfield, UK), D. Dargan (Hull University
Teaching Hospitals NHS Trust, Kingston-Upon-Hull, UK), R. M.
Pinder (Hull University Teaching Hospitals NHS Trust, Kingston-
Upon-Hull, UK), M. Koziara (James Cook University Hospital,
Middlesbrough, UK), R. Martin (James Cook University Hospital,

Middlesbrough, UK), E. Reay (James Cook University Hospital,
Middlesbrough, UK), E. Cochrane (Leeds Teaching Hospitals
Trust, Leeds, UK), A. Elbatawy (Leeds Teaching Hospitals Trust,
Leeds, UK), F. Green (Leeds Teaching Hospitals Trust, Leeds, UK),
T. Griffiths (Leeds Teaching Hospitals Trust, Leeds, UK), G.
Higginbotham (Leeds Teaching Hospitals Trust, Leeds, UK), S.
Louette (Leeds Teaching Hospitals Trust, Leeds, UK), G. McCauley
(Leeds Teaching Hospitals Trust, Leeds, UK), I. Natalwala (Leeds
Teaching Hospitals Trust, Leeds, UK), E. Salt (Leeds Teaching
Hospitals Trust, Leeds, UK), R. Ahmed (Lister Hospital, Stevenage,
UK), P. Goon (Lister Hospital, Stevenage, UK), R. Manton (Lister
Hospital, Stevenage, UK), N. Segaren (Lister Hospital, Stevenage,
UK), G. Cheung (Liverpool University Foundation Trust, Liverpool,
UK), R. Mahoney (Morriston Hospital, Swansea, UK), S. Sen
(Noble’s Hospital, Isle of Man, UK), D. Clarkson (Nottingham City
Hospital, Nottingham, UK), M. Collins (Nottingham City Hospital,
Nottingham, UK), A. Bolt (Nuffield Orthopaedic Centre, Oxford,
UK), P. Lokanathan (Pinderfields General Hospital, Wakefield,
UK), A. Ng (Pinderfields General Hospital, Wakefield, UK), G. Jones
(Peterborough City Hospital, Peterborough, UK), J. W. M. Jones
(Peterborough City Hospital, Peterborough, UK), R. Kabariti
(Princess Royal Hospital, Telford, UK), S. J. Rhee (Princess Royal
Hospital, Telford, UK), J. Herron (Queen Elizabeth Hospital,
Birmingham, UK), A. Kay (Queen Elizabeth Hospital, Birmingham,
UK), L. K. Cheung (Queen Victoria Hospital, East Grinstead, UK),
D. Thomson (Queen Victoria Hospital, East Grinstead, UK), R. S.
Jugdey (Royal Blackburn Hospital, UK), H. Yoon (Royal Blackburn
Hospital, UK), Z. L. (Royal Bournemouth Hospital, UK), J.
Southgate (Royal Bournemouth Hospital, UK), C. Brennan (Royal
Cornwall Hospital, Truro, UK), S. Kiani (Royal Cornwall Hospital,
Truro, UK), M. Zabaglo (Royal Cornwall Hospital, Truro, UK), Z. A.
Haider (Royal Cornwall Hospital, Truro, UK), R. Poulter (Royal
Cornwall Hospital, Truro, UK), A. Sheik-Ali (Royal Devon & Exeter
Hospital, UK), A. Watts (Royal Devon & Exeter Hospital, UK), B.
Jemec (Royal Free Hospital, London, UK), N. Redgrave (Royal Free
Hospital, London, UK), L. Dupley (Royal Preston Hospital, Preston,
UK), M. Greenhalgh (Royal Preston Hospital, Preston, UK), J. Vella
(Royal Preston Hospital, Preston, UK), H. Harris (Royal Sussex
County Hospital, Sussex, UK), A. V. Robinson (Royal Sussex
County Hospital, Sussex, UK), S. Dupre (Royal Victoria Infirmary,
Newcastle, UK), S. Teelucksingh (Royal Victoria Infirmary,
Newcastle, UK), A. Gargan (St Mary’s Hospital, Paddington,
London, UK), S. Hettiaratchy (St Mary’s Hospital, Paddington,
London, UK), A. Jain (St Mary’s Hospital, Paddington, London,
UK), R. Kwasnicki (St Mary’s Hospital, Paddington, London, UK),
A. Lee (St Mary’s Hospital, Paddington, London, UK), M. Thakkar
(St Mary’s Hospital, Paddington, London, UK), D. Berwick (Stoke
Mandeville Hospital, Aylesbury, UK), N. Ismail (Stoke Mandeville
Hospital, Aylesbury, UK), M. Mahdi (Stoke Mandeville Hospital,
Aylesbury, UK), J. Rodrigues (Stoke Mandeville Hospital,
Aylesbury, UK), C. Liew (University College Hospital, London, UK),
A. Saadya (University College Hospital, London, UK), M. Clarkson
(University Hospital Wishaw, Wishaw, UK), C. Brady (Wexham
Park Hospital, Slough, UK), R. Harrison (Wexham Park Hospital,
Slough, UK), A. Rayner (Wexham Park Hospital, Slough, UK), G.
Nolan (Whiston hospital, Liverpool, UK), B. Phillips (Whiston hos-
pital, Liverpool, UK), N. Madhusudan (Wirral University Teaching
Hospital, Birkenhead, UK).

