Accepted Manuscript

THE JOURNAL OF
ARTHROPLASTY

Characterizing the Diagnosis and Treatment of Allergic Contact Dermatitis to 2-octyl
Cyanoacrylate Utilized for Skin Closure in Elective Orthopedic Surgery

Brian P. Chalmers, M.D., Heath P. Melugin, M.D., Peter K. Sculco, M.D., Jennifer
J. Schoch, M.D., Rafael J. Sierra, M.D., Mark W. Pagnano, M.D., Michael J. Stuart,
M.D., Michael J. Taunton, M.D.

Pll: S0883-5403(17)30595-8
DOI: 10.1016/j.arth.2017.07.012
Reference: YARTH 55992

To appearin:  The Journal of Arthroplasty

Received Date: 9 June 2017
Revised Date: 6 July 2017
Accepted Date: 11 July 2017

Please cite this article as: Chalmers BP, Melugin HP, Sculco PK, Schoch JJ, Sierra RJ, Pagnano MW,
Stuart MJ, Taunton MJ, Characterizing the Diagnosis and Treatment of Allergic Contact Dermatitis to 2-
octyl Cyanoacrylate Utilized for Skin Closure in Elective Orthopedic Surgery, The Journal of Arthroplasty
(2017), doi: 10.1016/j.arth.2017.07.012.

This is a PDF file of an unedited manuscript that has been accepted for publication. As a service to

our customers we are providing this early version of the manuscript. The manuscript will undergo
copyediting, typesetting, and review of the resulting proof before it is published in its final form. Please
note that during the production process errors may be discovered which could affect the content, and all
legal disclaimers that apply to the journal pertain.


http://dx.doi.org/10.1016/j.arth.2017.07.012

Characterizing the Diagnosis and Treatment of Allegic Contact Dermatitis to 2-octyl
Cyanoacrylate Utilized for Skin Closure in ElectiveOrthopedic Surgery

Brian P. Chalmers, M.D."
Heath P. Melugin, M.D."
Peter K. Sculco, M.D."
Jennifer J. Schoch, M.D.
Rafael J. Sierra, M.D
Mark W. Pagnano, M.D."
Michael J. Stuart, M.D. '
Michael J. Taunton, M.D. ™

Investigation performed at the Mayo Clinic, Rochester, MN

Short Title: Allergic Contact Dermatitisto 2-octyl Cyanoacrylate

+

Department of Orthopedic Surgery
Mayo Clinic

200 First Street SW.

Rochester, MN 55905.

Phone: (507) 284-2884

Fax: (507) 266-4234

Department of Dermatology
University of Florida

4037 NW 86" Terrace
Gainesville, FL 32606
Phone: (352) 594-1500
Fax: (352) 594-1501

Brian P. Chamers, M.D. chalmers.brian@mayo.edu (publishable)
Heath P. Melugin, M.D. melugin.heath@mayo.edu (publishable)
Peter K. Sculco, M.D. SculcoP@HSS.EDU (publishable)
Jennifer Schoch, M.D. jschoch@ufl.edu (publishable)

Rafael J. Sierra, M.D. sierra.rafael @mayo.edu (publishable)
Mark W. Pagnano, M.D. pagnano.mark@mayo.edu (publishable)
Michadl J. Stuart, M.D. stuart.michael @mayo.edu (publishable)
Michadl J. Taunton, M.D. taunton.michael @mayo.edu (publishable)

Corresponding author and requests for reprints author (Michael J. Taunton, M.D.)



N

10

11

12

13

14

15

16

17

18

19

20

21

22

23

Characterizing the Diagnosisand Treatment of Allergic Contact Der matitisto 2-

octyl Cyanoacrylate Utilized for Skin Closurein Elective Orthopedic Surgery

ABSTRACT

INTRODUCTION: While studies have shown that postoperative wilazomplications
can predispose to deep infection following orthopadrgery, the best form of skin
closure has not been elucidated. Further, theugniigks and benefits of each type of
wound closure have not been studied. The goali®ktidy is to present the diagnosis
and treatment of patients with allergic contacnuitis (ACD) from 2-octyl
cyanoacrylate, a skin adhesive commonly utilized/@und closure.

