NOIMWCEIC O€ XEIPOUPYIKEC TTPOBEDEIC
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Av. Kabnyntri¢c Xeipoupyiknc EKIMA




Eloaywyn

" OL AOLUWEELC XELPOUPYLKWV TIPOBECEWV ATTOTEAOUV LA OTTO TLG TILO CUXVEG Kall
oo apEg EMUTAOKEC TNGS XPNong BLotatpLlkwy VALKWY 0T XELPOUPYLKNA,
KapOLOXELPOUPYLKH, AYYELOXELPOUPYLKN, 0pBOoTESIKA.

" Nolpweéelg mpoBeoswv (device-associated infections) amoteAouv to 25.6% Twv
Aolpwéewv mou oxetilovtal Le AoLUWEELC TTou oXeTi{ovTal PE TIApOXH VYELOC
(health care-associated infections.



Ta peyedn...

o >500,000 watpikec cuokeveg (medical devices) umtapxouv ocrnuepa otnv
ayopa

o KaBetnpec entokAnpidlag avalobnoiog, kabBetripec oupodoyou
KUOTNC, ayyeLokol kaBetrnpec (100 x 10°)

o Kapdloayyelakec NAEKTPOVIKEC CUOKEVEC (>10°)

o Odovtika epdputevpata (10 x 10°)

o Epdutedpata pootwy (5-10 x 10°)



=XelpoupyLKa TortoBetovueva evOEpaTO PHECQ

K (_V6 U Voq )\O (_Mw&n q OTO AVOPWTILVO CWHA e SLATOMH SEPHATOC 1

BAevvoyovwy

= TUTTOC TOU €VOENATOC

= @¢on- invasiveness "Bnuatodoteg, stents, BaABideg
= ALGPKELQ TIAPALOVAC - Opeom-:&u«?t evBepara,
OOTEOOUVOEDELC
"EvbooOdaApiotl pakot

"evBepOTO LOOTWV
=" QUPOYEVVETLKA TIAEYLOLTOL



Tatvouon Eeviwyv owuatwyv/evBeudtwy

“E{0050C artd HUOLKEC OTTEC KO e e =XelpoupyLka tormoBeTouueva evOEpATA HECT
BAevvoyovo oto avOpwrivo cwua pe dtatopun SEpuatog n
BAevvoyovwv
"oupokaBetnpag,

TpaxeoowAnvag, baxot " Bnuotodoteg, stents, BaABLoeg

enadrG, 0OOVTIKEG TPOBETELC . OPGOTIE&KQL evBepara,
OOTEOOUVOEDELC

=EvbooOdaAuiotl pakot
=evOEpOTO LOOTWV
* OUPOYEVVETLKA TIAEYOTOL



AoLpweEn evBepaToC

AvocOAOYLKO
ocUOoTNUA TOU
opyaviopou

MNoBoyova
LLKpOBLa




Torkr LoTkNA
amavinon

BlouAiko

MpookoAAnon

Ofela & xpovia
dAeypovry

Avtidpaon &€vou
OWMOTOG

Kokkiwpoatwdn Loto

Mtwon tng
OlVOOLOKNG
anavinong locus
minoris resistentiae

MikpoBLakog
QTTOLKLOMOG &
Aolpwén

HkpoBiwv &
oxnuatiopog biofilm

MikpOTEPOG aPLOUOC maBoyovwv(St
aureus) 1] aKOpA Kol oampPoPUTLKA
HLKpOBLa (St epidermidis) mpokaAoUv
Aolpwén




Passive adhesion Active adhesion (MSCRAMMSs)
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Biomaterial



| Exopolysaccharides

— Glycocalyx
PIA

Homophilic interactions |

Cell wall proteins

Autolysin
eDNA

=
s

Biomaterial

Cell aggregation and matrix production Matrix disruption
Adsorption and active anchorage (by PSMs, proteases
Remodelling (by PSMs) and nucleases)

Bacterial adhesion Biofilm formation Biofilm maturation Biofilm dispersal




AOLLLWEELC EVOEUATOC OTO XPOVO

= O¢eiot Aoilpwén .... LEXPL 3 UAVEC
* EMLUOAUVON OTO XELPOUPYELD

= Ynoéeia Aoipwén... 3-24 UAveC

" Antwtepn Aoipwén ... Meta ano 24 PAVEG
* QOUMTITWHOTLKA TIOU EYLVE CUMTTTWHOTLIKA 1 OLLLLOTOYEVNG



