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What is tubular toacostoma? Tubular thoracostaemia is a chest drainage used to remove fluid from the lungs, easing the pressure on breathing. Tube thoracostay, also known as open chest drainage, is a surgical procedure for draining a collection of pleural fluid, air, blood or plour from the pleural cavity through a tube
inserted into the chest. The pleural cavity is the space between the pleura (visceral and parietal), two thin layers that surround the lungs. This space contains a small amount of fluid known as pleural fluid, which acts as a lubricant to enlarge and contract the lungs while breathing. When there is an excessive collection of
pleural fluid or the accumulation of air, blood or pliers in the pleural cavity, you will start having trouble breathing. In such conditions, the tube's thoracostay facilitates breathing. Why is tubular toacostoma carried out? In some situations, such as severe traumatic chest injuries, the tube thoracostay becomes an emergency
and life-saving procedure. It is also performed as a pre-planned procedure for some diseases that cause the accumulation of fluid or air in the pleural cavity. Tubular thoracocymay is performed if the patient develops:Pleural effusion: Excessive collection of pleural fluid in the pleural cavityPneumothorax: Air leakage in
pleural activityGemotorax: Blood collection in the pleural cavityGemopnevotax: Blood collection, as well as air in the pleural cavity OfHydrothorax: Collecting fluid in the pleural cavity due to organ (liver or heart) failure Chilotorax: Collection of lymphatic fluid (hail) in the pleural cavityEmpyema : a collection of thous in the
pleural cavity. COPD (chronic obstructive pulmonary disease) is the same as in adult asthma. See the answer What are the guidelines for managing a thoracic tube? Surgeons follow a certain set of rules (guidelines) for any surgical procedure. Guidelines for tubal thoracostomy include: The procedure of preparing the
patient is checked for clotting or bleeding disorder with certain blood tests. If one of the patient's lungs has been removed (pneumonectomy), the surgeon will consult with a cardiothoracic surgeon to drain the space after a pneumonectomy. If insertion into the chest is a pre-planned procedure, a drug for blood thinning,
warfarin stops for a few days before the procedure. Before inserting the breast tube, the surgeon will explain the procedure to the patient and receive a formal, written consent from the patient or his family. The patient will be given a sedative (benzodiazepine or opioid) to make them relaxed throughout the procedure. The
patient will lie on his back or sit and bend over The skin under the arm will be marked with a pen. The surgeon will check whether they can extract free air or fluid from the marked area. Chest X-ray or ultrasonography (USG) will be used to choose Suitable area for the placement of the chest tube. The marked area will be
cleaned with a sterile solution before inserting the chest tube. Antibiotics will be launched if the patient has accidental injuries. Anesthesia will be inserted into the marked site before the insertion of the chest tube, the insertion of the chest tube will be performed without significant force. The breast tube can have valves
inserted, and it is connected directly to the outer collection chamber, which collects drainage from the chest cavity. What are the strategies for managing tubular thoracostomy? In patients with empyema or pleural effusion, the initial removal of 50-200 ml of fluid with a syringe attached to the needle can be done before
the insertion of the chest tube. The incision will be made over the rib to minimize the risk of damage to the nerve and blood vessels that follow the lower margin of each rib. Low-volume well drains are recommended, as they are more convenient than larger pipes. Large drains are recommended for drainage of acute
hemotorax and for checking for further blood loss. Strategies for managing tube thoracostomy complications are as follows: if the chest tube has been placed too far into the chest, it will be removed, if the chest tube enters the abdominal space, it will be removed. If the bleeding occurs at the incision site, it will be stopped
by pressing it tightly. If bleeding occurs in the chest and is not allowed spontaneously, the breast may be opened (thoracotomium). Bleeding in the abdomen, which as a result of liver or spleen injury requires an emergency opening of the abdomen (laparotomy)Permanent pneumothorax or hemotorax may require
insertion of a new chest tube. If the patient starts coughing or experiences chest tightness, the surgeon will complete the procedure. Most experts recommend removing no more than 1-1.5 liters of liquid at any given time. COPD Products to Boost Your Health - COPD Diet Tips See a Slideshow Medical Review at
7/30/2020 Links Tube thoracostomy Medscape Medical Reference BTS Guidelines for Chest Drain Insertion. Torax Laws D, Neville E, Duffy J. 2003 May;58 (Suppl 2):ii53. Fred A. Luchette, MD, University of Cincinnati Medical Center, Cincinnati, OHPhilip S. Bari, MD, New York Hospital Cornell Medical Center, New

