

















mL. Practice findings included antibiotic prophylaxis was not given to all patients : the
correct time or at all, the freq ncy of ucose and temperature assessments was
inconsistent, interventions for hyperglycemia and hypothermia were inconsistently
provided and evaluated for effectiveness, aspects of assessment and care were not
documented, and policy and protocols for temperature assessment were inconsistently
followed.

Implications: The findings highlig emen of care which might luce SSI in vas ilar
surgery patients. Improvements are needed in glucose and temperature assessment and
control, and antibiotic prophylaxis. Additional research is required with a larger sample

size, and on strategies to improve lherence ) protocols and policies in existence.
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surgery patients, nursing interventions may be developed to reduce this risk, thereby

decreasing personal and monetary cost associated with SSIs.
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saphenous vein graft. Most procedures were elective, with most taking between 1 — 3
hours to complete. Just about all patients had an epidural anaesthetic either alone or in

combination with another anaesthetic.

Characteristics of the Patients
The majority, 80.2% (n = 93), of the vascular surgery sample were men, with
19.8% (n = 23) women. Ages ranged from 48 - 89 years with a mean age of 66.5 years.
The ages of the men and women were similar, with the mean age of the men being 66.7
years (range 48 - 89) and the mean age of the women being 65.9 years (range 52 -84).

The distributions of age were normal as shown in the boxplot in Figure 2.
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Figr~~ 2: Distributi lar €---gery Patients, by Sex
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those who smoked less than 10 cigarettes per day, the difference was not statistically
significant (RR: 2.5, CI 0.20 — 31.00; p = 0.4687). There was only 17% power to detect a
statistically significant difference. One of 4 patients who smoked more than 20 cigarettes
per day, 25%, developed an SSI compared to 15.8% (n = 12 of 76) of non-smokers but
this difference also was not statistically significant (RR: 1.58, CI1 0.27 — 9.34; p = 0.6265).

There was only 7% power to detect a statistically significant difference.

Blood Loss, Anemia, and Transfusion of Blood and SSI: Preoperative, Intraoperative and
PARR

The hemoglobin range for the 20 vascular surgery patients who developed an SSI
was 89 — 182 g/L, with a median of 137 g/L (IQR: 118-146). This was very similar to the
96 patients who did not develop an I; their hemoglobin levels ranged from 88 — 175
g/L, with a median level of 139 g/LL (IQR: 1 2-153). Only 10% (n = 1) of the 10 patients
with preoperative anemia developed | SSI compared to 17.9% (n = 19) of 106 patients
without preoperative anemia W'~ no statistically significant difference found.
Intraoperative or PARR hemoglobi leve were not assessed on any patients who

developed an SSI and none received PRBC in either the C  or PARR.

Intraoperative blood loss, postoperative anemia, and SSI. As seen in Table 22, the patient
group that lost between 1200 — 4499 L of blood during the surgical procedure had the
greatest proportion of patients, 25% (n =2« 8), that developed an SSI. In the group that

lost 300 — 1199 mL of blood, 9.5% (n = 2 of 21) of e patients developed an SSI
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the physician. As well, assessment of glucose and temperature in particular was
inconsistent, and there did not appear to be good follow-through of patients throughout
the perioperative process if they had experienced hyperglyc 1iia or hypothermia.
Hyperglycemia was inadequately treated, and warming interventions used for
normothermia were not evaluated and appeared relative ' ineffective. These and other

issues will be discussed in Chapter 5.
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2. Report an organ/space SSI that drains through the incision as a deep incisional SSI.

Organ/Space SSI

Infection occurs within 30 days after e operation if no implant is left in place or within
1 year if implant is in place and the infection appears to be related to the operation and
infection involves any part of the anatomy (e.g., organs or spaces), other than the incision,
which was opened or manipulated du g an operation and at least one of the following:

1. Purulent drainage from a d n that is aced through a stab wound into the
organ/space.

2. Organisms isolated from an aseptically obtained c1 ure of fluid or tissue in the

organ/space.
3. An abscess or other evidenc ectic involving the organ/space that is found on
direct examination, during reop: or by histopathologic or rac »logic examination.

