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surgeon specific SSI rate



 
surgeon specific SSI rate will be prepared by the 
hospital ICT and be reported to unit head every 3- 
monthly. 



 
The hospital Infection Control Team is responsible 
for reporting surgeon-specific SSI rates to individual 
surgeons confidentially.  All surgeon-specific SSI 
rates will be confidentially coded and ONLY made 
known to the individual surgeons, the Chief of 
Service (COS) of corresponding unit and 
hospital ICT for the evaluation of SSI.

Suggested at TFIC :
communicate with HCE for the SSI rate

Hospital : presented in ICCM



Surgeon specific SSI rate quarterly 
ABC 

You are surgeon : 1



Data input by ICT (6-10 weeks for each month) 

Data analysis by CICO + ICB

Preliminary Report verified by ICT 

Final report by CICO + ICB 

Data retrieval by data ware house

Submit to KPI Office

Report to TFIC 

By circulation to 
Members of 
Task Force 
Infection Control  
and Infection 
Control Team, 
e.g. ICO &
ICN

SSI data processing 
&

submission to KPI 
1.2010 

SSI surveillance 
reporting to KPI office 

Frequency SSI data 
report period

Yearly  in 
April 

previous one 
year  ( Jan-Dec)

Report to SSI 
planning group 

Core surgeries reported 
to KPI  from 2008



Timeline for SSI data processing
SSI data of 
Month 

1 2 3 4 5 6 7 8 9 10 11 12

Month :
ICN data 
entering 
and 
cleaning : 
not later 
than 2nd 
week  

3 4 5 6 7 8 9 10 11 12 1 2

Month 
Data 
retrieval by 
data 
warehouse 
for 
analysis : 
3-4th week

3 4 5 6 7 8 9 10 11 12 1 2

Transferrin 
g data to 
SOMIP 

5 6 7 8 9 10 11 12 1 2 3 4

Auto transfer by IT since  July 2010



Freezed Status if  reported 

Contact CICO office , if amendment after “ reported “



Data input by ICT (6-10 weeks for each month) 

Data analysis by CICO + ICB

Preliminary Report verified by ICT 

Final report by CICO + ICB 

Data retrieval by data ware house

Submit to KPI Office

Report to TFIC 

By circulation to 
Members of 
Task Force 
Infection Control  
and Infection 
Control Team, 
e.g. ICO &
ICN

SSI data processing 
&

submission to KPI 
1.2010 

SSI surveillance 
reporting to KPI office 

Frequency SSI data 
report period

Yearly  in 
April 

previous one 
year  ( Jan-Dec)

Report to SSI 
planning group 

Core surgeries reported 
to KPI  from 2008



Membership of  Meeting of SSI Surveillance / 
KPI Planning Group 



 
CICO : Dr Dominic TSANG ( CHAIR)



 
LAM Hung Suet, SNO,CICO office ;(Secretary ) 



 
K S YU Dr, TMH CON( O&T)



 
W C YUEN Dr, RHTSK COS (Surg);



 
K M MOK Dr, KEC CCOS(O&G); 



 
Fei Chau PANG Dr, HOQ&S CM(Q&St); 



 
Dr Hong CHEN, HOQ&S SMO(IDCTC); 



 
T Y WONG Dr, HOQ&S Dep CONS in-charge (IDCTC)

Frequency of meeting : before reporting KPI



Terms of Reference 


 

To review on method of SSI


 
To review on reporting to KPI


 

To review on usage of pre-operative antibiotics  
prophylaxis


 

To collaborate on research


 
To review on SSI result


 

To help in communicating and  promulgating 
relevant information and improvement measures 
to the COC


 

To review finished products for improving 
practices , if needed.



Actions by Meeting of SSI Surveillance / 
KPI Planning Group 


 

Colectomy


 
Appendectomy 


 

Cholecystectomy 



KPI Submissions

SSI KPI reports: Date of submission

Jan-June 2008 2008

April 2008-March 
2009

2009

Jan 2008- Dec 2009 8. 2010



Access to KPI website. 
The address of the site is 

http://shis.home/kpi/Default.aspx.

