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Abstract 

Background: In this study we compare the SSI    after 

single dose antibiotic prophylaxis at different time 

interval in patients undergoing elective laparoscopic 

cholecystectomy 

Methods: The present study was conducted at 

Department of Surgery, Dr RPGMC Kangra at Tanda. 

The 5 0  patients admitted for elective laparoscopic 

cholecystectomy, aging less than 75 years of both the 

genders were included 

Results: Incidence of SSI at post-operative day-2, 

at the time of discharge, at the day of suture 

removal (post-operative day-8), and post-operative 

day-30 was nil in both groups  

Conclusion: In the present study, incidence of SSI 

was nil in both groups 

Keywords: SSI, Cholelithiasis, Cholecystectomy. 

Introduction 

Cholelithiasis is one of the most common abdominal 

diseases of adults.1,2 Cholecystectomy is the 

universally accepted method to manage symptomatic 

uncomplicated cholelithiasis and other benign 

gallbladder diseases because it can cure the disease 

and has low morbidity and mortality. Approximately 

115 patients undergo a cholecystectomy for every 

100,000 of the world’s population for benign 

gallbladder disease annually. 

The most frequent complication in patients 

undergoing cholecystectomy is surgical site 

infections (SSIs). An SSI is defined as an infection 

that occurs at or near a surgical incision within 30 

days of the procedure or within one year if an implant 

is left in place. SSIs are the second most common 

cause of nosocomial infections to the surgical world.3 

Though the post-Listerian era is enriched with many 

advances in field of asepsis and surgical and 

antiseptic techniques, SSIs are still threat to the 

surgical world. In hospitalized patients, SSIs are the 

third most frequently reported infection and often 

account for 12–16% of all nosocomial infections.4 

Material And Methods 

Study Area: Department of Surgery, Dr RPGMC 

Kangra at Tanda 

Study Duration:  One Year Sample size fifty patients 

http://ijmsir.com/
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Preoperatively same antibiotic was given to all patients. 

Inclusion Criteria 

The patients admitted for elective laparoscopic 

cholecystectomy, aging less than 75 years of both 

the genders were included. 

Exclusion Criteria 

Patients were excluded on the following basis 

 Day care surgery 

 Contradictions for study drugs, in particular 

penicillin type I allergy 

 Pre-existing antibiotics therapy within 14 days of 

surgery 

 Indication for SAP other than cefuroxime 

 Patients with co-morbid conditions like diabetes 

mellitus, jaundice, uraemia, neoplasia, 

immunosuppressed patients, pregnant or lactating 

women, patients on antibiotic therapy, cephalosporin 

allergy, conversion to open cholecystectomy, and 

patients with infective focus in the body 

Randomization 

The study comprised of 50 patients admitted for 

elective laparoscopic cholecystectomy. The patients 

were randomized according to computer-based 

randomization. 

Group A: Twenty-five patients undergoing elective 

laparoscopic cholecystectomy were given a single 

dose of injection cefuroxime 1.5 gm IV outside the 

operation theatre in the wards minimum 30 mins 

before surgery. 

Group B: Twenty-five patients undergoing elective 

laparoscopic cholecystectomy were given a single 

dose of injection cefuroxime 1.5 gm IV after the test 

dose just before the induction of anaesthesia within 

30 mins of surgery. 

 

Method 

The surgical site was prepared inside the operation 

theatre. Three coats of 5% betadine paint were 

applied to the abdominal skin. The standard aseptic 

precautions were followed at each step. Post-

operatively, the wounds were examined on second 

day, at time of discharge, and at the day of sutures 

removal (8th day post-operatively), and on 30th day 

(hospital visit or telephonic interview). 

Antibiotic prophylaxis was given: 

• On OT table 

• In pre-operative room/ward 

Data Collection 

After admission, detailed history, examination and 

basic investigations were performed for all subjects. 

All the participants were asked to give their written 

informed consent after they had been made aware of 

the purpose of the study. 

Statistical Analysis 

Statistical analysis was performed using SPSS v21. 

Data were presented as frequency, percentages, 

mean, and standard deviation. Student t-test was 

used to compare quantitative variables between two 

groups. Non-normally distributed data were 

compared using Mann Whitney U test. Categorical 

variables between 2 groups were compared using 

Chi square test with or without Yate’s correction. P 

value <0.05 was considered statistically significant. 

