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WOUND INFECTION IN IMMUNE COMPROMISED PATIENTS WHO WERE
OPERATED IN EMERGENCY DEPARTEMENT.

Ahsan Ali Lagari®, Areeba laghari?, Qunber Ali Laghari®, Nawaz Ali Dal*, Isharat Rahmeen
Kaytear® , Tufail Ahmed Baloch®

ABSTRACT

AIM OF STUDY: To determine the  wound infection in immune compromised patients
who were operated in Emergency department. STUDY DESIGN: Prospective observational
study. PLAC E & DURA TION: Two years’ study January 2018 to March 2020 conducted
at Liaquat University of Medical and Health Sciences / Jamshoro in department of surgery
PATIENTS & METHOD: The study comprises 100 patients. All were admitted from
Emergency department.  All patients were evaluated fully after history & clinical
examinations and specific investigations pre operatively ,per operatively and post operatively
(CBC) complete blood count, C reactive protein, Blood culture , urine culture, 1V cannula
Tip culture ,Pus culture and Sensitivity, ultra sound of abdomen, pelvis and Chest , X- ray
abdomen supine and erect posture ,X Ray chest PA view ,Urine DR, Protein A/G Ratio, level
of serum Albumin, Liver function Test (LFT) Serum ferritin, Lactate Dehydrogenase, Blood
urea, sugar, serum electrolyte, HBSAG, HCV, & HIV, PT, APTT, INR and ECG . Typhi dot,
Tuberculin test, Biopsy report and general assessment of the patients. Post operatively
Contrast iv and Oral C T scan if needed RESULTS: This was a hospital based case series
study of 100 patients, the maximum number of patients were in age group between 12 to 75
years. Out of 100 patients 33 patients were presented with age group between 12 to 34 year.
45 patients were presented with age group between 35 to 55 years. 22 patients were presented
with age group between 54 to 75 years. Out of 100 patients, 62 were operated through mid
line incisions, 25 patients were operated through right Para median incision. Out of 100
patients 10 patients were operated through Gird Iron incisions. Out of 100 patients 61 patient
present with serious discharge, 25 patients with Pus discharge, 10 patients with abdominal
dehiscence 4 patients presented with fecal fistula. Out of 00 patients 55 patients were
presented with serum Albumin level 2 gram ,22 patients were presented Serum Albumin level
2.5 gram ,13 patients were presented Serum albumin level 3 gram,12 patients Were presented
serum Albumin level 3.3 gram Out of 100 patients 31 patient were presented hemoglobin 10
to 12 gram .44 patients were presented Hemoglobin 8 to 10 gram. 13 patients were present
HBAlc 7 to 8 gram. 12 patients were presented serum creatinine. Level between 2 to 3.
CONCLUSION: Patients were admitted and operated in emergency department, already
immune compromised, depleted, comorbid, anemic and edematous prone to developed wound
infection either superficial or deep if not treat as soon as possible patient can die systemic
complications.
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INTRODUCTION

Post operatively wound infection is a
common problem in our set up in those
patients they were admitted and operated at
emergency department. they were already
immunocompromised pre operatively 1.
Patient present with Acute abdomen
previously Suffered intestinal Pathology
,  Obstruction or ,hollow  viscus
perforation? ,Acute Pancreatitis ,diabetes
mellitus , kidney disease, Chronic liver
disease, cardiac diseases ,metabolic disease
,auto immune disease blood disorder,
patient on chemotherapy ,Radiotherapy
,Steroid  therapy, Blood Disordered(
Anemic ) Tuberculosis Of Lungs or
Intestine ,HIV Who were Long Standing
on Parenteral Nutrition ** | patients need
Optimizations Pre operatively and post
operatively initial steps of managements
are 1V cannula NO 16 with crystalloid
,colloid fluids, blood and blood products,
VIT k ,fresh frozen plasma ,oxygen
,physiotherapy, early mobilization
,immunotherapy ,albumin and vaccinations
And Antibiotics >® Try to prevent post
operative complications , wound infection
. suppose to patient is severely prone to
developed wound infection either
superficial , deep , along with collection in
side the abdominal cavity Patient will
Febrile .Techy panic , Hypotensive
,Tachycardia and oligo ureic, Assessed
clinically along with Base Line
investigations such as Complete Blood
Count , ESR ,blood urea ,blood sugar,
serum electrolyte, liver function test, Pro
thrombin time, (PT)Activated partial