Funding
R.G.W. is a Doctoral Research Fellow funded by the National
Institute for Health Research (NIHR) (DRF-2018–11-ST2-028).

Wade et al. | 7

D
ow

nloaded from
 https://academ

ic.oup.com
/bjsopen/article/5/6/zrab117/6463502 by guest on 09 M

arch 2022



J.P.T. is a Clinical Lecturer funded by Health Education England

(HEE)/NIHR. J.C.R.W. is a Research Fellow funded by the Royal

College of Surgeons of England and the British Society of Surgery

for the Hand. The views expressed in this publication are those of

the author(s) and not necessarily those of the NIHR, NHS, or the

UK Department of Health and Social Care.

Acknowledgements
The study was designed by R.G.W., G.B., J.C.R.W., and M.D.G. The

data capture instruments were piloted by R.G.W., G.B., J.C.R.W.,

and M.D.G. Collaborators for the project were recruited via the

RSTN (UK), ACTPRAS, and Research Collab (Australasia) under

the supervision of R.G.W., J.C.R.W., M.G., G.H.M.S., A.L., and S.S.R.

National ethical waivers for Australia were acquired by G.H.M.S.

and A.L. Local approvals and data were captured by collaborators

(listed in Appendix S1), as well as by members of the steering

group. Data were cleaned and analysed by R.G.W. The manu-

script was drafted by R.G.W., G.B., J.C.R.W., J.P.T., and M.D.G. All

collaborators had access to the raw data and approved the final

draft of the manuscript.

Supplementary material
Supplementary material is available at BJS Open online.

Disclosure. The authors declare no conflict of interest.

References
1. Gibson A, Tevis S, Kennedy G. Readmission after delayed diag-

nosis of surgical site infection: a focus on prevention using the

American College of Surgeons National Surgical Quality

Improvement Program. Am J Surg 2014;207:832–839.

2. Zimlichman E, Henderson D, Tamir O, Franz C, Song P, Yamin

CK et al. Health care-associated infections. JAMA Intern Med

2013;173:2039.doi:10.1001/jamainternmed.2013.9763.

3. Ferreira J, Fowler JR. Management of complications relating to

complex traumatic hand injuries. Hand Clin 2015;31:311–317.doi:

10.1016/j.hcl.2014.12.005.

4. Koshy JC, Bell B. Hand infections. J Hand Surg Am 2019;44:

46–54.doi:10.1016/j.jhsa.2018.05.027.

5. Platt AJ, Page RE. Post-operative infection following hand sur-

gery: guidelines for antibiotic use. J Hand Surg 1995;20:685–690.

