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Abstract 

Background and objective: To determine the S.S.I. risk variables. should be familiar with 

S.S.I.'s bacteriological profile. To research the microorganisms obtained from wounds' 

antibiograms. To understand their post-operative effects. 

Method: After consultation with the institute's ethical review board, a prospective 

observational study was conducted by Department of Obstetrics and Gynaecology, Rangaraya 

Medical College, Kakinada, Andhra Pradesh, India, from June 2021 to May 2022. The 

microbiology lab provided a sterile swab to collect pus or discharge from the injury site for 

culture and sensitivity testing. 5731 surgeries were done in130 patients (22.68%) had surgical 

site infections (S.S.I.). 

Result: 83 (63.86%) of 130 patients developed S.S.I. between 6-10 days, followed by 33 

(25.38%) before 6 days. Staph. aureus was the most frequent organism, followed by E. Coli 

in 30 (23.08%), Klebsiella in 17 (13.08%), Pseudomonas in 11 (8.46%), Citrobacter in 4 

(3.08%), and Acinetobacter in 2 (1.54%). 50 (38.46%) were sensitive to Piperacillin + 

Tazobactum, 42 (32.32%) were sensitive to Cefoperazone +Sulbactum, 18 (13.84%) were 

sensitive to meropenem, Gentamycin was 8 (6.15%), Amikacin was 6 (4.61%), Clindamycin 

was 3 (2.32%), Linezolid was 2 (1.53%), and 1 case was only sensitive to Levofloxacin. 

Conclusion: Reducing the incidence of postoperative infections in women has the potential 

to lower both healthcare expenses and the severity of their complications. This is feasible if 

the bacteriological profile and antibiotic sensitivity of the hospital's most common organism 

are recognized, and if the patient's risk factors for S.S.I. are identified and classified. It is 

possible that our S.S.I. analysis will reveal pervasive species and sensitivity trends among the 

sample population and the organization under examination. 

 

Keywords: Surgical infection, bacteriological profile, Antibiograms, SSI 
 

Introduction 
Infections that occur after surgery are a common complication that may affect people who 

have had surgical operations. It is the third most frequent infection that may be acquired in a 

hospital setting. A rupture in the continuity of normal tissue may be classified as a wound. 

Wounds lead to a range of alterations at the cellular and molecular levels, which ultimately 

culminate in the sequel. Infection that occurs within 30 days of a surgical operation and 

affects either the incision or the deep tissues of the operated location is referred to as a 

surgical site infection (S.S.I.). Conditions that are more severe may affect organs or bodily 

compartments 
[1, 2, 3]

. 

The rate of wound infections might range anywhere from 10 to 33 percent. In the obstetric 

population, the S.S.I. has been shown to vary anywhere from 2% to 25% of the time. Anemia, 
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Diabetes, Hypertension, Obesity, Multiple Pregnancies, Prolonged Labor, Premature Rupture 

of Membranes, and Low Socioeconomic Status are all Risk Factors That Can Contribute to an 

Increase in the Incidence of S.S.I. 

The appearance of strains of dangerous bacteria that are resistant to antibiotics has further 

exacerbated the problem. All of these variables contribute to the spread of S.S.I., notably the 

overcrowding of patients in government hospitals, particularly in the labor and delivery units, 

as well as the restricted personnel, financial restrictions, and lack of tight asepsis 
[3, 4]

. 

More than 80% of India's population is comprised of people from middle-class and lower 

socioeconomic backgrounds, and the majority of these people live in rural regions. Despite 

the fact that health care facilities are available, only a small percentage of people actually use 

them. In addition, the vast majority of women who are of reproductive age cling to archaic 

traditional methods for the maintenance of their personal cleanliness as well as the treatment 

of their own obstetric and gynecological issues. Advances in operative conditions such as 

adequate ventilation, sterilization methods, surgical techniques, antimicrobial prophylaxis, 

and understanding of wound infections have made little impact in reducing surgical site 

infections (S.S.I). They are the leading group seeking health care in government hospitals, 

which are more susceptible to S.S.I. They are also the group that makes up the majority of 

patients in hospitals that are run by the government. This led to a higher risk of morbidity and 

death, as well as an extended length of stay in hospitals, and it also caused an increased 

financial burden for both the patient and the government 
[4, 5]

. 

In light of this, we decided to conduct the current research in order to investigate the risk 

factors, to learn the spectrum of bacteria that cause wound infections, and to investigate the 

antibiogram of these bacteria, all with the goal of helping the less fortunate patients who are 

treated. 

