
United  Lincolnshire  Hospitals  NHS  Trust

SURGICAL SITE INFECTION (SSI) 

GUIDELINE ïPost Op Phase (NICE 2008)

Mark Collier, Lead Nurse/Consultant  - Tissue 

Viability, United Lincolnshire Hospitals NHS Trust
mark.collier@ulh.nhs.uk



What do the guidelines say? 

(Oct 2008)

Å Postoperative phaseïuse an non-touch technique for changing or removing 

surgical wound dressings

Å Wound cleansing ïuse sterile saline for wound cleansing up to 48hrs after 

surgery. Advise patients they may shower safely after 48hrs after surgery. 

Consider the use of tap water for wound cleansing after 48hrs if the surgical 

wounds has been separated or surgically opened to allow the drainage of pus or 

other contaminated fluids

Å Which wound dressing?

Å Topical antimicrobial agents ïdo not use for surgical wounds healing by primary 

intention to reduce the risk of SSI

Å Debridement technique? if required

Å Specialist wound care services ïrefer to a tissue viability nurse (TVN) or other 

healthcare professional with tissue viability expertise) or advice on appropriate 

dressings for the management of surgical wounds healing by secondary intention    



Non - Touch Technique (NTWT)

óThere is no high-quality evidence available that supports a

change to the current clinical practice of using an aseptic non-

touch technique. However, the GDG agreed that aseptic

non-touch techniques for removing or changing surgical

wound dressings can minimise the risk of contaminating the

site with additional microorganisms.ô (NICE 2008 ïSSI)

Recommendation on changing dressings

Use an aseptic non-touch technique for changing or removing

surgical wound dressings (NICE 2008 ïSSI)



Wound Cleansing

The reasons for cleansing surgical wounds (not dry 

surgical incision sites) and the surrounding wound areas on 

a regular basis are generally accepted as being

Åfor the removal of excess wound exudates [reducing the 

risk/effects of both excoriation and maceration]

Åfor the removal of ómobileô slough

Åfor the removal of foreign bodies including residues from 

other wound management products

Åfor the removal of wound crusts (generally these are made 

up of a combination of fibrin, dehydrated exudates and 

dressing residue - most likely to be found at the wound 

edge)

Åfor the psychological well being of the patient.



Wound Cleansing (2)

ÅMajority of healthcare practitioners continue to use sterile 

normal saline for the cleansing of acute (e.g. surgical) 

wounds, whilst tap water is normally reserved for the 

cleansing of chronic wounds or for the initial cleansing of 

traumatic injuries whilst in the Accident and Emergency 

department.

ÅIssues of source and quality of tap water used as a wound 

cleansing solution need to be carefully considered, as 

although it is acknowledged that hospital tap water can be 

delivered at a constant temperature (having firstly gone 

through a process ensuring that all harmful bacteria have 

been killed) the same can not be said for tap water within 

the homes of patients.



Wound dressings for SSI prevention 

Surgical incisions should be covered with 

an appropriate interactive dressing in the 

immediate postoperative period.                      

1.3.12.1 

Dressings and antimicrobial 

impregnated dressings for the 

management of surgical wounds 

healing by secondary intention
Surgical wounds healing by secondary intention should 

be managed using an appropriate interactive dressing                        

1.4.4.2 



Wound Management Materials

ÅPASSIVE ïA covering that simply keeps the wound óout 

of sight, out of mindô..

ÅINTERACTIVE ïA wound management product that has 

been designed to optimise the local wound environment in 

order to facilitate wound healingé  

ÅACTIVE ïA wound management product that is designed 

to correct a óknownô deficiency in the local wound healing 

environment and that therefore stimulates in some way the 

wound healing processé. 



Principles of Wound Management

ÅóMOIST WOUND HEALINGô(Winter 1962)

ÅóWOUND BED PREPARATIONô(Falanga 2000)

ñThe active creation of an optimal wound healing 

environment, through planned interventions, to 

maximise the benefits of chosen advanced wound 

management materialsò 



WOUND BED PREPARATION

INVOLVES:

ÅRemoval of necrotic/fibrinoustissue

ÅControl of oedema

ÅCreation of a well-vascularised wound bed

ÅDecrease of bacterial burden 

ÅMinimisation of wound exudate

Collier M (2001) Journal of Wound Care10(7) 249



NECROSIS

Ådevitalised muscle, fat, collagen, elastin

Åcaused by acute trauma, ischaemia or anoxaemia

CONSEQUENCES:

Åamplification of tissue damage due to release of 

inflammatory mediators

Åmedium for bacterial growth / biofilm formation

Åinterferes with contraction and re-epithelialisation



REMOVAL OF 

NECROTIC/FIBRINOUS TISSUE

Åóif the process is accelerated, more rapid wound healing 

occursô

Steed D et al (1996) Journal Am Coll Surg183: 61-64

ÅSURGICAL (consider need for local anaesthetic)

ÅAUTOLYTIC (hydrogels, occlusive and semi-occlusive)

ÅENZYMATIC (streptokinase/streptodornase, collagenase)

ÅMECHANICAL (cleansing techniques, ówet to dryô)

ÅLARVAE (maggots)



Minimally Invasive Surgery (Chest)

Infected Tattoo (Arm)

Surgical Site Infections?



Superficial incisional

surgical site infections

Deep incisional surgical

site infections

Superficial incisional surgical site

infections must meet the following

two criteria:  

occur within 30 days of procedure 

involve only the skin or subcutaneous

tissue around the incision. 

Plus

At least one of the following criteria: 

purulent drainage from the incision 

organisms isolated from an

aseptically obtained culture of fluid or

tissue from the incision 

at least one of the following signs or

symptoms of infection - pain or

tenderness, localised swelling,

redness or heat - and the incision is

deliberately opened by a surgeon,

unless the culture is negative 

Deep incisional surgical site infections

must meet the following three

criteria:  

occur within 30 days of procedure

involve deep soft tissues, such as the

fascia and muscles. 

Plus

At least one of the following criteria: 

purulent drainage from the incision

but not from the organ/space of the

surgical site 

a deep incision spontaneously

dehisces or is deliberately opened by

a surgeon when the patient has at

least one of the following signs or

symptoms - fever (>38Â°C), localised

pain or tenderness - unless the

culture is negative 

an abscess or other evidence of

infection involving the incision is

found on direct examination or by

histopathology or radiological

examination


