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Let me take you to the operating room, where we are just completing an ap-
pendectomy. A final determination of any surgery classification is made at 
the time of wound closure, when the surgeon and operating room staff con-
fer: Is this a clean surgery wound? Did any factor appear to make the wound 
become contaminated, for instance, a finding of infection inside the operative 
site? Is this possible to determine? 
 

Anyone going to the OR for surgery wants to believe the wound will be clas-
sified as “clean.” After all, that is a nicer term than the word “contaminated.” 
Is the word “contaminated” a clinical or surveillance term? It is a surveillance 
term. There is a distinction for infection prevention between clinical defini-
tions of infection and surveillance definitions of infection. Additionally one 
must use a risk-stratified view when considering surgical site infections, 
numbers, rates and prevention measures. Our patient with the appendecto-
my, non-ruptured but inflamed, had a “clean-contaminated” wound.  
 

It may seem less complicated to use one single infection rate for all surger-
ies, as we did in years past. For example; Hospital Y performed 100 cases in 
Month X. One case had an infection. Therefore that month, the rate is 1%; 
lower than Hospital Z down the road, who had three infections per 100 cas-
es, for a 3% rate. Once all infection data reporting became more complex, 
the single-rate construct left the building.  Wistfully, some individuals de-
mand a single rate of infection for the hospital too, since the media published 
in previous years that an average rate of infection is 3% to 5% in hospitals. 
 

Recall the stratified (layers) type of reporting: clean, clean-contaminated, 
dirty and contaminated wounds may be called Types 1, 2, 3 or 4. It could be 
called Surgery Class A, B, C or D. The code for these rests in education and 
policy of each surgery department. It is important to know which type of 
wound had the infection: obviously the dirty or contaminated cases have a 
greater probability of infectious complications. Careful technique in the peri-
operative suite, and preventative measures used preoperatively can be suc-
cessful in preventing clean surgery wound infections. Reports of infections 
must always include the surgery class of that wound. 
 

If the surgical wound becomes infected, a medical evaluation is required.  At 
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that time, it could be determined that there was actually “no infection present.”  Infection Prevention-
ists may ask for this information, in order to understand the numbers and types of post-operative in-
fections. Post-discharge surgical surveillance has come into play with send-out letters and even tele-
phone calls to patients. A post-operative patient is often more aware of infectious occurrences in the 
surgical wound than the surgeon or their office staff, unless someone asks for a written report. There 
is even a requirement to track infections reported from other inpatient hospitals, so every Infection 
Preventionist (IP) sends information back and forth through confidential channels if infections are 
seen from someplace else.  
 

Because infectious diseases occur when an unexpected invasion of bacteria, viruses, or parasites 
interfere with normal function of an organ, space, skin surface, body cavity, along with a risk factor; 
surgery itself could be that risk factor for an infection. The reservoir may be normal flora of the area, 
or in the case of the appendectomy, an infection from bowel flora. Is it expected? A standardized in-
fection ratio may be calculated for each of the 29 categories of surgery reported by IPs.  
 

Reference: 2014 California Department of Public Health summaries for Surgical Site Infection (SSI) reports, published 
on their web site for the years 2013 and 2014: see https://www.cdph.ca.gov/programs/hai/Documents/2014-SSI-T01-
12.pdf. Comparisons by facility exist for each type of surgery by category of procedure. Zero post-operative infection is 
the goal: counting them accurately is an objective to assist in meeting the goal. 

 

Written by Denise Bleak MSN, PHN, CIC of Associates 

Surgery Without Risk of  Infection:  Everyone’s Goal Continued... 

General Rules and Regulations:  When Were They Reviewed? 
The general Medical Staff Rules and Regulations are often forgotten about.  The Medical Staff By-
laws are always the priority to ensure compliance with all new regulations.  If your facility is depart-
mentalized, the Rules and Regulations for the department are often referred to and are more often 
revised. 
 

The majority of Medical Staff Bylaws allow the Medical Executive Committee to revise the general 
Rules and Regulations.  This can be a time consuming activity and should be delegated to the By-
laws Committee or to an ad-hoc committee as determined by your Medical Executive Committee.  
When reviewing the general Rules and Regulations, all of the departmental Rules and Regulations 
should also be reviewed to ensure that there are no regulations that are in conflict.  If the committee 
discovers any conflicts, the department chairs or the physician responsible for the service area, 
should be notified of the issue. 
 

Once the process has been completed, the revisions to the general Rules and Regulations should 
be sent to the Medical Executive Committee for its review and approval (remember to follow your 
hospital policy on the approval process). 
 

Following approval, a copy of the general Rules and Regulations should be distributed to all mem-
bers of the Medical and Allied Health Staff and to the hospital leadership.  
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Our Health is In Our Hands  

During our interesting risk assessments for infection prevention and control, it is critical to look at our 
baseline methods-how we reduce or eliminate infectious diseases from spreading. What are base-
line infection prevention methods? One of these is Hand Hygiene, the focus of today’s article. Other 
methods deserve mention: equipment cleaning and disinfection; patient transport; isolation precau-
tions; handling, care, and insertion of devices; surveillance and analysis, including measurement; 
and education. Many other means including vaccinations, public awareness campaigns, organiza-
tional strategies, and regulations are useful: the baseline methods are those we key in on, on a daily 
basis, to reduce infections. 
 