 

Material and Methods. 

Prospective observational research was conducted in Department of Obstetrics and 

Gynaecology, Rangaraya Medical College, Kakinada, Andhra Pradesh, India, from June 2021 

to May 2022, after consulting with the institute's ethical review board, we were given the all-

clear. A sterile swab was obtained from the microbiology lab and used to collect pus or 

discharge from the injury site before being sent out for culture and sensitivity testing. In the 

period between the beginning of the June 2021 and the end of the May 2022, a total of 5731 

surgical procedures were performed. Surgical site infections (S.S.I.) occurred in 130 of these 

patients, or 22.68 percent. 

 

Methodology 

According to the institute's undergrads, preoperative antibiotics are often administered 60 

minutes before shifting to theater for surgery, and shaving is done either immediately before 

shifting in emergency instances or the night before surgery in elective circumstances. 

Antiemetic and Ranitidine are given prior to surgery, and the prophylactic antibiotic of choice 

is cefotaxime. Antibiotic treatment typically consists of 3 days of intravenous cefotaxime and 

metronidazole followed by 4 days of oral cefotaxime and metronidazole. On day five, the 

wound will be dressed; on day six, the sutures will be removed; in the meanwhile, any 

soakage, induration, or erythema at the wound site will prompt a change in the dressing. 

Patients who are overweight, have many medical conditions, or are at risk for wound 

infection will have their dressings changed every three to five days. More than 5 centimeters 

of wound discharge characterized by erythema will be submitted for culture sensitivity. 

After sutures have been removed from an open wound, a sterile swab is used to collect pus or 

tissue from the area for culture and sensitivity testing at the Department of Microbiology. In 

the meanwhile, the patient is given a combination antibiotic such as sulbactum + 

cefoperazone or piperacillin + tazobactum while the results are being compiled. After 72 

hours, the microbiology lab's report will be retrieved, and the sensitivity of the organisms will 

be examined before she is switched to the sensitive antibiotic. Secondary suturing is 

performed under aseptic settings and local anesthesia after the wound has been treated with 
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susceptible antibiotics, well dressed, and ensured to be healthy with granulation tissue for a 

period of 5-7 days. 

After two to three days, the patient is released with instructions to remove sutures in 10 days 

or at a local hospital. The closure of any wound larger than 1 centimeter is an afterthought. 

On postoperative day three, patients have a complete blood count and hemoglobin level 

checked; if any abnormalities are found, such as a low hemoglobin level, the patient receives 

a blood transfusion or an iron infusion with iron sucrose to rectify the anemia. When the 

overall count rises, it's reasonable to suspect the presence of sepsis, which may slow wound 

healing and need a switch to stronger medications. It's important to keep high blood sugar 

levels and blood pressure under control. High rates of wound infection are associated with 

chronic debilitating disorders including HBsAg, H.I.V., and TB; thus, these conditions should 

be investigated with caution 
[5, 6]

. 

Obese individuals should be encouraged to walk as soon as possible after treatment. All 

patients will be given a high-protein diet. Patients will be given advice on how to practice 

good hygiene at home. To reduce the number of S.S.I. cases, the institution takes precautions 

such as limiting the number of people who work with a single patient and shortening the 

length of visits. Some of the precautions adopted include sufficient aeration in the post-

operative wards and proper bed spacing to avoid the spread of infection. Another preventative 

step is routine fumigation of post-op wards. 

 

Inclusion criteria 

1. Women who have had emergency or planned gynecological surgery and afterwards 

developed an infection at the surgical site. 

2. Participants who both read and understood the study's informed consent document 

3. Skin and subcutaneous tissue S.S.I. 

 

Exclusion criteria 

1. Patients who had procedures at an outside facility were sent to the research center for 

further care. 

2. An infection that develops in the months after surgery. 

3. Organ space infections. 

4. Participant refusal or attrition 

 

Result 

 
Table 1: Age distribution table 

 

Age Number Percentage 

≤20Yrs 15 11.54% 

21-25Yrs 41 31.54% 

26-30yrs 52 40.02% 

>30yrs 22 16.90% 

 

Of all the 130 cases 52(40.02%) belong to 26-30yrs age group,41(31.54%) are in the age 

group of 21-25 yrs,22(16.90%) belong to >30yrs age group,15(11.54%). 
 