AOLLLWEELC EVOEUATOC OTO XPOVO

= O¢eiot Aoilpwen .... LEXPL 1 pAva

= O¢eia apatoyeving ... 3 EBOOUASEC

* Anwtepn Aoipwén ... >3 eBOOMAdEC




Nolpwén oxetlopevn e kabetnpa kevrplkng ypapunc (CR-BSI)

" H emtintwon tng Aoiuw?nq gxen(éuev“ LLE KEVTPLKO KaBetrpa (Catheter

Related Bloodstream Infection - CR-BSI) motkiAel kat kupaivetat amno 1.8 £wg &
9.4 ava 1000 nuepe?(napauovnq kaBetnpa (National Hospital Infections
Surveillance Network- UHESA)
S—
N

=250 XLALAOEC VEEC TTEPUTTWOELC EpdAvIon To Xpovo oTic HIMA

=31 TILO OUXVI] VOOOKOMELAKN AOLHWEN HETA TN TIVEVOVIA OXETWLOHUEVN HE TOV
QVOTIVEUOTHPA KOL TNV OUPOAOLUWEN OXETLLOUEVN UE OUPOKABETNPA T

"H napoucia tng avfavel tn voonpotnta , tn Bvntotnta, TG NUEPEG
TIOPAUOVAC OTO VOOOKOMELO KOl TO KOOTOG




Oplopoc CR-BSI

Noilpwén oxeTllOpevVn He KABETAPA KEVIPLKAC YPAUUNG oplleTal WC N HUKPOBLaLio TTou
OXETL(ETOL ME

(1D KAwikr gwdva Aolpwénc (mupetdc, plyoc, AEUKOKUTTAPWON, Taxukapsia,
urmtotaon)

(2) ArmokAelopdc dAAwv attiwv Baktnplatpiog (mvevpovia, oupohoipwén, SSI kAm)

(3) Amopodvwon tou 8lou pikpofiou oe KAAALEPYELD alLATOC Kot AKPOU KABETAPOL
YPOUMNG



Turot Aolpwénc oxeTl(OPEVOL LE KEVTPLKO KaBeTnpa

ATIOLKLOMOG KABETAPOL: ZNUAVTIKA QVATTTUEN EVOG ULKPOOPYAVIOUOU OE TIOCOTLKN I] NUUTOCOTIKN
KAAALEPYELO TOU AKPOU KaBeTHpa

Noilpwén oxetLZouevn HE KaOsTpaL: I'Iapoucna > 15 CFUs (Colony Forming Units) o€ numoooukn
kaAAepyeLla N >10° CFUs o€ moooTLkr KAAMEPYELA AKPOU KABETAPA UE ONUELQ KOL CUUMTWHOTA TOTUKAG I

OUOTNUOTIKAG Aoipuwéng

Noipwén onpeiov e106dov: EpuBpotnta, evalcBnaia, okAnpia, ekpor OOV OE £KTACN £WG 2 €K ATIO TO
ONUELO ELCOOOU TNG YPAUMAG N BETIKNA KAAALEPYELA ULKPOOPYAVIOUOU OTO ONUELO EL0060U TN YPAUMAG

Awpatoyevng Aoipwén oxetilopevn pe kabetnpa (CR-BSI) : Amopuovwon Tou (6Lou HKpoOopYOVIOUOU o

KaAALEpyeLla Tou akpou kaBetnpa KAI tou mepldpePLKOU aLATOq




Awaxeipnon aoBevwy pe CR-BSI

Enti umoyiag Aoipwéne: AP n KOAALEPYELWY QULUATOC IO KEVTPLKH VPO Kol TtEpLPEPLKO AKPO

XaunAn vntoyia CR-BSI (amouoia tomikwyv onpeiwyv Aotpwéncg, mapapovr) Kabetrpa <3 NUEPEC,
riBavr aAAn eotio Aolpwénc) : mapapovr KABeTHpa Kol AVOOVH OTTOTEAECUATWY ATTO
KOAALEPYELEC

YUnAn unioyia: Adaipeon kaBetripa Kat armooToAr) AKpou yla KAAALEPYELQ, Evapén EUTTELPLKNC
QVTLULKPOBLOKAC aywyNC

