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Crosswalk of Surgical Site Infection (SSI) Prevention Guidelines and Minnesota Hospital Association (MHA) SSI Gap Analysis Topics 
Last updated June 22, 2017 

 
Note: This is a summary of four major SSI prevention guidelines and the MHA SSI Gap Analysis. The text included has been abbreviated. Refer to 
the document in its entirety for complete understanding of the guidance as well as the context provided.  
 

Topic SHEA/IDSA (2014)1 ACS/SIS (2016)2 WHO (2016)3 CDC (2017)4 MHA SSI Gap Analysis5  
Patient 
characteristics       

Blood glucose 
control (BG) - 
preoperative 

Tbl 2. Control BG levels 
for all surgical patients 
including patients 
without diabetes. [17] 
For patients with 
diabetes, reduce Hb Alc 
levels to < 7% before 
surgery, if possible. [94] 
(quality of evidence: I) 

2.1. Optimal BG control 
should be encouraged 
for all diabetic patients; 
however, there is no 
evidence that improved 
Hb A1C decreases SSI 
risk. Not addressed Not addressed 

Measure pre-op BG early 
enough so that if it is 
unexpectedly high, a 
plan of action can be 
initiated [2,11]. 
[Advanced]  

Smoking cessation 

Tbl 2. Encourage 
smoking cessation within 
30 days of procedure 
[7,222,226]. (quality of 
evidence: I).  

1.2. Smoking cessation 4 
to 6 weeks before 
surgery reduces SSI and 
is recommended for all 
current smokers, 
especially for implants  Not addressed 

Suppl.1.c. Encourage 
tobacco cessation for a 
minimum of at least 30 
days before elective 
operations. 

- Educate patient prior to 
procedure 
[Fundamental] 
- Expectation for 
provider to address 
modifiable risk factors 
(smoking) in preop 
planning [Fundamental] 

Immunosuppressive 
agents 

Tbl 2. Avoid immune-
suppressive medications 
in perioperative period, if 
possible. (quality of 
evidence: III). Not addressed 

4.11. Suggest not 
discontinuing 
immunosuppressive 
meds prior to surgery 
(Conditional rec, very 
low quality evidence) 

12/13. No rec/ 
unresolved issue Not addressed 

Blood transfusion 

Tbl 2. Reduce blood loss 
and need for blood 
transfusion to greatest 
extent possible (quality 
of evidence: III). [29,231] 

No rec. Discussed in 
background as SSI risk 
factor. Not addressed 

11a. No rec/ unresolved 
issue Not addressed 

Evaluate and 
manage infections 

Tbl 2. Identify and treat 
infections remote to the Not addressed Not addressed 

Suppl 1.a. Whenever 
possible, identify and 

4c) If infection at or near 
the surgical site is 
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identified 
preoperatively 

surgical site prior to 
elective surgery. [17]  
Do not routinely treat 
colonization or 
contamination (quality of 
evidence: III).  

treat all infections 
remote to the surgical 
site before elective 
operations and postpone 
elective operations until 
resolved. 

identified, infection is 
treated before elective 
surgery and surgery is 
postponed until 
resolution of infection 
(excludes emergency 
surgery) [1,5]. 
[Fundamental] 

Preoperative 
screening and 
decolonization for S. 
aureus/MRSA 

Special approach: II.1.a. 
Screen for S. aureus and 
decolonize surgical 
patients with an 
antistaphylococcal agent 
in the preop setting for 
high-risk procedures, 
including some 
orthopedic and 
cardiothoracic 
procedures (quality of 
evidence: II). 

1.4. No standard 
decolonization protocol 
supported by literature… 
no decol protocol… 
Decolonization protocols 
should be completed 
close to date of surgery 
to be effective. 
Vancomycin should not 
be administered as 
prophylaxis to MRSA-
negative patients. 

