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Key points 

 Understanding baseline surgical site infection rates is important for identification of any 
changes that may occur. 

 Surgical site infection surveillance of some form should be performed in all veterinary 
facilities. 

 It is critical that surgical site infection surveillance be structured so that valid data are 
obtained. The use of standard definitions is crucial. 

 
 The Centers for Disease Control and Prevention (CDC) defines surveillance as ‘the 
ongoing, systematic collection, analysis, interpretation and dissemination of data regarding a 
health-related event…”.2 Surveillance is well recognized as a critical infection control tool in 
human medicine, and significant efforts are put forth to collect and analyze surgical site infection 
(SSI). Proper surveillance is an important part of an overall infection control program by 
providing a basis for logical infection control decisions, evaluating effectiveness of infection 
control practices, evaluating compliance with infection control procedures and stimulating 
efficient and economic use of resources. However, surveillance is an underutilized tool in 
veterinary medicine.  
 
Basic types of surgical site infection surveillance  
 Surveillance approaches can be quite variable, ranging from inexpensive and easy to 
intense and expensive. To some degree, the value of the data is related to the amount of effort 
(and expense) that is put into collecting the data, but that relationship is not absolute and useful 
data can be collected in a relatively easy and cost effective manner. 
 There are two main approaches to collecting SSI data, active and passive. Passive 
surveillance is a practical, efficient and cost-effective tool that can, and should, be implemented 
in every veterinary clinic. This form of surveillance involves the use of data that are already 
available. For SSIs, this largely relies on medical record reporting of SSI, as detected during 
recheck appointments or through communication with other veterinary hospitals. Collation of 
laboratory data (culture and susceptibility results) from SSIs is another form of passive 
surveillance. Passive surveillance is facilitated by electronic medical record systems that 
automatically record SSI reports and can provide SSI rates, both overall and by procedure, but 
this type of logical electronic records system is largely non-existent in veterinary hospitals at this 
time. Therefore, some degree of effort is required to unearth the data. Weaknesses in medical 
record completeness or searchability hamper effective collection of data, and this is a significant 
problem when trying to determine SSI rates or risk factors from medical record data. This is of 
particular concern for referral centres if some patients that develop SSIs may go to their primary 
care veterinary clinic for care, with this information either not conveyed to the surgical facility or 
not entered in the patient’s record. Indeed, marked underestimation of SSI rates can occur in 
some facilities because of these issues.  

Active surveillance involves gathering data specifically for infection control purposes. 
Therefore, it is usually more expensive and time consuming but if properly done, can provide the 
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highest quality data. For SSIs, active surveillance mainly involves contacting owners at 
predetermined timepoints to determine whether any incision abnormalities are present. This can 
be done by telephone, email or in person. By use a direct approach, the best data can be obtained; 
however, there are still some issues that need to be considered (e.g. if by phone, how to get the 
client to provide accurate information about the incision status). Active SSI surveillance is used 
by some facilities in the form of routine telephone contact with owners at a specific time after 
surgery and recording of data in a log.  

 
Choosing a surveillance method 
 Various factors must be considered when designing an SSI surveillance program. These 
include the facility type, surgical caseload (numbers and type), risk aversion, personnel 
availability and medical record system. There is no ‘standard’ surveillance program, so each 
facility must consider its own goals and challenges. However, in general, active surveillance 
measures should be considered and used as much as practical because of the higher quality of the 
data. Active surveillance is also typically a ‘real time’ event, which allows for prompt 
recognition of any problems (as opposed to passive surveillance where changes in trends or rates 
may only be identified well after the fact with periodic evaluation).  

Regardless of the chosen approach, key aspects of a successful surveillance program are 
that it is ongoing, clearly defined and systematic, with a plan to analyze and interpret data and 
act on any results. Collection of the best data can be fruitless without a plan to analyze and use 
the data. 
  
Use of Standard Definitions 
 Regardless of the surveillance method that is used, meaningful comparisons and accurate 
data require the use of standard definitions. For SSIs, a critical component is differentiation of 
inflammation and infection. If there are differences in how infections are defined between or 
within facilities, or changes over time, efforts expended to collect data may be wasted. 
Misclassification of infections can lead to false data and potentially inappropriate interventions 
(or lack of required intervention). Standard SSI definitions are available and should be applied 
(Table 1). 
 