METHODS: Twenty-nine patients with ACD to 2-octyl cyanogate (Prineo®,

Ethicon, NJ) following elective orthopedic surgsrfeom 2013- 2016 were
retrospectively reviewed; this occurred in 29 @88 units of Prineo® utilized at our
institution, for an estimated incidence of 0.5%n&teen patients (66%) had knee
operations. Mean age was 55 years (range, 15-88%)yeWe classified patients by
symptom severity and treatment requirements intd,mrmoderate, and severe reactions.
RESULTS: Most reactions were moderate (48%) or severgj3@actions. Mean time
from surgery to diagnosis was 11.8 days (range?2 2la§s). All patients underwent
removal of the Prineo® dressing and daily dresshmgnges with a specific protocol.
Twenty patients (69%) received oral antihistamisegeen patients (55%) required
topical corticosteroids, and five patients (17%guieed oral corticosteroids. All cases of

ACD ultimately resolved at a mean of 22 days (radge-56 days) postoperatively.
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CONCLUSION: 2-octyl cyanoacrylate skin adhesive occurs iestmmated 0.5% of
cases and can lead to severe postoperative ACD uwdezhfollowing orthopedic
operations. However, with early recognition angrapriate treatment, patients’
symptoms resolve without a significant impact oruna healing.

Level of Evidence: Level IV, Retrospective Caseé&er

Keywords: contact dermatitis; total joint arthragty
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INTRODUCTION

Surgical site infections (SSIs) are one of theddaromplications after elective
orthopedic surgery [1]. This is of particular centin surgical cases that involve
orthopedic implants, especially in total joint agplasty (TJA), as such implants are
avascular foreign bodies that can become a nidusifiro-organism attachment and
growth [2]. As such, much time, effort, and resbdras been dedicated to decreasing
postoperative infection rates [1, 3]. Several igsithave elucidated a relationship
between postoperative wound complications, name&ippged drainage, and an
increased risk for infection [1, 3-5]. Thereforegumd closure technique has been a focus
of investigation [6-9]. Alternative methods of waliclosure that aim to prevent
postoperative wound complications have been emglayth varying success [9-13].
These include negative pressure dressings [10abh8icrobial dressings [11],
occlusive dressings [14], and skin adhesives [8jwever, the best method for wound
closure has yet to be determined and specific asksbenefits of each type of closure

method is still unknown [1, 3].

Skin adhesive dressings have become an increagnglylar form of wound closure in
an attempt to seal the wound, prevent postoperattend drainage, and augment tissue
holding strength [9, 15]. However, recent condeas been raised by the authors and in
recent case reports about potential allergic comtanatitis (ACD) to a specific product
containing 2-octyl cyanoacrylate (Prineo®, EthicBomerville, NJ) [15-17]. It has been
noted that some patients develop a type IV del&ypersensitivity reaction with an

erythematous, eczematous to urticarial eruptiom thegincision [16]. In the authors’
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experience, this reaction can range from mild ty gevere. This is concerning as it not
only may mimic a postoperative infection, causiif§alities with accurate diagnosis,
but may be an entry point for bacterium secondatyéakdown of the patient’s skin.
Further, there is little objective data in theritteire regarding the diagnosis, treatment,

and outcome of such hypersensitivity reactions.

The goal of the current study was to characteheediagnosis and treatment in patients
that experienced an ACD to a specific skin adhe@vmeo®, Ethicon) utilized during
skin closure after elective orthopedic surgeryrtiter, we attempt to identify a
classification system and treatment algorithm ta@uwther surgeons and standardize

recognition and reporting of such complications.

METHODS

Through the use of an institutional surgical andical note database, all patients with a
potential delayed reaction to Prineo® were ideadifirom January®] 2013 to December
31% 2016. Surgical records were reviewed to conffiat the skin adhesive was utilized
during skin closure in each patient. Further,ichhrecords and all available
photographs were reviewed to confirm the diagnoke postoperative skin adhesive
ACD. Demographic information and treatment histags also collected. In order to
estimate an incidence of rate of ACD to 2-octylrayactylate, we obtained the number of
units of Prineo® utilized at our institution (6,008its) during the study period by the
orthopedic surgery department. The diagnosissirmadhesive ACD was made by the

surgical team based on clinical symptomology, Inistand appearance of the wound.
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Clinical records, treatment approaches, and phafisgr were thoroughly reviewed and a
spectrum of severity was identified and classifieda severity classification system
utilized regularly for patch testing [18] (Table 1patients were excluded if it was
determined that Prineo® tape was not used, afeifdaction was determined to be
infectious (i.e. cellulitis) rather than allergitfanal diagnostic evaluation. Finally, we
excluded patients if the skin adhesive was not k&da@s part of management of the
potential ACD, as resolution of the skin changehwé@moval of the offending agent was

used as a surrogate for diagnostic confirmatioA®D.

