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TH‘e worldwide volume of surgery is
considerable, with an estimated

'234.2 million major surglcal procedures
- carried out every year across the

. glObe(Welser et al.2008)
‘Wound healing by primary intention

following surgery is asswted by the
use Of | : o

s | and
healing commences within hours of
CIOSUI‘E (Rodero and Khosrotehrani, 2010
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Surglcal wound dehiscence

[SWD]

“defined as
opposed or s | n
following a surgic

procedure”

(Wounds Asia, 201 3)



Surgical w_ound’ dehiscence
(SWD}

I Del_jliscen-ce can occur up to and including day 30

postoperatively,

| (Sandy- Hodgeﬂs et al, 2015)
Further definition of wound dehiscence according to the Centers for
Disease Control and Prevention definition classifies

(Horan et al, 2013) and, as such,

1 | ed as an SSI, regardless of whether the

fjrmecl as mlcroblal or of a



" The cost of SWD not only
“impacts the acute care setting;
~ the burden is also borne by
district and community nursing
settings. Further additional
costs associated with delays in
healmg and reduced quality of
Ilfe 1{o]§ the patlent family.
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Figure 2: Predictors for Wound Healing
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The three steps

below provide a systematic approach to surgical wound assessment

1. What are you seeing?

4 The following parameters identified in the MEASURE mnemonic should be included in
S S the wound assessment and may help the team connect in a common language when
monitoring a wound.”

for Skin and Wound Management

BEST PRACTICE
RECOMMENDATIONS FOR THE

Prevention and

Management of Surgical v Exudate: quality and quantity
Wound Complications

e e ' Appearance: wound bed, including tissue type and amount

Janet Kuhn ke &N 84 BSc MSc ET

' Measure: length, width, depth

Ranjani Somayaji 85¢FT MO FRCPC

e Suffering: pain type and level

Kerstin Lewis AN 85N Iwoe

Undermining: presence or absence

2 Woundscanaoa

Re-evaluate: monitoring of all parameters reqularly

Edge: condition of edge and surrounding skin




The three steps

below provide a systematic approach to surgical wound assessment

2.When are you seeing it?

-~ B Positive outcomes
o - - * Incision: Colours of the incision are a progression from red with approximated edg-
oundations of Best Practice
es (days 1 - 4) to bright pink (days 5 - 14) to pale pink (day 15 - 1 year).

for Skin and Wound Management

BEST PRACTICE . . , . : . : :
B -\ DATIONS FOR THE * Scar tissue: Light-skinned persons will have white or silver scarring, while persons

Prevention and with darkly pigmented skin will progress from pale pink to darker than usual skin

Management of Surgical colour.
Wound Complications * Peri-incision: There is edema, erythema or skin discolouration, and patient may
= (i D have warmth or pain; should resolve by day 5.

Janet Kuhn ke &N 84 BSoN MSc ET
Jennifer Haley 8Msc Msc
Karen Cross MD PhD FRCSC

g l » Exudate: There is minimal/moderate sanguineous to serous exudate (days 1 - 4);

Kerstin Lewis RN BSN IWCC

Lo this should resolve by day 5.

* Closure: Epithelial closure should be seen by day 4 along the entire incision. A heal-
ing ridge of newly formed collagen can be felt along the whole incision line during

% Woundscanapa=

days 5 to 9. Wound closure materials are removed at somepoint between days
9and 14, with skin closure strips or tape strips used after their removal

Plan Tl [ =
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The three steps

below provide a systematic approach to surgical wound assessment

; 7<- - Negative outcomes (which may have many deviations from normal):

Foundations of Best Practice
for Skin and Wound Management

BEST PRACTICE
RECOMMENDATIONS FOR THE

Prevention and "
Management of Surgical
Wound Complications

Connie L. Harris AN MSc ETUWCE
Janet Kuhn ke &N 84 BSoN MSc ET
Jennifer Haley Bysc MSC

Karen Cross MD PhD FRCSC
Ranjani Somayaji 85:77 MO FRCPC
Jessica Dubois LT BAH MUSK)
Richard Bish op AN Bioy MWL
Kerstin Lewis AN 85N IWCC

% Woundscanapa=

Incision: Colours of the incision may be red days 1 to 4, but there may be tension
on the incision line. By days 5 to 9, the incision may no longer be well-approxi-
mated, and the tension remains. By days 10 to 14, the colour may remain red or
progress to bright pink, and over the next year, there may be prolonged epithelial
resurfacing and/or keloid or hypertrophic scarring.