thrombin time (APTT) , Protein A G ratio ,
serum Albumin , ABGS ,Blood culture
,Urine culture, urine DR, HBSAG,HCV,
HIV Coved 19 and serum amylase’® with
imaging ultrasound of abdomen for
collection specific organ involvement, x
ray abdomen supine or erect posture,
necessary for obstruction and .CT Scan of
IV and oral Contrast of abdomen and
pelvis for confirmation of diagnosis . pre
and post-operative MRI, MRA abdomen
and pelvis for collection, ECG and
Echocardiography®!®. Many Types of
surgeries such as clean, clean
contaminated, contaminated and dirty.
Percentage of infection according to type in
clean surgery less then infection rate 2 % in
clean contaminated is 10 % Contaminated
25 10 30 % and in Dirty more then 40 %
1112 wound infection most commonly seen
in those patient who were present in
emergency department with Arrived late,
referred from peripheries they were
managed conservatively by un experienced
person, imaging facilities are not available.
So they were referred to  tertiary care
hospital for further management. during
receiving time patient is severely
dehydrated with systemic parameters are
De ranged .some  patient severely
immunocompromised having
comorbidities 1314 If patient diagnosed gut
perforation at the time of night try to treat
it at night before sun rise!?®® feculent
abdominal collection or pus collection
seen at the time of surgery try to send pus
culture and sensitivity then wash the
abdominal cavity with 10 to 12 liters of
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normal saline avoid post operatively septic
foci or residual collection then put a drain
in pelvic cavity try to close abdomen
aseptic measures with or without skin
closure ,skin will close later on . Wound
will asses with the help of south amp ten
grading system, post operatively patient
asses clinically or series of abdominal ultra
sound for any collection. if patients
developed post operatively wound
infection. that infection is a bed sign for
prognosis of patient’>®, Try to avoid
systemic  complications such as
hypothermia, metabolic acidosis,
disseminated intravascular coagulation
(DIC), systemic inflammatory response
syndrome  (SIRS), multiple organ
dysfunction syndrome (MODS) and
multiple organ  dysfunction failure
(MODF) m after resuscitation patients can
not improved & patients will die such types
ofcomplications. !>
Immunocompromised patient will treated
with antibiotic cover, Nutritional build up
of orally, parenterally, Blood and blood
products, Albumin and with Vaccine. 1617
PATIENTS & METHODS

It was a Prospective observational study
carried out at surgical emergency ward at
liaquat university of medical and health
sciences Hyderabad /Jamshoro from
Jaunry2018 to March 2020. The study
comprises 100 patients. All patient was
admitted and evaluated fully after history
& clinical examinations and specific
investigations  pre  operatively, per
operatively and post operatively (CBC)
complete blood count, C reactive protein,
Blood culture, urine culture, 1V cannula
Tip culture, Pus culture and Sensitivity,
ultra sound of abdomen, pelvis and Chest,
X- ray abdomen supine and erect posture,
X Ray chest PA view, CT scan of
Abdomen MRI, MRA abdomen FAST
Ultrasound of abdomen and pelvis. Urine
DR, Protein A/G Ratio, level of serum
Albumin, Liver function Test (LFT) Serum
ferritin, Lactate Dehydrogenase, Blood
urea, sugar, serum electrolyte, serum
creatinine, HBSAG, HCV, & HIV, PT,
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APTT, INR and ECG. Typhi dot,
Tuberculin test, Biopsy report and general
assessment of the patients. Recorded on a
Performa designed for the study. Statistical
package for social sciences (SPSS) version
10 was used for statistical analysis of the
data.