Reporting SSI rates 
 Knowing the number of infections is an important step, but it is not the only facet of SSI 
surveillance. Tracking of SSI incidence (rate) is more important than tracking absolute SSI 
numbers, since changes in SSI number (numerator) can occur because of a change in the patient 
population (number of procedures, the denominator). Additionally, recording SSI rates for 
individual procedures is important because changes in overall SSI numbers or rate can be 
influenced by changes in procedures. For example, overall SSI numbers and rate might be higher 
one month but if a disproportionately high number of procedures known to be associated with a 
higher SSI rate were performed that month, the procedure-specific rates might be unchanged. 
Additionally, a static SSI incidence might hide the fact that a procedure-specific rate has 
increased if there is a corresponding decrease in the SSI incidence for other procedures or 
changes in procedure distribution.  
 
Comparing infection rates 
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 Comparison of infection rates within and between facilities can provide useful 
information but should be approached with caution because of potential limitations of data used 
for comparison and the potential implications. Reporting SSI rates back to surgeons can increase 
awareness of the issue and help individuals evaluate potential weaknesses or improvements in 
their practices. However, inter-surgeon comparisons can lead to unintended adverse 
consequences. A consistently or significantly higher SSI rate by one surgeon might indicate 
deficiencies that need to be evaluated. It might also simply reflect the caseload, with that 
individual performing procedures with higher endemic SSI rates, or it could reflect better SSI 
surveillance and reporting by that clinician. Thus, public (within clinic or service) reporting of 
data can lead to conflict, stress, resentment of surveillance measures and potentially decreased 
effort in identifying or reporting SSIs. 
Surgeon-specific SSI rates should never be reported or released to anyone but the individual 
surgeon. If a specific surgeon is noted to have a high SSI rate, the facility’s infection control 
practitioner should confidentially investigate to determine whether there are potential problems 
that need to be addressed or whether differences in standard practices between this and other 
surgeons. Comparison of data between facilities can also provide useful information but is 
accompanied by similar concerns. If comparisons are to be made, it is essential that standard 
definitions and methods be used so that the data are comparable, and that any differences in 
patient population are considered. 
 
Table 1: Surgical site infection definition and categorization 
	 Superficial	incisional	SSI	 Deep	incisional	SSI Organ/space	SSI	
Timing	 Within	30	d	of	surgery	 Within	30d	of	surgery	or	1	yr	

if	implant	in	place	
Within	30d	of	surgery	
or	1	yr	if	implant	in	
place	

Location	 Only	skin	or	subcutaneous	
tissues	of	the	incision	

Deep	soft	tissues	(i.e.	fascial	
and	muscle	layers)	of	the	
incision	

Any	area	other	than	
the	incision	which	was	
opened	or	manipulated	
during	surgery	

Clinical	
aspects*	

‐	Purulent	discharge	
‐	Organisms	isolated	from	
an	aseptically	collected	
sample	of	fluid	or	tissue	
‐	One	or	more	of	pain	or	
tenderness,	localized	
swelling,	redness,	heat	AND	
incision	is	deliberately	
opened	by	surgeon	UNLESS	
culture	negative	
	

‐ Purulent	drainage	from	the	
deep	incision	but	not	
organ/space	
‐	Deep	incision	spontaneously	
dehisces	or	is	deliberately	
opened	when	patient	has	one	
or	more	of	fever,	localized	
pain	or	tenderness	UNLESS	
culture	negative	
‐	Abscess	or	other	evidence	of	
infection	on	direct	exam,	
during	re‐operation	or	by	
histopathology	or	radiology	

‐ Purulent	drainage	
from	drain	that	is	
placed	into	the	
organ/space	
‐	Organisms	isolated	
from	aseptically	
collected	sample	from	
organ/space	
‐	Abscess	or	other	
evidence	of	infection	
on	direct	exam,	during	
re‐operation	or	by	
histopathology	or	
radiology	
‐	Diagnosis	of	
organ/space	SSI	by	
attending	clinician	
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