Access right : cluster administration 

http://shis.home/kpi/Default.aspx












Roles



Protocol













Objectives of HA SSI Surveillance

1. To standardize the SSI surveillance 
method among HA hospitals.

2. To look for trend of infections and 
feedback to clinical unit.

3. To monitor the use of prophylactic 
antibiotic for appropriate types, timing 
and duration.

4. To identify problems and set out to look 
for possible solution.



Scope of SSI Surveillance (2002) 

1. General surgery:  Focus on selected operative 
procedures (refer to G.2) resulting in clean and clean- 
contaminated wounds.

2.    Orthopaedics surgery:  Focus on wounds with implants 
and prosthesis.



 
Participating hospitals may conduct surveillance in other 
surgical procedures e.g. contaminated / dirty wounds or 
laparoscopic surgery, if they find it feasible with the 
present manpower level.



 
Other post-operative complication such as pneumonia, 
urinary catheter related infection, IV-line related 
bacteremia and purulent phlebitis will also be studied if 
hospital find it is feasible with the present manpower level.



11 core operations as the Key Performance 
Indicators (KPI), these include 
1. - Appendicectomy (both open and laparoscopic)
2. - Cholecystectomy (both open and laparoscopic)
3. - Colectomy (both open and laparoscopic)
4. - Herniorrhaphy with or without mesh/graft (both open and 

laparoscopic) 
5. - Thyroidectomy
6. - Mastectomy (with or without breast reconstruction)
7. - Rectal surgery ( Q3/2010 starts )
Hip/Knee surgery (Non traumatic / close traumatic with implants or 

prosthesis disregard of the size, all foreign material purposely 
implanted should be included)

1. Dynamic Hip Screw
2. Hip Replacement including total and partial 
3. Total Knee Replacement
4. Laminectomy (Q3/2010 starts )



ICD 9 codes added 



June 2010



Method 


 

Active


 
Ongoing


 

Prospective


 
Done By ICP


 

Within 30 days including Post discharge 
surveillance



Inclusion criteria 
a procedure


 
a) Inpatient: A patient whose date of admission to the 
healthcare facility and the date of discharge are different 
calendar days. 



 
# Outpatient / day patient : A patient whose date of 
admission to the healthcare facility and the date of 
discharge are same calendar days.



 
b) takes place during an operation (defined as a single 
trip to the operating room (OR) where a surgeon makes 
at least one incision through the skin or mucous 
membrane, including laparoscopic approach, and closes 
the incision before the patient leaves the OR; and



 
c) that is included in the core operations.



Operative procedure 
(NHSN, USA)

is a procedure 
1) that is performed on a patient who is an 

NHSN inpatient or an NHSN outpatient;
and 

2) takes place during an operation (defined as a 
single trip to the operating room (OR) where 
a surgeon makes at least one incision 
through the skin or mucous membrane, 
including laparoscopic approach, and closes 
the incision before the patient leaves the OR; 




 

NHSN Inpatient: A patient whose date of 
admission to the healthcare facility and the 
date of discharge are different calendar days. 


 

NHSN Outpatient: A patient whose date of 
admission to the healthcare facility and date 
of discharge are the same calendar day. 



Denominator
If more than one core procedure is performed during the same trip to the Operating 

theatre, a denominator for procedure record is reported for each procedure being 
monitored. Even if more than one core procedure is done through the same 
incision, a denominator for procedure record is reported for each.

If more than one procedure is performed through the same incision, record the 
combined duration of all procedures, which is the time from skin incision to 
closure. 

If a patient had a coronary artery bypass graft with a chest incision and a donor site 
incision it is a CBGB. The CBGC is only used when there is only a chest incision. 
CBGB  and CBGC are never reported for the same patient for the same trip to OT

For bilateral operative procedures, two separate denominators are entered. To 
document the duration of the procedure, indicate the incision time to closure time 
for each surgery separately or, alternatively, take the total time for both surgeries 
and split it evenly between the two.