6. Swedish Society for Hand Surgery (HAKIR). Swedish National

Quality Registry for Hand Surgery (HAKIR) Annual Report 2019. https://

hakir.se/wp-content/uploads/2020/08/A%CC%8Arsrapport_2019_

200729-slutkorr.pdf (accessed February 2021).

7. Donato DP, Kwok AC, Bishop MO, Agarwal JP. Unplanned

Readmission in Outpatient Hand Surgery: An Analysis of 23,613

Patients in the NSQIP Data Set. Eplasty 2017;17:e36.

8. Lipira AB, Sood RF, Tatman PD, Davis JI, Morrison SD, Ko JH.

Complications within 30 days of hand surgery: an analysis of

10,646 patients. J Hand Surg Am 2015;40:1852–1859.e3.

9. World Health Organization. Global Guidelines for the Prevention

of Surgical Site Infection. 2016; ISBN: 9789241550475.

10. Berrı́os-Torres SI, Umscheid CA, Bratzler DW, Leas B, Stone EC,

Kelz RR et al.; Healthcare Infection Control Practices Advisory

Committee. Centers for Disease Control and Prevention guide-

line for the prevention of surgical site infection, 2017. JAMA Surg

2017;152:784–791.

11. National Institute for Health and Care Excellence. 2019. Surgical

Site Infections: Prevention and Treatment. https://www.ncbi.nlm.

nih.gov/books/NBK542473/ (accessed 26 March 2021).

12. Wade RG, Burr NE, McCauley G, Bourke G, Efthimiou O. The com-

parative efficacy of chlorhexidine gluconate and povidone-iodine

antiseptics for the prevention of infection in clean surgery. Ann

Surg 2021;274:e481–e488.

13. Chen S, Chen JW, Guo B, Xu CC. Preoperative antisepsis with

chlorhexidine versus povidone-iodine for the prevention of sur-

gical site infection: a systematic review and meta-analysis.

World J Surg 2020;44:1412–1424.

14. Ayoub F, Quirke M, Conroy R, Hill A. Chlorhexidine-alcohol ver-

sus povidone-iodine for pre-operative skin preparation: a sys-

tematic review and meta-analysis. Int J Surg Open 2015;1:41–46.

15. Best BA, Best TJ. Skin preparation in the hand surgery clinic: a

survey of Canadian plastic surgeons and a pilot study of a new

technique. Can J Infect Control 2018;33:2016–2019.

16. Thakkar M, Wearn C, Al-Himdani S, Sack A, Sen S, Estela C.

Burns surgery antiseptic preparation: a UK national survey.

Burns 2019;45:1491–1492.

17. Jurado-Ruiz M, Slobogean GP, Bzovsky S, Garibaldi A, O’Hara

NN, Howe A et al. Large variations in the practice patterns of sur-

gical antiseptic preparation solutions in patients with open and

closed extremity fractures: a cross-sectional survey. Antimicrob

Resist Infect Control 2018;7:148.

18. McCauley G, Bourke G, Gardiner MD, Wormald JCR, Wade RG.

Preoperative skin antisepsis in hand surgery: a nationwide sur-

vey. J Hand Surg Eur Vol 2020;45:768–769.

19. Crowe CS, Massenburg BB, Morrison SD, Chang J, Friedrich JB,

Abady GG et al. Global trends of hand and wrist trauma: a sys-

tematic analysis of fracture and digit amputation using the

Global Burden of Disease 2017 Study. Inj Prev 2020;26:

i115–i124.

20. de Putter CE, Selles RW, Polinder S, Panneman MJM, Hovius SER,

van Beeck EF. Economic impact of hand and wrist injuries:

health-care costs and productivity costs in a population-based

study. J Bone Joint Surg Am 2012;94:e56.

21. Wildin C, Dias JJ, Heras-Palou C, Bradley MJ, Burke FD. Trends in

elective hand surgery referrals from primary care. Ann R Coll

Surg Engl 2006;88:543–546.