Scar tissue: There may be prolonged epithelial resurfacing and/or keloid or hyper-
trophic scarring.

Peri-incision: There may be absence of inflammation: no edema, erythema, skin
discolouration or warmth, and minimal pain at incision site. May have hematoma
or seroma forming, which can progress to days 10 to 14. By days 5 to 9, the signs of
inflammation may be present, extending to days 10 to 14. Beyond this, healing can
stall or plateau, with no healing and ongoing inflammation lasting 1 to 2 years or
longer.

Exudate: Minimal to moderate exudate on days 5 to 9 may be serosanguinous,
serous or purulent; any type or amount of exudate beyond that is abnormal.

Closure: When healing is not progressing as expected, removal of skin closures
will be delayed for primary closure. For wounds healing by secondary intention,
the edges do not approximate, and the wound fails to contract. There will be a lack
of epithelial resurfacing of the entire incision by day 4, or it may be only partially
present, with lack of the collagen healing ridge and dehiscence evident by day 14.
Long-term results will be keloid or hypertrophic scarring.




The three steps

below provide a systematic approach to surgical wound assessment

Foundations of Best Practice
for Skin and Wound Management

BEST PRACTICE
B\ DATIONS FORTHE 3.What should you consider if you see it?

Prevention and it gt : o’ 5% :
Management of Surgical Early recognition of alterations in healing, as outlined in number 2, will support early

Wound Complications Intervention to return the patient to a healing trajectory.

Connie L. Harris AN MSc ETHWCE
Janet Kuhn ke &N 84 BScN MSc ET
Jennifer Haley B3sc MsC

Karen Cross MD PhD FRCSC
Ranjani Somayaji 85¢FT MO FRCPC

W
Kerstin Lewis RN BSN Iwce
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Click 2o go

a Woundscanapa=



The three

- surgical wound closure goals are as follows:

' 1Mg'ical wounds that heal by primary intention are those
_ : where the skin edges are joined together, without any areas of T
' ; : T separation, eliminating dead space and minimizing the need for ;
new tissue formation

Delayed primary closure of a surgical wound may be used
Z'to prevent infection in contaminated surgical wounds. The
wound is allowed %o remain open for several days before

final closure to ensure all sources of contamination have
been removed and/or infection is resolved

Surgical wounds that méy be dirty or infected heal best by secondary
intention where the wound is left open and heals when granulation

tissug;\fills' the wound from the base up

Canadian Association of Wound Care,2020
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‘When should,sutUresbe removed-

face 5-7 days

on the neck, 7 days

on the scalp, 10 days 7 to 10 days

on the trunk and upper extremities, 7 days
10-14 days

on the lower extremities, 8 to 10 days
14-21 days
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Thie recomumesmdiation:s n this document e based on the best availlable esidence and

are mrtendesd o support the clinician, the patient, his'her family and the bealth-raee
feam im planmeng and delivserimreg the best dinecal practice. Tveo foundatonal papsrs
supgH ement this document with additional evidence—-informed rfformation and rec-

Canadlan Association of Wound Care, 2020




Dry Wounds

. Dry surgical wounds with
healing as a goal may benefit
- from the addition of
a hydrogel. hydrocolloid,
non-adherent .
mesh dressing or transparent
' film
‘ . to hold moisture in and
| = protect the wound bed