Results 

In the present study, mean age of the patients in 

group A and group B was 43.52±12.37 years and 

44.96±16.06 years. Our study also observed that mean 

age was not statistically significant different between 

group A and group B (P=0.724). 
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Table 1: Comparison of SSI 

 Group A 

(n=25) 

Group B 

(n=25) 

Day-2 post-

operatively 

0 0 

At time of discharge 0 0 

Day of suture 

removal (Day-8 post- 

operatively) 

0 0 

Day-30 post-

operatively 

0 0 

Data were expressed as frequency 

Incidence of SSI at post-operative day-2, at the time of 

discharge, at the day of suture removal (post-operative 

day-8), and post-operative day-30 was nil in both 

groups. 

Discussion 

SSI is the most common healthcare-associated 

infection5,6 and contributes to increased length of 

hospitalization and healthcare costs.7 Cholecystectomy 

is the most commonly performed abdominal surgery 

and one of the most common abdominal surgery 

procedures performed in the United States.8,9 

Antibiotic prophylaxis is recognized as one of the 

most important preventive measures to reduce the 

incidence of SSI. It is indicated in clean-

contaminated and contaminated surgeries and in 

some special cases of clean surgery (e.g. implants, 

immunosuppression and risky operative location such 

as neurosurgery and cardiac surgery).10 

Antibiotic prophylaxis should ensure an adequate 

bactericidal antibiotic concentration in serum and in 

the surgical bed; therefore, doses of the drug should 

be repeated in case of prolonged surgery or 

haemodilution. However, the preoperative dose is 

considered to be sufficient in most cases, but if a 

repeated antibiotic dose is needed, it should be 

administered up till 24-48 hours from surgery. 

Antibiotic choice should be based on the spectrum of 

microorganisms most frequently involved in each 

surgical location, opting for the safer, cheaper and less 

likely to favour the emergence of drug-resistance 

bacteria. In order to ensure the effectiveness of 

antibiotic prophylaxis, its administration is usually 

protocolized, being not indicated in the case of a low 

risk gallbladder surgery.11 

However, a recent meta-analysis has revealed that 

antibiotic prophylaxis is not mandatory to prevent 

incident of SSI after laparoscopic cholecystectomy.12 

Conclusion 

In the present study, incidence of SSI was nil in both 

groups 

References 

1. Altemeier WA. Sepsis in surgery. Presidential 

address. Arch Surg 1982;117:107-12. 

2. Slobogean GP, O’Brien PJ, Brauer CA. Single-

dose versus multiple-dose antibiotic 

prophylaxis for the surgical treatment of closed 

fractures. Acta Orthop. 2010;81:256-62. 

3. Burke JP. Infection Control — A Problem for 

Patient Safety. N Engl J Med.m 

2003;348:651–6 

4. Emori TG, Gaynes RP. An overview of 

nosocomial infections, including the role of the 

microbiology laboratory. Clin Microbiol Rev. 

1993;6:428-42 

5. Anderson DJ, Pyatt DG, Weber DJ, Rutala WA; 

North Carolina Department of Public Health 

HAI Advisory Group. Statewide costs of health 

care-associated infections: estimates for acute 



 Dr. Suneet Katoch, et al. International Journal of Medical Sciences and Innovative Research (IJMSIR) 

 

 
© 2021 IJMSIR, All Rights Reserved 
 
                                

Pa
ge

18
 

Pa
ge

18
 

Pa
ge

18
 

Pa
ge

18
 

Pa
ge

18
 

Pa
ge

18
 

Pa
ge

18
 

Pa
ge

18
 

Pa
ge

18
 

Pa
ge

18
 

Pa
ge

18
 

Pa
ge

18
 

Pa
ge

18
 

Pa
ge

18
 

Pa
ge

18
 

Pa
ge

18
 

Pa
ge

18
 

Pa
ge

18
 

 

care hospitals in North Carolina. Am J Infect 

Control. 2013; 41:764-8 

6. Magill SS, Edwards JR, Bamberg W, Beldavs 

ZG, Dumyati G, Kainer MA et al. Multistate 

point-prevalence survey of health care-

associated infections. N Engl J Med. 

