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Surgical Site Infection
# dimension of the problem

@ The second most frequent type of HAI in Europe and USA. In some European
countries it is the most frequent HAI.

@ ECDC data on SSl surveillance (2016, 1574 Hospitals, 630 K intervention), ITALY:
project on SSI surveillance (2016, no orthopaedics, 400 units, 75K intervention):
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colon surgery 9,0 % 5.8%

coronary artery bypass graft 2,8% 5,3%

caesarean section 1,0 % 0,7%

cholecystectomy 1,5% 1,0%

@ In Europe around 20-40% of SSls are caused by multidrug resistant bacteria

@ SSls increase hospital stay (7-11 days), mortality (2-11 times) and healthcare costs

@ It is estimated that around 50% are preventable by application of evidence-based
strategies.

Annual Epidemiological Report for 2016 , Healthcare-

Sorveglianza delle infezioni del sito chirurgico in Italia,
associated infections: surgical site infections

report 2016




Surgical Site Infection
# Prevention
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Surgical Site Infection
# Prevention Guidelines

Clinical Review & Education

JAMA Surgery | Special Communication

Centers for Disease Control and Prevention Guideline
for the Prevention of Surgical Site Infection, 2017
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Surgical Site Infection # Normothermia

NORMOTERMIA PERIOPERATORIA

Buone pratiche cliniche SIAARTI

OBIETTIVO: CORE 236°C

Per interventi superiori a 30 Min**

J 1. MANTENERE /RIPRISTINARE LA NORMOTERMIA PRIMA DEL TRASFERIMENTO DEL

PAZIENTE NEL BLOCCO OPERATORIO

2. INCORAGGIARE IL PAZIENTE A CAMMINARE PER RAGGIUNGERE IL BO (QUANDO NORMOTERMIA
OPPORTUNO E SE POSSIBILE)

3. RISCALDARE PAZIENTE E FLUIDI, APPENA POSSIBILE, DOPO L'INGRESSO NEL PERIOPERATORIA
BLOCCO OPERATORIO *

4. CONSIDERARE IL PRERISCALDAMENTO (MIN. 10-30 MINUTI) PER EVITARE IPOTER-
MIA DA RIDISTRIBUZIONE

5. MONITORARE LA TC DURANTE L'INTERVENTO (OGNI 30 MINUTI) E PER TUTTA LA
DURATA DELL’ANESTESIA E REGISTRARE SEMPRE IL DATO IN CARTELLA

6. REGISTRARE SEMPRE LA TC IN RR/PACU (OGNI 15 MIN) E ALLA DIMISSIONE DAL

BLOCCO OPERATORIO, FORNENDO INDICAZIONI/ALERT AL PERSONALE IN CON-
SEGNA.

*CONSIDERARE SEMPRE:

- TEMPERATURA AMBIENTALE BLOCCO OPERATORIO (NEI LIMITI PREVISTI)
- RISCALDAMENTO ATTIVO DEL PAZIENTE

- RISCALDAMENTO DEI FLUIDI DA INFONDERE E DI QUELLI DI IRRIGAZIONE

eparto-PS/L

ne specialistica chirurgica

**PAZIENTE PEDIATRICO:

1. RISCALDARE SEMPRE ANCHE PER INTERVENTI <30 MIN.
2. NON SVESTIRE IL PAZIENTE ALL'INGRESSO NEL BO

3. RISCALDARE IMMEDIATAMENTE, CON MEZZI DEDICATI

T° CORE IN ANESTESIA T° CORE IN ANESTESIA

GENERALE LOCO-REGIONALE

- Esofagea - Timpanica a contatto
- Sensore servo controllato riscaldato - Sensore servo controllato riscaldato
- Timpanica a contatto - Vescicale* In PS/DEA: : G _
- Vescicale* *se indicati Infermiere di reparto e e e
- PAC/Catetere art. PiCCO o0 EV1000 o Wedisolspecialistat/imedicolin rientro in reparto
. " formazione chirurgica
analoghi*

