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K CBEAEHHUIO ABTOPOB!
[Ipu HampaBIEeHUY CTAaTbH B PEAAKITUIO HEOOXOIUMO COOIONATh CISAYIONINE TIPABHIIIA;

1. CraTps nomkHa OBITH IPEJCTaBICHA B IBYX SK3EMIUIIPAX, HA PYCCKOM HMJIM aHTITUHACKOM SI3bI-
Kax, HaTrleyaTaHHas yepe3 MoJITopa HHTepBaJjia Ha OIHOI CTOPOHE CTAHIAPTHOIO JIUCTA € INMPHHOI
JIEBOTO NOJIsI B TPHM caHTHMeTpa. Mcnonb3yemblil KOMIIBIOTEPHBII WPUQT U1 TEKCTa Ha PYCCKOM U
aHnuickoM s3bikax - Times New Roman (Kupuiuna), 115 TeKcTa Ha TPy3UHCKOM S3BIKE CIIEAYeT
ucnoip3oBath AcadNusx. Pasmep mpudra - 12. K pykonrcu, HaneyaTaHHOW Ha KOMITBIOTEPE, JTODKEH
o5ITh IprtoskeH CD co crarbeit.

2. Pa3Mep craTbu TOTKEH OBITH HE MEHEe NeCsTH 1 He OoJiee 1BaALATH CTPAHUI] MAITHOIINCH,
BKJIIOYAsl yKa3areJlb JINTepaTypsl U Pe3loMe Ha aHIJIMIICKOM, PYCCKOM U IPYy3HHCKOM SI3bIKaX.

3. B crarbe 10KHBI OBITH OCBEIICHBI AKTyaIbHOCTh JAHHOTO MaTepHalla, METOIBI U PE3YIIbTaThI
UCCIIeIOBaHUs U X 00CYyKACHHE.

[Ipu npencTaBiIeHNHN B IIeYaTh HAYYHBIX SKCIIEPUMEHTAIBHBIX PA0OT aBTOPHI JOJIKHBI YKa3bIBATH
BHUJl U KOJMYECTBO SKCIIEPUMEHTANBHBIX KUBOTHBIX, IPUMEHSBIINECS METOABl 00e300MMBaHUS U
YCBHIJICHHUS (B XOJI€ OCTPBIX OIIBITOB).

4. K crarbe JOIKHBI OBITH MIPUIIOMKEHBI KpaTKoe (Ha MOJICTPAaHUIIBI) Pe3OMe Ha aHIIIUICKOM,
PYCCKOM M IT'PY3HHCKOM $I3bIKax (BK/IIOYAIOLIEE CIELYOLINE pa3aesbl: Liedb UCCIeI0BaHNs, MaTepHual U
METOJIBI, PE3YJILTATHI M 3aKIIFOUSHHE) U CIIUCOK KITtoueBBIX cioB (key words).

5. Tabnunp! HEOOXOIUMO NPENCTABIATE B Ie4aTHOH hopme. DoTokonuu He npuHUMaroTcs. Bee
nu¢poBbie, HTOTOBbIE H NPOLIEHTHbIE JaHHbIE B Ta0JIMIaX J0JIKHbI COOTBETCTBOBATH TAKOBBIM B
TeKcTe cTaThbU. Tabiuibl U rpaduKu TOJKHBI OBITH 03aryIaBIICHBI.

6. dotorpadun AOIKHBI OBITH KOHTPACTHBIMHU, (POTOKOIHHU C PEHTTEHOTPAMM - B IO3UTUBHOM
n300paxeHuH. PUCYyHKH, yepTeXu U IuarpaMmbl clIeoyeT 03ariaBUTh, IPOHYMEPOBATh U BCTABUTH B
COOTBeTCTBYIOIIEe MecTo TekcTa B tiff opmare.

B noanucsix k MukpogotorpadgusaM cieayeT yKa3plBaTh CTEICHb yBEIMUCHUS Yepe3 OKYISP HITH
00BEKTUB U METOJ] OKPACKU WJIM UMIIPETHALIMH CPE30B.

7. ®aMUIUU OTEYECTBEHHBIX aBTOPOB MIPUBOJAATCS B OPUTHHAIBHON TPAHCKPUIILIUH.

8. I[Ipu opopmnennu u HampaBneHun crared B xypHanm MHI mpocum aBTOpOB cobmronars
NpaBUIIa, U3JI0KEHHBIE B « EMUHBIX TpeOOBaHUSIX K PYKOMHUCSM, IPEACTABISIEMBIM B OMOMEIUIIMHCKHUE
JKypHAJIbD», TPUHATHIX MeXIyHapOAHBIM KOMHUTETOM PEIAaKTOPOB MEAMLMHCKUX KYpHAJIOB -
http://www.spinesurgery.ru/files/publish.pdf u http://www.nlm.nih.gov/bsd/uniform_requirements.html
B koHIIe Kax 101 OPUTHHATIBHOM CTaThU MPUBOAUTCA OnOIHOrpadguyeckuii cnucok. B cnmncok nurepa-
TYPBI BKJIFOYAIOTCSl BCE MaTepHalibl, HA KOTOPBbIE UMEIOTCS CCBUIKU B TeKcTe. CIHUCOK COCTaBIAETCs B
andaBUTHOM MOpsAKe U HymMepyeTcs. JIutepaTypHblii HCTOYHMK NPUBOAUTCS Ha sI3bIKE OpUrMHaia. B
CIMCKE JINTEPATyPhl CHavYajia IPUBOIATCS PabOThI, HAMCAHHBIE 3HAKaMU TPY3MHCKOTO andaBuTa, 3aTeM
Kupwuien u naruHuneidl. CChUIKM Ha IUTHUPYEMble pabOThl B TEKCTE CTAaTbH JAIOTCS B KBaIpPaTHBIX
CKOOKax B BUJI€ HOMEPA, COOTBETCTBYIOLIETO HOMEPY JaHHOH pabOoThI B CIIMCKE TUTEPaTypbl. bonbmmH-
CTBO IIUTHPOBAHHBIX UCTOYHUKOB JOJKHBI OBITH 3a IMOCTIEAHNUE S5-7 JIET.

9. ns momydeHus MpaBa Ha MyONMKAIMIO CTaThs OJDKHA MMETh OT PYKOBOIUTENSI pabOTHI
WIN YUPEXKJCHUS BU3Y U CONPOBOIUTEIHHOE OTHOLLICHNUE, HAIMCAHHBIC WJIM HAlledaTaHHbIE Ha OJIaHKe
Y 3aBEPEHHBIE MOJIHCHIO U NIEYATHIO.

10. B koHIe cTaThU NOJKHBI OBITH MOAMHCH BCEX aBTOPOB, MOJHOCTBHIO MPUBEAEHBI UX
(amMuInM, UIMEHa U OTYECTBA, YKa3aHbl CIIy>KeOHBIN M AOMAIIHUI HOMEpa TeJIe(OHOB U agpeca MM
uHble koopAuHaThl. KomuuecTBo aBTOPOB (COABTOPOB) HE NOHKHO MPEBBIMIATH IISATH YEJIOBEK.