4.2. Cardiothoracic and 
orthopaedic surgery 
patients with known nasal 
carriage of S. aureus: 
receive perioperative 
intranasal applications of 
mupirocin 2% ointment with 
or without a combination of 
CHG body wash (Strong rec, 
moderate quality of 
evidence).   
Patients with known nasal 
carriage of S. aureus 
undergoing other types of 
surgery: treat with periop 
intranasal applications of 
mupirocin 2% ointment with 
or without a combination of 
CHG body wash (Conditional 
rec, moderate quality of 
evidence). Not addressed Not addressed 

Operative 
characteristics: 
Preoperative issues        
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Patient education - 
SSI signs/symptoms, 
hand hygiene 

I.14. Educate patients 
about SSI prevention 
(quality of evidence: III). 
a. Provide instructions 
and info prior to surgery 
describing strategies for 
reducing SSI risk. 
Specifically provide 
preprinted materials to 
patients. [131] Not addressed Not addressed Not addressed 

1a) Prior to procedure 
[Fundamental]          
 
1c) Prior to discharge 
[Fundamental] 

Preoperative 
antiseptic 
bathing/showering  

No rec (preop bathing 
and CHG unresolved 
issues) 

1.1. Routine preop 
bathing with 
chlorhexidine (when not 
part of a decolonization 
protocol or preop 
bundle) decreases skin 
surface pathogen 
concentrations, but has 
not been shown to 
reduce SSI. 

4.1. Good clinical 
practice to bathe or 
shower before surgery. 
// 
Suggest plain or 
antimicrobial soap 
(Conditional rec, 
moderate quality of 
evidence) // 
No rec on use of CHG-
impregnated cloths due 
to the limited, very low 
quality evidence. 

8A.1. Advise patients to 
shower or bathe (full 
body) with soap 
(antimicrobial or 
nonantimicrobial) or an 
antiseptic agent on at 
least the night before the 
operative day. (Category 
IB– strong rec; accepted 
practice.)  

6a) Showering/bathing: 
• Patients advised to 
shower or bathe (full 
body) with either soap 
(anti-microbial or non-
antimicrobial) [20] or an 
antiseptic agent, once 
the evening before and 
once the morning of the 
surgical  procedure 
[1,5,19,21,22]. 
[Fundamental] 

Mechanical bowel 
preparation (MBP) 
and use of oral 
antibiotics (ABx)  

No rec.  //   I.1.f.i The 
additional SSI reduction 
achieved with MBP has 
not been studied, but 
the data supporting use 
of oral ABx have all been 
generated in 
combination with MBP. 
[84-91] 
I.1.f.i. MBP without oral 
ABx does not decrease 
SSI risk [92] 

1.5. Combination MBP 
and antibiotic (po) prep 
is recommended for all 
elective colectomies. 

4.5. // 1. Suggest preop 
oral ABx combined with 
MBP should be used in 
elective colo surgery. 
(Conditional rec, 
moderate quality 
evidence) 
2. Recommend that MBP 
alone (without oral ABx) 
should not be used in 
elective colo surgery. 
(Strong rec, moderate 
quality evidence) Not addressed Not addressed 
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Hair removal  

Do not remove unless 
hair will interfere with 
the operation. If 
necessary, remove hair 
outside OR by clipping; 
do not use razors.  

Do not remove unless 
hair will interfere with 
the operation. If 
necessary, remove hair 
outside OR by clipping; 
do not use razors. 

Do not remove unless 
hair will interfere with 
the operation. If 
necessary, remove hair 
outside OR by clipping; 
do not use razors. 

Do not remove unless 
hair will interfere with 
the operation. If 
necessary, remove hair 
outside OR by clipping; 
do not use razors. Not addressed 

Skin preparation of 
surgical site 

I.6. Use alcohol-
containing preop skin 
prep agents if no 
contraindication exists 
(quality of evidence: I).  
I.6.a. a. Alcohol is highly 
bactericidal and effective 
for preop skin antisepsis 
but does not have 
persistent activity when 
used alone. Rapid, 
persistent, and 
cumulative antisepsis 
can be achieved by 
combining alcohol with 
CHG or iodophor. [115]  
I.6.b. The most effective 
disinfectant to combine 
with alcohol is unclear. 