Patients

Twenty nine patients undergoing predominantly lmitexclusively hip and knee
arthroplasty were identified for retrospective ewi(Table 1). The mean age was 55
years (range, 15 — 92 years) and there were 21ldésrig2%). The mean BMI was 33

kg/n? (range, 18- 69 kg/fn

Satistical Methods
Descriptive data is presented as mean values aiifpas. Given the nature of this case

series, there are no comparative statistics indude

RESULTS
Classification and Diagnosis
Of the twenty-nine patients identified with 2-octylanoacrylate ACD, four (14%)

patients had mild reactions (Figure 1), fourteetiepds (48%) had moderate reactions
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(Figure 2), and eleven patients (38%) had sevea&ions (Figure 3, 4) based on the
classification system. The mean time from surgemjiagnosis was 11.8 days (range, 2 —
42 days). Three patients were evaluated for pedistioint infection (PJI) with
inflammatory markers (Erythrocyte SedimentationeR&SR) and C-Reactive Protein
(CRP)); one of those patients additionally undenveetotal knee arthroplasty (TKA)

joint arthrocentesis to evaluate for infection. nfdaf the patients in this series

underwent patch testing for an underlying 2-ocyrmacrylate reaction.

Treatment

All patients underwent careful removal of the Po®eskin adhesive as part of their
management of a suspected ACD. All patients uneletdressing changes daily until
the symptoms resolved; more severe cases (sevientsaR4%) also received
application of topical corticosteroids. Twentyipats (69%) received oral
antihistamines and sixteen patients (55%) recetopital steroids. Five patients (17%)
required oral corticosteroids and seven patient%oj2dvere referred to Dermatology for

assistance with management.

Of note, five patients (17%) received intravenousral antibiotics as part of the overall
treatment of the ACD initially suspected to be paitd cellulitis. With removal of the
dressing and continued observation, these patikthtsot develop an infection and had
improved symptoms, ultimately diagnosed with an A&l not an infectious process.
However, one patient developed a subcutaneousdalidction at the incision site at six

weeks postoperatively from a medial unicompartnieartaroplasty; the skin adhesive
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tape had been removed at one month postoperatoen ACD, at which time her
incision was dry without a subcutaneous fluid adien. She ultimately underwent
reoperation for irrigation, debridement, and priynelosure. Preoperative aspiration,
inflammatory markers, and intraoperative cultureseanot consistent with PJI; it was
felt that her underlying fluid collection was potiatly related to her ACD. She
subsequently healed without issue or incidencefettion and was not placed on

antibiotics post-debridement.

Resolution
All cases of ACD resolved at a mean of 22 daysggaid3 — 56 days) after the index

procedure. There were no other complicationgoperations.

Incidence and Risk Factors

The estimated incidence of ACD to Prineo® was 0(29#6,008). Of the twenty-nine
patients identified in this series, eight patig28%) were determined to have definite
previous contact with the specific skin adhesiveéemal from prior surgeries; three
(10%) of these patients indicated past, lessetiozacto the skin adhesive. Seven
patients (24%) were suspected to have previouscbtd the skin adhesive as they were
healthcare workers and/or had previous surgeryhiclnthey believed a Prineo® type

adhesive was utilized. Past contact was undetedrimfourteen patients (48%).
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DISCUSSION

In an attempt to prevent postoperative wound carapbns and potential SSls,
alternative methods of wound closure have beconre mapular in elective orthopedic
surgical procedures, particularly TJA [7-9]. Whilteere is strong evidence linking
postoperative wound complications and drainagbeaievelopment of a deep infection,
there is little evidence indicating the ideal wouwhasure method [1, 3]. Further, there is
little data on the unique advantages and comptinatassociated with each type of
wound closure. Recent case reports have raiseztooregarding ACD to skin adhesive
type dressings, particularly Prineo® [15-17]. Ehghors present their experience with
diagnosing and managing suspected ACD from Pringo@nd closure in the largest

series in the literature.