11. Penakuus ocraBisiet 3a cO00i MpaBo COKpaIaTh ¥ HCIPaBIATh cTarhi. Koppekrypa aBropam
HE BBICBUIAETCS, BCS paboTa U CBEpKa IPOBOAUTCS 110 aBTOPCKOMY OPHTHHAILY.

12. HemomycTuMoO HampaBiieHHE B pelaklMIo padoT, MpeICTaBICHHBIX K MeYaTH B MHBIX
M3/1aTeNbCTBAX WIIM OMYOJIMKOBAHHBIX B APYTHX U3JAHUSX.

Hpﬂ HApYHNIEHUH YKa3aHHBIX IPABUJI CTATbU HE PAaCCMAaTPUBAIOTCH.




REQUIREMENTS

Please note, materials submitted to the Editorial Office Staff are supposed to meet the following requirements:

1. Articles must be provided with a double copy, in English or Russian languages and typed or
compu-ter-printed on a single side of standard typing paper, with the left margin of 3 centimeters width,
and 1.5 spacing between the lines, typeface - Times New Roman (Cyrillic), print size - 12 (referring to
Georgian and Russian materials). With computer-printed texts please enclose a CD carrying the same file titled
with Latin symbols.

2. Size of the article, including index and resume in English, Russian and Georgian languages must
be at least 10 pages and not exceed the limit of 20 pages of typed or computer-printed text.

3. Submitted material must include a coverage of a topical subject, research methods, results,
and review.

Authors of the scientific-research works must indicate the number of experimental biological spe-
cies drawn in, list the employed methods of anesthetization and soporific means used during acute tests.

4. Articles must have a short (half page) abstract in English, Russian and Georgian (including the
following sections: aim of study, material and methods, results and conclusions) and a list of key words.

5. Tables must be presented in an original typed or computer-printed form, instead of a photocopied
version. Numbers, totals, percentile data on the tables must coincide with those in the texts of the
articles. Tables and graphs must be headed.

6. Photographs are required to be contrasted and must be submitted with doubles. Please number
each photograph with a pencil on its back, indicate author’s name, title of the article (short version), and
mark out its top and bottom parts. Drawings must be accurate, drafts and diagrams drawn in Indian ink
(or black ink). Photocopies of the X-ray photographs must be presented in a positive image in tiff format.

Accurately numbered subtitles for each illustration must be listed on a separate sheet of paper. In
the subtitles for the microphotographs please indicate the ocular and objective lens magnification power,
method of coloring or impregnation of the microscopic sections (preparations).

7. Please indicate last names, first and middle initials of the native authors, present names and initials
of the foreign authors in the transcription of the original language, enclose in parenthesis corresponding
number under which the author is listed in the reference materials.

8. Please follow guidance offered to authors by The International Committee of Medical Journal
Editors guidance in its Uniform Requirements for Manuscripts Submitted to Biomedical Journals publica-
tion available online at: http://www.nlm.nih.gov/bsd/uniform_requirements.html
http://www.icmje.org/urm_full.pdf
In GMN style for each work cited in the text, a bibliographic reference is given, and this is located at the end
of the article under the title “References”. All references cited in the text must be listed. The list of refer-
ences should be arranged alphabetically and then numbered. References are numbered in the text [numbers
in square brackets] and in the reference list and numbers are repeated throughout the text as needed. The
bibliographic description is given in the language of publication (citations in Georgian script are followed
by Cyrillic and Latin).

9. To obtain the rights of publication articles must be accompanied by a visa from the project in-
structor or the establishment, where the work has been performed, and a reference letter, both written or
typed on a special signed form, certified by a stamp or a seal.

10. Articles must be signed by all of the authors at the end, and they must be provided with a list of full
names, office and home phone numbers and addresses or other non-office locations where the authors could be
reached. The number of the authors (co-authors) must not exceed the limit of 5 people.

11. Editorial Staff reserves the rights to cut down in size and correct the articles. Proof-sheets are
not sent out to the authors. The entire editorial and collation work is performed according to the author’s
original text.

12. Sending in the works that have already been assigned to the press by other Editorial Staffs or
have been printed by other publishers is not permissible.

Articles that Fail to Meet the Aforementioned
Requirements are not Assigned to be Reviewed.
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Abstract.

Aim of study: To estimate 30-day surgical site infection (SSI)
incidence after elective day surgery and assess perioperative
prevention measures.

Material and methods: This retrospective cohort included
213 adults; 200 with documented day-30 follow-up formed the
analytic cohort. Two blinded reviewers applied January 2026
CDC/NHSN criteria. Wilson confidence intervals, follow-up-
group comparison and extreme-case sensitivity analyses were
used.

Results: Three superficial incisional primary SSIs occurred
(1.5%, 95% CI 0.54.3); all had purulent drainage and physician
diagnosis. Incidence was 1.4% if none of the 13 patients without
follow-up had SSI and 7.5% if all had SSI. Among antibiotic
recipients, correct timing and guideline-consistent selection
were documented in 97.9% and 98.6%. Aqueous 10% povidone-
iodine was used in 95.0%; exposure time was unavailable.

Conclusions: Observed SSI incidence was low but sensitive
to missing outcomes. Defined post-discharge follow-up,
reproducible adjudication and complete documentation are
essential for valid day-surgery surveillance.

Key words. Surgical site infection, day surgery, postoperative
surveillance, antibiotic prophylaxis, skin antisepsis, cohort
study.

Introduction.

Surgical site infection (SSI) is a major healthcare-associated
infection. In a Swiss survey it accounted for 29.0% of healthcare-
associated infections [1], while European surveillance reported
procedure-specific rates of 0.5%—10.1% [2]. Rates also vary
substantially by economic setting [3]. SSI prolongs hospital
stay, increases reintervention and intensive-care use, and is
associated with higher mortality [2,4].

Day surgery has meanwhile become the dominant mode of
elective surgical care, accounting for more than 80% of elective
procedures in many developed health systems [5,6]. This has
displaced the postoperative period from the ward to the patient's
home, and with it the point at which infection becomes apparent.

This shift creates a structural surveillance problem. A systematic
review found that 60.1% of SSIs were identified after discharge
[7], and ambulatory infections were detected at a median of 12
days [8]. Screening based only on subsequent hospitalisation had
36% sensitivity in one ambulatory cohort, and some postoperative
encounters occurred at other institutions [8,9].

