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be advisable for children considered
risk based on underlying conditions a
type and length of surgery.1,3,5

The occurrence of VTE is approxi
times higher in adults than in childre
lower incidence of VTE in children i
at least in part, the physiological differ
coagulation systems of adults and child
However, VTE is occurring with gre
quency in the pediatric population.1,2

most likely a result of

� the increased survival rates of pat
complex conditions,

� improved diagnostic tools for iden
at-risk patients, and

� increased awareness of the need f
lactic measures.1,2,6

The pediatric patient population ra
the newborn to the teenager. Within
pediatric population, the two age gro
est risk for VTE are infants and teen
These groups account for approximat
pediatric VTE events.1,6 A VTE eve
fant typically is related to small blo
an idiosyncratic clotting system, or
central venous lines (CVLs).4,11 In
population, a VTE event is more cl
aligned with factors associated with
(eg, smoking, oral contraceptive us
nancy, obesity).4,11 The incidence o
pears to be almost equally divided
male and female patients; however,
slightly greater frequency of events
girls.6 Some of the guidelines for p
VTE in adult patients are adaptable
atric population; however, the risks
of intended prophylaxis measures s
carefully considered.3,5,6,11

All pediatric patients should be as
VTE risk factors.2,4 Notably, the maj
events in children are secondary to s
tions, such as cancer, trauma, congen

disease, thrombotic disorders, and systemi
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The most common risk factor for VT
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vein,1,4,11,12 which suggests that the
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veins.9,11,12 Risk factors associated w
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� cancer and chemotherapy,2-4,6,10

� cardiac catheterization,3,5

� congenital heart disease and assoc

surgeries,3,4

� CVLs,1-4,6,10

� family history of VTE,3

� immobility or prolonged bedrest,3

� infection and inflammatory syndro

� inherited thrombophilia,2-4,6,10

� major burns,3

� major trauma,3,4,10,11

� nephrotic syndrome,3,4

� obesity,1,3,4,6,10

� orthopedic and neurological surge

� pregnancy,1,3,6

� previous VTE,3,4

� smoking,1,3,4,6 and

� use of oral contraceptives.1,3,4,6

Based on the pediatric patient’s VTE

assessment, the perioperative RN sho

and collaborate with surgical team m

members of other disciplines as appr

garding the need for and selection of

within the organizational protocol.13

Implementing mechanical methods

laxis such as early ambulation and ad

dration is always appropriate for prev

VTE.1,3,6 The use of graduated comp

stockings and intermittent pneumatic

devices also may be appropriate for V

laxis in the pediatric population, prov

equipment is properly sized and fitted
c lupus approved by the manufacturer for pediatric use.
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Anticoagulant prophylaxis may be
for children considered to be at high
on underlying conditions and type an
surgery.1,3,4,6 The American College
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existing evidence for pharmacologic
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target international normalized rat
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term home administration of total
nutrition through a CVL or port,3
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prophylaxis for neonates and chil
ing cardiac catheterization throug

The guidelines do not recommend ro
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available evidence does not support t
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low-molecular-weight heparins are pr
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dictable bioavailability and decreased
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QUESTION:

We are having a disagreement at
about how certain procedures sho
umented when using the Centers
Control and Prevention (CDC) su
wound classification system. Is th
of surgical procedures associated
wound classification?

ANSWER:
There is no universal listing of surg
dures with corresponding wound cl
Each procedure should be evaluated
fied independently based on the spe
tamination factors associated with t
dure.1,2 According to the CDC, wo
be classified according to the likeli
degree of wound contamination at t
surgery.1 Following are the definiti
four CDC classifications:

[Class 1] Clean wounds: These ar
operative wounds in which no infla
encountered and the respiratory, a
genital, or uninfected urinary trac
entered. In addition, clean wounds
ily closed, and if necessary, draine
closed drainage [eg, chest tubes].
incisional wounds that follow nonp
(blunt) trauma should be included
gory if they meet the criteria.

