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Acute wounds to soft tissue may damage 
skin, subcutaneous tissue, fascia, and muscle; 
these wounds are typically managed within 
the first few hours after injury has occurred. 
Controversies over when to prescribe antibiotic 
prophylaxis for these wounds exist, and the 
purpose of this discussion is to review the 
indications for use of antibiotic prophylaxis in 
acute wounds.

The keys to managing acute wounds 
are adequate sharp debridement to remove 
all devitalized tissue and irrigation of any 
contamination to prevent infection. Crush 
and avulsion injuries tend to need greater 
debridement of devitalized tissue. Heavily 
contaminated wounds need higher-pressure 
irrigation using a 10- to 50-mL syringe. The 
most critical determinant of preventing 
a post-wounding surgical site infection is 
administering an antibiotic 1 hour before the 
wound occurs. Evidence also suggests that 
administering an antibiotic within 3 hours will  
be beneficial in lowering the bacterial burden 
and preventing infection. After the 3-hour 
window, there is likely no benefit.1 A single 

dose of an antibiotic, usually a first-generation 
cephalosporin, is given within the 3-hour 
window after injury. In penicillin-allergic 
patients, clindamycin or an aminoglycoside 
may be chosen. A variety of topical 
antimicrobials and antimicrobial dressings 
are available. Some evidence supports using a 
topical antimicrobial for a traumatic laceration 
as a barrier to bacterial penetration.2

Special circumstances that must be 
considered include human bites, dog 
bites, bone or joint involvement, traumatic 
amputations, and wounds in patient with 
comorbidities or immunosuppression. Rubin 
et al performed a study of 58 patients with 
fingertip amputations randomized into two 
groups.3 One group received a prophylactic 
antibiotic course, and the second group 
received no antibiotics. No infections were 
reported in either group, and the authors 
concluded that prophylactic antibiotics 
are not necessary in these wounds if they 
are adequately treated surgically. Evidence 
supports antibiotic prophylaxis in wounds 
caused by human, cat, or dog bites.4 The initial 

intravenous antibiotic is typically ampicillin-
sulbactam 3 gm, with a 3- to –5 day course 
of amoxicillin-clavulanate, 875 mg, orally bid 
given for postsurgical care. Antibiotics chosen 
for penicillin-allergic patients are moxifloxacin, 
400 mg, orally qd, or clindamycin, 300 mg, 
orally tid plus ciprofloxacin, 500 mg, orally qd.

Acute soft tissue wounds involving open 
fractures, typically open Gustilo grade 3 tibial 
fractures, also require antibiotic prophylaxis.4 
Keys to management are irrigation, sharp 
debridement, and possible delayed wound 
closure. The antibiotic chosen for prophylaxis 
is a first-generation cephalosporin that is 
continued until 48 hours after wound closure.
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