2.3. Alcohol-containing 
prep should be used 
unless contraindication 
exists. 
No clear superior agent 
(chlorhexidine vs iodine) 
when combined with 
alcohol. 
If alcohol cannot be 
included in the prep, use 
chlorhexidine instead of 
iodine unless 
contraindications 

4.7. Recommend 
alcohol-based antiseptic 
solutions based on CHG 
for surgical site skin 
prep. (Strong rec, low to 
moderate quality of 
evidence) 

8B. Perform 
intraoperative skin 
preparation with an 
alcohol-based antiseptic 
agent unless contra-
indicated. (Category IA–
strong rec; high-quality 
evidence.)  

6b) The pre-op antiseptic 
agent selected 
significantly reduces 
microorganisms and is 
broad spectrum, fast-
acting and has a 
persistent effect [19]. 
Consider use of 2% 
chlorhexidine gluconate 
(CHG) with isopropyl 
alcohol or iodine 
povacrylex with alcohol 
(70%) unless 
contraindicated 
[2,3,20,24]. 
[Fundamental] 
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Blood glucose - 
preoperative Not addressed  

1.3. No rec.  
Pre-op: Optimal blood 
glucose control should 
be encouraged for all 
diabetics; no evidence 
that improved Hb A1C 
decreases SSI risk. //  
Hospital interventions:  
Hyperglycemia in the 
immediate preop period 
is associated with 
increased SSI risk. Not addressed Not addressed 

7a) Measure pre-op 
blood glucose early 
enough so that if it is 
unexpectedly high, a 
plan of action can be 
initiated [2,11]. 
[Advanced] 

Normothermia - 
preoperative Not addressed 

2.7. Maintain intraop 
normothermia to reduce 
SSI risk. Preop warming is 
recommended for all 
cases, and intraop 
warming methods should 
be employed for all but 
short, clean cases. 

4.13. No rec 
(Unable to reach an 
agreement on optimal 
pre- and postop time for 
warming) Not addressed 

Preoperative 
normothermia: 
8a) The facility has a 
process in place to pre-
warm the patient’s body 
temperature to >96.8 F/ 
36 C during surgery 
[2,11,25,26]. 
[Fundamental] 

Surgical team 
preoperative 
hand/forearm 
antisepsis  

15.b. Implement policies 
and practices, including: 
i. Optimal prep and 
disinfection of the 
operative site and hands 
of surgical team 
members. 
ii. Adherence to hand 
hygiene, including 
nonsurgeon members of 
operating team. [134] 

2.4. Use of a waterless 
chlorhexidine scrub is as 
effective as traditional 
water scrub and requires 
less time, but there is no 
superior agent if used 
according to 
manufacturer 
instructions. 

4.9. Recommend that 
surgical hand prep 
should be performed by 
scrubbing with a suitable 
antimicrobial soap and 
water or using a suitable 
alcohol-based handrub 
before donning sterile 
gloves. (strong rec; 
moderate quality 
evidence) 

Suppl2.a. Perform preop 
surgical hand/forearm 
antisepsis according to 
manufacturer recs for 
product used. 
Suppl2.b. See 2002 
Guidelines for Hand 
Hygiene in Healthcare 
Settings for additional 
recs. [300] Not addressed 

Surgical glove use 

Tbl 2. All members of the 
operative team should 
double glove and change 
gloves 
when perforation is 
noted. [208] (quality of 
evidence: III) 

2.10. The use of double 
gloves is recommended. 

No rec. // 4.20. Lack of 
evidence to assess 
whether double-gloving 
or a change of gloves 
during the operation or 
use of specific types of 
gloves are more effective 
in reducing SSI risk. Not addressed Not addressed 
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Antimicrobial (ABx) 
prophylaxis  - timing 
of administration 

I.1.a Administer within 1 
hour of incision to 
maximize tissue 
concentration [7] 

2.6. Administer within 1 
hour before incision or 
within 2 hrs for 
vancomycin or 
fluoroquinolones.   

4.4. Recommend 
administration of ABx 
prior to incision when 
indicated (depending on 
surgery type). (Strong 
rec, low quality of 
evidence) 
// Rec administration of 
ABx within 120 min 
before incision, while 
considering the half-life 
of the ABx. (Strong rec, 
moderate quality of 
evidence) 

1A.1. Administer preop 
ABx only when indicated 
based on guidelines and 
timed such that 
bactericidal 
concentration of agents 
is established in serum 
and tissues when incision 
is made. (Category IB– 
strong rec; accepted 
practice.) // No rec on 
timing (unresolved 
issue). 

