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Skin antisepsis: it’s not only what you use, it’s the way
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Numerous guidelines have been published by consensus
groups worldwide regarding optimal skin antisepsis prior to
surgical incision or insertion of intravascular catheters [1e3].
However, in the opinion of the authors, current guidelines fail
to address a key element: the method of application of the
antiseptic agent.h
Several agents are available for skin antisepsis, including
alcohols, iodine and iodophors, octenidine hydrochloride,
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Expert panel convened in Geneva, Switzerland in April 2016, to
discuss agents and methods used for skin antisepsis prior to surgery or
IV catheter insertion. The panel did not consider the role of skin antisepsis in hand hygiene, chronic wound care, decolonization, or preoperative bathing.

polyhexamethylene biguanide, and chlorhexidine. The authors
highlighted the need for adequately powered comparative
studies and considered the current guidelines for skin antisepsis from the UK, USA, France, Germany, Ireland, Italy, and
Spain [1e3]. Most guidelines focus on antiseptic agents with
little consideration of the importance of application methods.
The exceptions are those from Spain, which specifically suggest that an applicator is preferred, and a ‘back and forth’
application method for 30 s is recommended [4].
The panel reached a consensus that the method of application may improve safety, standardization, and practicality
compared to traditional skin antisepsis using multiple-use
bottles and gauzes. For example, a single-use applicator has
the potential to control the antiseptic volume, reduce drug
errors, save time, and reduce waste. A single-use applicator
may also potentially encourage a standardized and more
thorough approach to skin preparation, offering reduction of
the risk of cross-contamination during antiseptic application.
Relatively few recent studies assess the effectiveness of
applicators for skin antisepsis. In a comparison of 2% chlorhexidine in 70% isopropyl alcohol applied using an applicator,
and povidone-iodine applied on gauze by 30 experienced
healthcare workers, no healthcare worker completed all steps
recommended by the manufacturer for povidone-iodine [5]. By
contrast, 16.7% completed all recommended steps with
chlorhexidine in isopropyl alcohol (P ¼ 0.027). Compliance
with critical steps was 33.3% with povidone-iodine and 90%
with chlorhexidine in isopropyl alcohol (P ¼ 0.0001), with no
difference in the average reduction of colony-forming units.
Findings of another study suggest that single-use applicators
for chlorhexidine in isopropyl alcohol could replace current
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skin antisepsis with 10% povidone-iodine and 70% isopropyl
alcohol in blood donation [6]. Although these are relatively
small studies in a single centre, they start to provide evidence
and rationale for further studies to be replicated in larger,
multicentre trials.
The method of applying skin antiseptic may be equally as
important as the selection of skin antiseptic, although this has
not been studied directly. Traditionally, skin antiseptics have
been applied in concentric circles working out from the
intended needle insertion site, although there is no evidence
to support this procedure. The concentric circle method is
required when using aqueous-based products, which need
additional drying time to prevent reintroduction of contaminants to previously cleansed areas [7]. Around 20% of bacteria
live in the deeper layers of the skin, among dead skin cells,
sweat glands and hair follicles, making it difficult to
adequately decontaminate the skin [8]. Back-and-forth friction has been suggested to cleanse more skin layers and this
reduces the bacterial load of the epidermal layer more
effectively [9].
It is suggested that a large multicentre study could compare
different antiseptic fluids in the same applicator against a
control consisting of multiple-use fluid and gauze. Further
studies need to ascertain the clinical, economic and logistical
consequences of using a single-use applicator compared to
standard skin antisepsis with multiple-use bottles and gauze,
for example, in terms of infection rates, healthcare worker
time, and the associated costs.
The panel concluded that as well as further studies into the
use of application method for skin antisepsis prior to surgery
and intravenous catheter insertion, a full review of this topic is
a priority. In the meantime, guideline committees should
consider the empirical benefits and published studies, which
consistently suggest that single-use applicators offer advantages over multiple-use bottles and gauze [6,7]. Without due
attention to the value of application method, this important
aspect of infection control remains far from evidence-based.
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