Canadian Association of Wound Care,2020



Foundations of Best Practice
for Skin and Wound Management

BEST PRACTICE
RECOMMENDATIONS FORTHE

Prevention and
Management of Surgical
Wound Complications

Connie L. Harris AN MSc ETUWCT
“““““ Janet Kuhn ke 58 84 BSo MSc ET
Jennifer Haley 8MSc MsC

Karen Cross MD PhD FRCSC
Ranjani Somayaji 85¢F7 MO FRCPC
Jessica Dubois UT BAH MUSK)
Richard Bish op AN BSoN MN WL
Kerstin Lewis RN BSN IwcC

b& Woundscanapae

Hip and knee arthroplasty
Chowdry and Chen described an ideal dressing to prevent SSls in a post-operative

orthopedic surgical incision as being absorbent, protective, permeable, transparent,
able to provide a moist ep> t, able to remain in situ (1.e,, to require minimal
cha BT |

facti as being absorbent, protective, 9
and permeable, transparent,able to
and provide a moist environment

EKtEmmmmmwmmmnrptnpmmim
Infection (PJI) after total hip or knee arthroplasty is considered to be a catastrophic

complication. The infection may be just in the incision (localized S51) or it may be deep

at the area of the prosthetic (PJI). The orthopedic surgeon needs to assess this as soon
as pmmmmnenmmnmmamn, probing or

ach : jcing bacteria. Diag-
P9 The orthopedic surgeon J! J
nosi . e clinical presenta-
ion Needs to assess this as soon | wevant investi-
gati as possible 5 of their onset) and

O e e
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Abstract Effect of povidone iodine dermatologic
ointment on wound healing.
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Optimize the local wound
environment through

Managing
: Clecmsing- . ' Debricli'ng' . ' bacterial
. e : | balance
ing : i P | ' : When an SSI
using sterile saline The removal of necrotic

 tissue will help to reduce

up to 48 hours after bacterial burden in the

occurs, treatment
will be based on

surgery. - management of an SSI. In e
- collaboration with the : - -
- s patient, infection
surgeon, clinicians must
determine what method . (acute versus
of debridement is most chronic) and
appropriate .

organism factors

) Canadian Association of Wound Care,2020
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Table 4: Management Recommendations for Acute Surgical Site Infections®8”

Parameters of time Action

Fever < 48 hours
after procedure (and
up to 96 hours)

Fever = 96 hours
after procedure

Less likely to represent 551 in this time period
If no other systemic signs/symptoms are present, observation is indicated.
True soft-tissue emergencies include necrotizing clostridial, streptococcal or mixed anero-
bic infections. Management for these cases includes the following:
+ urgent surgical consultation for debridement of involved tissue
+ administration of empiric antimicrobial therapy, based on the diagnosis, likely causa-
tive micro-organisms and local resistance patterns
« specialist (infectious disease) consultation may be required. Antimicrobial combina-
tl-c-r15 may include:
piperacillin/tazobactam, ampicillin/sulbactam or carbapenems +/- vancomycin {in
the absence of a definitive diagnosis)
penicillin G + cindamycin (definitive therapy)
cefazolin + metronidazole
vancomycin + metronidazole

Conduct a wound assessment for signs/symptoms of infection and assess for systemic
signs/symptoms of infection.

When applicable, remowve sutures, perform incision and drainage of the surgical site and
culture for bacterial pathogens.

Consider ultrasound studies to assess for abscess formation.

Systemic antibiotic therapy is indicated for cases with systemic signs of infection.

For surgical procedures conducted above the waist (i.e. trunk, head, neck or extremities),
consider the following antimicrobial therapy:

+ first-generation cephalosporin with M55A activity (e.g., cefazolin)

« vancomycin or linezolid (based on local MR5A rates)

For surgical procedures involving the axilla, gastrointestinal tract, perineum or genitou-
rinary tract, agents with activity against Gram negative and anerobic bacteria are recom-
mended:

« cefazolin + metronidazole

+ ciprofloxacin + metronidazole

* vancomycin + ciprofloxacin + metronidazole

Canadian Association of Wound Care,2020
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