York, NYMichael F. Oswanski, MD, Toledo Hospital, Toledo, OHDavid A. Spain, MD, University of Louisville, Louisville, KYC. Daniel Mullins, PhD, University of Maryland School of Pharmacy, Baltimore, MDFrancis Palumbo, PhD, JD, University of Maryland School of Pharmacy, Baltimore, MDMichael D. Pasquale, MD,
Lehigh Valley Hospital and Health Network, Allentown, Pennsylvania Address for Correspondence and Reprint: Fred A. Luchette, MD Department of Surgery ML-0558 231 Bethesda Avenue Cincinnati, Ohio 45267-0558 Phone: (513)-558-5661 Fax: (513)-558-3136 E-mail: Fred.Luchette@uc.edu I. Chest injury problem is
a common problem in patients who have blunt or penetrating injuries. Thoracic wounds account for 20 to 25% of all injury deaths (16,000) per year. Only 10 to 15% of all chest wounds require thoracotomy, while the remaining 85% can be controlled by a closed thoracostomy tube. The main morbidity associated with this
therapeutic device is empyea. The role of prophylactic antibiotics in reducing the incidence of this complication is debatable. The importance of the antibiotic prophylaxis system for elective and urgent operations in surgical practice has been confirmed by many studies. For injured patients, the purpose and optimal
duration of antibiotic use are less clear because there is no way to control the agent before bacterial contamination occurs. Antibiotics administered in this environment are traditionally used for early purported therapy and are therefore not truly preventive. The purpose of this preventive therapy is the same as prevention:
to reduce the frequency of infectious complications after therapeutic intervention. Reasonable assumptions about microorganisms, which are most often encountered, are used for the choice of antimicrobials. The main purpose of the preventive use of antibiotics in wounded patients in need of tube thoracostomy is to
reduce the incidence of empyema and related morbidity. The secondary goal may be to reduce bacterial pneumonia, but literature is difficult to interpret because of the variability of the criteria used for making this diagnosis. Another area of confusion in the interpretation of the results of various studies is the lack of clarity
regarding pneumonia as the primary or secondary endpoint of prevention. The initial benefits should be significant due to the risk of the emergence of resistant organisms with excessive use of antimicrobials. The main variable, which confuses the analysis, is the installation and conditions under which the tube is
inserted, i.e. pre-hospital, emergency room, intensive care unit, operating room. The incidence of empyema may also be affected by the insertion of the tube thoracostomy by non-surgeons. These factors are not mentioned in studies evaluating the role of prophylactic antibiotics with tubular thoracostomy. The other two
very important variables that have not been properly considered in the literature are the choice of antimicrobial agent and the duration of therapy. Ideally, narrow-spectrum antibiotics targeting the most common organisms over a short period of time will help reduce the risk of resistance and possibly overall hospital costs.
Process A. Determining Links Recommended Guidelines preventive (preventive) use of antibiotics for patients with chest injuries is based on evidence. The search for MEDLINE for the last 20 years (1977-1997) was The following topics were used for the request: antibiotic prophylaxis; Breast tubes; A person; Drainage
tubular torostoma; Infection empyema; and bacterial infection prevention and control. This search revealed 44 links in English. The bibliography of each article looked for additional links not identified by the original MEDLINE request. Letters to the editor, case reports and review articles were excluded from further
evaluation. Eleven articles were identified for inclusion in the review of evidence; nine of them were promising series and two were meta-analyses. The articles were reviewed by four trauma surgeons and pharmaceutical results researchers interested in pharmacokinetics and the health economy who collaborated in the
development of these guidelines. B. Link quality links were classified according to a methodology established by the Health Policy and Research Agency (AHCPR) of the U.S. Department of Health and Human Services. Additional criteria and specifications taken from the tool described by Oxman et al. were used for
Class I articles. Thus, the classifications were: Class I: Prospective, Randomized, Double Blind Class Study II: Prospective, Randomized, Blind Trial Class III: Retrospective Patient Series or Meta-Analysis Evidence Table contains 11 articles that have been reviewed for these recommendations. III. Recommendations (for
isolated chest injuries) A. Level I there are insufficient data to support Level I recommendations as standard of care. B. Level II there are insufficient data to suggest prophylactic antibiotics reduce the incidence of empyema. C. Level III there are sufficient Class I and II data to recommend the prophylactic use of
antibiotics in patients receiving tube thoracism after a chest injury. First-generation cephalosporin should be used for no more than 24 hours. The evidence suggests that there may be a reduction in the incidence of pneumonia, but not empyema in patients traumatizing the receipt of prophylactic antibiotics when the tube