5a) Surgeons, pharmacy, 
infectious diseases and 
anesthesia staff are 
involved in the protocol 
development to ensure 
appropriate timing, 
selection and duration of 
antibiotics. 
[Fundamental] 

Antimicrobial (ABx) 
prophylaxis  - 
redosing 

I.1.e. Redose 
prophylactic ABx agents 
for long procedures and 
in cases with excessive 
blood loss during the 
procedure. [76] 
i. Prophylactic ABx 
should be redosed at 
intervals of 2 half-lives 
(measured from time the 
preoperative dose was 
administered) in cases 
that exceed this time. 

2.6. Administer 
prophylactic ABx only 
when indicated. 
Choice of prophylactic 
ABx should be dictated 
by the procedure and 
pathogens most likely to 
cause SSI. 

4.4. No rec (beyond 
scope of guideline) 

1.C. No rec/ unresolved 
issue 

5a) Standard orders are 
in place specifying ABx, 
timing, dose and 
discontinuation [2,11]. 
Instructions for re-dosing 
are included [1,12,13]... 
for  
surgery length, weight, 
blood loss. 
[Fundamental] 
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Antimicrobial (ABx) 
prophylaxis  - 
duration 

I.1.c. Discontinue ABx 
within 24 hours after 
surgery [ASHSP]. 
§ I.1.c.i. Although 
guidelines suggest 
stopping the ABx agent 
within 24 hours of 
surgery, there is no 
evidence that agents 
given after closure 
contribute to efficacy, 
and they do contribute 
to increased resistance 
[81,82] and risk of C diff. 
[83] 

2.6. No evidence that 
prophylactic ABx 
administration after 
incision closure 
decreases SSI risk; 
prophylactic ABx should 
be discontinued at time 
of closure (exceptions 
include implant- based 
breast reconstruction, 
joint arthroplasty, and 
cardiac procedures 
where optimal ABx 
duration remains 
unknown). 

4.24. Recommend 
against the prolongation 
of Abx after completion 
of the operation for 
preventing SSI. (strong 
rec; moderate evidence 
quality)  

1E. In clean and clean-
contaminated 
procedures, do not 
administer additional 
prophylactic ABx doses 
after the surgical incision 
is closed in the OR, even 
in the presence of a 
drain. (Category IA– 
strong rec; high-quality 
evidence.)  

17a) The facility has a 
process in place to 
ensure all ABx are 
discontinued within 24 
hours after end of 
surgery unless otherwise 
indicated. (Exceptions: 
CABG, and other cardiac 
surgery or current or 
suspected infection). 
[1,12] [Fundamental] 

Operative 
characteristics: 
Intraoperative issues            

Blood glucose (BG) 
control - 
perioperative 

Tbl 2. Control serum BG 
levels for all surgical 
patients, including 
patients without 
diabetes.[17] For 
patients with diabetes 
mellitus, reduce Hb Alc 
levels to < 7% before 
surgery, if possible.[94]  
(quality of evidence: I) 

2.1. Target periop BG 
should be between 110 
to 150 mg/dL in all 
patients, regardless of 
diabetic status, except in 
cardiac surgery where 
the target periop BG is 
<180 mg/dL. 
Target BG rates <110 
mg/dL have been tied to 
adverse outcomes and 
increased episodes of 
hypoglycemia and do not 
decrease SSI risk. 

4.14. Suggest use of 
protocols for intensive 
perioperative BG control 
for diabetic and non-
diabetic adult patients; 
No rec for target levels 
(Conditional rec, low 
quality of evidence) 

3A.1. Implement 
perioperative glycemic 
control and use BG 
target levels less than 
200 mg/dL in patients 
with and without 
diabetes. (Category IA– 
strong rec; high to 
moderate quality 
evidence.)  