While there is no quick, definitive test for thegnosis of an ACD secondary to a wound
closure skin adhesive, the typical presentatiolutes a peri-incisional erythematous,
eczematous to urticarial dermatitis that develofid Slays after surgery in which a skin
adhesive was utilized. Peri-incisional pruritugften associated. A systemic response,
known as an id reaction or auto-eczematization, atayr, with a widespread macular to
papular eruption and generalized pruritus. Clasigies and symptoms indicative of
infection, such as increased surgical site paiyngladrainage, fevers, and chills should
prompt a thorough investigation of a SSI rathentaa ACD. Other small case series
and case reports have recommended patch testidgfioitive diagnosis [15, 17].
However, such patch testing is not widely availabAelditionally, patch testing requires

a minimum of five day to assess for developmera pbsitive result, which limits utility
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in the acute setting. Patch testing also typioczdlignot be completed in patients
experiencing auto-eczematization. We recommendhmmiation with a dermatologist if
the diagnosis is unclear. Patch testing may b&lafter treatment of the acute ACD to

confirm the diagnosis and to counsel the patierfuture product avoidance.

Given the nature of this review and variety of gaares included, we are only able to
estimate the incidence of Prineo® ACD based omtimber of reactions identified
compared to the number of units utilized duringgsame time period at 0.5%. This is
slightly lower than the series by Durando et all[Wwhich reported an incidence of nearly
2% in a series of 915 consecutive TKAs with theasldhesive closure. The severity of
the reaction ranges significantly, from a mild pedisional papular rash (Figure 1) to a
severe bullous eruption with systemic symptomsufag 3, 4). Likewise, the treatment
of a skin adhesive reaction should vary based wargg and patient symptomatology
(Figure 5). In this series, all patients underwemoval of the skin adhesive dressing.
While maintenance of the dressing could be consttlar cases that are minimally
symptomatic in a patient at high risk for potenti@und drainage, removal of the
offending agent is crucial in all allergic reactsonWe recommend the following wound
care strategy two times daily: one layer of 0.05R#b€tasol cream and two layers of
Vanicream, a towel soaked (not dripping) in 8 ownakwater and 1 ounce of white
vinegar should cover the creams for 15 minuteds &pproach to dressing management,
as recommended by our Dermatology colleagues, earedse inflammation and the
incidence of secondary infection. Oral antihistaesi and topical corticosteroids,

avoiding the incision, are typically the next lisemanagement. Finally, in patients with
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systemic reactions, such as whole-body or whol&-jomuritic rashes, often only oral

steroids can control the reaction in a timely fashi

As in all allergic reactions, patients must havetaot and sensitization to the offending
agent prior to the reaction. In this series, neanle third of patients had prior reactions
to similar skin adhesive wound closure materialrttier, in other case reports, some
patients had documented reactions to acrylic [}, If skin adhesive is to be routinely
used in skin closure, we recommend surgeons ingué-®peratively about a history of
contact allergies to skin adhesives to preventri@ty avoidable peri-incisional ACD.
We do not routinely patch test all patients thdt wndergo skin adhesive skin closure,
but it can be considered in patients with a poatiptievious reaction. Finally, in the
authors’ experience, the incidence of ACD to Prié®increased on extensor surfaces
(i.e., knees) compared to other skin surfaces (iips). We hypothesize that the tension
on the skin adhesive dressing that occurs on exteusfaces causes micro-fractures of
the skin adhesive, potentially releasing more g#arand may cause more skin irritation
that initiates the ACD cycle. This may, in padntribute to the difference between the
incidence estimated in this series at 0.5% angbtbeiously described study in TKAs by

Durando et al [17] at 2%.

The main limitation to this study is the lack of@mparative or control group. This is a
retrospective case series, describing the autkeaperiences with an uncommon, largely
unrecognized complication with a modern skin clegechnique. Further, there is no

definitive test or diagnosis of an ACD in the acsigting; however, we were able to
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ascertain a probable clinical diagnosis in allgyas in this series. Finally, the
retrospective nature of the study, lack of a d&fiaidiagnostic test, and lack of a discrete
diagnosis code for this complication only allowlsest estimate of the incidence of ACD
to 2-octyl cyanoacrylate based on the number oépit identified compared to the

number of units utilized during the same period,aroexact rate.