Published day-surgery SSI estimates range from approximately
0.5% in administrative data to 0.9% in a record-confirmed cohort
[8,10]. Their interpretation depends on case mix, diagnostic
criteria and post-discharge ascertainment; local surveillance
is therefore needed for units combining minor cutaneous
procedures with laparoscopic and hernia surgery.
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Alongside incidence, the perioperative processes intended to
prevent infection are measurable and modifiable. International
guidance specifies the timing and duration of antimicrobial
prophylaxis, the choice of skin antiseptic, the maintenance of
normothermia and the control of perioperative blood glucose
[6,11,12]. Documented adherence provides an interpretable
account of local practice that does not depend on the number
of infections observed, and remains actionable where events are
too few for inferential analysis.

Aim.

The present study was undertaken to determine the 30-day
cumulative incidence of surgical site infection among adults
undergoing elective general surgical procedures in the day-
surgery unit of a university hospital, using follow-up extending
beyond the operative episode, and to describe adherence to
perioperative infection-prevention measures in the same cohort.

Materials and Methods.

Study design and Setting:

This was a single-centre, retrospective observational cohort
study conducted in the Day-Surgery Unit of a university-
affiliated tertiary care hospital performing a broad spectrum
of elective general surgical procedures under standardised
perioperative protocols, reported in accordance with the
Strengthening the Reporting of Observational Studies in
Epidemiology (STROBE) statement [13].

The records of all consecutive patients undergoing an eligible
procedure between 17 December 2024 and 19 May 2026, a
period of 17 months, were reviewed. Data were extracted from
the hospital's electronic health record and the unit's operative
documentation after institutional approval; no patient was
approached and no data were collected prospectively.
Eligibility criteria:

Adults aged 18 years or older undergoing an elective general
surgical procedure in the day-surgery unit, with a wound
classified as clean (CDC class I) or clean-contaminated (CDC
class II), were eligible for inclusion.

Records were excluded where the procedure was performed
as an emergency or on an urgent basis; where the wound was
contaminated (class III) or dirty-infected (class IV); where
infection was already present at operation, where systemic
chemotherapy had been given within the preceding four weeks;
or where the operation was a reintervention for infection arising
from a previous admission within the study period. Patients
meeting the inclusion criteria but without a documented
assessment at 30 days were retained in the description of
the eligible population and excluded from the incidence
denominator (Figure 1).
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Outcome definition and ascertainment:

The primary outcome was a surgical site infection with a date
of event within 30 days after the index procedure (procedure
date = day 1), classified according to the January 2026 Centers
for Disease Control and Prevention/National Healthcare Safety
Network criteria [14]. Superficial incisional SSI required
involvement of skin or subcutaneous tissue plus at least one
qualifying criterion, including purulent drainage from the
superficial incision or a diagnosis of superficial incisional SSI
by a physician or physician designee. The phrase “wound not
healed” was used only as a screening flag and was not sufficient
for outcome classification. Three records contained this phrase;
all three underwent detailed review and all three met the formal
criteria. No other “wound not healed” records were identified.

Outcome ascertainment was part of routine postoperative care
rather than a research-specific initiative. Patients were scheduled
for wound review approximately two weeks after surgery and
again on postoperative day 30; additional visits were arranged
when dressing care was required, but events after day 30 were
not counted. For the primary analysis, a documented day-30
wound assessment was required. No telephone follow-up was
used. All 200 included patients had a documented routine
postoperative clinical assessment, and the electronic health
record was additionally reviewed for same-system emergency-
department visits, readmissions, outpatient consultations,
microbiology results and antibiotic prescriptions during the
30-day period. The dataset did not encode each encounter type
as a separate patient-level source, so the number of patients
supported by one source versus multiple sources could not be
reconstructed. Records from primary care or other institutions
were not available. Two reviewers independently applied the
CDC/NHSN criteria to the three potential SSI cases; the second
reviewer was blinded to perioperative process measures, and
final classifications were agreed after adjudication.

Variables:

Patient-related variables comprised age, sex, body-mass index,
smoking, diabetes, hypertension, chronic renal, respiratory and
cardiovascular disease, immunosuppressive conditions and
American Society of Anesthesiologists physical status. Age
was analysed continuously and in three categories (<40, 40-59,
>60 years), body-mass index continuously and in four (<18.5,
18.5-24.9, 25.0-29.9, >30.0 kg/m?), and operative duration
continuously and in four (<30, 30-59, 60—119, >120 minutes).
Other procedure-related variables were procedure type in nine
groups, surgical approach, wound classification and type of
anaesthesia.

Perioperative  infection-prevention variables comprised
normothermia, the skin antiseptic used, whether prophylaxis
was prescribed and administered, timing (correct when given
within 60 minutes before incision), consistency of the regimen
with guidance, discontinuation within 24 hours, the agent used,
and whether blood glucose was measured and within target
[6,12]. The full variable list appears in Table 1. Prior surgery,
intraoperative complications and hair removal were missing in
more than 45% of records and were excluded; all others were
missing in fewer than 26%.

Statistical analysis:

No formal sample size calculation was performed; all eligible
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patients treated during the study period were included as a
convenience sample, and achievable precision was determined
by the number of infections. Primary analyses were performed
in R version 4.6.0 (R Foundation for Statistical Computing,
Vienna, Austria); the reviewer-requested follow-up comparison
and sensitivity analyses were independently reproduced in
Python 3.12 using pandas, SciPy and statsmodels. All tests were
two-sided. Given the small number of events and the exploratory
purpose of comparisons, p values were interpreted cautiously.

Continuous variables are reported as mean with standard
deviation together with median and interquartile range, and
categorical variables as counts and percentages. The 30-day
cumulative incidence was calculated as the number of patients
developing infection divided by those with complete 30-day
follow-up, with a 95% confidence interval by the Wilson score
method; patients without documented follow-up were excluded
from this denominator (Figure 1).

The multivariable logistic regression specified in the protocol
was not fitted: three infections occurred, far short of the
approximately ten events per candidate predictor required for a
stable model. Comparisons between patients with and without
infection were therefore exploratory throughout, using Fisher's
exact test with the Freeman—Halton extension for variables of
more than two categories and the Mann—Whitney U test for
continuous variables. The resulting p values are hypothesis-
generating, carry no adjustment for multiple testing and do not
establish independent association.

Missing values were not imputed; each variable was analysed
among patients for whom it was recorded, with the denominator
stated wherever missingness reduced it. To assess potential
selection bias, the 13 patients without documented day-30
follow-up were compared with the 200-patient analytic cohort
for age, sex, body-mass index, procedure type, recorded
comorbidities, smoking and ASA physical status. Continuous
variables were compared with the Mann—Whitney U test
and described using absolute standardized mean differences
(SMDs). Categorical variables were compared using Fisher
exact tests, with 250,000 Monte Carlo replicates for variables
with more than two categories; for multi-category variables,
the largest absolute category-specific SMD was reported.
Because the excluded group was small and some covariates
were missing, balance was judged principally from SMDs
rather than statistical significance. Two extreme-case sensitivity
analyses were also performed: all 13 missing outcomes were
first assumed to be non-SSI and then assumed to be SSI. Wilson
95% confidence intervals were calculated for both scenarios.
Because fields recording timing, guideline consistency and
discontinuation of prophylaxis had been completed for some
patients in whom administration was not documented, these
measures are reported both restricted to patients recorded as
receiving prophylaxis, which is the primary presentation, and
across all patients with each item recorded.