11a) The facility 
maintains perioperative 
glycemic control with BG 
target levels <200 mg/dL 
for diabetic and non-
diabetic patients. 
[1,2,5,11,27]. 
[Fundamental] 

Normothermia - 
perioperative 

I.4. Maintain 
normothermia (temp of 
35.5°C or more) during 
the perioperative period 
(quality of evidence: I). 

2.7. Maintain 
intraoperative 
normothermia to reduce 
SSI risk. Preop warming is 
recommended for all 
cases, and intraoperative 
warming methods should 
be employed for all but 
short, clean cases. 

4.13. Suggest use of 
warming devices in the 
OR and during the 
surgical procedure for 
patient body warming 
with the purpose of 
reducing SSI. 
(Conditional rec, 

1. Maintain perioperative 
normothermia. 
(Category IA– strong 
recommendation; high 
to moderate– quality 
evidence.)  // No recs for 
lower limit, optimal 
timing, or duration 
(unresolved issue) 

10a) Maintain body temp 
at >96.8º F/ 36º C during 
surgery 
[1,2,5,11,20,25,26]. 
10b) Measure temp just 
prior to or shortly after 
anesthesia has ended 
[26]. 
Excludes: intentional 
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moderate quality of 
evidence) 

hypothermia, patients on 
cardiopulmonary bypass, 
and short cases (e.g., 
cases with anesthesia 
duration of <60 
minutes). [Fundamental] 

Surgical attire, 
drapes, gowns Not addressed 

2.5. Limited evidence to 
support recs on surgical 
attire.  
ACS supports use of a 
skull cap if minimal hair 
is exposed, removing or 
covering all jewelry on 
the head and neck, and 
professional attire when 
outside the OR (no 
scrubs or clean scrubs 
covered with a white 
coat). 

4.16.        
1. Suggest that either 
sterile, disposable, non-
woven or sterile, 
reusable woven drapes 
and surgical gowns can 
be used during surgical 
operations (Conditional 
rec, moderate to very 
low quality of evidence) 

Suppl6a. Surgical mask - 
fully covers mouth, nose 
when entering OR. 
Suppl6b. Wear a new, 
disposable, or hospital 
laundered head covering 
for each case, when 
entering the OR. Ensure 
it fully covers all hair on 
the head and all facial 
hair not covered by the 
surgical mask. 
Suppl6d. Use surgical 
gowns and drapes that 
are effective barriers 
when wet. 
Suppl6e. Change scrub 
suits that are visibly 
soiled, contaminated, 
and/or penetrated by 
blood or other 
potentially infectious 
materials. 

Expectations for surgical 
attire in restricted and 
semi-restricted areas 
include: 
a) Fresh surgical attire  
b) Surgical attire is 
changed if it becomes 
visibly soiled  
c) Scrubs are not to be 
worn outside hospital.  
d) Personal attire must 
be covered by hospital-
provided attire  
e) Jewelry not covered 
by surgical attire is 
removed 
f) Scalp and hair, 
including facial hair, is 
completely covered by 
disposable coverings that 
are laundered and 
changed daily  
g) Non-scrubbed HCP 
wear hospital-laundered 
long sleeved cover 
jackets 
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Incisional wound 
irrigation Not addressed 

2.6. Topical antibiotics 
(antibiotic irrigations, 
topical antimicrobial 
agents, antimicrobial-
impregnated dressings, 
and wound sealants) can 
reduce SSI for specific 
cases, including spine 
surgery, total joint 
arthroplasty, and 
cataract surgery, but 
there is insufficient 
evidence to recommend 
routine use at this time. 