ACD, while uncommon, may occur in 0.5 - 2% of patseundergoing Prineo® wound
closure. The diagnosis is largely clinical, bagpdn the appearance of a peri-incisional,
erythematous, and eczematous to urticarial erupt®®l must be excluded based on
history, examination, laboratory testing, and farttesting as needed. Treatment is
dependent on the severity of the reaction, butlshioglude removal of the skin adhesive
dressing, topical steroids with specific dressihgrge regimens as outlined above, and
oral antihistamines; these simple measures resohgkaction in the majority of
patients without complication. Oral steroids mayréquired in the more severe,
systemic reactions. Incidence of skin adhesive A@D be potentially diminished by
taking a thorough clinical history of past react@nd selective patch testing. With early
recognition and prompt treatment, ACD to skin adressutilized in wound closure in
elective orthopedic operations can be effectivedgtied without affecting the impact on

wound closure.
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291 Tablel. Patient demographics

Patient Demographics

Mean Age, years (range) 55 (15-92)
Sex (male: female) 8:21
Mean BMI, kg/nf (range) 33.2 (18.5-69.2)
Previous Contact 8
Definite 7
Susnecte 14

Procedure Type

Knee arthroplasty 16
Other knee procedures 3
Hip arthroplasty 7
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Table 2. Classification of 2-octyl Cyanoacrylate Reactions

Classification Type Symptoms

Erythema, infiltration, possible papules

Mild
Moderate Erythema, infiltration, papules and vesicles
Severe Spreading reactions (outside of the area of thimir@pplication

of the offending agent), bullous reactions, extrgmeitus



LEGENDS

Figure 1: Mild Reaction — 47 year-old female ten days afigit clavicle open reduction and
internal fixation with maculopapular rash and pigriShe was treated with careful skin adhesive
removal and oral anti-histamines. The reactionlvesbeighteen days post operation.

Figure 2: Moderate Reaction — 79 year-old male seven ddgs r@ght unicompartmental knee
arthroplasty. His reaction resolved seventeen gagsoperation with careful removal of skin
adhesive dressing and topical steroids.

Figure 3: Severe Reaction — 72 year-old female a) fivejdhtec) twelve, and d) nineteen days
following left total knee arthroplasty. Note thevere blistering, bullae, and erythema. After
careful skin adhesive removal at five days, she tneated with oral anti-histamines in addition
to oral and topical steroids. Her reaction resdlat twenty-one days post operation.

Figure 4. Severe Reaction — 16 year-old male a) three aetgh) days after a right knee
extensor mechanism realignment and tibial tubeysteotomy. Note the severe blistering,
bullae, and erythema. His reaction resolved tldetys postoperatively after being treated with
dressing removal and topical steroids.

Figure5: Proposed treatment algorithm based on the clisieatrity.
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Prineo Skin Closure

Peri-incisional dermatitis
following operation

Incisional drainage, fevers,
increased pain, systemic
infectious symptoms

ACCEPTED MANUSCRIPT

Consider infectious
work-up (i.e. ESR,
CRP, aspiration)

Mild Symptoms Moderate Symptoms

Consider careful removal of Carerairemoralot b rRed

. o for § .
Prineo dressing. Monitor for dressing.

progression of symptoms.

Treat with topical steroids
and/or oral anti-
histamines.

Severe Symptoms

Careful removal of Prineo
dressing.

Treat with topical steroids
and/or oral anti-
histamines.

Consider oral steroids

and/or Dermatology
consult.




CONFLICT OF INTEREST STATEMENT
The Journal of Arthroplasty

(Adopted from the American Academy of Orthopaedic Surgeons disclosure statement)

The following form must be filled out completely and submitted by each author (example, 6 authors, 6 forms). If no
discloser is required, please write/type “none” at the end of each sentence.

Manuscript Title: Characterizing the Diagnosis and Treatment of Allergic Contact Dermatitis to 2-octyl Cyanoacrylate Utilized
for Skin Closure in Elective Orthopedic Surgery

1. Royalties from a company or supplier (The following conflicts were disclosed) None

2. Speakers bureau/paid presentations for a company or supplier (The following conflicts were disclosed) None
3A. Paid employee for a company or supplier (The following conflicts were disclosed) None

3B. Paid consultant for a company or supplier (The following conflicts were disclosed) None

3C. Unpaid consultants for a company or supplier (The following conflicts were disclosed) None

4, Stock or stock options in a company or supplier (The following conflicts were disclosed) None

5. Research support from a company or supplier as a Principal Investigator None

6. Other financial or material support from a company or supplier (The following conflicts were disclosed) None
7. Royalties, financial or material support from publishers (The following conflicts were disclosed) None

8. Medical/Orthopaedic publications editorial/governing board (The following conflicts were disclosed) None

9. Board member/committee appointments for a society (The following conflicts were disclosed) None

Each author must sign AND print or type his/her name, date and submit a separate form

In addition, one BLINDED Conflict of Interest form (no author names used) should be submitted per manuscript with all
author disclosures.