Ethical considerations:

The study was approved by the Institutional Review Board of
Qassim University, Qassim, Saudi Arabia (no. 26-17-2, 19 April
2026). Because it involved retrospective review of anonymised
routinely-collected records with no patient contact and no
intervention, the requirement for individual informed consent



was waived by the approving committee. Data were extracted
in a single pass on 10 August 2026, following approval, de-
identified at the point of extraction and held on institutional
secure storage. The study was conducted in accordance with the
Declaration of Helsinki.

Results.

Participant flow:

Records were available for 213 patients who underwent an
elective procedure during the study period. Thirteen (6.1%)
had no documented 30-day follow-up and were excluded from
the incidence denominator, giving a follow-up completeness
of 93.9%; the analytic cohort therefore comprised 200 patients
(Figure 1).

Follow-up completeness and sensitivity analyses:

The characteristics of the 13 patients without a documented
day-30 assessment were compared with those of the 200-patient
analytic cohort (Table II). Age was closely similar between
groups. However, the excluded group contained proportionally
more men and showed imbalances in body-mass index,
procedure mix, recorded comorbidity, smoking and ASA status.
Missing values for diabetes, hypertension, smoking and ASA
status were more frequent among excluded patients. Exact
and rank-based tests did not identify statistically significant
differences, but the small excluded group limited their power;
the SMDs indicate that selection bias cannot be excluded.

In the best-case sensitivity analysis, assuming that none of
the 13 patients without documented follow-up developed SSI,
the incidence among all 213 eligible patients was 1.4% (3/213;
Wilson 95% CI 0.5-4.1). In the worst-case analysis, assuming
that all 13 developed SSI, the incidence was 7.5% (16/213; 95%
CI4.7-11.9) (Table III). These scenarios define extreme bounds
rather than probable estimates.

Thirty-day cumulative incidence of surgical site infection:

Three of the 200 patients with documented day-30 follow-up
developed a surgical site infection within the 30-day surveillance
period, a cumulative incidence of 1.5% (Wilson 95% CI 0.5—
4.3) (Fig. 2). All three were identified after discharge, and the
wound assessment recorded before discharge was clean in all
200 patients (100%); surveillance limited to the day-surgery
episode would therefore have returned an infection rate of zero.

Baseline patient characteristics:

Mean age was 37.0 years (SD 13.6), median 35.5 (IQR 25.0—
47.0, range 18-83); 114 patients were younger than 40 years
(57.0%), 73 were 40-59 (36.5%) and 13 were 60 or older
(6.5%). There were 102 women (51.0%) and 98 men (49.0%).
Mean body-mass index was 27.6 kg/m? (SD 5.6), median 26.8
(IQR 23.8-31.1, range 15.0-47.9), with 8 patients underweight
(4.0%), 64 of normal weight, 64 overweight and 64 obese
(32.0% each). Eighty-five patients (42.5%) were current
smokers (Figure 3).

Thirty-nine patients (19.5%) had diabetes and 6 (3.0%)
prediabetes; hypertension was present in 37 of the 199 with this
field recorded (18.6%). No patient had chronic renal, respiratory
or cardiovascular disease or a recorded immunosuppressive
condition. ASA physical status was I in 115 of 199 (57.8%), 11
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in 78 (39.2%) and I1I in 6 (3.0%). Table I gives the full baseline
profile.

Three variables were missing in more than 45% of records
and were not analysed: prior surgery (99, 49.5%), intraoperative
complications (92, 46.0%) and hair removal (98, 49.0%). Every
other variable was missing in fewer than 26%.

Procedural characteristics:

Nine procedure groups were represented (Figure 4): skin and
soft-tissue excision in 55 patients (27.5%), cholecystectomy
in 50 (25.0%), pilonidal sinus surgery in 21 (10.5%), inguinal
hernia repair in 18 (9.0%), perianal procedures in 17 (8.5%),
breast surgery in 16 (8.0%), ingrowing toenail surgery in 12
(6.0%), other hernia repair in 10 (5.0%) and fundoplication in
1 (0.5%). Sixty-six procedures were laparoscopic (33.0%) and
134 open (67.0%). Wounds were evenly divided between CDC
class 1 (100, 50.0%) and class II (100, 50.0%), with no class I1I
or IV wound.

Mean operative duration was 48.6 min (SD 34.7), median
44.5 (IQR 18.0-72.2, range 4-182) (Figure 5); 87 procedures
lasted less than 30 min (43.5%), 40 lasted 30—59 min (20.0%),
65 lasted 60—119 min (32.5%) and 8 lasted 120 min or longer
(4.0%). General anaesthesia was used in 94 patients (47.0%),
local in 62 (31.0%), spinal in 43 (21.5%) and sedation in 1
(0.5%).

Perioperative care and antibiotic prophylaxis:

Normothermia was documented in all 200 patients (100%).
Skin antisepsis was performed with aqueous 10% povidone-
iodine in 190 (95.0%), chlorhexidine in 7 (3.5%), alcohol
alone in 1 (0.5%), DuraPrep in 1 (0.5%), and combined
chlorhexidine plus povidone-iodine in 1 (0.5%). The duration
of povidone-iodine application or drying/contact time was not
recorded; compliance with product-specific exposure-time
recommendations therefore could not be assessed.

A prophylactic antibiotic was prescribed in 142 of the 198
patients with the field recorded (71.7%) and administered in
141 of 196 (71.9%). Among the 141 patients who received
prophylaxis, timing was correct in 137 of the 140 with timing
recorded (97.9%), the regimen was guideline-consistent in 138
of 140 (98.6%) and prophylaxis was discontinued within 24 h in
131 of 138 (94.9%). Cefazolin was the agent in 148 of the 149
patients with an agent recorded (99.3%) and clindamycin in 1
(0.7%). Blood glucose was documented as measured and within
the target range in 75 of 192 patients (39.1%).

For three items the denominator exceeded the number who
received prophylaxis, because the timing, guideline-consistency
and discontinuation fields had been completed for some patients
in whom administration was not documented. Calculated across
all patients with each item recorded, timing was correct in 143
of 161 (88.8%), the regimen guideline-consistent in 144 of 161
(89.4%) and prophylaxis discontinued within 24 h in 135 of
155 (87.1%) (Figure 6); the restricted estimates above are the
primary compliance figures.

The three infected patients:

All three patients were aged 25 years or younger and had
open procedures lasting 30 minutes or less under spinal or local
anaesthesia. A 25-year-old woman underwent open pilonidal
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Figure 1. Participant flow.
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Figure 2. Thirty-day cumulative incidence of surgical site infection in the analytic cohort (n = 200). The error bar shows the Wilson 95%
confidence interval.
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Figure 3. Distribution of age in 5-year bins (a) and of body-mass index in 2 kg/m? bins (b) in the analytic cohort (n = 200)
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Figure 4. Distribution of the 200 procedures across the nine procedure groups.



