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INTRODUCTION
Unfortunately, Surgical Site Infection (SSI) is a common 
problem in post-surgery patients. Surgical site infection 
can be de! ned as the presences of pus along with signs 
of in" ammation in the surgical wound margins. # e 
risk of infection a$ er surgery depends upon the factors 
including the type and length of the surgical procedure, 
age, underlying conditions and previous history of the 
patient, skills of the surgeon, the type and timing of pre-
operative antibiotics prophylaxis surgical team, nurses and 
environment. 
SSI delays recovery and require extra resources for 
investigations, management and nursing care. Several 
factors play an important role and preventive procedure 
is considered as the mainstay1. But treatment of already 
infected wound requires appropriate antibiotics, which 
should be started immediately before the culture report 
is available. Choice of antibiotic should be based on 
most likely pathogen, but over a period of time the 
sensitivity pattern keeps on changing2. So, knowledge 
about the commonest pathogen and its sensitivity in that 
particular setting is important to make a better choice. At 
present, we are lacking our own data of bacterial isolates 

and their sensitivity pattern in surgical site infection. 
So, this study aimed to analyze the commonest isolates 
from surgical site infection and their sensitivity pattern. 
 

METHODS
# is was a prospective study conducted in surgical ward 
of Shree Birendra Hospital,Chhauni, between March  and 
June 2012. # is study included all the patients with post-
operative surgical site infection and excluded patients with 
bed sore and. # ere were all together 56 SSI, wound swab, 
pus or both if present were collected in a sterile container 
and immediately submitted for culture and sensitivity test 
at department of pathology. Culture and sensitivity test was 
performed by a microbiologist as per the routine, who was 
blinded about the study. Culture and sensitivity reports 
were collected and descriptive analysis was done using 
Statistical Program for Social Sciences13. 

RESULTS
Among 56 cases of SSI only 30 cases had geowth in culture 
media. Majority of our patients 24 (80%) were male and 
only 6 (20%) were female with age ranged from 16 to 67 
years.
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� ere were � ve di� erent types of bacteria among 30 culture 
reports available for analysis. Escherichia Coli 50% (n 15) 
was the most common  organism isolated followed by 
Staphylococcus aureus in 30% (n 9) and Coagulase negative 
Staphylococcus in 10% (n3) (Table 1).

Table 1: Pathogens Isolates from Surgical Site Infections  

Bacterial Growth Number Percent

Escherichia Coli 15 50

Staphylococcus aureus 9 30

Coagulase nega� ve Staphylococcus 3 10

Citrobacterfruendii 2 6.7

Streptococcus 1 3.3

Amongst 15 cases of E.coli isolated, the most sensitive 
drug for E. Coli was Amikacine (13 out of 15), followed by 
cipro! oxacine (9 out of 15) and Imipenem (8 out of 15). All 
15 cases of isolated E. coli were resistant to amoxycilline, 
11 were resistant to Ci� xime and 10 were resistant to 
cefotaxime (Table 2).

Among 9 cases of S. aureus, 7 were resistant to amoxycilline, 
5 were resistant to cloxacillin, 4 resistant to Co-trimoxazole 
and 3 were resistant to O! oxacine and cefotaxim. � e S. 
aureus was most sensitive to Ce� xime (8 out of 9 were 
sensitive), followed by Cipro! oxacine (6 out of 9) (Table 2).

DISCUSSION
Surgical site infections have been shown to compose up 
to 20% of all of healthcare-associated infections. At least 
5% of patients undergoing a surgical procedure develop 
a surgical site infection1. � e majority of surgical site 
infections are preventable. Measures can be taken in the 
pre-, intra- and postoperative phases of care to reduce risk 
of infection. Surgical site infections can have a signi� cant 
e� ect on quality of life for the patient. � ey are associated 
with considerable morbidity and extended hospital stay. 
In addition, surgical site infections result in a considerable 
� nancial burden to healthcare providers1.

Among the 30 culture positive cases, the commonest isolate 
was E. Coli followed by S. aureus. A similar study done by 
Ali and his colleague2, they also found that E.Coli was the 
commonest isolate. Another Study done by Markovic3 et al 
found Saphylococus Aureus as the commonest isolate in 
their study. Like in our series, many authors have agreed 
that E. Coli and S. aureus are the commonest pathogen to 
cause SSI. 

Among 15 cases of E.coli isolated, the most sensitive drug 
for E. Coli was Amikacine (13 out of 15%), followed by 
cipro! oxacine (9 out of 15) and Imipenem (8 out of 15). All 
15 cases of isolated E. coli were resistant to amoxycilline, 

Table2: Antibiotic Sensitivity test

Bacteria
Staph. aureus Coagulase nega! ve staph. Escherichia Coli Citrobacter frundii Strept. Spp

R S PS R S R S R S R S

Amoxycilline 7 2 - 1 1 15 - 2 - 1 -

Cloxacilline 5 4 1 1 - - - - 1 -

Ciprofl oxacilline 2 6 1 1 1 5 9 1 1 - 1

Cephalexin 2 1 - - - 1 - - - -

Co-trimoxazole 4 4 - 1 - 8 6 1 - 1 -

Gentamycine - - - - - - - - - - -

Nitrofuran� on - - - - - - - - - - -

Norfl oxacine - - - - - - - - - - -

Amikacine 1 1 - - - - 13 1 1 - -

Imipenum - - - - 7 8 - 1 - -

Ofl oxacine 3 4 2 1 1 - - 1 1 - 1

Pipera+tazobactam - - - - - - - 1 - - -

Ce" riaxone 1 1 1 1 - 1 - - -

Cefi xime - 8 - 1 1 11 1 2 - 1 -

Cefotaxim 3 3 1 1 10 1 2 - - 1

Amoxiclav - - - - - - - 1 - - -

Azithromycin 2 2 - 1 1 - -- - - - -

Meropenum - 1 - - - - - - - - -

Vencromycin - 1 - - - - - - - - -

*R-Resistant, S-Sensitivity, PS- Partially sensitive.
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11 were resistant to Ci� xime and 10 were resistant to 
cefotaxime (Table 2). Although ce� xime is recommended 
as � rst line of treatment by most of the literatures, it is least 
sensitive in our context4-8.

� e next most common isolate was S. aureus. Among 
9 cases of S. aureus, 7 were resistant to amoxycilline, 5 
were resistant to cloxacillin, 4 resistant to Co-trimoxazole 
and 3 were resistant to O� oxacine and cefotaxim. � e S. 
aureus was most sensitive to Ce� xime (8 out of 9 were 
sensitive), followed by Cipro� oxacine (6 out of 9) (Table 
2). Although Ce� xime is most sensitive drug to S. aureus 
but least sensitive to E. Coli, so as an imperical therapy, 
Cipro� oxacine seems to be the better choice of antibiotics 
before the culture and sensitivity report. � is is consistent 
with other similar published article8-14.

CONCLUSIONS
Escherichia Coli is the most common organism causing 
postoperative infections followed by Staph. aureus in our 
context. Although, ce� xime is the most sensitive to Staph. 
aureus, the commonest organism E. Coli were resistant 
to it. However Cipro� oxacin is sensitive to bothe E. Coli 
and Staph. aureus, so in our setting Cipro� oxacin can be 
considered as 1st line oral antibiotics before the culture 
reports are available. 
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