thoracism is placed. The Scientific Foundation A. Historical background intra-shoulderural infection received considerable attention as a complication of penetrating chest injury during World War II. This problem continued to concern wartime surgeons during the Vietnam conflict, despite the presence of antibiotics. The
frequency of empy after chest injury varied depending on whether these reports were derived from civilian experience or on the battlefield. In the pre-antibiotic era from 1922 to 1935, the reported incidence of emory emory was 2%. In the same facility, when all patients received antibiotics, the incidence of empyema from
1948 to 1958 was 3%. Two World War II, in which most patients received either penicillin or sulfonaids, reported a frequency of empyium ranging from 5 to up During the Korean War, Valle noted that in 26% of cases, inseparable gemotors became infected. Fortunately, 80% of patients recovered with thorasenthesis and
antibiotics. In contrast, Conn et al. and Smythe et al. reported significantly lower infection rates of 1.6 to 2.1% in civilian practice, where patients were treated with needles and antibiotics. During the Vietnam War, Virgilio noted that empyiums occurred in 1.6% of patients treated with penicillin and streptomycin plus tubular
torostomy. A similar incidence of 0.5 to 1.5% was reported at Martin Luther King Hospital in Los Angeles in two separate reports without regular use of antibiotics. Post-traumatic empyemia is a significant problem with both blunt and penetrating chest injuries. Potential etiology includes (1) iatrogenic infection of the pleural
space, as during chest placement, (2) a direct infection resulting from penetrating chest injuries, (3) secondary pleural cavity infection from associated intra-abdominal organ injuries with diaphragmatic disorder, (4) secondary infection of subsoil or insufficiently drained hemotorax, (5) hematogenic or lymphatic spread of
subdiaphragmatic infection in the pleiatric region, and (6) parapneumonic empiric empiric empiricity as a result of post-traumatic pneumonia , pulmonary concussion, or acute respiratory distress syndrome (ARDS). The organisms responsible for infection vary depending on the mechanism of contamination. When
associated with chest insertion, empyema usually is a culture of gram-positive Staphylococcus aureus or streptococcus species. Secondary contamination from pneumonic processes or other distribution pathways is often associated with gram-negative or mixed bacterial pathogens. The development of empyaemia
increases the incidence of patients, mortality, length of hospital stay, as well as the cost of treatment. Efforts to reduce the incidence of this complication will affect morbidity and possibly mortality. One of the possible interventional uses of prophylactic antibiotics in patients in need of thoracostomy tubes is traumatic
hemotorax or pneumothorax. However, this terminology is wrong in traumatizing patients. By definition, prophylactic regimens of antibiotics reach the preliminary concentration of serum and tissue drugs to bacterial contamination, the impossibility of a traumatologist. Thus, the use of antibiotics in the immediate post-injury
period is more correctly considered a purported therapy. B. Risk factors for complications with thoracostomy tube after chest injury. 1. The mechanism of chest trauma occurs as a result of penetrating or blunt trauma. Cant et al. described the usefulness of first-generation cephalosporins in victims of thoracic stab wounds,
tubular thoracostomy. This is the only study that controlled the enrollment of patients using the mechanism of trauma. They're Them empyema is like a need for thoracotomy, although they are not cultures for pathogens. They show a significant reduction in the need for thoracotomy in those individuals receiving
preventive antibiotics compared to placebo (0% vs. 9%). However, of the five placebo-treated cases diagnosed with empyea, one developed as a result of underlying pneumonia, And the other was infected, retained hemomax. Only one of them was a double-blind, randomized, prospective study, while the other two were
randomized but not blinded. Most of the patients in the three studies suffered stab wounds (n-276), and only 67 were wounded by firearms. A double-blind study has concluded that antibiotics reduce the incidence of empyema. Two randomized open-label trials have found no benefit from antibiotic use. Other studies did
not control the mechanism of trauma, but most of the patients in these studies suffered penetrating chest injuries. In one study, the specific mechanism of injury for the study population could not be determined. Two reports included patients with spontaneous pneumothorax (25% and 43% of the cohort studied), which is
unrelated to injuries. These grade I and Grade II studies do not support prophylactic antibiotics as a standard for care for reducing the incidence of empyema or pneumonia in patients who have thoracic wounds. 2. Antimicrobial agents Only two studies used first-generation cephalosporin in their development of the study,