22. Burton CL, Chen Y, Chesterton LS, van der Windt DA. Trends in

the prevalence, incidence and surgical management of carpal

tunnel syndrome between 1993 and 2013: an observational

analysis of UK primary care records. BMJ Open 2018;8:e020166.

23. NHS Improvement. 2017. The 2015/16 National Schedule of

Reference Costs. https://improvement.nhs.uk/resources/refer

ence-costs/ (accessed February 2021).

24. Bebbington E, Furniss D. Linear regression analysis of Hospital

Episode Statistics predicts a large increase in demand for elec-

tive hand surgery in England. J Plast Reconstr Aesthet Surg 2015;

68:243–251.

25. O’Neill J. Tackling drug-resistant infections globally: final report

and recommendations the review on antimicrobial resistance.

The Review on Antimicrobial Resistance, 2016.

26. Harris PA, Taylor R, Minor BL, Elliott V, Fernandez M, O’Neal L et

al.; REDCap Consortium. The REDCap consortium: building an

international community of software platform partners. J

Biomed Inform 2019;95:103208.

27. Harris PA, Taylor R, Thielke R, Payne J, Gonzalez N, Conde JG.

Research electronic data capture (REDCap)—a metadata-driven

methodology and workflow process for providing translational

research informatics support. J Biomed Inform 2009;42:377–381.

8 | BJS Open, 2021, Vol. 00, No. 0

D
ow

nloaded from
 https://academ

ic.oup.com
/bjsopen/article/5/6/zrab117/6463502 by guest on 09 M

arch 2022

https://academic.oup.com/bjsopen/article-lookup/doi/10.1093/bjsopen/zrab117#supplementary-data
https://academic.oup.com/bjsopen/article-lookup/doi/10.1093/bjsopen/zrab117#supplementary-data
https://hakir.se/wp-content/uploads/2020/08/A%CC%8Arsrapport_2019_200729-slutkorr.pdf
https://hakir.se/wp-content/uploads/2020/08/A%CC%8Arsrapport_2019_200729-slutkorr.pdf
https://hakir.se/wp-content/uploads/2020/08/A%CC%8Arsrapport_2019_200729-slutkorr.pdf
https://www.ncbi.nlm.nih.gov/books/NBK542473/
https://www.ncbi.nlm.nih.gov/books/NBK542473/
https://improvement.nhs.uk/resources/reference-costs/
https://improvement.nhs.uk/resources/reference-costs/


28. Petherick ES, Dalton JE, Moore PJ, Cullum N. Methods for identi-

fying surgical wound infection after discharge from hospital: a

systematic review. BMC Infect Dis 2006;6:170.

29. Wilson APR, Gibbons C, Reeves BC, Hodgson B, Liu M, Plummer

D et al. Surgical wound infection as a performance indicator:

agreement of common definitions of wound infection in 4773

patients. BMJ 2004;329:720.

30. Martin ET, Kaye KS, Knott C, Nguyen H, Santarossa M, Evans R

et al. Diabetes and risk of surgical site infection: a systematic re-

view and meta-analysis. Infect Control Hosp Epidemiol 2016;37:

88–99.

31. Cho BH, Aziz KT, Giladi AM. The impact of smoking on early

postoperative complications in hand surgery. J Hand Surg 202;

46(4):336.e1–336.e11.

32. Fernandez R, Griffiths R. Water for wound cleansing. Cochrane

Database Syst Rev 2012;2:CD003861.

33. Davies J, Roberts T, Limb R, Mather D, Thornton D, Wade RG.

Time to surgery for open hand injuries and the risk of surgical

site infection: a prospective multicentre cohort study. J Hand

Surg Eur Vol 2020;45:622–628.

34. Murphy GRF, Gardiner MD, Glass GE, Kreis IA, Jain A,

Hettiaratchy S. Meta-analysis of antibiotics for simple hand in-

juries requiring surgery. Br J Surg 2016;103:487–492.

35. Johnson SP, Zhong L, Chung KC, Waljee JF. Perioperative antibi-

otics for clean hand surgery: a national study. J Hand Surg Am

2018;43:407–416.e1.

