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Peripheral nerve blocks
•	 Maximal barrier precautions are generally not necessary.

•	 Maximum barrier precautions should be used if the patient 
is immunocompromised or a perineural catheter needs to be 
inserted.

•	 Jewellery should be removed and hands washed. Sterile 
gloves must be worn.

•	 Aseptic techniques should always be used during the prepa-
ration of equipment, e.g. ultrasound, the drawing up of drugs 
and the placement of needles and catheters.

•	 An antiseptic, preferably chlorhexidine with alcohol, should 
be used for skin preparation, and adequate time allowed 
for drying. Do not allow alcohol to come in contact with an 
ultrasound probe, needles and catheters.

•	 Prevent pooling of cleaning solution to avoid burns.

Use of ultrasound
•	 A sterile probe and handle covering should be used, e.g. a 

sterile transducer sheath.

•	 Do not use pre-lubricated condoms as sheaths as the lubricant 
can damage the probe. (Logiq e manual).

•	 An antiseptic, preferably chlorhexidine with alcohol, should 
be used for skin preparation, and adequate time allowed for 
drying. Do not put the probe on the patient until the alcohol 
has evaporated to prevent alcohol-induced damage to the 
probe.

•	 Do not allow sterilant such as Cidex® to come into contact 
with the patient as it may cause damage to skin or mucous 
membranes. If contact does occur, refer to the information 
leaflet of the specific sterilant.

•	 The probe should immediately be wiped with a soft towel 
to remove any gel/lubricant residue and any visible con-
tamination.

•	 Product information should be consulted as to which clean-
ing agents are appropriate for the specific machine or probe.

•	 Use single-use, sterile gel, e.g. a K-Y® lubricating.

Antimicrobial prophylaxis for surgical procedures

Table III: Altemeier classification of surgical wounds

Class I: Clean
SSI risk < 1%

Sterile area of body. Skin intact before surgical 
incision. Surgery does not involve opening of 
gastrointestinal, respiratory, genito-urinary or 
oropharyngeal tracts.

Class II: Clean 
contaminated
SSI risk 2–5%

Opening of body cavities: gastrointestinal 
tract, respiratory tract, genito-urinary tract or 
oro-pharyngeal tracts in the absence of gross 
contamination.

Class III:
Contaminated
SSI risk 5–10%

Massive surgical soiling by gastrointestinal contents 
or opening of genito-urinary or biliary tracks in 
patients with tract infections.
Recent open traumatic wounds.

Class IV: Dirty
SSI risk > 10%

Body site that contains pus, foreign body or faeces.
Traumatic open wounds > 4 hours.

SSI – Surgical site infection

There are four considerations to keep in mind when prescribing 
antibiotic prophylaxis: 

1.	Who needs antibiotic prophylaxis?

2.	What are the factors that influence the antibiotic choice?

3.	Timing.

4.	Duration of antibiotic prophylaxis.

Procedures that need antibiotic prophylaxis

•	 Class I surgery involving the placement of prosthesis or im-
plants.

•	 Class II surgery.

•	 Class III and IV should be on curative antibiotics.

In procedures where antibiotic prophylaxis would not normally 
be used, it should be considered in patients with an increased 
risk for surgical site infections (SSIs) or where infection will be 
catastrophic. Patients at increased risk for infection include geri-
atric and oncology patients, those with diabetes, HIV, obesity, 
transplant patients, etc. 

Do not give antibiotic prophylaxis for clean, non-prosthetic un-
complicated surgery. 

Choice of prophylactic antibiotics

•	 Use an antibiotic that is safe, inexpensive, and a bactericidal 
with an in vitro spectrum that covers the most probable in-
traoperative contaminants for the operation. Other factors that 
may influence the choice of antibiotics are, amongst others, 
renal function, other comorbidities, recent antimicrobial use, 
institutionalised patients, known colonisation with a drug-
resistant organism as well as immunocompetency. 

•	 Use your local antibiotic formulary, and always consider po-
tential adverse effects when giving antibiotics for prophylaxis.

•	 For a detailed table of surgical procedure and the best choice 
of prophylactic antibiotics, see Appendix A. 

Timing of prophylactic antibiotics

•	 Give a single dose of antibiotic prophylaxis intravenously 
30 minutes before skin incision, but not more than one 
hour before. Vancomycin should not be used as a first-line 
prophylactic antibiotic. When it is used, it should be given as 
an infusion that ends 30 minutes prior to skin incision.

•	 Give antibiotic prophylaxis earlier for operations in which a 
tourniquet is used.

•	 With regards to Caesarean delivery, antibiotic prophylaxis 
should not be delayed to the clamping of the cord. 

•	 A second dose of an antibiotic with a relatively short half-
life, e.g. cephazolin, is often recommended for prolonged 
procedures or procedures with massive blood loss.

Duration of prophylactic antibiotic therapy

Antibiotic prophylaxis should be brief and limited to the surgical 
time. It is sometimes used up to 24 hours and, under very ex-
ceptional circumstances, up to 48 hours. Prophylaxis should 
never continue for more than 48 hours.

Environmental considerations in infection control and 
prevention

Please refer to the relevant IUSS guidelines that can be found at 
www.iussonline.co.za as well as the SASA website.


