Investigation of Wound Infections










Date:  _______ OR / GI Room # _____
Patient Name: __________________________________

MR #:  _________________________
Surgeon: __________________________________

Date of Surgery: _________________
Procedure: __________________________________________________________________________
Type of Anesthesia: _________________________ 

ASA Score: _______
Were preoperative antibiotics given within the appropriate time frame prior to incision? ( Yes  ( No  ( N/A
Length of Surgery: __________________________
What was the treatment of infection/complication?
( Treated by Physician  ( Treated with Medication Only  







( Surgery Required
Were the needle and sponge count correct?



( Yes      ( No     ( N/A
Was the incision reopened in the OR?



( Yes      ( No     ( N/A
Was the patient a takeback from the PACU?



( Yes      ( No     ( N/A
Is the patient a diabetic?





( Yes      ( No     
Does the patient smoke cigarettes?




( Yes      ( No     
Is the patient obese?






( Yes      ( No     
Were the instruments flashed?
Sterilizer # ______

( Yes      ( No     ( N/A
Were the instruments Prevaced?      Sterilizer # ______

( Yes      ( No     ( N/A
If glutaraldehyde was used in the decontamination process, what was the expiration date? _____________     
Did the glutaraldehyde pass the test?           ( Yes      ( No     ( N/A
Was an intraoperative culture taken?  ( Yes ( No ( N/A     Organism Identified: ( Staph-Aureus ( E-Coli ( Staph-epidermis
( Streptococcus    ( No growth
   ( Other: ___________________ ( Unknown     
Wound classification ____________  Duration of the case _________________
Names of the staff members in the case _____________________________________________________
_____________________________________________________________________________________
Type of skin prep used: ( Betadine  ( Chlorhexidine  ( Phisoderm  ( Alcohol  ( Dura Prep  ( __________ 
Hair Removal:  ( Shaved   ( Clipped  (  Shaved by patient
Temperature on admission to PACU?



( Yes      ( No     _____°F
Wound redressed in PACU?





( Yes      ( No     ( N/A
Were Implants used?  ( Yes  ( No       If Yes, lot #, serial #, expiration date and type __________________________________________________________________________________________________________________________________________________________________________
Were there any unusual occurrences or circumstances during the time the patient was in our care?  _____________________________________________________________________________________
Hospitalization required?     ( Yes  ( No       
Chart reviewed by: ___________________________________
________________________________


       Signature





Printed Name
Letter sent to Physician


( Yes      ( No     
Source: Lakeland Surgical & Diagnostic Center, Lakeland, Fla. Adapted and reprinted with permission.