RESULTS

This was a hospital based case series study
of 100 patients, the maximum number of
patients were in age group between 12 to
75 years. Out of 100 patients 45 patients
were presented with age group between 12
to 34 year. 33 patients were presented with
age group between 35 to 54 years. 22
patients were presented with age group
between 55 to 75 years. (Table 1)  Out of
100 patients, 62 were operated through mid
line incisions, 26 patients were operated
through right Para median incision. Out of
100 patients 12 patients were operated
through Gird Iron incisions (Table 11). Out
of 100 patient 61 patient present with
serious discharge, 25 patients With Pus
discharge, 10 patients with abdominal
dehiscence 4 patients presented with fecal
fistula ( Table 111) Out of 00 patients 55
patients  were presented with serum
Albumin level 2 gram ,22 patients were
presented Serum Albumin level 2.5 gram,
13 patients were presented Serum albumin
level 3 gram, 12 patients Were presented
serum Albumin level 3.3 gram (Table 1V)
Out of 100 patients 31 patient were
presented hemoglobin 10 to 12 gram. 44
patients were presented Hemoglobin 8 to
10 gram. 13 patients were present HBA1C
7 to 8.12 patients were presented serum
creatinine. Level between 2 to 3 mg (Table
no 5)

Table 1 AGE DISTRIBUTION n = 100

Age of the No of Percentage %
Patients Patients
12 to 34 year 45 45 .0%
35 to 54 year 33 33.0%
55to0 75 year 22 22 0%

JOURNAL OF PEOPLES UNIVERSITY OF MEDICAL AND HEALTH SCIENCES FOR WOMEN. 2025:1501



JPUMHS

Table 2: TREATMENT OPTIONS n =100

Operative No of Percentage
Procedure Patients %
Laparotomy 62 62.0%

Mid Line
Incision
Right Para 26 26.0%
median incision
Gird Iron 12 12.0%
incision

Table 3: CLINICAL PRESENTATION n=100

Patients presentation, No of Percentage
Ultra sound findings Patients
and type of injury

Serious discharge 61 61.0%
Pus discharge 25 25.0%
Abdominal 10 10.0%
Dehiscence
Fecal discharge 4 4.0%

Table 4: LEVEL OF ALBUMIN WITH
MARKER N=100

Albumin | Patients No of Percentage
marker | Patients %

Serum 2 gram 55 55 .0%
albumin

Serum 2.5 22 22.0%
albumin gram

Serum 3 gram 13 13.0%
bilirubin

Serum 3.3 10 10.0%
bilirubin gram

Table 5: Biochemistry in patient N=100

Biochemistr Patients No of | Percenta

y marker Patie ge %
nts

Blood 10to 12 44 44 .0%
Hemoglobin gram

Blood 31 31.0%
hemoglobin | 7 to 9 gram

Blood 13 13.0%

HBAIC 7to 8

Serum

creatinine 2to 3 mg 12 12.0%
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DISCUSSION