Brian Chalmers, MD oB'cian. Chalmers, oft op 5/18/17

Author Name (Print or Type) Author Signature Date



CONFLICT OF INTEREST STATEMENT
The Journal of Arthroplasty

(Adopted from the American Academy of Orthopaedic Surgeons disclosure statement)

The following form must be filled out completely and submitted by each author (example, 6 authors, 6 forms). If no
discloser is required, please write/type “none” at the end of each sentence.

Manuscript Title: Characterizing the Diagnosis and Treatment of Allergic Contact Dermatitis to 2-octyl Cyancacrylate Utilized
for Skin Closure in Elective Orthopedic Surgery

1. Royalties from a company or supplier (The following conflicts were disclosed) - none

2. Speakers bureau/paid presentations for a company or supplier (The following conflicts were disclosed) - none

3A. Paid employee for a company or supplier {The following conflicts were disclosed) - none

3B. Paid consultant for a company or supplier {The following conflicts were disclosed) - none

3C. Unpaid consultants for a company or supplier {The following conflicts were disclosed) - none

4. Stock or stock options in a company or supplier (The following conflicts were disclosed) - none

5 " Research support from a company or supplier as a Principal Investigator (The following conflicts were disclosed) -
no

6. Other financial or material support from a company or supplier (The following conflicts were disclosed) - none

T Royalties, financial or material support from publishers (The following conflicts were disclosed) - none

B. Medical/Orthopaedic publications editorial/governing board (The following conflicts were disclosed) - none

9, Board member/committee appointments for a society (The following conflicts were disclosed). - no relevant conflicts;

- Membership/recruitment committee — Society for Pediatric Dermatology

Each author must sign AND print or type his/her name, date and submit a separate form

In addition, one BLINDED Conflict of Interest form {no author names used) should be submitted per manuscript with all
author disclosures.

Nonnder Sto ><\_> s/ 1F

Author Name (Print or Type) Author Signatuh\—) ; Date



CONFLICT OF INTEREST STATEMENT
The Journal of Arthroplasty

(Adopted from the American Academy of Orthopaedic Surgeons disclosure statement)

The following form must be filled out completely and submitted by each author (example, 6 authors, 6 forms). If no
discloser is required, please write/type “none” at the end of each sentence.

Manuscript Title: Characterizing the Diagnosis and Treatment of Allergic Contact Dermatitis to 2-octyl Cyanoacrylate Utilized
for Skin Closure in Elective Orthopedic Surgery

1.

3A.

3B.

3C.

Royalties from a company or supplier (The following conflicts were disclosed) N‘o\/\fb

Speakers bureau/paid presentations for a company or supplier (The following conflicts were disclosed) N 0N

Paid employee for a company or supplier (The following conflicts were disclosed) V\)O AL

Paid con,sultant for a company or supplier (The following conflicts were disclosed) /) o\

Unpaid consultants for a company or supplier (The following conflicts were disclosed) A)ouz

Stock or stock options in a company or supplier (The following con.flicts were disclosed) A oA

Research support from a company or supplier aé a Principal Investigator (The following conflicts were disclosed)Noae
Other financial or material support from a company or supplier (The following conflicts were disclosed) 1\] one
Royalties, financial or material support from publishers (The following conflicts were disclosed) A/oue_
Medical/Orthopaedic publications editorial/governing board (The following conflicts were disclosed) "\ 0 AL

Board member/committee appointments for a society (The following conflicts were disclosed) AJ o AL

Each author must sign AND print or type his/her name, date and submit a separate form

In addition, one BLINDED Conflict of Interest form (no author names used) should be submitted per manuscript with all
author disclosures.

Heodh Melugin (RN 5/A2/2017

Author Name (Print or Type) Author Signature” Date/



CONFLICT OF INTEREST STATEMENT
The Journal of Arthroplasty

(Adopted from the American Academy of Orthopaedic Surgeons disclosure statement)

The following form must be filled out completely and submitted by each author (example, 6 authors, 6 forms). If no
discloser is required, please write/type “none” at the end of each sentence.

