Orthopaedic care in disasters: preparedness must extend to peri-operative infection surveillance.  
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We read with interest the work of Sana and colleagues who highlight the unique surgical requirements and barriers to quality provision of orthopaedic care in low- and middle-income countries (LMICs) during disaster situations.1 Development of the suggested collaborative framework has merit, but preparedness stretches beyond adequacy of surgical equipment and must consider the entire care pathway. Disaster situations are associated with considerable disruption to diagnostic microbiology laboratory infrastructure, exacerbating limited capacity in many LMICs. Antimicrobial resistance (AMR) is a major global health concern that challenges trauma surgery even in optimal conditions,2 with difficulties maintaining infection control standards and the supply of effective antimicrobial agents for prophylaxis and treatment driven by disaster situations.

Data on patients with healthcare contact in disaster areas show hospital-acquired aerobic Gram-negative bacteria, particularly Acinetobacter baumannii, were the most frequently reported causative agents of crush injury associated infection, with increasing Gram-negative resistance observed in casualties of previous earthquakes.3

Preparedness therefore requires quantifying the problem of AMR in LMIC settings, where critical gaps have been identified in surveillance capacity and data reliability.4 Specifically, we must seek to strengthen diagnostic capability and surveillance to understand the epidemiology of resistance at baseline, allowing for appropriate empirical antimicrobials to be rapidly supplied in disaster settings. Recent World Health Organisation guidance to generate nationally representative bloodstream infection data in LMICs may have utility here.5 Emergency preparedness of orthopaedic equipment is a clear need, but without significant international collaboration to uplift surveillance, AMR in these scenarios will severely undermine any progress gained.   
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