TomtoBEtnon veéou KaBetpa o vEo onueio: MPoTLHOTEPO Ao aAAay TNG YPAUUNG ETTL

oUPULOTOC - =




Kowot Gram(+) , Gram(-) AvTIOTAPUAOKOKKLKEG TLEVLKIAALVEG,
HULKpOOpyaviopotl 11S yeviac kepaloomopiveg

MRSA Bavkopukivn iv

Gram (— ) Bakt\Aot B-Aaktapn/avaotoAeac B-

Aaktopdong, 4 yeviag
kepaAoomopivn, KopPBarmeveun

Pseudomonas Aeruginosa Avtupeuvdopovadikad aviBLoTika
(kedbTaltdipn)
Candida spp DAoukovaloAn

Aamtopukivn (aoBeveic pe ONA,
XoUNAn evalcOnoia o Bavkopukivn)

MovoBeparmneio  cuVOLAOUOC UE
opLlvoyAukooidn

AvVOOOKOTECTAAUEVOL, UNPLALOC
kaBetnpac, AnPn mopeviePLKAG ,
TIOLPATETAUEVN XPON EVPEWG
dAopATOC AVTILBLOTLKWY



XQPOKTNPLOTLKO LEAETNG

2KOTTOG: H avayvwpion Kal Kataypa®r TNG MIKPORIAKAS XAwpidag AKpwv KABETAPA KEVTPIKWY YPAUNWY OE aoBeVEiG U
METEYXEIPNTIKO TTUPETO

YAIKG Kal pEBodol: MpooTrTIKA EAETN KATAYPAPNG

2.€ OAOUC TOUG AOBEVEIC TTOU EUPAVIOAV PETEYXEIPNTIKA TTUPETO:

1. A@aipeon KeVTPIKOU KABETAPA Kal ATTOOTOAR yia KAAAIEpyEIQ P
2. A\QWn KAANIEPYEIWV QiATOG aTTO TTEPIPEPIKA GAEPA KaI OTTO 1
3. AfQwn KaANiEpyEIWY OUPWV

4.  AxTivoypagia Buwpakog




AmoteAEOHOTA LEAETNC

128 aoB¢eveic
79 Avtpec (61.7%) kai 49 INuvaikeg (38,3%)
M.o. HAIKiag 63,6 £€1n (36-91)

OeTIKA KaAAIEpyEIa YPOUPAG : 68 aoBeveic (67.1%)



Eidog EméuBaong Ap10p6g aoBevwv MooooT16 (%)

KatwTepo TTETTTIKO 57 44 4
‘Hmrap- Maykpeag XoAneopa 31 24,4
AvwTtepo MeTTIK 21 16,2
ZUVTNPENTIKI QVTILETWITION 7 5,9
Evdokpiveic Adéveg 3 2,2
uvaikoAoyikda 3 2,2
Mapox€éTeuan aTTOOTNNATWY 2 1,4
Alpoppayia 2 1,4
MaAakd Mépia 1 0,7
OupoAoyika 1 0,7
2UVOAO 128 100



Eidog pkpoPiov ApPLOUOG KEVIPLKWYV YPOAUUWV MNocooto (%)

Staphylococcus epidermidis 58 45.3
Acinetobacter baumanni 10 7.8
Klebsiella pneumoniae 9 7
Pseudomonas Aeruginosa 5 3.9
Candida sps 4 3.1
Enterobacter Clocae 4 3.1
Staphylococcus Aureus 4 3.1
Enterococcus Faecalis 2 1.5
Enterococcus Faecium 2 1.5
Stenotrophomas Maltophila 2 1.5
Staphylococcus Hominis 1 0.78
Citrobacter sps 1 0.78
Escherichia Coli 1 0.78

ApvnTIKA 42 323 <

- 2UvoAo 145 100 -



Treatment of central line-associated
bloodstream infections

Jérémy Guenezan', Bertrand Drugeon'+, Nicolas Marjanovic' and Olivier Mimoz' '@

CLABSI
Catheter remaval Parenteral antibiotics
Uncomplicated CLABSI Complicated CLABSI
f
Stophylococcus Cosgulase neg Enterococo® Candido
oweus” Staphylococa Gram neg. bacil species*** 4 10 6 weeks
14 days 7 days 10 10 14 days 14 days
.
* Transesophageal echography recommended
** Ophtalmologic examination recommended
neg., negatve

. Fig. 1 Approach 10 the reatment of a patient with central Ine-associated bloodstream infection (CLABS) -