36. Wade RG, Wormald JC, Figus A. Absorbable versus non-

absorbable sutures for skin closure after carpal tunnel decompres-

sion surgery. Cochrane Database Syst Rev. 2018;2(2):CD011757.

37. Jakobsen JC, Gluud C, Wetterslev J, Winkel P. When and how

should multiple imputation be used for handling missing data

in randomised clinical trials – a practical guide with flowcharts.

BMC Med Res Methodol 2017;17:162.

38. Jann B. Plotting regression coefficients and other estimates.

Stata J 2014;14:708–737.

39. Wasserstein RL, Lazar NA. The ASA statement on p-values: con-

text, process, and purpose. Am Stat 2016;70:129–133.

40. Amrhein V, Greenland S, McShane B. Scientists rise up against

statistical significance. Nature 2019;567:305–307.

41. Leaper DJ, van Goor H, Reilly J, Petrosillo N, Geiss HK, Torres AJ

et al. Surgical site infection – a European perspective of inci-

dence and economic burden. Int Wound J 2004;1:247–273.

42. Personal Social Services Research Unit (PSSRU). 2020. Unit Costs

of Health and Social Care 2020. https://www.pssru.ac.uk/project-

pages/unit-costs/unit-costs-2020/ (accessed 1 April 2021).

43. Russell AD, Path FRC. Chlorhexidine: antibacterial action and

bacterial resistance. Infection 1986;14:212–215.

44. Metcalfe D, Aquilina AL, Hedley HM. Prophylactic antibiotics in

open distal phalanx fractures: systematic review and meta-

analysis. J Hand Surg Eur Vol 2016;41:423–430.

45. Rundgren J, Enocson A, Järnbert-Pettersson H, Mellstrand

Navarro C. Surgical site infections after distal radius fracture

surgery: a nation-wide cohort study of 31,807 adult patients.

BMC Musculoskelet Disord 2020;21:845.

46. Xu B, Xu B, Wang L, Chen C, Yilmaz TU, Zheng W et al. Absorbable

versus nonabsorbable sutures for skin closure: a meta-analysis of

randomized controlled trials. Ann Plast Surg 2016;76:598–606.

47. Wade RG, Wormald JCR, Figus A. Response to letter comments

on ‘Absorbable sutures for carpal tunnel decompression: a

Cochrane review summary.’ J Plast Reconstr Aesthet Surg 2019;72:

1030–1048.

48. Vo A, Bengezi O. Third-degree burns caused by ignition of chlor-

hexidine: a case report and systematic review of the literature.

Plast Surg (Oakv) 2014;22:264–266.

49. Privitera GP, Costa AL, Brusaferro S, Chirletti P, Crosasso P,

Massimetti G et al. Skin antisepsis with chlorhexidine versus io-

dine for the prevention of surgical site infection: a systematic

review and meta-analysis. Am J Infect Control 2017;45:180–189.

50. Supradeeptha C, Shandilya SM, Naresh A, Satyaprasad J.

Aqueous based povidone-iodine related chemical burn under

the tourniquet (a case report) and literature review. J Orthop

2013;10:152–154.

51. Karpanen TJ, Worthington T, Conway BR, Hilton AC, Elliott TSJ,

Lambert PA. Permeation of chlorhexidine from alcoholic and

aqueous solutions within excised human skin. Antimicrob Agents

Chemother 2009;53:1717–1719.

52. Kramer A, Dissemond J, Kim S, Willy C, Mayer D, Papke R et al.

Consensus on wound antisepsis: update 2018. Skin Pharmacol

Physiol 2018;31:28–58.

Wade et al. | 9

D
ow

nloaded from
 https://academ

ic.oup.com
/bjsopen/article/5/6/zrab117/6463502 by guest on 09 M

arch 2022

https://www.pssru.ac.uk/project-pages/unit-costs/unit-costs-2020/
https://www.pssru.ac.uk/project-pages/unit-costs/unit-costs-2020/

	tblfn1
	tblfn2