4. Diagnosis of an organ/space SSI by a surgeon or attending physician.



Appendix B: Literature Review Tables

Table 1: Glucose and SSI studies
Table 2: Temperature and SSI studies
Table 3: Vascular Surgery and SSI Risk Factor Studies

Table 4: Vascular Surgery SSI Surveillance Studies
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Appendix C: List of Surgeries

Total number: 236 surgeries

Aortobifemoral bypass
Aorto to femoral bypass
Axilla axilla bypass
Bypass
Femoral femoral bypass
Femoral peroneal bypass
Femoral politeal bypass
Femoral tibial bypass
Ileo femoral bypass

. Popliteal tibial bypass

. Aorto bilateral iliac bypass

. Aorto iliac bypass

. Polytetrafluoroethylene (1 .. .%) graft
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Appendix E: Letters of Approval

Human Investigation Committee (HIC)
Research Proposal Approval Committee (RPAC)
Program Director: Surgery Program

Program Director: Perioperative Pro_ im
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Memorial

University of Newfoundland

Human Investigation Committee
Research and Graduate Studies
Faculty of Medicine

The Health Sciences Centre

July 12, 2006

Reference #06.129

Ms. K. Dobbin-Williams
C'o Dr. D. Moralejo

School of Nursing
Memorial University of Newfoundland

Dear Dr. Dobbin-Williams:

Your application entitled **An exploration of the relationship between hyperglycemia and hypothermia as
risk factors for the development of a surgica e infe on” was reviewed by a Sub-Committee of the Human

Investigation Committee and full approval wa:  1nted.

This will be reported to the full Human Investigation Cor  ittee, for their information, at the meeting scheduled

for July 20, 2006.

Full approval has been granted for one year. You will be contacted to complete the annual form update

approxnmatcly 8 wceks before the approval w eon. yl11,2007. Itis yourrc onsibility to ensure that
IC office not lews hai 20 duy s prion 1o die renewad date fur review and

form can be downloaded from the HIC website
* " 0Form.doc.

#)e o

I - d.
W rencae! fonm s forwarded to the

approval to continue the study. The annual renev
http: www.med.mun.ca hic downloads, Annual®e20Upd -

""" i€ " ‘he 1pproval from the Health Care
a ropriaie.

For a hospital-baszd study, it is your resp¢

Corporation of St. John's and/or other b

This Research Ethics Board (the HIC) has reviewed and o) oved the application for the study which is to be
conducted by you as the qualified investigator named abov  t the specified study site. This approval and the
views of this Research Ethics Board have been documented in writing. In addition, please be advised that the
Human Investigation Committce currcntly ope es according to the Tri-Council Policy Statement and applicable

laws and regulations.
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Notwithstanding the approval of the HIC, the primary responsibility for the ethical cor ¢t of the investigation
remains with you.
We wish vou success with your study.

Sincerely,

Richard S. Neuman, PhD
Co-Chair
Humauan Investigation Comnuttee

John D. Harnett, MD. FRCPC
Co-Chair
Human Investigation Commuttee

JDHRSN d

C Dr. €. Loomis, Vice-President (Rescarch), MUN
Mo W Miller, Dhrector of Plannimg & Rescarch, HCCS)

St lohn's. NL Cuanada ALB V6 o Tel 0w ov'de Fax  TO0 T s T e emil hic omun ca ® wuw med mun L nie
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June 20. 2006

Dear Commitiee Members ot HIC and RPAC.

thave reviewed Karen Dobbin-Williams™ outline for the study she proposes fooking .t
hypothermia and hyperghycemia as risk factors for surgical site intection. [am pleased o
atferthe support ot the Surgery Program for this stidv

Sincerely,

Clame Warren
Program Dircector
Surgery Program
Eastern Health



Dear Committee Members of HIC 1d RP4

| have reviewed Karen Dobbin-Will

hypothermia and hyperglycemia as risk facto
offer the support of the Perioperative Program for this study.

Sincerely,

Maria Tracey
Perioperative Program Director

Eastern Health

MT/jmy

Perioperativezér%g:an.
The General Hospital 5.0
300 Prince Philip Drive
St. John's, NL

Canada A1B 3vé
T:709-777-7796

F: 709-777-6770

www easternhealth.ca

June 29, 2006

ns' outline for the study she proposes, looking at
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