If a patient goes to OR more than once during the same admission and another 
procedure is performed through the same incision within 24 hours of the original 
operative incision, report only one procedure on the denominator for procedure 
combining the durations for both procedures. For example, a patient has a CBGB 
lasting 4 hours. He returns to OR six hours later to correct a bleeding vessel. The 
surgeon re-opens the initial incision, makes the repairs and recloses in 1.5 hours. 
Record the operative procedure as one CBGB and the duration of operation as 5 
hours 30  minutes,. If the wound class has changed, report the higher wound 
class. If the ASA score has changed, report the higher ASA class. 



Exclusion 


 

If a patient died within 7 days post- 
operation [i.e. before the wound 
epithelialised, and therefore could not 
be subjected to initial assessment], the 
case would not be included into the 
database.



Data Analyses:

The SSI rates per 100 operative 
procedures are calculated by dividing 
the number of SSIs by the number of 
specific operative procedures and 
multiplying the results by 100. 

These calculations will be performed 
separately for the different types of 
operative procedures and stratified by 
risk index. 



Basic SSI Risk Index.

The index used in NHSN assigns surgical patients into categories based on the 
presence of three major risk factors: 

1. Operation lasting more than the duration cut point 
hours, where the duration cut point is the 
approximate 75th percentile of the duration of 
surgery in minutes for the operative procedure. 

2. Contaminated (Class 3) or Dirty/infected (Class 4) 
wound class. 

3. ASA classification of 3, 4, or 5. 



 

The patient’s SSI risk category is simply the number of these factors present at 
the time of the operation. 



Wound class

Class I, or clean wounds, are those in which no inflammation was encountered. No 
contaminated spaces (gastrointestinal, respiratory, genitourinary, and genital)were 
encountered, and the wound was primarily closed and drained if necessary with closed 
drains.e.g. thyroidectomy, mastectomy, hernio , TKR
Class II, or clean-contaminated wounds, are those in which the respiratory, urinary, 
gastrointestinal, orgenital tracts were involved under controlled conditions and without 
unusual contamination. The genitourinary and biliary tracts may be entered in the 
absence of infection. A minor break in surgical sterile technique in an otherwise class I 
procedure would also fit into this class. E.g. Gall stone for cholecystectomy , 
appendicetomy for normal appendix . 

Class III, or contaminated wounds, are open, fresh wounds. There may be gross 
spillage from the gastrointestinal tract. Entry into the genitourinary or biliary tracts in the 
presence of infected urine or bile or a major break in surgical technique may have 
occurred. Incisions in which acute, non purulent inflammation is present are also 
included in this class. Acute appendicitis for appendicetomy 
Class IV, or dirty and infected wounds, are those with retained devitalized tissue, 
foreign bodies, fecal contamination, or delayed treatment, or from a dirty source. A 
perforated viscus may be encountered. A wound with acute bacterial inflammation with 
pus is encountered during the operation is also included in this class. 
Perforated   appendicitis for appendicetomy . 





Diagnosis matching with Wound class

Free text 

Example 
Pre-op diagnosis : acute appendicitis but Normal append recorded in OT record  

and no other inflammatory noted, add additional information into diagnosis 

Normal appendixAcute appendicitis 

Appendicetomy

2



Numerator Data :
all patients having a selected core surgery are monitored for signs 

of SSI.


 
If a patient has several operative procedures prior to 
an infection, report the operative procedure that was 
performed most closely in time prior to the infection 
data, unless there is evidence that the infection is 
associated with a different operation. 



 
If more than one operative procedure was done 
through a single incision, attempt to determine the 
procedure that is thought to be associated with the 
infection. If it is not clear ( as is often the case when 
the infection is a superficial incisional SSI ), or if the 
infection site being reported is not an SSI, use the 
table ( appendix VII) to select which surgery to report.