[Class 2] Clean-contaminated
These are operative wounds in w
spiratory, alimentary, genital, or
tract is entered under controlled
and without unusual contaminati
cally, operations involving the bi
appendix, vagina, and oropharyn
cluded in this category, provided
of infection or major break in te
encountered [eg, spillage from g

nal tract].
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sterile instruments] or gross spill
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is encountered.

[Class 4] Dirty or infected wo

include old traumatic wounds wi

devitalized tissue and those that

isting clinical infection or perfor
This definition suggests that the
causing postoperative infection w
in the operative field before the o

The surgical wound classification
shown to be a predictor of the relat
ity that a wound infection will occu
tion, the classification allows for co
wound infection rates associated wi
surgical techniques, surgeons, and f
The comparison may be useful for
may also serve to alert infection pr
sonnel to wounds at increased risk
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corresponding CDC wound classific
wound classification is subject to ch
on the specific contamination factor
with the procedure; therefore, the w
fication should be assigned in consu
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QUESTION:
Is there a tool available that we ca
help in determining how procedure
classified according to the Centers
Control and Prevention (CDC) sur
classification system?

ANSWER:
Perioperative nurses can use the Surg
Classification Decision Tree provided
as a tool to assist in accurately classi
cal wounds. This tool also can be fou
AORN web site at http://www.aorn.o
ing for “Surgical Wound Classificatio
Tree.” Essentially, the decision tree i
rithm that presents organized, directe
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To use the Surgical Wound Classi
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presented in the first box: “Is there a
the answer is “No,” then there is no
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For example, according to the Sur
Classification Decision Tree,

� a cesarean birth procedure would
as class II (ie, clean-contaminated

� a cataract procedure would be cla
class I (ie, clean),1 and

� a closed reduction procedure (eg
duction of a distal radius fractur
have no classification because th
surgical wound.

It is essential for perioperative nurses
stand that similar surgical procedures
classified in different categories. This
making tool can help illustrate how
occur. For example, a bilateral lapa
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without uterine manipulation would
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the genitourinary tract was not ente
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AORN Journal 159

http://wonder.cdc.gov/wonder/prevguid/p0000420/p0000420.asp
http://wonder.cdc.gov/wonder/prevguid/p0000420/p0000420.asp
http://www.cdc.gov/ncidod/dhqp/pdf/guidelines/SSI.pdf
http://www.cdc.gov/ncidod/dhqp/pdf/guidelines/SSI.pdf
http://www.aorn.org


January 2012 Vol 95 No 1 CLINICAL ISSUES
Figure 1. Surgical Wound Classification Decision Tree.
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QUESTION:
One of our employees has develope
to the disposable surgical masks av
our facility and would like to use a
ric mask instead. Is this acceptable

ANSWER:
Surgical masks made of cotton or oth
materials are not acceptable for use i
erative environment. Cloth masks do
adequate protection for the health car
and do not meet the US Food and D
tration (FDA) requirements for fluid
and flammability.1,2

The purpose of a surgical mask is
user’s nose and mouth and to create
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study involving 8,500 surgical proced
that 26% of exposures to blood were
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Surgical masks made of cotton or oth

materials do not adequately protect p

team members from inadvertent splas

ters of blood and other body fluids.

Although the first surgical masks
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in the early 1960s with synthetic m

provide improved bacterial filtration

masks protect perioperative team m

filtering droplets greater than 5 mic

size.5 Examples of diseases that pro

lets include group A Streptococcus,

and Neisseria meningitides.5

In the United States, surgical mask
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clearance for marketing relative to flu

and flammability.1 Surgical mask ma
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the range of human blood pressure (i
Hg, 120 mm Hg, 160 mm Hg).1

The FDA recommends that class 1
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have an allergy to disposable surgica
the appropriate action is to consult an
rate with a member of the organizati
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the surgical mask manufacturer can
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