4.18. saline irrigartion: 
insufficient evidence to 
recommend for or 
against saline irrigation 
// povodone iodine 
aqueous solution: 
consider using before 
closure, particularly in 
clean and clean-
contaminated wounds 
(conditional; low) // 
antibiotic incisional 
wound irrigation:  should 
not be used (Conditional 
recs/low quality of 
evidence) 

9A. Consider intraop 
irrigation of deep or 
subcutaneous tissues 
with aqueous iodophor 
solution for SSI 
prevention. 
Intraperitoneal lavage 
with aqueous iodophor 
solution in contaminated 
or dirty abdominal 
procedures is not 
necessary. (Category II–  
weak rec; moderate-
quality evidence)  Not addressed 

Topical antimicrobial 
agents and wound 
sealants (additional 
antimicrobial skin 
prep after antisepsis 
and prior to skin 
incision) Not addressed 

2.13. Topical antibiotics 
(antibiotic irrigations, 
topical antimicrobial 
agents, antimicrobial-
impregnated dressings, 
and wound sealants) can 
reduce SSI for specific 
cases, including spine 
surgery, total joint 
arthroplasty, and 
cataract surgery, but 
there is insufficient 
evidence to recommend 
routine use at this time. 

4.8. Suggest that 
antimicrobial sealants 
should not be used after 
surgical site skin 
preparation for reducing 
SSI. (conditional; very 
low quality of evidence) 

2B.1. Do not apply 
antimicrobial agents (ie, 
ointments, solutions, 
powders) to incision 
(Category IB– strong rec; 
low-quality evidence.)  //  
8C. Application of a 
microbial sealant 
immediately after 
intraop skin preparation 
is not necessary 
(Category II–weak rec; 
low-quality evidence) Not addressed 

Antibiotic sutures 

III.3. Do not routinely use 
antiseptic-impregnated 
sutures to prevent SSI 
(quality of evidence: II). 

2.9. Recommend 
triclosan antibacterial 
suture use for wound 
closure in clean and 
clean-contaminated 
abdominal cases when 
available. 

4.22. Suggest use of 
triclosan-coated sutures 
for reducing SSI risk, 
independent of surgery 
type (conditional; 
moderate evidence 
quality) 

2C. Consider the use of 
triclosan-coated sutures 
for SSI prevention 
(Category II–weak rec; 
moderate quality 
evidence) Not addressed 

Antiseptic drapes 
(adhesive film that 
covers the surgical 
incision site to 
minimize bacterial 

III.4. Do not routinely use 
(quality of evidence: I) Not addressed 

4.16.    
2. Suggest not to use 
(drapes with or without 
antimicrobial properties) 

8D. Not necessary 
(drapes with or without 
antimicrobial properties) 
(Category II– weak rec; Not addressed 
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contamination due to 
endogenous flora; can 
be impregnated with 
antiseptic chemicals, 
such as iodophors) 

(conditional; low to very 
low) 

high to moderate quality 
evidence) 

Wound protectors 
(plastic sheath that 
lines a wound and can 
facilitate retraction of 
an incision during 
surgery without the 
need for additional 
mechanical retractor) 

I.7. Use impervious 
plastic wound protectors 
for gastrointestinal and 
biliary tract surgery 
(quality of evidence: I). 

2.8. Use of impervious 
plastic wound protector 
can prevent SSI in open 
abdominal surgery. 
Evidence is strongest for 
elective colorectal and 
biliary tract procedures. 

4.17. Suggest considering 
the use of wound 
protector devices in 
clean-contaminated, 
contaminated and dirty 
abdominal procedures 
for reducing SSI rate 
(conditional; very low) Not addressed Not addressed 

Perioperative 
oxygenation 

I.5. Optimize tissue 
oxygenation by 
administering 
supplemental oxygen 
during and immediately 
following surgical 
procedures involving 
mechanical ventilation 
(quality of evidence: I). 

2.14. Recommend the 
administration of 
supplemental oxygen 
(80%) in the immediate 
postoperative period 
after surgery performed 
under general 
anesthesia. 

4.12. Recommend that 
adult patients 
undergoing general 
anesthesia with 
endotracheal intubation 
receive an 80% 
FiO2intra-operatively 
and, 
if feasible, in the 
immediate postop period 
for 2-6 hours to reduce 
SSI risk (strong rec; 
moderate-quality 
evidence) 

6B. For patients with 
normal pulmonary 
function undergoing 
general anesthesia with 
endotracheal intubation, 
administer increased 
FIO2 during surgery and 
after extubation in the 
immediate postop 
period. (Category IA– 
strong rec; moderate-
quality evidence.)  Not addressed 