Table 2: Risk factors 
 

Smoking Number Percentage 

YES 1 0.76% 

NO 129 99.24% 

Smoking is present in only 1(0.76%) subject. 
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Table 3: Chronic Infections 
 

Chronic infections Number Percentage 

YES 35 26.91% 

NO 95 73.09% 

Chronic infections like Hepatitis B, H.I.V., Tuberculosis were present in 35(26.91%) women. 

 
Table 4: Co-morbid factors 

 

Co-morbid factors Number Percentage 

Diabetes(n=130) 

YES 20 15.38% 

NO 110 84.62% 

Hypertension (n=130) 

YES 29 22.31% 

NO 101 77.69% 

Obesity(n=130) 

YES 51 39.23% 

NO 79 60.77% 

 

Co-morbid factors like Diabetes was present in 20(15.38%), hypertension in 29(22.31%), 

Obesity and overweight were present in 51(39.23%). 

 
Table 5: Anemia 

 

Anemia Number Percentage 

No Anemia 13 10.02% 

Mild 33 25.38% 

Moderate 67 51.53% 

Severe 17 13.07% 

 

Mild anaemia is present in 33(25.38%), a moderate degree of anaemia is present in 

67(51.53%), severe anaemia in 17(13.07%) women. Overall anaemia is present as a risk 

factor in nearly 90% women. 

 
Table 6: Duration of obstetric surgeries 

 

Obstetrics(n=109) Duration Number Percentage 

 >1HR 45 41.28% 

 ≤1HR 64 58.72% 

 

Duration of surgery was ≤1HR in 64(58.72%) and is >1HR in 45(41.28%) amongst obstetric 

surgeries. 

 
Table 7: Duration of Gynecological Surgeries 

 

Gynecology (N=21)) Duration Number Percentage 

 >2HRS 15 71.42% 

 ≤2HRS 6 28.58% 

 

Duration of surgery was >2HRS in 15(71.42%), and ≤2HRS in 6(28.58%) cases amongst 

gynaecological surgeries. 

 

 
Table 8: Socio-economic status 

 

Socio-economic status Number Percentage 

Low 121 93.09% 

Lower middle 3 2.31% 

Upper middle 4 3.07% 

Upper class 2 1.53% 
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121(93.09%) belong to low socio-economic status out of 130 women that developed S.S.I. 

 
Table 9: Prom (Premature Rupture Of Membranes) (n=109) 

 

Prom Number Percentage 

Yes 42 38.53% 

No 67 61.47% 

 

PROM was present in 42(38.53%) cases of all that developed S.S.I. 

 
Table 10: Prolonged Labor (n=109) 

 

Prolonged labor Number Percentage 

Yes 84 77.06% 

No 25 22.94% 

 

Prolonged labor is present in 84(77.06%) cases. 

 
Table 11: Procedure Type 

 

Obstetric(n=109) Number Percentage 

Elective 28 25.68% 

Emergency 81 74.32% 

Gynecologic(n=21) Number Percentage 

Elective 20 95.23% 

Emergency 01 4.77% 

 

Out of 130 cases that developed S.S.I. 82 cases were done on an emergency basis and 48 

were on an elective basis. Of these obstetric cases done on an emergency, basis were 

81(74.32%), and only 1(4.77%) belong to a gynaecological emergency. 

 
Table 12: Blood Loss 

 

Blood loss Number Percentage 

>1000ML 82 63.07% 

<1000ML 48 36.93% 

 

Blood loss is more than 1000ml in 82(63.07%) cases and is less than 1000ml in 48(36.93%) 

cases. 

 
Table 13: Day of SSI development 

 

Day of SSI Development Number Percentage 

<6 days 33 25.38% 

6-10 days 83 63.86% 

>10 days 14 10.76% 

 

Out of 130 cases, 83(63.86%) cases developed S.S.I. within 6-10 day duration, followed by 

33(25.38%) cases that developed S.S.I. before 6 days. 

 
Table 14: Bacteriological profile 

 

Bacterialogical Profile Number Percentage 

Negative 24 18.46% 

Klebsiella 17 13.08% 

E. coli 30 23.08% 

Staph. aureus 42 32.30% 
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Citrobacter 04 3.08% 

Pseudomonas 11 8.46% 

Acinetobacter 02 1.54% 

 

Most common organism isolated was staph. aureus in 42 (32.30%), followed by E. Coli in 30 

(23.08%), klebsiella in 17(13.08%),pseudomonas in 11 (8.46%), citrobacter in 4 (3.08%), 

Acinetobacter in 2 (1.54%). 