*se indicati

Dall’arrivo del paziente nel BO alla

Infermiere di SO ~| Assistente consegna al personale di SO
SET'C<36: o alia 50 miia consepns ae aites
1. VALUTARE IMPLEMENTAZIONE DEI MEZZI DI RISCALDAMENTO (AD ARIA CALDA FORZATA RaLzonale
SE POSSIBILE, MATERASSINI E COPERTE TERMICHE IN BASE A VALUTAZIONE RISCHI/BENEFICI)
2. NON DIMETTERE IL PAZIENTE DAL BLOCCO OPERATORIO FINO AL RAGGIUNGIMENTO DEI e ialtava M St e I formexions
36°C (ESCLUSII PAZIENTI DA TRASFERIRE IN TERAPIA INTENSIVA) anestesiologica (ARTIeD) Durante la permanenza del

paziente in pre-SO in SO e
nell’area recupero (RR/PACU)

Infermiere di SO - Assistente
anestesia

NECESSARIO AUSPICABILE m e ——




Surgical Site Infection # Volemia
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FIGURA1

FLUIDI ED EMODINAMICA PERIOPERATORIA
NEL PAZIENTE AD ALTO RISCHIO

1 mL/Kg/h DI CRISTALLOIDI + MONITORAGGIO DELLA CO

GESTIONE FLUIDI
ED EMODINAMICA
PERIOPERATORIA
NEL PAZIENTE AD
resente documento é disponibile per il downloac ALTO RISCHIO

ampa all'indirizzo

SE LECT SELEZIONARE IL PAZIENTE AD ALTO RISCHIO

yw.siaarti.it/standardclinici

MONITOR MONITORAGGIO DELLA GITTATA CARDIACA

1.5COPO E CAMPO DI APPLICAZIONE

L'obiettivo di tale protocollo & migliorare 'outcome dei pazienti attraverso una ges-
tione fluidica ed emodinamica intra e postoperatoria mirata ad aumentare la dis-
CORRE cT CORREGGERE | TARGET ponibilita di ossigeno (DO2) in pazienti ad alto rischio sottoposti a interventi chirurgi-
EMODINAMICI INTRAOPERATORI ¢i. Il monitoraggio e l'applicazione del protocollo devono essere awiati sin dallinizio
dellintervento chirurgico e proseguire possibilmente per le prime 6-8 ore postopera-
torie.

ACT'VE PROTOCOLLO PRO-ATTIVO O RE-ATTIVO

KEEP MANTIENI | TARGET NEL POSTOPERATORIO

Il problema non & di poco contolse consideriamo che un eccesso di somministrazione
di fluidi nell'intra e postoperatorio pud comportare acidosi, alterazioni nella coag-
ulazione, edema dei tessuti periferici e, raramente, edema polmonare (7.8), laddove
una eccessiva restrizione nella somministrazione degli stessi pud portare ad ipovole-
m mia con ipopgersione. ipossia tissutale e debito d'pssigeno. ‘

A conferma di cid recente letteratura ha mostrato in una numerosa popolazione
chirurgica una associazione significativa fra regimi liberali o restrittivi di somminis-
trazione di fluidi ed incremento della degenza e dei costi ospedalieri, concludendo
come unha ottimizzazione fluidica possa portare ad un miglioramento dell'outcome
(9).

IN CASO DI DUBBIO CONSIDERA SEMPRE TTE/TEE SE DISPONIBILE




Surgical Site Infection # Hyperoxia

Clinical Review & Education

FOR THE PREVENTION OF Centers for Disease Control and Prevention Guideline
SURGICAL SITE INFECTION for the Prevention of Surgical Site Infection, 2017

© World Health Organization 2016
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The panel recommends that adult patients undergoing general anaesthesia with endotracheal , , , , N
intu:atian for surgical procedures should receivrf angﬂg% fraction of inspired oxygen (FiO,) 68 FOF patIEHtS W|th n0rma| pU|m0naW fUﬂCthﬂ UndergOIng genera| anESthESIa W|th

intraoperatively and, if feasible, in the immediate postoperative period for 2-6 hours to reduce

etk of . endotracheal ntubaton, administe ncrease FOD duringSurgery and after extubaton n
e he mmecdate postoperative erod. To ptiize tsue omgen delvery, maintanpe

