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ABSTRACT

Post-operative infections at the site of surgery are common and are one of the
main nosocomial causes of complications that increase medical costs, morbidity, and
even mortality. So the prevention of surgical site infection remains a focus of
attention because wound infections continue to be a major source of expense.

The incidence of infection increases with the type of operation from clean,
clean contaminated, contaminated and dirty operations respectively.

Antimicrobial prophylaxis is used to reduce the incidence of postoperative
wound infections. Laparoscopic cholecystectomy, after rapidly substituting traditional
cholecystectomy, represented the gold standard for surgical treatment of gall stones.

Compared with open cholecystectomy (OC), laparoscopic cholecystectomy
LC is associated with lower postoperative infections, which make the role of routine
antibiotic prophylaxis (ABP) in this minimally invasive clean contaminated procedure
debatable.

This study aimed to evaluate the role of prophylactic antibiotics in minimizing
surgical site infection mainly in laparocopic cholecystectomy comparing between
single preoperative dose versus the traditional three doses; comparing them with
patients operated upon without any antibiotics.
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Introduction

Introduction

Post-operative infections at the site of surgery are common and are
one of the main nosocomial causes of complications and increased
medical costs. (Smyth; et.al, 2000)

The incidence of infection increases with the type of operation
from clean, clean contaminated, contaminated and dirty operations

respectively. (Nuzzo; et al, 2005).

The laparoscopic technique for cholecystectomy was first
performed by Philippe Mouret in Lyon, France in 1987 and was
developed and spread among general surgeons all over the world
(Dubois; et al, 2001).

Laparoscopic cholecystectomy, after rapidly substituting traditional
cholecystectomy, represented the gold standard for surgical treatment of

gall stones. (Nuzzo; et al, 2005).

Laparoscopic cholecystectomy affords considerable benefits in
many regards. The drop in infection rate is one of the most significant
since its incidence is very low both in chronic and acute cholecystitis,

whether or not there was gallbladder injury. (Diez et al, 2005).

It should be pointed out that following gallbladder injury umbilical
wound infections are more frequent, and persistent suppuration may be
due to remnants of stones in the subcutaneous layer, which requires early
exploration. Lastly, sub hepatic fluid collections failing to respond to
antibiotics should be drained by percutaneous puncture rather than by
reoperation. Bearing in mind the extension of laparoscopic surgery to
other pathologies, more stringent indices of acceptable infection should

be drawn up for this minimally invasive procedure(Diez et al, 2005).
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Introduction

Antimicrobial prophylaxis can decrease the incidence of infection,
particularly surgical site infection, after certain procedures (Abramowicz;
et.al, 2006).

Antimicrobial prophylaxis has been used extensively to reduce the

likelihood of post-operative infections (Tang et al; 2001).

It is usual practice to give prophylactic antibiotic during the 30
minutes prior to the incision and to maintain sufficient antimicrobial level
in the whole time of operation and repeated every 3 hours during long

operation (Stone; et al; 1976).

Recently single preoperative injection of antibiotics is extensively
used. Septic complications are rare following laparoscopic
cholecystectomy if prophylactic antibiotics are given (Ann R Coll Surg
Engl.2000; 82).

Aim of the work:

To evaluate the role of prophylactic antibiotics in minimizing
surgical site infection mainly in laparoscopic cholecystectomy comparing
between single preoperative dose versus the traditional three doses;

comparing them with patients operated upon without any antibiotics
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