while the rest used different antibiotics supplied on different routes. None of the studies evaluated pharmacokinetics of antimicrobials in traumatologist. Grover et al used clindamycin in suboptimal dosage. Doxycycline, cefoxitin, 22 and ampicillin have less-than-perfect staphylococcus coating. Four studies used
appropriate agents and pre-examination. Brunner et al used ticasolin, however, in excessive doses. The duration of antibiotic use for prevention is usually limited to 24 hours. Only one study limited the use of antimicrobials to 24 hours. In the Demetriades study, all patients received one intravenous dose of ampicillin
before inserting into the tube. One group does not no additional doses, while the other group continued to receive oral ampicillin. There was no difference in the rate septic complications. All other reports continued to be examined by the agent until the chest tube was removed (23) or within another 12-48 hours after
removal. For those receiving antibiotic prophylaxis until the tube was removed, the number of days of intubation ranged from 3 to 6.5 days on average 4.7 days. Cant et al. reported a lack of empyie in people who received cecasolin within 24 hours compared to 5% of the placebo group. This is the only study using 24hour duration of antibiotic prophylaxis prevention, which showed a reduction in empy with empyium for patients with stab wounds to the chest. 3. Pneumonia/Empyema Centers for Disease Control and Prevention has clearly defined the criteria for diagnosing pneumonia and empyema that have evolved over the past two
decades. These include clinical signs of sepsis and positive cultures for the pathogen. Only three studies in this review had appropriate definitions of these infectious complications, while the remaining studies had different, non-standard definitions of pneumonia and empyaemia. Brunner et al described two patients who
had undergone thoracotomosis for trapped lungs, but were culturally negative, which does not necessarily exclude empyema. Nichols et al described three patients with empyema. Only one requires decency, while the other two have been drained with the placement of an additional chest tube. A fourth case of empyem
was associated with pneumonia (assuming parapnemonic empyum not related to the thoracic tube). Two studies described empyem in one patient with preserved hemotorax and persistent pneumothorax. Grover et al described six patients with empyema, only four of whom need formal thoracotomy. One of these four
patients had necrotizing pneumonia, indicating a parapnemonic process. The lack of a standardized definition of empyema in various studies suggests the true breast frequency of tube-related empyema may be less than actually indicated in the literature. This also raises the question of the real prevalence of empyie in
control groups. However, the overall rate of empyfium for control group patients included in this survey was 6.8% (29/427) compared to 0.5% (2/431) in patients receiving preventive antibiotics. Most of the control patients were subsequently treated unnecessarily. Due to the small number of patients in separate series,
two metaanalyses were performed. Each of them came to the conclusion that prophylactic antibiotics have a significant impact on the incidence of empyema. Both analyses suggested that the research populations were similar when no objective information was provided to support this assumption. Authors that all six
studies met the clinical criteria for combination without describing specific criteria. Different Different studies conducted over a 15-year period raise the question of a comparative treatment regime that is similar enough to draw any credible conclusions. These concerns, coupled with the many concerns raised during the
discussions, raise questions about the findings of the meta-analyse documents. Cost of expenditure is a serious problem in the current health market. Only Nichols and others argued that preventive antibiotics reduced hospital stays by 0.9 days. At the time of this study, the wholesale value of 1 g of cephonikid was
$26.10. The patients who worked received an average of 5 doses of this agent. The daily cost of the hospital cited was $688 in public facilities and $820 in private, nonprofit facilities. They concluded that there was potential direct reimbursement of medical expenses of between $488 and $607 per patient, excluding the
cost of drug treatment. Thus, depending on the amount of direct costs of a particular antibiotic and the duration of prevention, there may be a net increase in direct medical costs associated with preventive antibiotic treatment. When indirect costs are included, there are overall savings; however, this may be insignificant.
Thus, there is insufficient data to support any recommendations for analysing the costs of preventive antibiotics. C. Evidence table Eleven articles have been used to develop guidelines for the preventive use of antibiotics in patients with thoracic tube injuries. The data in the evidence table is listed in alphabetical order by
class and includes 4 Class I articles, Grade II 5 and Grade III meta-analyses. The following data were extracted and reported from each article: (1) antibiotic use was used; (2) The number of patients in each study group; (3) the duration of prevention in days; (4) pneumonia incidence; and (5) the incidence of empyema.