Rationale for the recommendation

» Amoderate quality of evidence shows that providing high Fi0z (80%) is beneficial in patients OperatIVE normOthermH and adequate V0|Ume rep|acement. (Category |A'Str0ng
ndergoing procedures Lnder general anaesthesia with endotracheal intubation and rasults in a | W
significant decrease of the risk of SSI compared to 30-35% FO2. As  result, the GDG unanimously recommendatmn; mOdEfﬁte'qllahtV E\"denCE)
agreed to recommend that patients undergoing surgical procedures under general anaesthesia
snould receive 80% FiO; intraoperatively and in the immediate postoperative period for 2-6 hours,

iffesibte, andthat the stength oftis recommendaton stuld e tror, 7. The search i not idenify RCTs o SRs that evaluated hoththe optimal 02 and how and whenit should be
» FiOawaschosena te it of messurementbecause t WasLsed nthe stues etived, wich e o administered, and included S as an- outoome, Al studes evalating the use of supplementa increased

the recommendation. The key point recognized by initial investigations is that Oy saturation is , ) . , ,

reflective o oxygen bound to haemoglobin, Variaus studies ave demonstrated that as a consequence Oygenation bt ntaopraiely and potoperaiely use G5 FOL s the gt el

of passive diffusion of oxygen from blood exposed to Fi0z = 807%, tissue concentrations far exceed B —

frose attributable to haemoglobin release.
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Surgical Site Infection GLOBAL GUIDELINES
# Hyperoxia FOR THE PREVENTION OF 2 mea

Centers for Disease Control and Prevention Guideline

SURGICAL SITE INFECTION  forthe Prevention of Surgical Site Infection, 2017

Hedenstierna et al, Anesthesiology 2017
Myles et al, Br J Anaesth 2017
Ball et al, Br J Anaesth 2017

BUT....

@ Significant biases in trial inclusion and interpretation by WHO group, with conclusions
non supported by evidences

@ Trials included by WHO (and also CDC) with significant confounding factors: type
ventilation, fluids, heterogeneous postoperative care

@ Adverse events related to hyperoxia, for instance postoperative pulmonary
complications reported in many observational studies, not considered in the analysis.

@ One size fits all: evidence (moderate) only in colorectal surgery and in low ASA
patients, why recommended in other populations ? (Cesarean Sections no evidences)

comes. More evidence is still needed to provide final recommen- *
dations, and these must balance both the advantages and the

detrimental effects of Fip, during surgery, especially in patients Q
at high risk of PPCs. N.



Surgical Site Infection # Glycemia

Recommendation

GLOBAL GUIDELINES
FOR THE PREVENTION OF
SURGICAL SITE INFECTION

© World Health Organization 2016
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The panel suggests the use of protocols for intensive perioperative blood glucose control for both
diabetic and non-diabetic adult patients undergoing surgical procedures to reduce the risk of SSI.
(Conditional recommendation, low quality of evidence)

@ Overall low quality evidence shows that a protocol with more
strict blood glucose target levels has a significant benefit
compared to a conventional protocol.

@ Among the intensive protocols, the effect was similar in studies
with a target blood glucose level of <110 mg/dL (6.1 mmol/L) and
an upper limit target level of 110-150 mg/dL (6.1-8.3 mmol/L).

@ the available evidence did not allow the definition of an optimal

target level of blood glucose.
D
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Clinical Review & Education v
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JAMA Surgery | Special Communication

Centers for Disease Control and Prevention Guideline
for the Prevention of Surgical Site Infection, 2017

3A.1. Implement perioperative glycemic control and use blood glu-
cose target levels less than 200 mg/dL in patients with and with-
out diabetes. (Category IA-strong recommendation; high to mod-
erate-quality evidence.)
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Take Home Picture
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Professionals adherence to a clinical practice guideline in medical care decreased
1 year after implementation in about half of the cases.

Sustainability of professionals’ adherence to clinical practice guidelines in medical care: a systematic review, BMJ Open 2015; doi:10.1136/bmjopen