Figure 6. Perioperative antibiotic prophylaxis process measures, shown as the percentage compliant among patients in whom each item was
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Table 1. Baseline demographic, clinical, procedural and perioperative characteristics of the analytic cohort, overall and by 30-day surgical site

infection status.

Characteristic Total N=200) | NoSSI(n=197) SSI(n=3) p-value
Demographic characteristics

Age, years 0.057
Mean (SD) 37.0 (13.6) 37.2 (13.5) 23.0 (3.5)

Median [IQR] 35.5[25.0-47.0] 36.0[25.0-47.0] 25.0[22.0-25.0]

Age group, n (%) 0.414
<40 114 (57.0) 111 (56.3) 3 (100)

40-59 73 (36.5) 73 (37.1) 0 (0)

>60 13 (6.5) 13 (6.6) 0 (0)

Sex, n (%) 1.000
Male 98 (49.0) 97 (49.2) 1(33.3)

Female 102 (51.0) 100 (50.8) 2 (66.7)

BMI, kg/m? 0.560
Mean (SD) 27.6 (5.6) 27.7 (5.6) 24.7 (9.4)

Median [IQR] 26.8 [23.8-31.1] 26.8[23.9-31.1] 24.9[20.0-29.4]

BMI category, n (%) 0.115
Underweight (<18.5) 8 (4.0) 7 (3.6) 1(33.3)

Normal (18.5-24.9) 64 (32.0) 63 (32.0) 1(33.3)

Overweight (25-29.9) 64 (32.0) 64 (32.5) 0(0)

Obese (>30) 64 (32.0) 63 (32.0) 1(33.3)

Smoker, n (%) 85 (42.5) 84 (42.6) 1(33.3) 1.000
Comorbidities

Diabetes status, n (%) 1.000
None 155 (77.5) 152 (77.2) 3 (100)

Prediabetes 6 (3.0) 6 (3.0) 0 (0)

Diabetes 39 (19.5) 39 (19.8) 0(0)

Hypertension, n (%) 37 (18.6) 37 (18.9) 0(0) 1.000
Renal, respiratory, cardiovascular or

immunosuppressive comorbidity, n (%)° 000 000 00 o
ASA physical status, n (%)° 1.000
ASAT 115 (57.8) 113 (57.7) 2 (66.7)

ASATI 78 (39.2) 77 (39.3) 1(33.3)

ASAIII 6 (3.0) 6(3.1) 0 (0)

Procedure characteristics

Procedure type, n (%) 0.023
Skin/soft-tissue excision 55(27.5) 55(27.9) 0(0)

Cholecystectomy 50 (25.0) 50 (25.4) 0(0)

Pilonidal sinus 21 (10.5) 20 (10.2) 1(33.3)

Inguinal hernia 18 (9.0) 18 (9.1) 0 (0)

Perianal 17 (8.5) 17 (8.6) 0(0)

Breast 16 (8.0) 16 (8.1) 0 (0)

Ingrowing toenail 12 (6.0) 10 (5.1) 2 (66.7)

Other hernia 10 (5.0) 10 (5.1) 0 (0)

Fundoplication 1(0.5) 1(0.5) 0(0)

Laparoscopic approach, n (%) 66 (33.0) 66 (33.5) 0(0) 0.552
Wound class II (clean-contaminated), n (%) 100 (50.0) 99 (50.3) 1(33.3) 1.000
Operative duration, min 0.039
Mean (SD) 48.6 (34.7) 49.1 (34.7) 15.0 (13.1)

Median [IQR] 44.5[18.0-72.2] 46.0[18.0-73.0] 9.0[7.5-19.5]

Duration category, n (%) 0.506
<30 87 (43.5) 85(43.1) 2 (66.7)

30-59 40 (20.0) 39 (19.8) 1(33.3)

60-119 65 (32.5) 65 (33.0) 0(0)

>120 8 (4.0) 8 (4.1) 0(0)

Anaesthesia type, n (%) 0.157
General 94 (47.0) 94 (47.7) 0(0)
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Spinal 43 (21.5) 42 (21.3) 1(33.3)

Local 62 (31.0) 60 (30.5) 2 (66.7)

Sedation 1(0.5) 1(0.5) 0(0)

Perioperative care and antibiotic prophylaxis

Normothermia maintained, n (%) 200 (100) 197 (100) 3 (100) —
Skin antisepsis, n (%) 0.142
Povidone-iodine 190 (95.0) 188 (95.4) 2 (66.7)

Chlorhexidine 7 (3.5) 6(3.0) 1(33.3)

Other (combination or alcohol-based) 3(1.5) 3(1.5) 0(0)

Prophylactic antibiotic prescribed, n (%)4 142 (71.7) 140 (71.8) 2 (66.7) 1.000
Antibiotic given, n (%)° 141 (71.9) 139 (72.0) 2 (66.7) 1.000
Correct timing (<1 h), n (%)" 143 (88.8) 141 (89.2) 2 (66.7) 0.301
Guideline-consistent prophylaxis, n (%)* 144 (89.4) 142 (89.9) 2 (66.7) 0.286
Discontinued within 24 h, n (%) 135 (87.1) 133 (87.5) 2 (66.7) 0.341
Antibiotic agent cefazolin, n (%)" 148 (99.3) 146 (99.3) 2 (100) 1.000
Blood glucose measured and in range, n (%) 75 (39.1) 74 (39.2) 1(33.3) 1.000

Data are n (%) unless otherwise stated. Percentages are calculated among patients in whom the variable was recorded; where missing data reduced
the denominator, the number assessed is given below for each column.

2 Assessed in 199 patients (196 no SSI, 3 SSI).

b Comprises chronic renal disease, chronic obstructive pulmonary disease, cardiovascular disease and recorded immunosuppressive conditions;
no patient had any of these.

¢ Assessed in 199 patients (196 no SSI, 3 SSI).

4 Recorded in 198 patients (195 no SSI, 3 SSI).

¢ Recorded in 196 patients (193 no SSI, 3 SSI).

fRecorded in 161 patients (158 no SSI, 3 SSI). Restricted to the 141 patients who received prophylaxis, timing was correct in 137 of 140 (97.9%)
and the regimen was guideline-consistent in 138 of 140 (98.6%).

¢ Recorded in 155 patients (152 no SSI, 3 SSI). Restricted to patients who received prophylaxis, 131 of 138 (94.9%).

h Recorded in 149 patients (147 no SSI, 2 SSI).

i Recorded in 192 patients (189 no SSI, 3 SSI).

SSI was defined per the study protocol as a wound not healed at 30-day follow-up, applying CDC/NHSN criteria. p-values are from Fisher’s
exact test (Freeman—Halton extension for variables with more than two categories) for categorical variables and the Mann—Whitney U test for
continuous variables. They are exploratory and unadjusted for multiple comparisons.