The mechanism of injury has also been determined, but not shown in the table. Patients in need of a thoracostomy tube for spontaneous pneumothorax were removed from the populations of patients reported in the table. V. Summary Several factors contribute to the development of post-traumatic empyie. These factors
include the conditions under which the tube is inserted (emerging or urgent), the mechanism of injury, the retained hemomax, and the ventilator. The incidence of empyema in placebo groups ranges from 0% to 18%. Administering antibiotics for more than 24 hours does not appear to significantly reduce this risk
compared to shorter durations, although the numbers in each series were small. Most reports found a significant decrease in pneumoned when patients received preventive antibiotics. This use of antibiotics may be better described as a pur supposed therapy rather than a preventive one. Vi. Future Study Needs Further
Clinical Evaluation Assessment to the paucity of literature assessing the role of prophylactic antibiotics in patients with traumas receiving tube thoracostomy in chest trauma. It is necessary to work out well-designed, multi-stage tests with double-blind design. These studies should monitor the settings and conditions in
which the tube is inserted, as well as the training of the doctor, performing the procedure. The greatest risk is in a patient who is in shock in the emergency room. The intensive care unit and operating room should give sufficient time for strict sterile equipment and minimize the risk of iatrogenic contamination during
insertion. Future studies should also monitor the time from injection to insertion time, duration of prevention, and mechanism of injury. VII. LoCicero III J Links, Mattox KL. Epidemiology of chest trauma. Surgut Wedge North Am 1989;69:15 19. JV Hirschman, Inuit TS. Antimicrobial prevention: criticism of recent trials. Rev
Infect Dis 1980;2:1-23. Kaiser AB. Antimicrobial prevention in surgery. N Engl J Med 1986;315:1129-1138. Etoh SW, Bar-Nathan MF, Miller FB, Richardson JD. Tube thoracostomy. Factors associated with complications. Arch Surg 1995;130:521-525. Oxman AD, Sackett DL, Guyatt GH. Users' guidebooks on medical
literature. JAMA 1993;270:2093-2095. Burford TH, Parker EF, Samson PC. Early pulmonary decency in the treatment of post-traumatic empyie. Ann Surgut 1945;122:163-190. Levitsky S, Annable CA, Thomas PA. Management of empyema after a pectoral wound. Surveillance of 25 victims in Vietnam. J Thor
Cardiovask Surgut 1970;59:630634. Johnson, Jay fight with chest wounds. Ann Surgut 1946;123:321-342. Montgomery H, Halberslend D, Carr FP. Punctured a chest wound. J Thorak Surgut 1947;47:407-415. Valle AR. Analysis of 2,811 victims of the Korean conflict. Breast 1954;26:623633. Conn JH, Hardy JD, Fein
WR, Netterville RE. Thoracic Injury: Analysis of 1,022 cases. J Injury 1963;3:22-40. Smythe NPD, Hughes RC, Cornwell EE. Penetrating chest wounds. Am Surg 1961;27:770-774. Virgilio RW. Intratoral wounds in combat losses. Surgut Gynecol Obstet 1970;130:609615. Lycock FS, Arthur B.C., Tildon TT. Penetrating
chest wounds. J Natl Med Assoc 1975;67:149-154. Opara SS, Mandal AK. Penetrating stab wounds of the chest: experience with 200 cases in a row. J Injury 1976;16:868-872. Cant PJ, Smyth S, Smart DO. Antibiotic prophylaxis is indicated for stab wounds of the chest requiring a closed thoracic tube. Br J Surg
1993;80:464-466. Grover FL, Richardson JD, Fewel JG, Aom KV, Webb GE, Trinkle JK. Preventive antibiotics in the treatment of penetrating chest wounds. Promising double-blind study. J Thorak Cardiovasque Surgut 1977;74:528-536. Mandal AK, Montano J, Thadepalli H. Preventive antibiotics and no antibiotics
compared to chest injury. J Injury Injury Demetryades D, Brecon V, Brecon C, et al. Antibiotic prophylaxis prevention for penetrating chest injuries. Ann R Coll Surgut Engle 1991;73:348-351. Stone HH, Symbas PN, Hooper CA. Cefamandole for prevention of infection in the closed tube of thoracostomy. J Injury