[Mepattepw eAeyyoc yia erumAakeioo CR-BSI

Alolocodayelo urtepnyoypadnua ( S. Aureus, enterococci, Candida)

OdBaApoloyikog Eleyyoc (Candida)




AOLUWEN TIAEYUATOC LETA ATIO ATIOKATAOTAON KNANC

OL KAAEC TOU KOLALOLKOU TOLXWHMOTOC ELVOL OUXVEC
EmtumoAaopoc:1,7% yua OAeC TG NAKLEG- 4% nAwkiog >45 €1n
27% 6La Blou kivbuvog avamntuéng fouBwvoknAng otoug avOopeg

H amokataotaon tTng KAANG He TormoBEtnon mMAEypatog anoteAel to standard of care otnv
QVTLULETWTILON TOUG

Epigastric
- upper abdomen

at midline \

Direct inguinal V\Umb

- near the opening of
the inguinal canal

/
Indir inguinal
- at the opening of
the inguinal canal




Surgeons nightmare




AOLLWEN TIAEYLATOC

5-10% emnintwon
3" autia emaveneuBAcewC

AU&non voonpotntag, XpOVou Kol KOOTouC VoonAeiog

Prevention and Treatment Strategies for Mesh
Infection i Abdominal Wall Reconstruction

J"'l.r'lgll_"ll'l, M, Kao, MDD
Michael B, Arnold, MDD
Vedra A, Augenstein, MID
B. Todd Heniford, MDY,
FALCS

feariadte, WO



[Tapayovtec KvoUvou

@ HAwia @ Noyvoopkia

@ Noyvooapkia € XAN

@ ASA Score>3 @ >akyopwdnc dtoBAtnc

@ Kanviwopa @ Eruuntor¢ TomoB£tnon MAEYHATOC

@ |otopk6 uTtoTpoTILAloVoOC KAANC @ Xspoupyikn poortélaon (Avouytr vs
AQTTOPOCKOTILKN)

@ EnépPoon oTo YAoTPEVTEPLKO (TT.X
EVTEPEKTOUR) @ ALGpKeLa XELPOUPYELOU

@ Tafvounon tpal Hatog



Epwtnuata

Mote npemnel va adatpeitol to mAEypa?

Amokatdotaon tng KNANG otov idlo 1 oe SevTEPO XPOVO?
TL TAEYpO TIPETIEL VAL TOTIOOETNOEL?

Mou npemnel va tomoBetnBel to MAEyua?

ETUMAOKEC LETA TNV amokataotaon?




YES , NO
N i Snoker?
YES r NO
Excision
Management of | Rew il

Mesh Infections

i

PPE PTFE PTFE/PPE
I
| ]
Lightweight Heavyweight
I J
MRSA Present? | Excision
oA Frese ired
NO I YES o
[ |
Exclsion
Salvageable Required

Prevention and Treatment Strategies for Mesh
_ Infection in Abdominal Wall Reconstruction -




Amokotaotoon TS KNANC otov OLo 1) o€ HeUTEPO XPOVO?

Management of Infected Mesh After Abdominal Hernia Repair

Systematic Review and Single-Institution Experience
Faleriv Shubinets, MDD * Martin J Carnev, BS,* David L. Colen, MD,* Michael N. Mirzabeigi, MD,*

Jason M. Weissler, MDD, * Michael A. Lanni, BS,* Benjamin M. Braslow, MDD,
John B Fischer, MD, MPH,* and Stephen J. Kovach, MD#*



Patient with

infected mesh Several case series have reported

success in salvaging infected
mesh with local debridement and
negative-pressure therapy

Conservatlve
[ treabment ]—. Success

Single-stage repair with biologic mesh is
Limited evidence in literature for Failure our preferred approach. Ideally, the
true staged approaches (6-9 mesh is placed in a retrorectus or
months between stages). Some l underiay position. If bridging is
success has been found with unavoidable, recurrence rate is high, but
“immediate” staged approach Exdision of patients can undergo repeat repair under
(see text for detail). infected mesh better, more elective circumstances.

e ——— =

l l 50% of wound complications
were minor (treated in the

SSI/Wound office). SSI/wound complications
a biologic mesh that is no longer
l used in our practice.
Out of 16 patients who recurred
in our series, 8 underwent repeat Repeat hemia 1. (”Zﬂw mm ent

hernia repair. 6/8 (75%) are repair
currently hemia-free.