 
Table 15: Previous Scar 

 

Previous scar Number Percentage 

Yes 72 55.38% 

No 58 44.62% 

72 (55.38%) women had a previous abdominal scar out of 130 women. 

 
Table 16: Plane of SSI 

 

Plane of infection Number Percentage 

Superficial 118 90.76% 

Deep 12 9.24% 

 

118 (90.76%) cases developed superficial S.S.I. out of 130 women. 

 
Table 17: Duration of hospital stay 

 

Duration of stay Number Percentage 

8-15 49 37.70% 

16-20 65 50% 

>20 16 12.30% 

 

Duration of hospital stay was between 16-20 days in 65(50%) cases and is between 8-15 days 

in 49(37.70%), and it is more than 20 days in 16(12.30%) cases. 

 
Table 18: Discharge and gaping 

 

Discharge Number Percentage 

YES 110 84.61% 

NO 20 15.39% 

Gaping Number Percentage 

YES 93 71.53% 

NO 37 28.46% 

 

Out of 130 cases that developed S.S.I. discharge was present in 110(84.61%) and gaping was 

present in 93(71.53%). 

 
Table 19: Secondary suturing 

 

Secondary suturing Number Percentage 

Yes 88 67.69% 

No 42 32.31% 

 

Secondary suturing was present in 88(67.69%). 

 
Table 20: Day of change of dressing 

 

Day of change of Dressing Number Percentage 

≤5 Days 33 25.39% 

>5 Days 97 74.61% 
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The dressing was changed after 5days in 97(74.61%) cases and is changed before 5 days in 

33(25.39%). 

 
Table 21: Fever 

 

Fever Number Percentage 

Yes 75 57.69% 

No 55 42.31% 

Fever was present in 75(57.69%) cases out of 130 cases that developed S.S.I. 
 

Table 22: Antibiotic Started 
 

Antibiotic started Number Percentage 

Cefotaxim 112 86.15% 

Higher antibiotic 18 13.85% 

 

In 112(86.15%) cases antibiotic was started with cefotaxime and in 18(13.85%) women were 

started with a higher antibiotic. 

 
Table 23: Antibiogram 

 

Antibiogram Number Percentage 

Piperacillin + tazobactum 50 38.46% 

Gentamycin 8 6.15% 

Cefoperazone +sulbactum 42 32.32% 

Amikacin 6 4.61% 

Levofloxacin 1 0.77% 

Meropenem 18 13.84% 

Clindamycin 3 2.32% 

Linezolid 2 1.53% 

 

Coming to the Antibiogram of the bacterial isolate 50(38.46%) were sensitive to Piperacillin 

+ Tazobactum, 42 (32.32%) were sensitive to Cefoperazone +Sulbactum, sensitivity to 

meropenem was seen in 18(13.84%), Gentamycin sensitivity in 8(6.15%), Amikacin 

sensitivity was seen in 6 (4.61%), Clindamycin in 3 (2.32%), Linezolid in 2(1.53%), and in 1 

case sensitivity was found only to Levofloxacin. 

 

Discussion 

In this analysis, the incidence rate was found to be 23.93%. There were 130 women with 

S.S.I. in this research; 55 of them were between the ages of 26 and 30 (40.02%), 31 to 25 

(31.54%), and 22 or more years old (16.90%). Of all the patients who have obstetric 

operations done, over 70% fall into the age range of 21-30 years old. Of the total sample of 

130 women, 79 (60.77%) had a normal body mass index. Even while being overweight or 

obese increases the likelihood of contracting S.S.I. infections, the group examined in this 

research was comprised of rural residents of lower socioeconomic standing and worse 

nutritional status. The percentage of those who were obese was 39.23% (51 out of 158). 

Janhavibhagat et al. researched S.S.I. in the department of obstetrics and gynecology in Pune, 

India, in 2018. They found that patients with raised body mass indexes, poor pre-operative 

health profiles, diabetes, anemia, and emergency surgeries were at a higher risk. Only one 

woman out of a total of 130 (0.76%) is a smoker. Smoking is a known risk factor, however 

due to its low prevalence in India, it is not a major component in our analysis. Although 

chronic illnesses like TB, HIV/AIDS, and hepatitis B reduce the body's ability to recover, 

they are only a risk factor for S.S.I in 35 (26.92%) of all cases. The low incidence of these 

chronic diseases within the study population may account for the discrepancy 
[7, 8, 9]

. 