Manuscript Title: Characterizing the Diagnosis and Treatment of Allergic Contact Dermatitis to 2-octyl Cyanoacrylate Utilized
for Skin Closure in Elective Orthopedic Surgery

1. Royalties from a comﬁany or supplier (The following conflicts were disclosed)
De R)js\/ ntrheS
Sty ken
2. Speakers bureau/paid presentations for a company or supplier (The following conflicts were disclosed)
None
3A. Paid employee for a company or supplier (The following conflicts were disclosed)
None
3B. Paid consultant for a company or supplier (The following conflicts were disclosed)
P&L(’\ (O~
3C. Unpaid consultants for a company or supplier (The following conflicts were disclosed)
None
4. Stock or stock options in a company or supplier (The following conflicts were disclosed)
None
5. Research support from a company or supplier as a Principal Investigator (The following conflicts were disclosed)
None
6. Other financial or material support from a company or supplier (The following conflicts were disclosed)
None
7. Royalties, financial or material support from publishers (The following conflicts were disclosed)
None
8. Medical/Orthopaedic publications editorial/governing board (The following conflicts were disclosed)
None
9. Board member/committee appointments for a society (The following conflicts were disclosed)

Knee 50@%

Each author must sign AND print or type his/her name, date and submit a separate form

In addition, one BLINDED Conflict of Interest form (no author names used) should be submitted per manuscript with all
author disclosures.

MAR - PAEAND T@ﬁ\/\/\/\@ L—L— | =

Author Name (Print or Type) %utho@ignature Date



CONFLICT OF INTEREST STATEMENT
The Journal of Arthroplasty

(Adopted from the American Academy of Orthopaedic Surgeons disclosure statement)

The following form must be filled out completely and submitted by each author (example, 6 authors, 6 forms). If no
discloser is required, please write/type “none” at the end of each sentence.

Manuscript Title: Characterizing the Diagnosis and Treatment of Allergic Contact Dermatitis to 2-octyl Cyanoacrylate Utilized
for Skin Closure in Elective Orthopedic Surgery

1. Royalties from a company or supplier (The following conflicts were disclosed) None

2. Speakers bureau/paid presentations for a company or supplier (The following conflicts were disclosed) None
3A. Paid employee for a company or supplier (The following conflicts were disclosed) None

3B. Paid consultant for a company or supplier (The following conflicts were disclosed) None

3C. Unpaid consultants for a company or supplier (The following conflicts were disclosed) None

4, Stock or stock options in a company or supplier (The following conflicts were disclosed) None

5. Research support from a company or supplier as a Principal Investigator None

6. Other financial or material support from a company or supplier (The following conflicts were disclosed) None
7. Royalties, financial or material support from publishers (The following conflicts were disclosed) None

8. Medical/Orthopaedic publications editorial/governing board (The following conflicts were disclosed) None

9. Board member/committee appointments for a society (The following conflicts were disclosed) None

Each author must sign AND print or type his/her name, date and submit a separate form

In addition, one BLINDED Conflict of Interest form (no author names used) should be submitted per manuscript with all
author disclosures.

Peter K. Sculco Seter K, Seuleo 6/8/2017

Author Name (Print or Type) Author Signature Date



CONFLICT OF INTEREST STATEMENT
The Journal of Arthroplasty

(Adopted from the American Academy of Orthopaedic Surgeons disclosure statement)

The following form must be filled out completely and submitted by each author (example, 6 authors, 6 forms). If no

discloser is required, please write/type “none” at the end of each sentence.
Manuscript Title: Characterizing the Diagnosis and Treatment of Allergic Contact Dermatitis to 2-octyl Cyanoacrylate Utilized
for Skin Closure in Elective Orthopedic Surgery

1.

3A.

3B.

3C.

Royalties from a company or supplier (The following conflicts were disclosed)

TTime~ - (étcvm/
Speakers bureau/paid presentations for a company or supplier (The following conflicts were disclosed)
Paid employee for a company or supplier (The following conflicts were disclosed)

#

Paid consultant for a company or supplier (The following conflicts were disclosed)
Lin L 52'7 MmN, & \CNJ"

Unpaid consultants for a company or supplier (The following conflicts were disclosed)
Stock or stock options in a company or supplier (The following conflicts were disclosed)

o

Research support from a company or supplier as a Principal Investigator (The following conflicts were disclosed)

o

Other financial or material support from a company or supplier (The following conflicts were disclosed)

Royalties, financial or material support from publishers (The following conflicts were disclosed)
_5‘9 PN (C—
Medical/Orthopaedic publications editorial/governing board (The following conflicts were disclosed)

MBAOH, APH E S T ed Mo

Board member/committee appointments for a society (The following conflicts were disclosed)

D

Each author must sign AND print or type his/her name, date and submit a separate form

In addition, one BLINDED Conflict of Interest form (no author names used) should be submitted per manuscript with all
author disclosures.

(L Serri— S 51647

Author Name (Print or Type) Author Signature Date



CONFLICT OF INTEREST STATEMENT
The Journal of Arthroplasty

(Adopted from the American Academy of Orthopaedic Surgeons disclosure statement)

The following form must be filled out completely and submitted by each author (example, 6 authors, 6 forms). If no
discloser is required, please write/type “none” at the end of each sentence.

Manuscript Title: Characterizing the Diagnosis and Treatment of Allergic Contact Dermatitis to 2-octyl Cyanoacrylate Utilized
for Skin Closure in Elective Orthopedic Surgery

1. Royalties from a company or supplier (The following conflicts were disclosed) A R TH K E/\/

2. Speakers bureau/paid presentations for a company or supplier (The following conflicts were disclosed) N 0 N k
A

3A. Paid employee for a company or supplier (The following conflicts were disclosed) N U N =

3B. Paid consultant for a company or supplier (The following conflicts were disclosed) A KTH K EX

3C. Unpaid consultants for a company or supplier (The following conflicts were disclosed) /\/O/\/ Lj

4. Stock or stock options in a company or supplier (The following conflicts were disclosed) /\/ 0 N E

5. Research support from a company or supplier as a Principal Investigator (The following conflicts were disclosed)
STRYKER.

6. Other financial or material support from a company or supplier (The following conflicts were disclosed) /\/ D N s

7. Royalties, financial or material support from publishers (The following conflicts were disclosed) /\/0 /\/ B

8. Medical/Orthopaedic publications editorial/governing board (The following conflicts were disclosed)
AMERICAN TovLnaL OF SPoRTS MEDICINE

9. Board member/committee appointments for a society (The following conflicts were disclosed) /\/ D/\/ 5

Each author must sign AND print or type his/her name, date and submit a separate form

In addition, one BLINDED Conflict of Interest form (no author names used) should be submitted per manuscript with all
author disclosures.

MicHAeL J. STusrT Mo WMMMMD 5//9//¥

Author Name (Print or Type) Author” S|gnzye Date




CONFLICT OF INTEREST STATEMENT
The Journal of Arthroplasty

(Adopted from the American Academy of Orthopaedic Surgeons disclosure statement)

The following form must be filled out completely and submitted by each author (example, 6 authors, 6 forms). If no
discloser is required, please write/type “none” at the end of each sentence.

Manuscript Title: Characterizing the Diagnosis and Treatment of Allergic Contact Dermatitis to 2-octyl Cyanoacrylate Utilized
for Skin Closure in Elective Orthopedic Surgery

1.

3A.

3B.

3C.

Royalties from a company or supplier (The following conflicts were disclosed)

DJO Orthopedics

Speakers bureau/paid presentations for a company or supplier (The following conflicts were disclosed)
None

Paid employee for a company or supplier (The following conflicts were disclosed)
None

Paid consultant for a company or supplier (The following conflicts were disclosed)

DJO Orthopedics

Unpaid consultants for a company or supplier (The following conflicts were disclosed)

None

Stock or stock options in a company or supplier (The following conflicts were disclosed)

None

Research support from a company or supplier as a Principal Investigator (The following conflicts were disclosed)

Depuy Orthopedics, Stryker

Other financial or material support from a company or supplier (The following conflicts were disclosed)

None

Royalties, financial or material support from publishers (The following conflicts were disclosed)

Elsiever

Medical/Orthopaedic publications editorial/governing board (The following conflicts were disclosed)

Journal of Arthroplasty Associate Editor

Board member/committee appointments for a society (The following conflicts were disclosed)
Minnesota Orthopedic Society, AAOS

Each author must sign AND print or type his/her name, date and submit a separate form

In addition, one BLINDED Conflict of Interest form (no author names used) should be submitted per manuscript with all
author disclosures.

A\
Michael J Taunton MD \(}V\(LQ&‘ ]QM[\/QW\A 5/16/17

Author Name (Print or Type) Author Signature Date



	20170803-ChalmersBP.pdf
	1-s2.0-S0883540317305958-mmc1.pdf
	1-s2.0-S0883540317305958-mmc2.pdf
	1-s2.0-S0883540317305958-mmc3.pdf
	1-s2.0-S0883540317305958-mmc4.pdf
	1-s2.0-S0883540317305958-mmc5.pdf
	1-s2.0-S0883540317305958-mmc6.pdf
	1-s2.0-S0883540317305958-mmc7.pdf
	1-s2.0-S0883540317305958-mmc8.pdf
	CONFLICT OF INTEREST STATEMENT