3. Return to the operating room




EMUTAOKEC LETA TNV ATTOKOTAOTAON
Staged Vs Single stage

TABLE 5. Infected MMesh Repair Surgical Cutcormes

Staged (n = &)
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FeAlimeoer | 1

Pl 1L 27.5%0

Hermia recurmense 1= 250
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Fondbrideed
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Management of Infected Mesh After Abdominal Hernia Repair
Systematic Review and Single-Institution Experience

Valeriy Shubinets, MD.* Martin J. Carney. BS.* David L. Colen, MD,* Michael N. Mirzabeigi, MD.*

Jason M. Weissler; MD.* Michael A. Lanni, BS.* Benjamin M. Braslow. MD, 7
John P Fischer. MD, MPH.* and Stephen J. Kovach, MD*
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ErtipioAuvon 6€puatoc - evBEUOTOC

AvvnTtika pellova emuTAokn

Juyvotnta: 5-15%
Juxvotepo nmaboyovo: Staphylococcus Aureus

MoAUTIAPOYOVTLK) VOOOC
= [IpOEYXELPNTLIKI) TIPOETOLLOCLO
= [epBarlov Xelpoupyeiou — EEwTEPLKOL TTOPAYOVTEC

= ALEYXELPNTLKA alTLa

¥




ErtinoAuvon 0€puaTtoc — eVOEUOTOC

[I0OEYXEPNTIKN TTPOETOLUAOLO!

MpoduAaktikn aviifiwon
» Elte plo 660n npoeyyelpntikd — Ette mpodUAaén yia 24 wpec
MpoeyxelpnTtikd shower pe avtifaktnptdloko StaAvua

» No recommendation

Avtionyia pe scrub oto eyxelpntiko medio

» Strong recommendation

Infection prevention in breast implant surgery - A review of the surgical evidence,

iuidelines and a checklist.



ErtinoAuvon deppatoc — evOEpOTOC

ALEYXELPNTLKA OLLTLOL

Eunelpia Xelpoupyou

» EdOOOV UTIAPYXEL EMUTAPNON OO EUTIELPO XELPOUPYO, N TBavotnta enpoAuvong dev oxetiletal e To emimedo Tou Xepoupyou

Awapkela Xewpoupyeiou

» H pkpotepn Slapkela oxetiletal e PKpOTEPN TBAVOTNTA ETILUOAUVONC

Napoxetevoelg

» NopoxeTeVOELg KAELOTOU KUKAWUATOG — Tunneling

Eppantion evVOELATWV OE AVTLRLWTLKO

» Strong Recommendation

©€on ToUNG

> Kauia 6LOL(I)Opd ani(;tciilr;sgrevention in breast implant surgery - Areview of the surgical evidence, guidelines and



ErtinoAuvon O€ppatoc - evBepatoc

[Tpodlabeoikol MNapayovtec

Table 5

Logistic regression of risk factors for key outcomes

Implant loss (n=1722) Infection (n=1722) Re-admission (n=1722) Reoperation (n=1722)

Age, years— 1-00 (0-98—-1:02); p—0-87 1-01 (1-:00—-1-02); p=0-27 1-:00 (0:99-1-01); p= 0-77  0:99 (0-98-1-01); p=0-35

Body-mass index (kg/lnz)i 1-07 (1-:03—1-11); p=0-0002 1-07 (1-:04—1-10); p<0-0001 1-05(1-03—1-08): p=0-0001 1-:04 (1-:01—-1-07): p=0-0032

Operative time, min 1-:00 (1:00—1-01);: p=0-049  1-00 (1-00—1-00); p=0-073  1-00 (1-00—1-00); p=0-049  1-00 (1-00—1-01): p=0-013
No 1 (ref) 1 (ref) 1 (reb) 1 (ref)
Yes 1-92 (1:19-3:09); p=0-0074 1-53 (1-09-2-17); p=0-015 1-92 (1-33-2-77): p=0-0005 1-87 (1-30-2-70); p=0-0008

Previous radiotherapy to ipsilateral breast

No 1 (ref) 1 (ref) 1 (ref) 1 (ref)

Yes 1-:35 (0-70-2-60); p=0-37 1-72 (1-12-2-62); p=0-013 115 (0:69-1:91); p=0-59 1:24 (0:75-2-03); p=0-41
Neoadjuvant chemotherapy

No 1 (ref) 1 (ref) 1 (ref) 1 (ref)