About hands: we focus on behavior of others in infection prevention. Healthcare workers are trusted 
colleagues and can successfully absorb cleanliness, safety and health messages and make them 
part of daily practice. In the interim between 2007 and the present, nearly a decade, a review of liter-
ature on infection prevention measures is enlightening. Consider this review of a new hand hygiene 
practice that may surprise you; then we will conclude with a review from the distant past (2007), that 
sometimes predicts the future (2016). 
 

Staff was tested with microbial swabbing to compare whether Clostridium difficile spores could be 
minimized or eliminated on the PPE of health care workers leaving a room, by use of a bleach wipe 
on used gloves, prior to their removal of all PPE. In the study, December 2015 (American Journal of 
Infection Control 43 (2015) 1366-7) wiping the gloves with a bleach wipe reduced the number of “C. 
diff” spores on the hands of caregivers. 
 

Reviewing the chain of infection, the provider must “break the chain” to interrupt the infectious 
course. The chain has six sections: (1) Source: very clear in a Clostridium difficile enteric infection; 
(2) Reservoir, that is, the specific location of the source organisms, the bowel; (3) Route of transmis-
sion: the contact route is implicated. Hands, dishes, and even shared stethoscopes, keyboards, or 
perhaps a cell phone may cause contact with “C. diff”. (4) Portal of exit and (5) portal of entry for this 
organism: fecal-to-oral, and may be often fecal-to-fecal, if hands repeatedly contact those locations.   
 

Could hands go unwashed, or could staff be using the same gloves worn between locations, sites or 
even patients? Don’t doubt that the following scenario occurs: go to any busy unit where staff use 
gloves and observe for gloves emerging from any room. Some care providers only enter the room 
using a pair of gloves and may not be changing them or washing their hands after removal and prior 
to donning gloves. 
 

The unacceptable variance in 100% hand hygiene after or before caring for patients causes concern 
for the sixth and final element of the chain of infection: (6) You, the susceptible host. This ought to 
be sufficient impetus for enforcing a hand hygiene program in the hospital. Unfortunately, both in 
2007 and 2016, the need to explain why we wash our hands is a constant. In 2007, found again in 
American Journal of Infection Control   (2007) 07.001: The effectiveness of hand hygiene proce-
dures), where fingers were contaminated with norovirus-contaminated fecal material, the virus was 
consistently transferred from the fingers to melamine surfaces and faucet taps, door handles and tel-
ephones. It would not have been thought of to wipe gloved hands with bleach in 2007: 2016 brings a 
new focus. 
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Healthcare facilities across the country are facing increased pressures from 
ongoing healthcare reforms and goals. Patient safety is the focus for these re-
forms as value-based purchasing increasingly governs the provision of 
healthcare.  Surgical site infections for colon and abdominal hysterectomies 
are scrutinized by the CMS for value-based purchasing and are at the head of 
the list of infections for reduction by most acute care facilities. CMS and The 
Joint Commission surveyors are also paying close attention to all processes in 
the perioperative settings, including the Sterile Processing Departments (SPD). 
 

Recently published information has made the public aware of the difficulty or-
ganizations have encountered in decontaminating and processing surgical in-
struments, endoscopes, and devices.  The public wants to be assured that their 
healthcare facilities are safe. 
 

Usually the staff that works in SPD are not singled out in the news. However, 
surveyors are citing Infection Control (IC.02.02.01.  “The hospital reduces the 
risk of infections associated with medical equipment, devices, and supplies” if 
instrument processing is found to be less than recommended by the manufac-
turer.  Hospital Leadership (LD.03.01.01 “Leaders create and maintain a cul-
ture of safety and quality…)” is being cited for not providing adequate orienta-
tion, training and annual competency validation for SPD staff. Tracers are be-
ing done on the dirty instrument processing from the OR through cleaning, 
wrapping, processing and storing. Questions are being asked of the staff on 
the front lines.  This focus requires the SPD staff to be well informed and up-to-
date on basic decontamination and processing of instruments.  Manufacturers’ 
recommendations need to be at their fingertips to assist in resolving issues in 
SPD. 
 

A SPD technician with certification upon hire has a baseline, documented edu-
cation level. In past years, on-the-job training was the norm with help from the 
surgical instrument and sterile equipment processing vendors. These inservice 
education offerings continue to be available from vendors along with Associa-
tion for the Advancement of Medical Instrumentation (AAMI) and other profes-
sional associations (AORN, APIC). 
 

Facilities should consider requiring certification for all new hires into the SPD 
department as part of the qualifications listed in the job description. These posi-
tions should no longer be looked upon as entry level work but rather given the 
respect for the complicated work required. The knowledge base has expanded 
along with surgical services and procedures. The staff require an expanded 
scope of knowledge that has been confirmed by certification. 
 

Current employees should be encouraged to attain certification from one of the 
certifying bodies. Certification Board for Sterile Processing and Distribution 
(CBSPD) and International Association of Healthcare Central Service Material 
Management (IAHCAMM) are the two organizations currently offering certifica-
tion at levels from Central Service Technician to SPD Management. The 
healthcare facility Leadership can attain a level of confidence that all staff will 
have the basic skills for decontamination, processing and storing in SPD which 
will provide support for patient safety and patient satisfaction, if they first have 
become certified. 
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