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General surgery and my practice

• Wound microbiology

• Surgical site infection prevention

• Wound care

• Can the sun go down on undrained pus?

• Approach to difficult inoperable collections



Wound micro

• Poor clinical indications
• Provided on form

• Amongst team, swabs often taken by nurses at dressing changes

• Sometimes from under VAC

• Difficult to standardise work up in lab
• S. aureus and S. pyogenes

• Pseudomonas and anaerobes.

• Others

• Antibiotics vs wound care

“Consequently, to minimize the opportunity for 
wound infection and exclude microorganisms as a 
factor in delayed healing in noninfected wounds, a 
multidisciplinary approach to wound 
management, involving a continuous dialogue 
between laboratory and clinical staff, is vital”









Peg tube inflamed site



The problems with reporting

• Naming an micro-organism often leads to 
prescribing

• The person signing off the result is often not the 
person seeing the wound

• Lab staff vary a lot in their assessment of “mixed 
flora” vs “predominant growth”

• In the end wound microbiology is not very useful
• Planning to shift to only reporting resistant 

bacteria
• Amoxi-clav or cephalexin and metronidazole



Infection Prevention



• Ongoing debate about oral antibiotics and bowel prep



• Elements of the bundle:
• perioperative antibiotic prophylaxis, 

• hair removal before surgery, 

• perioperative normothermia 

• discipline in the operating room
• Measured by number of door openings

• reducing changes of the team for coffee breaks, 

• making sure all equipment was present before the surgical procedure started 

• not entering the operating room for social talks during the surgical procedure



Preventing CS wound infections

• Collection of swab surrogate 
for superficial infection

• Growth of S. aureus associated 
with infection

• Attention to wound closure

• Low clipping

• Dry skin when dressing applied

• Attention paid to dressing 
application

• Leave dressing undisturbed for 
as long as possible
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Can the sun be allowed to set on undrained 
pus?





46 yr Maori man

Extensive tophaceous gout
Long term prednisone
Perforated sigmoid colon July
Resected with colostomy and pelvic drain
Pelvic collection



25 July
15 Aug



MDRO screens on faeces negative



• Treated with ceftriaxone and metronidazole initially

• Stepped down to oral amoxicillin-clavulanate



Cascade of antibiotic choices

• Flucloxacillin or cephazolin superficial infection
• Beware MRSA in Pasifika, Maori, some Asian populations

• Ceftriaxone +metronidazole or amoxy-clav mixed or deep infections
• Boost AC with amoxicillin unless < 70kg

• Beware ESBL, particularly in Asian populations

• ampC producers eg Serratia, Enterobacter, Kleb aerogenes

• Step up to Meropenem

• Pip-tazo only for niche infections now



Antibiotic gaps/drivers

• Ceftriaxone
• Some anaerobes, MRSA, enterococcus, pseudomonas, ampC producers, 

candida

• Ceftazidime
• Same as ceftriaxone, but covers pseudomonas

• Meropenem
• MRSA, enterococcus, candida



My approach to complicated intra abdominal 
infections
• Screen for MDRO/review old microbiology particularly if frequent 

hospital attender

• Keep narrow for as long as possible

• Long acting antibiotics to minimise nursing and patient disruption

• Step up and down with one change at a time
• Amoxi-clav or ceftriaxone and metronidazole

• Cefepime
• Meropenem

• Either add amoxicillin or fluconazole



My approach continued

• Very rare for inpatients to become septic so usually safe to stop 
antibiotics but often need to restart

• Decide on marker of infection for that patient
• CRP
• Fever
• General wellbeing

• Check imaging/drainage before assuming antibiotic failure

• Beware C. diff

• Work with surgeon and patient to own antibiotic choices and share 
the fear