2014;370:1198-208 

7. Shepard J, Ward W, Milstone A, Carlson T, 

Frederick J, Hadhazy E, et al. Financial 

impact of surgical site infections on hospitals: 

the hospital management perspective. JAMA 

Surg. 2013;148:907-14 

8. Russo CA, Owens P, Steiner C, Josephsen J. 

Ambulatory Surgery in U.S. Hospitals, 2003. 

Vol. HCUP Fact Book No. 9. AHRQ 

Publication No. 07-007. Rockville, MD: 

Agency for Healthcare Research and Quality, 

2007. 

9. Pham TH, Hunter JG. Gallbladder and the 

extrahepatic biliary system. In: Brunicardi FC, 

Anderson DK, Billiar TR, editors. et al.eds. 

Schwartz’s Principles of Surgery. 10th ed. New 

York, NY: McGraw-Hill, 2015: pp 1309– 40 

10. Warren DK, Nickel KB, Wallace AE, Mines D, 

Tian F, Symons WJ, et al. Risk Factors for 

Surgical Site Infection After Cholecystectomy. 

Open Forum Infect Dis. 2017;4:ofx036 

11. Bratzler DW, Houck PM. Antimicrobial 

prophylaxis for surgery: An advisory statement 

from the National Surgical Infection Prevention 

Project. Am J Surg. 2005;189:395-404 

12. Bogdanic B, Bosnjak Z, Budimir A, Augustin 

G, Milosevic M, Plecko V, et al. Surveillance 

of surgical site infection after cholecystectomy 

using the Hospital in Europe Link for Infection 

Control through Surveillance Protocol. Surg 

Infect (Larchmt) 2013;14:283-7 

 

 


	Introduction
	Material And Methods
	Inclusion Criteria
	Exclusion Criteria
	Randomization
	Method
	Data Collection
	Statistical Analysis
	References
	1. Altemeier WA. Sepsis in surgery. Presidential address. Arch Surg 1982;117:107-12.
	2. Slobogean GP, O’Brien PJ, Brauer CA. Single-dose versus multiple-dose antibiotic prophylaxis for the surgical treatment of closed fractures. Acta Orthop. 2010;81:256-62.
	3. Burke JP. Infection Control — A Problem for Patient Safety. N Engl J Med.m 2003;348:651–6
	4. Emori TG, Gaynes RP. An overview of nosocomial infections, including the role of the microbiology laboratory. Clin Microbiol Rev. 1993;6:428-42
	5. Anderson DJ, Pyatt DG, Weber DJ, Rutala WA; North Carolina Department of Public Health HAI Advisory Group. Statewide costs of health care-associated infections: estimates for acute care hospitals in North Carolina. Am J Infect Control. 2013; 41:764-8
	6. Magill SS, Edwards JR, Bamberg W, Beldavs ZG, Dumyati G, Kainer MA et al. Multistate point-prevalence survey of health care-associated infections. N Engl J Med. 2014;370:1198-208
	7. Shepard J, Ward W, Milstone A, Carlson T, Frederick J, Hadhazy E, et al. Financial impact of surgical site infections on hospitals: the hospital management perspective. JAMA Surg. 2013;148:907-14
	8. Russo CA, Owens P, Steiner C, Josephsen J. Ambulatory Surgery in U.S. Hospitals, 2003. Vol. HCUP Fact Book No. 9. AHRQ Publication No. 07-007. Rockville, MD: Agency for Healthcare Research and Quality, 2007.
	9. Pham TH, Hunter JG. Gallbladder and the extrahepatic biliary system. In: Brunicardi FC, Anderson DK, Billiar TR, editors. et al.eds. Schwartz’s Principles of Surgery. 10th ed. New York, NY: McGraw-Hill, 2015: pp 1309– 40
	10. Warren DK, Nickel KB, Wallace AE, Mines D, Tian F, Symons WJ, et al. Risk Factors for Surgical Site Infection After Cholecystectomy. Open Forum Infect Dis. 2017;4:ofx036
	11. Bratzler DW, Houck PM. Antimicrobial prophylaxis for surgery: An advisory statement from the National Surgical Infection Prevention Project. Am J Surg. 2005;189:395-404
	12. Bogdanic B, Bosnjak Z, Budimir A, Augustin G, Milosevic M, Plecko V, et al. Surveillance of surgical site infection after cholecystectomy using the Hospital in Europe Link for Infection Control through Surveillance Protocol. Surg Infect (Larchmt) 2013;�


