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Surgical Site Infections in Hospitals

Infection near or at surgical incisions in thirty days after an operative process has the significant contribution towards the mortality and surgical morbidity every year. Such a condition of infection has been termed as surgical site infection (SSI). SSI is the most common form of nosocomial infection among surgical patients while contributing an overwhelming 15% of all the cases related to nosocomial infections. Jeopardized health outcomes, higher hospital readmission rates, drastic expense escalation and postoperative stay at the hospitals are increased by postsurgical infections. Although clinicians have applied some approaches to see to it that SSIs are treated, (Greenberg & Reichman, 2009) merely argue that the initial step towards SSI treatment lies with the effort made towards their prevention. Such an approach might require that a compelling combination of meticulous techniques of operation. These include timely relevant preoperative antibiotic administration, and variant preventive measure observation to achieve adequate neutralization of fungal, viral and bacterial contamination threats posed by the environment in the operation rooms, the endogenous skin flora of the patient as well as the operative staff. 


If prevention of SSIs is anything to come by, understanding what SSI means is key. A standard description of SSIs has been provided by the Centers for Disease Control and Prevention, which states that SSIs categorize as either space/organ or incisional, while incisional SSI can subcategorize further into grave, in which they involve the underlying soft tissues, or as superficial, which include the subcutaneous tissue and the skin only. 


The Organization for Safe Care Campaign (n.d.) suggests that technical information regarding the severe and significant life-saving approaches to SSI infection which should be analyzed by the medical teams ahead of every surgical process. Such includes Prophylactic Antibiotics appropriate usage. The surgical teams should administer such antibiotics sixty minutes before surgical incision processes. The surgical teams are expected to duly observe and follow the national guidelines which control the administration of Prophylactic Antibiotics. The teams should ensure that Prophylactic Antibiotics administration is discontinued within one day upon surgery. The teams should then analyze the condition of the patient to determine whether the antibiotic should be restarted upon vancomycin infusion time demands, especially when MRSA high prevalence or beta-lactam allergy indications are made two hours before surgical incision. 

The organization for safe care campaign (n.d.) also suggests that use of clippers is a viable approach towards reduction of hospital surgical site infections. As noted, the utility of razors ahead of the surgical incision process raises wound infection incidence as compared to use of clippers, no removal of hair at all or depilatory use. During surgeries, there is a higher likelihood of patients becoming clinically hypothermic as a result of wet skin preparations, anxiety, anesthesia and exposure of the skin in the typically cold surgery rooms. Evidence exists which justifies that hypothermia prevention yields positive results regarding related complication reduction, and has been termed as being more comfortable for patients. 


The Institute for Health Improvement (IHI) (n.d.) also notes some improvements which could substantially decrease the prevalence of SSIs within hospitals. IHI (n.d.) notes that avoidance of operative site shaving can significantly reduce the prevalence of surgical site infections. This is an approach thus goes hand in hand with the appropriate prophylactic antibiotics use. Especially, the idea of use of the razor in the removal of hair from the operative site is discouraged. Most hospitals have reported increased prevention and reduced prevalence of SSIs as a result of avoidance of operative site shaving. Therefore, the surgical teams should always discourage removal of hair, unless such removal is highly necessary for the incision, additionally, if such hair removal must be undertaken, clippers have been suggested as the best alternative to use of razors. Even clippers ought to be used before surgical incision as opposed to such removal within the operating rooms. All razors must be removed from the supply area and the operating room, protocol must be established regarding how and when to carry out hair removal from affected sites, provision of patient materials and education concerning correct techniques of hair removal by patients upon discharge from hospitals is also encouraged in order to ensure reduction of SSIs in hospitals (Joint Commission Center for Transforming Health Care, 2014). 

Nursing Times (2015) identifies the core risk factor which contributes to increased SSI prevalence in hospitals. There, however, is not a single risk factor that can lead to high SSI prevalence but rather a combination of such factors which work simultaneously to attack the immunity of a patient. Therefore, SSI attack depends on how many pathogenic micro-organisms are present on the surgical site, the number of such micro-organisms which is retained in the wound upon closure, the rate and capability of such micro-organism multiplication and subsequent invasion of the surgical site and body tissues, as well as the patient’s immune system efficacy.  

Therefore, the Nursing Times (2015) approach to reduction of SSIs within hospitals starts with necessary airborne contamination minimization. Airborne bacteria have been identified as the most viable entry route for micro-organisms into open wounds during surgical incisions. The theatre personnel have been linked to the source of such airborne particles as clothing fabric lint and skin scale shedding continuously occurs on their bodies. The tally of such particles increases with the increase in the number of personnel present during a surgical incision, as well as the rate of movement of such personnel. The UCA systems have received strong support in the United Kingdom, although other nations do not regard the UCA systems as a necessity in the fight against SSI prevalence in hospitals. Further research study claims have been made concerning the contribution of UCA systems towards increased SSI risks following orthopaedic surgical incisions, in addition to lack of cost-effectiveness. 

Skin preparation also is an important step towards ensuring that cases of SSI in hospitals have been significantly reduced. The patient’s skin has been noted as a potential source of numerous microbial floras, which have the potential to trigger SSI (Institute for Healthcare Improvement, January, 2012). The skin might also be host to transient micro-organisms with which one comes into contact through touch. These organisms can, however, be gotten rid of by thorough cleaning of one's hand with water and soap. It is for this reason that it is encouraged that patients shower well before being exposed to any major surgical procedures. Resident flora residing on the skin might, however, be resistant to soap and water, which prompts the use of antiseptics in a bid to reduce them. The solution recommended includes a mixture of chlorhexidine and iodine antiseptic solutions which have potential to remove resident flora which could be in the surgical area (Andersson, Bergh, Karlsson & Nilsson 2010). 

Evidence exists which shows that alcohol-based solutions have higher prevention effectiveness regarding SSI prevalence when compared to aqueous solutions. Further, 2% chlorhexidine-alcohol has been determined as the stronger preventive solution as opposed to povidone-iodine. It is worth noting that solutions used in skin preparation should be delivered as single-utility items since such solutions are prone to misuse and contamination as they might come into contact with multi-utility solution containers (Klevens et al.). 

At other times skin preparation procedures before surgical incisions can be undertaken might require removal of hair. Whereas there is no risk associated with there being hair on a surgical site, there is potential risk associated with shaving such has, as micro-abrasions on the skin generated upon shaving might provide hiding places for micro-organisms which increase SSI risk. Hair clippers are suggested as a reliable means of removing such hair from surgical sites to enhance visibility. 

Surveillance is another reliable means of lowering the prevalence of SSIs in hospitals. Research shows that in the United Kingdom, SSI surveillance participation emphasizes mandatory requirements, while such surveillance focuses on orthopaedic surgery only in Britain. This scenario gives the implication that there is no capturing of essential data from most of the surgical procedures conducted with the intent to inform either the surgical teams or the patients regarding the SSI risk of infection prevention quality (Andersson, Bergh, Karlsson & Nilsson 2010).

Post-operative shorter stays involving numerous procedures imply that cost-effective albeit robust methods of SSI measurement after patient discharge are necessary. Surveillance outcomes show that hospitals witness variant SSI rates. Such variation gives the implication that SSI risk is influenced by the quality of care provided to patients. It is, therefore, recommended that the theatre staff be involved in SSI rate data feedback, which is vital if such staffs are to utilize collected information to enhance their practice. 
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