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General surgery and my practice

 Wound microbiology

 Surgical site infection prevention

* Wound care

e Can the sun go down on undrained pus?

* Approach to difficult inoperable collections
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Wound Microbiology and Associated Approaches to
Wound Management
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* Provided on form

 Amongst team, swabs often taken by nurses at dressing changes
* Sometimes from under VAC

e Difficult to standardise work up in lab
* S. aureus and S. pyogenes
* Pseudomonas and anaerobes.

e Others “Consequently, to minimize the opportunity for
wound infection and exclude microorganisms as a
1 Antibiotics VS Wound care factor in delayed healing in noninfected wounds, a

multidisciplinary approach to wound
management, involving a continuous dialogue
between laboratory and clinical staff, is vital”



Dos ;14704747 Sed Female
Eh : 0204162597 2992418
Ethnicity : NZ European g M) H}

Eligitle for Publicly funded services?: Yes Patient Opt off Laboratory Record?: No

Requester @ DR EDWARDS Andrew (13ARKY)
Agddress  : Paraparaumu Medical Centre

Paraparaumu
Priceity: Routine
Pregnant; Mo
Fasting: No
Patient Information :
Cinical details:
Totna oested B
Wound Culture T
» [Duoes the woundfulcer have clinical signs of infection? Yes
s Surgical wound Yes
* Site sample taken from distal
end
wound
gite R)
groin
= Current or planned antitiotic treatment: Mot







Priority: Routine

Fasting: No
Patient Information :
Clinical detalls:
Testing requested:
Wound Culture
» Does the wound/ulcer have dinical signs of infection? Yes
» Suspicion of MRSA Yes
« Wound contamination €.9. soil, water, foreign body (spedify in dinical details) Yes
« Site sample taken from left shin
o Current or planned antibiotic treatment: Fludoxacillin
Spedimens to be collected (Tube, source)

Purple Swab (Bacterial Transwab), Wound




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”

* |Inthe end wound microbiology is not very useful

* Planning to shift to only reporting resistant
bacteria

 Amoxi-clav or cephalexin and metronidazole




Infection Prevention
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Guidelines for Perioperative Care in Elective Colorectal Surgery:
Enhanced Recovery After Surgery (ERAS®) Society
Recommendations: 2018

* Ongoing debate about oral antibiotics and bowel prep

Recommendation grade:

Intravenous antibiotic prophylaxis: Strong

Oral antibiotic decontamination: Weak
Chlorhexidine—alcohol-based skin preparation: Strong
Advanced measures for skin decontamination: Weak
Patients undergoing resections recerving MBP: Oral and
intravenous prophylaxis: Weak
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Reduction of Surgical Site Infections after
Implementation of a Bundle of Care
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* Elements of the bundle:
e 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 Swabs and SA culture within 30 days of CS

for superficial infection

12%

e Growth of S. qureus associated
with infection

8%

e Attention to wound closure

6%

* Low clipping

* Dry skin when dressing applied

* Attention paid to dressing /\/\/
application

* Leave dressing undisturbed for

as long as possible —suaty st



Can the sun be allowed to set on undrained
ouS?



Multicentre study of non-surgical management of diverticulitis

with abscess formation

D. P. V. Lambrichts’*®, H. E. Bolkenstein®®, D. C. H. E. van der Does', D. Dieleman!,
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é Total cohort (n=447) Hinchey Ib (n=215)
: Total No PCD PCD No PCD PCD
(n=447) (h=332) (n=115) Pt (n=197) (n=18)
Short-term outcomes
Treatment failure 120 (26-8) 79(23-8) 41357 0013 44 (22-3) 6 (33)
Complicationst 25 (5-6) -13.(3.9) 12004 000 8 (4-2) 0(0)
Clinical deterioration/ 95 (21-3) 59 (17-8)  36(31-3) D-ﬂﬂg-‘ 30 (15-2) 6 (33)
disease progression
Readmission 71(15-9) 49(14.8) 22(191) 0253 27 (13-7) 5 (28)
Persistent diverticulitis 63 (14-1) 42 (12.7)  21(183) 0130 23 (11:7) 5 (28)
Emergency surgery 40 (8-9) 24 (7-2) 16(13-9) 0030 10 (5-1) 1(6)
(sigmoid resection)
Death 5(1-1) 3 (0:9) 2(1-7) 0-607§ 3 (1-5) 0(0)
Long-term outcomes
Complicationst 74 (16-6) 46 (13-.9) 28(24-3) 00098 25(12.7) 7(39)
Overall recurrence 122 (27-3) 93(28:0) 29(252) 0474] 54 (27-4) 7(39)
Sigmoid resection 124 (27.7) 87(262) 37(322) 0079 57(289)  6(33)
Death 28 (6-3) 16 (4-8) 12(104) 00489 8 (4-1) 2 (11)
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Hinchey II* (n = 232)
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22(163) 17(18) 0714
19(141)  16(16)  0-583
14(104)  15(15 0117
0 (0) 2 (2) 0-332§
21(156) 21(22) 0245
39(289) 22(23) 03499
30(22:2) 31(32)  0.046]
8 (59) 10(10) 02709



46 yr Maori man

Extensive tophaceous gout

Long term prednisone

Perforated sigmoid colon July

Resected with colostomy and pelvic drain
Pelvic collection




15 Aug
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* Treated with ceftriaxone and metronidazole initially
e 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

e 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

e Step up and down with one change at a time

 Amoxi-clav or ceftriaxone and metronidazole

* Cefepime
* Meropenem
e 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
e Beware C. diff

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