Class of SSI 

1. superficial incisional 
2. deep incisional 
3. organ/space



A superficial incisional SSI


 

must meet one of the following criteria: 


 

Infection occurs within 30 days after the operative procedure 


 

and 


 

involves only skin and subcutaneous tissue of the incision 


 

and 


 

patient has at least one of the following: 
a. purulent drainage from the superficial incision. 
b. organisms isolated from an aseptically obtained culture of fluid or 

tissue from the superficial incision. 
c. at least one of the following signs or symptoms of infection: pain or 

tenderness, localized swelling, redness, or heat, and superficial 
incision is deliberately opened by surgeon, and is culture-positive 
or not cultured. A culture-negative finding does not meet this 
criterion. 

d. diagnosis of superficial incisional SSI by the surgeon or attending 
physician. This must be supported by clinical  signs and symptoms 



A deep incisional SSI


 

must meet on of the following criteria: 


 

Infection occurs within 30 days after the operative procedure if no implant is left in 
place or within one year if implant is in place and the infection appears to be 
related to the operative procedure 



 

and 


 

involves deep soft tissues (e.g., fascial and muscle layers) of the incision 


 

and 


 

patient has at least one of the following: 

a. purulent drainage from the deep incision but not from the organ/space 
component of the surgical site 

b. a deep incision spontaneously dehisces or is deliberately opened by a 
surgeon and is culture-positive or not cultured when the patient has at 
least one of the following signs or symptoms: fever (>38°C), or localized 
pain or tenderness. A culture-negative finding does not meet this 
criterion. 

c. an abscess or other evidence of infection involving the deep incision is 
found on direct examination, during reoperation, or by histopathologic or 
radiologic examination 

d. diagnosis of a deep incisional SSI by a surgeon or attending physician. This 
must be supported by clinical  signs and symptoms 



An organ/space SSI


 
involves any part of the body, excluding the skin incision, 
fascia, or muscle layers, that is opened or manipulated 
during the operative procedure. Specific sites are 
assigned to organ/space SSI to further identify the location 
of the infection. 



 
The table below lists the specific sites that must be used 
to differentiate organ/space SSI. 



 
An example is appendectomy with subsequent 
subdiaphragmatic abscess, which would be reported as 
an organ/space SSI at the intraabdominal specific site 
(SSI-IAB). 



 
Specific sites of organ/space (Table 2) have specific 
criteria which must be met in order to qualify as an NHSN 
event. These criteria are in addition to the general criteria 
for and can be found in Chapter 17 



The pooled mean infection rates required data from at least 10 different hospitals
For the percentile distributions, data from at least 20 different hospitals are required.



(NNIS) NHSN Method 


 

If you would like to compare your hospital’s 
rates and ratios with those in this report, you 
must first collect information from your 
hospital in accordance with the methods 
described for NHSN



Roles



http://www.chp.gov.hk/files/pdf/recommendations_on_prevention_of_ssi.pdf



Roles



Proposal : core surgeries  SSI 
surveillance ( 9.2009) 


 

:
Specialty Core surgeries 

proposed 
Effective 

Surgical Rectal Q3/2010

O&T :Laminectomy

O&G LSCS Pending later , 
probably next 
year 



The SSI information is uploaded and can be reached via 

http://ssi.home/prod -> SSI Information (In red). Q & A 
Protocol
Inclusion

http://ssi.home/prod




The way forward 
1. Follow the protocol : web 
2. + / - ( 2008 starts ---------


 
+ Q3/2010


 
Laminectomy



 
Rectal Surgery


 

In 2011, consider to add Caesarean Section


 
Hospitals with Caesarean Section in their current 
surveillance program.

3. The gap between OTRS and SSI surveillance 



The way forward 


 

Workshop in October 


 
IT enhancement : control chart –by class


 

and data quality 


 
Enquiries / Suggestions to CICO office 
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