1981;21:975-977. LeBlanc K.A., Tucker WAI. Preventive antibiotics and closed tubular thoracostacy. Surgut Ginecol Obstet 1985;160:259-263. LoCurto JJ jr, Tischler CD, Swan KG et al. Tube toruscosomy and trauma - antibiotics or not? J Injury 1986;26:1067-1072. Brunner RG, Vincent GO, Alexander RH, Laneve L,
Fallon WF Jr. Role of Antibiotic Therapy in the Prevention of Empyemia in Patients with Isolated Chest Injury (ISS 9-10): A Prospective Study. J Injury 1990;30:1148-1154. Nichols RL, Smith JW, Muzik AC, et al. Preventive use of antibiotics for traumatic chest injuries requiring a closed thoracic tube. Breast
1994;106:1493-1498. Fallon WF Jr., wears RL. Preventive antibiotics to prevent infectious complications, including empyema after thoracostomy tube for injury: Metaanalysis results. J Injury 1992;33:110-117. Evans JT, Green JD, Carlin PE, Barrett LO. Meta-analysis of antibiotics in tubular thoracostomy. Am Surg
1995;61:215-219. Table Preventive Antibiotics in Patients With Injuries with Tubular Thoracostomy: Evidence Table First Author of the Year Reference Class Antibiotic - Pts. Duration of Pneumonia Empyema Grover FL 1977 Preventive Antibiotics in the Treatment of Penetrating Chest Wounds: Prospective Double-Blind
Study. J Thorac Cardiovasc Surg 74:528-536 I Clindamy Placebocin 38 37 1-5 days N/A 10.5% 35.1% 2.6% 16% Stone HH HH 1981 Cefamandole for infection prevention in the closed tube of torakostomy. J Injury 21:975-977 I Placebo Cefamandole 43 40 48 hours after CT d/ced 12% 0% 4.7% 2.5% Cant PJ PJ 1993
Antibiotic prevention is indicated for chest wounds with a knife requiring a closed tube of thoracostomy. Br J Surg 80:464-466 I Cefazolin Placebo 57 56 24 hours 12% 34% 0% 9% Nichols RL 1994 Preventive use of antibiotics in traumatic thoracic trauma requiring closed andostosis tube. Breast 106:1493-1498 I
Cefonicid Placebo 63 56 Until CT removed 0% 5% 0% Leblanc KA 1985 Preventive Antibiotics and Closed Tubular Thoracostomy. Surg Gynecol Obstet 160:259-263 II Cephapirin Placebo 26 26 24 hours after CT d/ced 3.8% 3.8% 0% 3.8% 3.8% Mandala AK 1985 Preventive Antibiotics and No Antibiotics Compared to
Penetrating Chest Injury. J Injury 25:639-643 II Doxycycline Placebo 40 40 Until CT removed 0% 2.5% 0% 0% 0% 0% JJ JJ Jr 1986 Tube torostomy and injury - antibiotics or not? J Injury 26:1067-1072 II Placebo Cefoxitin 28 30 12 hours after CT d/ced 14% 3% 18% 0% Brunner RG 1990 Role of antibiotic therapy in the
prevention of empyie in empyie Isolated Chest Injury (ISS 9-10): Prospective study. J Injury 30:1148-1154 II No antibiotics checkazolin 46 44 Until CT removed 6.5% 2.3% 2.3% 0% Demetryades D 1991 Antibiotic prevention for penetrating chest injuries. Ann R Coll Surg Engl 73:348-351 II Ampicillin IV before insertion
tube 95 93 Pre-Tube Insert Oral to CT d/ced 3.1% 2.1% 0% 1.1% First Author of the Year Reference Class Conclusions Evans JT 1995 Meta-analysis of antibiotics in the tube torakmystosty. Am Surg 61:215-219 III Meta-analysis is made from 6 randomized trials. The evaluation results included empyea, effusion,
pneumonia, wound infection, tracheitis, concluded: Antibiotics should be used and maximum therapy for Staphylococcus aureus. Fallon WF Jr 1992 Preventive Antibiotics for the Prevention of Infectious Complications, Including Empyeem After Tube Andrology for Injury: Meta-Analysis Results. J Injury 33:110-117 III
Meta-analysis of the same 6 studies as Evans et al. Only evaluated 4 studies that used first or second-generation cephalosporins. The effect on early emphyema and other infectious complications is determined. Conclusion: Antibiotic prophylaxis with first-generation cephalosporin can reduce potential infectious
complications, including empyum associated with thoracic tube thoracic disease. toracostomy. google translate arabic to english voice. google translate arabic to english writing. google translate arabic to english by picture. google translate arabic to english from image. google translate arabic to english scan. google
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