Only 20 (15.38%) of the 130 women who had S.S.I. also had Diabetes, and only 29 (22.31%) 
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had hypertension. Pre-eclampsia and its spectrum, as well as GDM, are the exceptions to the 

rule when it comes to pregnancy complications; both diabetes and hypertension, both risk 

factors for S.S.I. development, are less common in the age range of the population under 

investigation. Janhavibhagat et al. researched S.S.I. in the Pune department of obstetrics and 

gynecology in 2018, finding that variables included patients with poor pre-operative health, 

diabetes, anemia, and emergency surgeries contributed significantly to the incidence of S.S.I. 

Among the S.S.I. population of 130 females, 51.53 percent fall into the "moderate anaemia" 

category, while the remaining 90.91 percent had either mild or moderate anaemia. Therefore, 

supporting the claim that anemia is a precursor to S.S.I. Anaemia, Obesity, and Diabetes are 

all risk factors for S.S.I, which is why ShaliniMahana et al. report an increased incidence to 

7.8%. Out of 130 women who acquired S.S.I., 45 (41.28%) had obstetric procedures that 

lasted more than an hour, whereas 64 (58.72%) had obstetric surgeries that lasted less than an 

hour. Also, 15 (71.42%) of the patients who had gynecological surgery had a procedure that 

lasted longer than two hours, whereas just 6 (28.58%) did 
[10, 11, 12]

. 

S.S.I. developed in 121 (93.09%) women from low socioeconomic status, indicating that 

most women admitted to a tertiary care hospital are from rural I.N.D.I.A., where most women 

are from low socioeconomic status, and is a major risk factor where tissue health is 

compromised by the chronicity of malnourishment secondary to low socioeconomic status, 

thereby indirectly stating that India is still a developing country. Only 42 (38.53%) of the 130 

women in the SSI trial had PROM, hence it was not a major concern. The development of 

S.S.I. is increased in 84 (77.06%) of 130 women who had prolonged labor. A patient's risk of 

developing S.S.I. increases if their labor lasts longer than expected and if frequent per vaginal 

exams are performed to check on the progress of the labor. 

Among the 130 women who had S.S.I., the vast majority (81.57%) were treated in an 

emergency situation. Poor sterilizing practices, which contribute to an increasing frequency 

of cesarean sections, and rushed preoperative antibiotic or local part preparation of women, as 

well as the requirement of undergoing surgery when the patient's general health is 

deteriorated, all put patients at risk for S.S.I. Risk factors for S.S.I. development in an age of 

extended-spectrum antibiotic prophylaxis were identified by La rose et al. as having included 

emergency surgery for women, maternal obesity, and the necessity for blood transfusions. Of 

the 130 women who developed S.S.I., 82 (60.07%) had lost more than 1000 ml of blood, 

putting them at risk for anemia and slow healing, both of which may lead to S.S.I [13,14,15]. 

Septic shock occurred in 88 (66.69%) of 130 patients during a 6- to 10-day window. The 

median time to S.S.I. in Kosovo, according to a 2019 study by Zenjullah et al., was on the 7th 

postoperative day. Staph.aureus was the most frequently isolated bacterium (32.30%), 

followed by E. coli (23.10%), Klebsiella (13.10%), Pseudomonas (8.46%), Citrobacter 

(4.08%), and Acinetobacter (1.54%). There were 24 (18.46%) who felt the culture was 

unfavorable. At their 2017 study, Harish babu et al. reported that staph. aureus was the most 

often isolated bacterium from surgical site infections in the rural tertiary care hospital 

Puducherry. Staphylococcus aureus was the most often isolated bacterium in a research 

conducted on S.S.I. in rural India by Aniruddha and colleagues in 2015. The discovery of 

Acinetobacter from surgical incisions is another cause for worry recently 
[16, 17, 18]

. 

118 out of 126 (90.76%) instances have a S.S.I. plane that is superficial, meaning it only 

involves the skin and the superficial layers of the subcutaneous tissue. However, in 12 

(9.24%) cases, S.S.I. develops in the deeper plane, which includes muscle planes. According 

to research conducted by Ashok Naphade et al. in 2017 at al tertiary care hospital in 

Maharashtra, the overall incidence rate is 10.35%, 68% of which are superficial infections 

and the remaining 30% deep infections that do not include any organ spaces. Present research 

90.76% 9.24%, Ashok Naphde 68% 32% 
[19, 20, 21]

. Five-point-three-two patients (or 55.38%) 

had a preexisting scar. According to the 2019 S.S.I. and association risk factors in Kosovo 

study by Zenjullah et al., a history of cesarean section was related with a 7.4-fold greater risk. 