Asepsis and surgical 
technique  

Tbl 2. Handle tissue 
carefully and eradicate 
dead space [17] (quality 
of evidence: III)       
 Tbl 2. Adhere to 
standard principles of OR 
asepsis [17] (quality of 
evidence: III) Not addressed Not addressed 

Suppl7a. Adhere to 
principles of sterile 
technique when 
performing invasive 
surgical procedures. 
Suppl7b. If drainage is 
necessary, use a closed 
suction drain. Place drain 
through a separate 
incision distant from the 
operative incision. 
Remove the drain as 
soon as possible. Not addressed 
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Changing of surgical 
instrumentation for 
closure Not addressed 

2.11 The use of new 
instruments for closure 
in colorectal cases is 
recommended. 

4.20. No rec (lack of 
evidence) Not addressed 

13a) For all bowel 
procedures, clean 
instruments, water, and 
gloves/gowns are to be 
utilized for wound 
closure [2,3,28]. 
[Fundamental] 
13b) For all class II and 
higher clean/ 
contaminated open 
laparotomies, including 
extracorporeal bowel 
anastomoses, clean 
instruments, water, and 
gloves/gowns are to be 
considered for wound 
closure. [Advanced] 

Glove change for 
closure Not addressed 

2.10. The use of double 
gloves is recommended. 
Changing gloves before 
closure in colorectal 
cases is recommended, 
however, rescrubbing 
before closure in 
colorectal cases is not 
recommended. Not addressed Not addressed 

13a) For all bowel 
procedures, clean 
instruments, water, and 
gloves/gowns are to be 
utilized for wound 
closure [2,3,28]. 
[Fundamental] 
13b) For all class II and 
higher clean/ 
contaminated open 
laparotomies, including 
extracorporeal bowel 
anastomoses, clean 
instruments, water, and 
gloves/gowns are to be 
considered for wound 
closure. [Advanced] 
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OR environment - 
cleaning/disinfection 

15.iv. Appropriate care 
and maintenance of ORs, 
including appropriate air 
handling and optimal 
cleaning and disinfection 
of equipment and the 
environment. [17] (III) Not addressed 

Addressed in Chapter 3. 
Not addressed in 
evidence-based 
recommendations. 

Suppl4a. Do not perform 
special cleaning or 
closing of operating 
rooms after 
contaminated or dirty 
operations. 

3a) Process in place for 
appropriate cleaning and 
disinfection of the 
surgical environment. a) 
Follow standard 
definitions and 
guidelines for cleaning 
and disinfection. 
b) Assign responsibility 
for cleaning and 
disinfecting the surgical 
environment [9,10]. 
c) Routinely evaluate and 
audit the cleaning and 
disinfection process 
[9,10]. [Fundamental] 

OR ventilation 

15.iv. Appropriate care 
and maintenance of ORs, 
including appropriate air 
handling and optimal 
cleaning and disinfection 
of equipment and the 
environment. [17] (III) // 
Tbl 2. Follow American 
Institute of Architects' 
recs for proper air 
handling in the OR. 
[17,232] (III) Not addressed 

4.23 Suggest that 
laminar airflow 
ventilation systems 
should not be used to 
reduce SSI risk for 
patients undergoing total 
arthroplasty surgery. 
(conditional; low to very 
low) 

Suppl3a. Maintain 
positive pressure 
ventilation in the OR and 
adjoining spaces. 
Maintain number of air 
exchanges, airflow 
patterns, temperature, 
humidity, location of 
vents, and use of filters 
in accordance with recs 
from the most recent 
version of the Guidelines Not addressed 

Operative 
characteristics: 
Postoperative issues        
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Blood glucose 
control - 
postoperative 

I.1.3.i. In 2014, SCIP 
measure revised to 
assess glucose control 
(180 mg/dL or lower) in 
cardiac surgery patients 
in the time frame of 18-
24 hours after anesthesia 
end time. Several 
societies, experts, and 
the NQF support this 
new rec. [60,61,99,100] Not addressed Not addressed Not addressed 