Abbreviations: ASA — American Society of Anesthesiologists; BMI — Body-Mass Index; IQR — Interquartile Range; SD — Standard Deviation,
SSI — Surgical Site Infection.

Table 2. Comparison of patients with and without documented 30-day follow-up. Continuous variables are reported as mean (standard deviation)
and median [interquartile range]. Categorical percentages use available-case denominators. Absolute standardized mean differences quantify
imbalance.

Characteristic Analytic cohort (n=200) No documented follow-up (n=13) p-value  Absolute SMD
Age, years 37.0 (13.6); median 35.5 [25.0-47.0] 36.8 (14.2); median 34.0 [24.0-40.0] 0.891 0.017
BMI, kg/m? 27.6 (5.6); median 26.8 [23.8-31.1]  28.8 (4.7); median 28.9 [26.4-31.6] 0.326 0.225
Sex, n (%) 0.408 0.254
Female 102/200 (51.0%) 5/13 (38.5%)
Male 98/200 (49.0%) 8/13 (61.5%)
Procedure type, n (%) 0.371 0.484
Skin/soft-tissue excision 55/200 (27.5%) 5/13 (38.5%)
Cholecystectomy 50/200 (25.0%) 3/13 (23.1%)
Pilonidal sinus 21/200 (10.5%) 0/13 (0.0%)
Inguinal hernia 18/200 (9.0%) 1/13 (7.7%)
Perianal 17/200 (8.5%) 0/13 (0.0%)
Breast 16/200 (8.0%) 0/13 (0.0%)
Ingrowing toenail 12/200 (6.0%) 2/13 (15.4%)
Other hernia 10/200 (5.0%) 2/13 (15.4%)
Fundoplication 1/200 (0.5%) 0/13 (0.0%)
Any recorded comorbidity, n (%) 0.443 0.427
No 141/200 (70.5%) 7/8 (87.5%)
Yes 59/200 (29.5%) 1/8 (12.5%)
Missing 0/200 (0.0%) 5/13 (38.5%)
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Diabetes status, n (%)

None 155/200 (77.5%)

Prediabetes 6/200 (3.0%)

Diabetes 39/200 (19.5%)

Missing 0/200 (0.0%)
Hypertension, n (%)

No 162/199 (81.4%)

Yes 37/199 (18.6%)

Missing 1/200 (0.5%)
Other major comorbidity, n (%)

No 2007200 (100.0%)

Yes 0/200 (0.0%)
Current smoking, n (%)

No 115/200 (57.5%)

Yes 85/200 (42.5%)

Missing 0/200 (0.0%)
ASA physical status, n (%)

ASAI 115/199 (57.8%)

ASATI 78/199 (39.2%)

ASATII 6/199 (3.0%)

Missing 1/200 (0.5%)

0771  0.344
9/10 (90.0%)
0/10 (0.0%)
1/10 (10.0%)
3/13 (23.1%)
1 0.212
8/9 (88.9%)
1/9 (11.1%)
4/13 (30.8%)

13/13 (100.0%)
0/13 (0.0%)
0243 0.611
2/7 (28.6%)
5/7 (71.4%)
6/13 (46.2%)
0.561  0.371
9/12 (75.0%)
3/12 (25.0%)
0/12 (0.0%)

1/13 (7.7%)

Notes: Continuous variables are mean (SD); median [IQR]. Categorical percentages use available-case denominators. “Any recorded
comorbidity” includes prediabetes/diabetes, hypertension, chronic renal disease, COPD, cardiovascular disease, or an immunosuppressive
condition. P values are from Mann—Whitney U tests for continuous variables and Fisher exact tests (Monte Carlo extension for multi-category
variables) for categorical variables. For multi-category variables, the reported absolute SMD is the largest category-specific absolute SMD.

Missing values are displayed but excluded from tests and SMDs.

Table 3. Extreme-case sensitivity analysis for missing 30-day surgical site infection outcomes. The best-case scenario assumes that none of the 13
patients without documented follow-up developed SSI; the worst-case scenario assumes that all 13 developed SSI. Confidence intervals are Wilson

95% confidence intervals.

Scenario SSI events Denominator Incidence (%) gﬂlf)z::e?'s(‘:’z) gﬂs;:isz;o)
Primary complete-case analysis 3 200 1.5 0.5 43

Best-case: none of 13 missing patients had SSI 3 213 1.4 0.5 4.1
Worst-case: all 13 missing patients had SSI 16 213 7.5 4.7 11.9

Note: The best- and worst-case analyses assign all 13 missing outcomes to no SSI or SSI, respectively. They are bounds, not estimates of the most

likely incidence.

sinus excision under spinal anaesthesia lasting 30 minutes
(class II, aqueous 10% povidone-iodine); no prophylaxis was
prescribed or given, and she developed purulent drainage,
erythema and tenderness. The wound was opened and debrided,
and antibiotics were prescribed. A 19-year-old woman underwent
in growing toenail surgery under local anaesthesia lasting 6
minutes (class I, chlorhexidine) with correctly timed, guideline-
consistent cefazolin and developed purulent drainage without
other recorded local or systemic signs. A 25-year-old man
underwent in growing toenail surgery under local anaesthesia
lasting 9 minutes (class I, aqueous 10% povidone-iodine),
also with correctly timed, guideline-consistent cefazolin, and
developed purulent drainage and erythema. No patient had fever
or swelling, and no cultures were obtained. Each case involved
only skin and subcutaneous tissue, occurred within 30 days, and
fulfilled CDC/NHSN superficial incisional SSI criterion (a),
purulent drainage from the superficial incision, and criterion
(d), physician diagnosis. Both blinded adjudicators classified
all three as superficial incisional primary SSI (Supplementary
Table S1).
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Exploratory comparisons between patients with and without
surgical site infection:

With three events the protocol-specified regression could not
be fitted, and comparisons between patients with and without
infection were exploratory; they appear in the final column of
Table I and are hypothesis-generating only.

Procedure type differed between the groups (p = 0.023): 2 of
the 12 ingrowing toenail procedures were followed by infection
(16.7%) and 1 of the 21 pilonidal sinus procedures (4.8%),
while none of the remaining seven groups contributed an event.
Two further comparisons reflect this distribution rather than
independent effects. Operative duration was shorter in patients
who developed infection (median 9.0 min, IQR 7.5-19.5) than
in those who did not (median 46.0 min, IQR 18.0-73.0; p =
0.039), and age was lower in the infected group (mean 23.0
years, SD 3.5) than in the group without infection (mean 37.2
years, SD 13.5; p=0.057). Both are attributable to the procedure
mix, since toenail and pilonidal operations are short procedures
performed predominantly in young patients, and neither should



be read as an effect of duration or age. No other variable reached
p below 0.10.

Discussion.