Patients with S.S.I. tend to have longer hospital stays than the typical post-operative patient, 

which is about 6-7 days. The average length of hospitalization in this research was 16–20 

days (50%), with an average rise to 8–15 days (37.53%). length of time is more than 20 days 
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in 16 instances (12.3%). Among the 130 instances of S.S.I., 120 (84.61%) women had some 

kind of discharge, most commonly pus, serous, or serosanguinous. In 93 out of 130 instances 

(71.53%), there is wound gapping. The majority (88) of the 93 instances where gaping 

formed did not need supplementary suturing; the remaining 5 cases healed on their own, 

thanks to the second intention. To preserve the sterility of the wound site, the dressing is 

typically changed on day 5 or 6 postoperatively [
22, 23]

. However, if the wound becomes 

soaked, a fever develops, or any other indicators of infection appear, the dressing must be 

changed immediately. Dressings were changed before 5 days in 33 (25.38%) instances in the 

present research for the aforementioned reasons. The current study found that fever was 

present in 75 (57.69%) cases of S.S.I., despite the fact that fever is not always associated with 

S.S.I. development. This suggests that local infection is more imperative of S.S.I. 

development, and that fever develops secondary to infective focus at the wound site. In the 

postoperative phase, cefotaxime is the antibiotic of choice, however in this research, only 18 

patients (13.84%) were given a larger dose because to factors such as a longer than expected 

PROM or labor, obesity, diabetes, etc. 

A total of 50 (38.53%) isolates were sensitive to Piperacillin + Tazobactum, 42 (32.3%) to 

Cefoperazone + Sulbactum, 18 (13.84%) to Meropenem, 8 (6.15%) to Gentamycin, 6 

(4.61%) to Amikacin, 3 (2.3%) to clindamycin, 2 (1.53%) to Linezolid, and 1 (0.76%) to 

Levofloxacin 
[24, 25]

. 

 

Conclusion 

Overall, the hospital's S.S.I. was 23.93%. The majority of operations were for obstetric 

purposes. The majority of S.S.I. developed in response to catastrophic events. Surgical site 

infections are more likely to occur in patients who are overweight or have anemia, come from 

low-income backgrounds, need lengthy surgeries, or have difficult births. S.S.I., or superficial 

bacterial infections, account for the vast majority of wound infections. For a bacterial profile, 

think Staphylococcus aureus, Escherichia coli, Klebsiella, and pseudomonas. For the bacteria 

that have been isolated, Piperacillin + Tazobactam has the highest success rate, followed by 

Sulbactam + Cefoperazone and Meropenem. 

S.S.I. can be reduced through measures such as optimizing preoperative haemoglobin to 

>10gm%, ignoring multiple per vaginal examinations in prolonged labor, encouraging 

planned pregnancies with preconceptional counseling, maintaining pre-pregnancy BMI and 

encouraging healthy weight gain, and providing adequate nutrition and micronutrient 

supplementation throughout pregnancy. Overcrowding in the recovery area and a lack of 

available doctors are two potential dangers that patients face after surgery. In spite of just 

allocating 2% of GDP on health, this shows that the Indian government recognizes its 

importance and is making progress. 

Reducing the prevalence of wound infections may be possible by measures such as strict 

adherence to cleaning protocols in post-operative wards, adequate ventilation, enough space 

between beds, and the restriction of staff to one patient at a time. Due to careless antibiotic 

use, we are helpless in the face of these tiny, mindless organisms; going forward, we will 

likely begin post-operative antibiotics with a stronger class. There is a risk that these 

organisms may change into ones that are resistant to antibiotics, so it's important to tread 

cautiously while using them. 

Women's health care costs and morbidity may be reduced if the number of infections they 

suffer after surgery is reduced. This is possible if the patient's risk factors for S.S.I. are 

identified and categorized, and the bacteriological profile and antibiotic sensitivity of the 

hospital's most frequent organism are known. Potentially, our S.S.I. analysis will identify 

widespread species and sensitivity patterns in the study population and institution. 
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