16b) Maintain glucose 
levels at <200 mg/dl on 
postoperative days 1 and 
2 (with the procedure 
day being day 0) for 
cardiac patients while 
inpatient [2,11,29]. 
[Fundamental]        
Maintain glucose levels 
at <200 mg/dl on 
postoperative days 1 and 
2 (with the procedure 
day being day 0) for 
diabetic and non-diabetic 
patients while an 
inpatient [Advanced] 

Normothermia - 
postoperative Not addressed Not addressed 

4.13. No rec (was not 
possible to reach an 
agreement regarding the 
optimal pre- and 
postoperative time for 
warming) Not addressed 

15a) The facility has a 
process to maintain the 
patient’s body 
temperature at >96.8 F/ 
36 C in the post-
anesthesia care area 
[2,11,25,26]. 
[Fundamental] 

Prophylactic 
negative pressure 
wound / wound 
vacuum therapy Not addressed 

2.15. Wound care Use of 
wound vacuum therapy 
over stapled skin can 
reduce SSI in open 
colorectal (abdominal 
incision) and vascular 
(groin incision) cases. 

4.19  Suggest use of 
prophylactic negative 
pressure wound therapy 
on primarily closed 
surgical incisions in high-
risk wounds, for SSI 
prevention 
(Conditional rec, low 
quality of evidence) Not addressed Not addressed 

Incision/wound care Not addressed 

2.15 No evidence in the 
literature that timing of 
dressing removal 
increases SSI risk. 
Early showering (12 
hours postop) does not 
increase SSI risk. Use of 
wound vacuum therapy 
over stapled skin can 

4.25 Suggest not using 
any type of advanced 
dressing over a standard 
dressing on primarily 
closed surgical wounds 
for preventing SSI. 
(Conditional rec/low 
quality of evidence) 

Suppl8a. Protect 
primarily closed incisions 
with a sterile dressing for 
24-48 hours postop 

14a) The facility sets 
expectations for 
postoperative wound 
care. a) Surgical sterile 
dressings are to be left 
intact 24–48 hours 
unless there is bleeding 
or a reason to suspect 
early infection [2,5]. 
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reduce SSI in open 
colorectal (abdominal 
incision) and vascular 
(groin incision) cases. 
Mupirocin topic ABx 
application can decrease 
SSI compared with a 
standard dressing. 
Daily wound probing can 
decrease SSI in 
contaminated wounds. 

[Fundamental] 
 
b) Where postoperative 
dressing changes are 
necessary, sterile 
dressings should be used 
[2,5]. 
[Fundamental] 

Supplemental 
oxygen - 
postoperative 

I.5. Optimize tissue 
oxygenation by 
administering 
supplemental oxygen 
during and immediately 
following surgical 
procedures involving 
mechanical ventilation 
(quality of evidence: I). 

2.14 The administration 
of supplemental oxygen 
(80%) is recommended 
in the immediate postop 
period after surgery 
performed under general 
anesthesia. 

4.12. Recommend that 
adult patients 
undergoing general 
anesthesia with 
endotracheal intubation 
receive an 80% FiO2 
intra-operatively and, 
if feasible, in the 
immediate postop period 
for 2-6 hours to reduce 
SSI risk (strong rec; 
moderate-quality 
evidence) 

6B. For patients with 
normal pulmonary 
function undergoing 
general anesthesia with 
endotracheal intubation, 
administer increased 
FIO2 during surgery and 
after extubation in the 
immediate postop 
period. (Category IA– 
strong rec; moderate-
quality evidence.)  Not addressed 

SSI Surveillance         

SSI surveillance 
methods (inpatient, 
post-discharge, 
feedback to 
surgeons)  

9. Perform surveillance 
for SSI (quality of 
evidence: II) 

3.2 SSI surveillance 
No reliable post-
discharge SSI surveillance 
method has been 
identified. 

No rec. Background 
discussion: Ideally, 
surveillance of SSI should 
be an integral part of an 
infection prevention 
program Not addressed Not addressed 

ABx: antimicrobial/antibiotic 
BG: Blood glucose  
MBP: mechanical bowel prep 
Rec: recommendation 
TJC: The Joint Commission 
AORN: Association of periOperative Registered Nurses 
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