In this retrospective cohort of 200 adults undergoing elective
general surgery in a university hospital day-surgery unit, the
30-day cumulative incidence of surgical site infection was
1.5% (95% CI 0.5-4.3). Every one of the three infections was
identified after discharge; the wound assessment documented
before the patient left the unit was clean in all 200 cases.
Compliance with antibiotic prophylaxis among treated patients
was high, whereas skin antisepsis diverged from current
international recommendations.

Incidence in context:

The observed incidence sits at the lower end of published
estimates and is closely comparable with the best available
ambulatory data. Rhee and colleagues reported an overall rate
0f 0.9% (95% CI 0.6—-1.2) in 4045 ambulatory procedures with
medical-record confirmation, with cholecystectomy at 0.5%
and herniorrhaphy at 1.3% [8], and Owens and colleagues
approximately 0.5% among low-risk ambulatory patients [10].
Our estimate of 1.5% is statistically indistinguishable from both.

A meta-analysis estimated a pooled 30-day general-surgery
SSI incidence of 11% [15]. The lower estimate in this cohort
is consistent with selection for elective clean or clean-
contaminated day surgery, younger age, short procedures
and same-day discharge, and should not be extrapolated to
unselected inpatient surgery.

Post-discharge detection:

The most consequential finding is not the incidence but where
the infections were found. All three were detected at the 30-
day assessment and none during the operative episode; had
surveillance been confined to the day-surgery admission, this
unit would have reported a rate of zero.

The finding that every observed infection appeared after
discharge is consistent with evidence that many SSIs are
detected only after hospital discharge [7,16]. In day surgery, this
is expected because discharge precedes the typical incubation
interval; a zero in-facility rate should not be interpreted as
absence of infection.

Hospitalisation-only screening has limited sensitivity after
ambulatory surgery [8], and incomplete interoperability can
miss infections treated elsewhere [9]. The routine day-14 and
day-30 pathway used here improved ascertainment, but the
absence of telephone follow-up and external records means
that mild infections managed outside the system may remain
undetected.

Follow-up completeness of 93.9% makes the estimate more
interpretable, but it does not eliminate selection bias. The 13
patients without documented day-30 follow-up were similar in
age to the analytic cohort (mean 36.8 vs 37.0 years; absolute
SMD 0.02), but imbalances were present for sex (61.5% vs
49.0% male; SMD 0.25), body-mass index (mean 28.8 vs 27.6
kg/m?; SMD 0.22), procedure mix (maximum category-specific
SMD 0.48), recorded comorbidity (SMD 0.43), smoking among
patients with this field recorded (SMD 0.61), and ASA status
(maximum category-specific SMD 0.37). Missing covariate
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documentation was also more frequent in the excluded group.
None of the exploratory tests reached statistical significance,
but the small excluded group provided little power; differential
loss cannot be excluded. Under the extreme assumption that
none of the 13 patients developed SSI, incidence was 1.4%
(3/213; Wilson 95% CI 0.5-4.1); if all 13 developed SSI, it was
7.5% (16/213; 95% CI 4.7-11.9). The primary 1.5% estimate is
therefore conditional on complete-case follow-up.

The procedure-type signal:

Infections were confined to two procedure groups: 2 of
12 ingrowing toenail operations and 1 of 21 pilonidal sinus
excisions, with no events among the remaining 167 patients
across seven groups (p = 0.023). With three events this is a
hypothesis rather than a demonstration, but it is biologically
coherent and consistent with external evidence.

All three events followed ingrowing toenail or pilonidal
sinus procedures, both undertaken at anatomically colonised
sites. Infection rates after ingrowing toenail surgery have been
reported at 4.2% overall and 5.7% after surgical treatment [17],
while pilonidal surgery is also prone to wound morbidity [18].
This makes the pattern plausible, but three events are insufficient
for causal or procedure-specific inference.

The practical implication reverses intuition. These are short,
technically minor operations, often performed under local
anaesthesia and frequently regarded as too trivial to warrant
formal surveillance; the evidence suggests they merit more
postoperative attention rather than less, and that a surveillance
programme prioritising major laparoscopic cases over minor
procedures at colonised sites may be looking in the wrong place.

Why shorter operations and younger patients appeared to
fare worse:

Two exploratory comparisons invert the established literature:
operative duration was shorter among patients who developed
infection (median 9.0 versus 46.0 minutes; p = 0.039), and
infected patients were younger (mean 23.0 versus 37.2 years; p
= 0.057). Duration is among the most consistently reproduced
risk factors for infection, confirmed by meta-regression in the
Gillespie meta-analysis [15].

The apparent associations with younger age and shorter
operation therefore reflect procedure mix rather than credible
protective effects of age or duration. With only three events,
adjusted analysis was impossible; these comparisons should
remain descriptive and hypothesis-generating.

Perioperative process measures:

Among the 141 patients who received prophylaxis,
administration was correctly timed in 97.9%, the regimen
guideline-consistent in 98.6% and prophylaxis discontinued
within 24 hours in 94.9%. Cefazolin accounted for 99.3% of
agents recorded, consistent with recommendations for clean and
clean-contaminated procedures, and discontinuation within 24
hours accords with the CDC recommendation against additional
doses after wound closure [6,12]. These figures compare
favourably with published audit data: in a regional audit of
2303 records across 26 French facilities, Prévost and colleagues
found overall compliance of 64%, with administration within 60
minutes of incision in 77.6% of cases [19].



The more useful finding here is documentary rather than
clinical. Timing and guideline-consistency were documented for
161 patients although administration was recorded in only 141.
Since the timing of an antibiotic never given cannot be assessed,
this reflects incomplete completion of the perioperative record
rather than clinical failure. Depending on the denominator
applied, timing compliance is either 97.9% or 88.8% — a
difference large enough to alter how the unit would appear in
any comparative report.

Two substantive gaps emerged. Skin antisepsis used aqueous
10% povidone-iodine in 95.0% of patients, whereas the 2017
CDC guideline directs that skin preparation be performed with
an alcohol-based agent unless contraindicated [6] and WHO
recommends alcohol-based solutions containing chlorhexidine
gluconate [11,20]. Because application or drying/contact time
was not recorded, exposure-time compliance could not be
assessed. The antisepsis result should therefore be interpreted
as a description of product selection rather than complete
protocol adherence. Second, blood glucose was documented as
measured and within target in only 39.1% of patients, against a
CDC recommendation for control below 200 mg/dL in patients
with and without diabetes [6]; with 19.5% of the cohort diabetic
and 3.0% prediabetic, this is a genuine gap in documentation,
measurement, or both. Normothermia, by contrast, was
documented in all 200 patients.

Limitations.

Several limitations qualify these findings, the most important
being the number of events. With three infections the confidence
interval spans nearly an order of magnitude, the protocol-
specified regression could not be fitted, and all comparisons
are exploratory and incapable of establishing independent
association. Subgroup estimates, particularly the 16.7% for
ingrowing toenail surgery, rest on single-digit denominators and
should not be quoted as rates.