Post operatively wound infection is a
common problem in our set up in those
patients they were admitted and operated at
emergency department. They were already
immunocompromised  pre operatively®.
Patient present with Acute abdomen
previously Suffered intestinal
Pathology, Obstruction or , hollow viscus
perforation?, Acute Pancreatitis, diabetes
mellitus, kidney disease, Chronic liver
disease, cardiac diseases ,metabolic disease
auto immune disease blood disorder,
patient on chemotherapy ,Radiotherapy |,
steroid therapy, Blood Disordered (
Anemic) Tuberculosis Of Lungs or
Intestine, HIV Who were Long Standing
on Parenteral Nutrition®*, patients need
Optimizations Pre operatively and post
operatively initial steps of managements
are IV cannula NO 16 with crystalloid,
colloid fluids, blood and blood products,
VIT K, fresh frozen plasma, oxygen,
physiotherapy, early mobilization
,immunotherapy, albumin and vaccinations
And Antibiotics®®. Try to prevent post
operative complications , wound infection
suppose to patient is severely prone to
developed wound infection either
superficial , deep , along with collection in
side the abdominal cavity Patient will
Febrile . Techy panic, Hypotensive
Tachycardia and oligoureic,  Assessed
clinically along with Base Line
investigations such as Complete Blood
Count , ESR, blood urea, blood sugar,
serum electrolyte, liver function test, Pro
thrombin time, (PT) Activated partial
thrombin time (APTT), Protein A G ratio,
serum Albumin, ABGS, Blood culture,
Urine culture, urine DR, HBSAG, HCV,
HIV Coved 19 and serum amylase’® with
imaging ultrasound of abdomen for
collection specific organ involvement, X-
ray abdomen supine or erect posture,
necessary for obstruction and CT Scan of
IV and oral Contrast of abdomen and
pelvis for confirmation of diagnosis . pre
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and post-operative MRI, MRA abdomen
and pelvis for collection, ECG and
Echocardiography®®. Many Types of
surgeries such as clean, clean
contaminated, contaminated and dirty.
Percentage of infection according to type in
clean surgery less then infection rate 2 % in
clean contaminated is 10 % Contaminated
25 t0 30 % and in Dirty more then 40 %
1112 wound infection most commonly seen
in those patient who were present in
emergency department with Arrived late,
referred from peripheries they were
managed conservatively by un experienced
person, imaging facilities are not available.
So they were referred to tertiary care
hospital for further management. during
receiving time patient is severely
dehydrated with systemic parameters are
De ranged .some  patient severely
immunocompromised having
comorbidities 1314 If patient diagnosed gut
perforation at the time of night try to treat
it at night before sun rise’®®® feculent
abdominal collection or pus collection
seen at the time of surgery try to send pus
culture and sensitivity then wash the
abdominal cavity with 10 to 12 liters of
normal saline avoid post operatively septic
foci or residual collection then put a drain
in pelvic cavity try to close abdomen
aseptic measures with or without skin
closure ,skin will close later on . Wound
will asses with the help of south amp ten
grading system, post operatively patient
asses clinically or series of abdominal ultra
sound for any collection. if patients
developed post operatively wound
infection .that infection is a bed sign for
prognosis of patient 23 Try to avoid
systemic  complications such as
hypothermia, .metabolic acidosis,
disseminated intravascular coagulation
(DIC), systemic inflammatory response
syndrome  (SIRS), multiple organ
dysfunction syndrome (MODS) and
multiple organ dysfunction failure (
MODF)m after resuscitation patients can
not improved & patients will die such types
ofcomplications. 1>
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.Immunocompromised patient will treated
with antibiotic cover, Nutritional build up
of orally ,parenterally, Blood and blood
products , Albumin and with Vaccine. 61
, sangrasi et al * in his study surgical site
infection seen in male patient with low
hemoglobin level Malone et al'® shows in
his study wound infection more in diabetic
patients .ismail et al?® in his study patient
who under vent surgical procedure on
steroid therapy for more than a month
increasr risk of of surgical site infection
along with increase mortality . . This was a
hospital based case series study of 100
patients, the maximum number of patients
were in age group between 12 to 75 years.
Out of 100 patients 45 patients were
presented with age group between 12 to 34
year. 33 patients were presented with age
group between 35 to 54 years. 22 patients
were presented with age group between 55
to 75 years. Out of 100 patients, 62 were
operated through mid line incisions, 26
patients  were operated through right
paramedian incision .Out of 100 patients
12 patients were operated through Gird
Iron incisions .Out of 100 patient 61
patient present with serious discharge , 25
patients With Pus discharge , 10 patients
with abdominal dehiscence 4 patients
presented with fecal fistula  Out of 00
patients 55 patients were presented with
serum Albumin level 2 gram ,22 patients
were presented Serum Albumin level 2.5
gram ,13 patients were presented Serum
albumin level 3 gram ,12 patients Were
presented serum Albumin level 3.3 gram .
Out of 100 patients 31 patient were
presented hemoglobin 10 to 12 gram .44
patients were presented Hemoglobin 8 to
10 gram. 13 patients were present HBAlc
7 to 8. 12 patients were presented serum
creatinine. Level between 2 to 3 mg

CONCLUSION

Wound infection commonly seen in those
patients either preoperatively
immunocompromised or having co morbid
pathologies or post operatively Patient
miss managed without routine dressing
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proper antibiotics or patient having
metabolic problems , and grossly anemic
Patients need proper post operative
management Antibiotics ,Antiseptic
Dressing and serial of Imaging avoid Intra
abdominal collection , Aim is that early
mobilization Proper optimization avoid
Local and systemic complication.
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