Yes 0:-64 (0:33—-1:21); p=0-17 0:-72 (0-48—-1:08); p=0-11 0-82 (0:53—-1:28); p=0-38 0:-73 (0:47—1-15); p=0-18
Bilateral surgery

No 1 (ref) 1 (ref) 1 (ref) 1 (ref)

Yes 1-72 (0-85-3-47); p=0-13 1-27 (0-81-1-97); p=0-30 1-24 (0-76-2-03); p=0-39 1-15 (0-70—-1-90); p=0-58
Nipple-sparing mastectomy

No 1 (ref) 1 (ref) 1 (ref) 1 (ref)

Yes 1-24 (0-80—-1-92); p=0-33 1-09 (0-82—-1-46); p=0-55 1-:04 (0-75—1-44); p=0-81 1-:20 (0-88—-1-64); p=0-25

Risk-reducing surgery

No 1 (ref) 1 (ref) 1 (ref) 1 (ref)




MEeAETN ULKPOBLOKWY TIOpAYOVIWV O€ aoBeVEIC e KapKivo Tou Laotol Tou
LoBANONKAV O€ LACTEKTOUN KOL ATTOKATAOTOON LLE EVOEUaTA

AnoteAEcoTol

Ao Tt¢ 13 aoBeveic NG HEAEING TOU TApPoUCLAOTNKE JAEypovr) ota €evBepaTa TOU
TomoBeTNONKAY, 0€ 9 A0 AUTEC ATOMOVWONKAV OL TIAPAKATW ULKpoopyaviopol: Staphylococcus
Aureus (x4), Pseudomonas Aeruginosa (x2), Staphylococcus Warneri, Escherichia Coli kat
Klebsiella Pneumoniae, evw oe 4 degv aveupebn KAmoLo¢ HULKPOPBLAKOC Ttapdyovioc. AmO TLG
urtoAouteg 51 mou dev epudaviocav onueiat GAEYUOVAC UETEYXELPNTIKA SEV ATTOOVWONKE KATIOLO

LIKpoBLako doprtio.
Staphylococcus Aureus (x4)
Pseudomonas Aeruginosa (x2)

Staphylococcus Warneri

Escherichia Coli

Klebsiella Pneumoniae
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Analysis of clinical management of infected breast implants and )

of factors associated to successful breast pocket salvage in
infections occurring after breast reconstruction
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A BSTRACT

Objectives: Considerable efforts have been devoted so far to improve salvage procedures of infectec
breast implants in absence of defined guidelines or validated clinical protocols. Within a cohort o:
prospectively recruited patients who underwent breast reconstruction, we performed a retrospec-
tive review of proven implant infections in order to describe factors contributing to management
success.

Methods: We collected data in 1293 consecutive patients who underwent two stage (expanderH
prosthesis) breast reconstruction with at least 12 months of follow-up. Demographic data, timing o:
infection, type of microorganism, intent of salvage, fate of the 1mplant type of antibiotic treatment anc
follow-up were recorded in a prospective data collection o al records.

Results: Implant infections occurred in 103 of 1293 patients| (8% mong these, 73 (71%) were prover
infections with confirmed microbiology. Implant pocket salvag s attempted in 43/73 (59%). patient:
A higher proportion of expander implant pockets were successfully saved compared to prosthetic pocke!
(p=0,04). Gram-positive microrganisms represented the majority of etiologic agents, with coagulase
negative staphylococci prevailing over Staphylococcus aureus. No association was observed betweer
success rate and type of infecting microorganism. A higher proportion of patients with previous o1
intraoperative radiotherapy or with perioperative chemotherapy underwent an attempt of implant
salvage (p=0,081 and 0,0571 trend, respectively). No single antibiotic regimen was superior to the others:
in terms of success rate. Implant pocket salvage was higher in expanders compared to prostheses (74% vs
33% p=0,04). Higher success rates in implant pocket salvage were evident when implant replacement
was preceded and followed by antibiotic treatment compared to inpatient antibiotic treatment alone
(100% versus 57%, p=0,035).

Conclusion: Patient selection in clinical practice leads to differences in patients with breast implani
infection who are considered for attempts at implant salvage vs. those who are treated with implant
removal. Salvage of breast implant pockets can be obtained in the majority of patients with combinec
one- step 1rr1plar1t replacement Surgery and antibiotic treatment. Increased efforts and protocols tc
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