The study is retrospective and single-centre, and outcome
ascertainment depended on routine documentation rather than
a research-specific surveillance protocol. Follow-up consisted
of routine clinic assessments at approximately two weeks and
on postoperative day 30, with additional dressing visits when
required; no telephone follow-up was used. The dataset did
not encode source-specific contacts separately, so one-source
versus multiple-source counts could not be reconstructed. The
electronic health record captured only care delivered within
the hospital system, so mild infections managed in primary
care, another institution, or by the patient alone could have
been missed, biasing incidence downwards. Thirteen patients
lacked a documented day-30 assessment. Their age distribution
was similar to that of the analytic cohort, but meaningful
imbalances and greater covariate missingness were present, and
the extreme-case sensitivity range of 1.4% to 7.5% shows that
the incidence estimate is sensitive to their unknown outcomes.
SSI classification was strengthened by independent blinded
adjudication: all three cases had purulent drainage and a physician
diagnosis and were classified as superficial incisional primary
SSI. However, no cultures were obtained, so microbiological
confirmation and susceptibility data were unavailable. The
dataset did not record povidone-iodine application/contact time,
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so compliance with exposure-time recommendations could not
be assessed. Readmission, reoperation and mortality were not
systematically captured, limiting assessment of clinical impact.
Finally, this is a single unit with a particular case mix, in which
skin and soft-tissue excision and cholecystectomy together
accounted for over half of procedures; units with different
procedural profiles should not assume the same incidence.

Conclusion.

Among patients with documented follow-up, observed SSI
incidence after elective day surgery was low but imprecise and
sensitive to the 13 missing outcomes. Surveillance confined to
the operative episode would have detected none of the infections,
supporting defined post-discharge follow-up and reproducible
adjudication. The concentration of events in minor procedures
at colonised sites remains hypothesis-generating. Practice
priorities are alcohol-based skin antisepsis and complete
perioperative documentation. Larger multicentre studies are
needed for precise incidence and procedure-level risk estimates.
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AHHOTAIIUSA — PYCCKHI

Henbr wucciaenoBanmsi: OueHuts 30-THEBHYIO YacTOTy
nHpeKuun odiacTh Xxupyprudeckoro Bmerarensersa (MOXB)
rocje IUIAaHOBBIX OIEpanuidi OJHOTO JHS M COONIoIeHHe
NIepUONepaMOHHBIX Mep NPO(UITaKTHKH.
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Marepuan u  Meroabl: PerpocnekTuBHas — Koropra
BKitodana 213 B3pocneix; B aHanu3 Bouwtu 200 manueHTOB
C JOKYMEHTUPOBaHHBIM HaOmroneHueM Ha 30-e cytku. [IBa
HCCIIeIoBaTeNs, He UMEBIINE JOCTYIA K JaHHBIM O IPOLIECCHBIX
ToKazarensx, He3aBucuMo npumensuin kpurepun CDC/NHSN
or sHBaps 2026 ropma. PaccumTaHbl MHTEepBaibl YHICOHA,
IPOBEJICHBl CPABHEHUE IPYIIl IO HAJIUYUIO HAOMIONEHUSA U
aHaJIM3 YyBCTBUTENBHOCTH 110 KPalfHUM CIICHAPUSIM.

Pe3ynabTaThl: 3aperucTpupoBaHbl TPH CIIydasi HOBEPXHOCTHOMH
uam3nonHo MOXB mepBuunoro paspesa: 1,5% (95% AU
0,5-4,3). Bo Bcex cirydasx OTMEYalIHCh THOHHOE OTAEISIeMOe
n auarHo3 Bpaua. IIpm orcyrctBum MOXB y 13 nanueHToB
0e3 HaOIroIeHus 9acToTa cocTaBmia Obl 1,4%, a mpu HATUYUU
HNOXB y Bcex — 7,5%. Cpeau mony4aBHIMX aHTHOMOTHKA
HaJueXKallee BpeMs BBEIEHHA M COOTBETICTBHE BbIOOpa
mperapara pPEeKOMEHJanusM ObUIM  JOKYMCHTHPOBAaHBI B
97,9% u 98,6% ciyuaeB. 10%-i1 BomHBIN pacTBOp MOBHJOH-
Hoga mpumeHsnu y 95,0% mNanueHTOB; JaHHBIE O BPEMEHU
9KCHO3ULUH OTCYTCTBOBAIIH.

BriBoasl: HabGmromaemass yactora MOXB Oblia HU3KOM, HO
YyBCTBUTEIBHOM K OTCYTCTBYIOIIMM JaHHBIM 00 HCXOAax.
Hnst noctoBepHoro Haazopa 3a MOXB B xupyprum omHOro
JHA HEeoOXOAUMBI perIaMEeHTUPOBaHHOE HaOIIO[eHHe Iocie
BBIIMCKY, BOCHPOU3BOAMMAs OLEHKA CIy4aeB U IIOJHAs
JOKYMEHTAaIIHs.

KunroueBble cioBa: uHpexkuus 00IACTH XHPYPrUUECKOrO
BMEIIATeNILCTBA, XUPYPIUsl OOHOTO JHA, II0CIEONePAlUOHHBIH
HAJ30p, AHTHOMOTHUKONPO(UIAKTHKA, AHTHCENTHKA KOXH,
KOTOpPTHOE UCCIIeOBaHUE.
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Supplementary Table S1. Case-level CDC/NHSN adjudication of the three superficial incisional primary surgical site infections.

Case Age/sex  Procedure Timing D.o cu.mented Culture Management |CDC/NHSN Criterion Fmal. .
Findings Classification
19-year- |Ingrowing Wlthl.n 30-day purulent . Antibiotics Sgpe@01al incisional SS.'I: Sup e.rﬁ cial
1 . surveillance . Not obtained . criterion a (purulent drainage);  incisional
old female toenail . drainage prescribed o . . . .
period criterion d (physician diagnosis) primary SSI
25-year-  Ingrowing Wlthlp 30-day pur}llent . Antibiotics Sgpe@c1al incisional SSI: Supgrﬁmal
2 . surveillance drainage, Not obtained . criterion a (purulent drainage);  incisional
old male toenail . prescribed o .. . . .
period erythema criterion d (physician diagnosis) primary SSI
. Within 30-day  PUrulent Wound opened o 6 io1 incisional SSI: Superficial
25-year-  Pilonidal . drainage, . and debrided; . . S
3 . surveillance Not obtained o criterion a (purulent drainage);  incisional
old female |sinus eriod erythema, antibiotics criterion d (physician diagnosis) primary SSI
p tenderness prescribed phYy £ p y

Note: All cases involved only skin/subcutaneous tissue and occurred within 30 days. No cultures were obtained. The classification relies on
purulent drainage and physician diagnosis under the January 2026 CDC/NHSN definition.
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