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INTRODUCTION 
 

The term "surgical site infection",  (formerly known as "postoperative wound infection") refers 

to infections that most likely developed as a result of surgery and that happen within 30 days 

of the operation or a year if an implant was used within the patient. With a 5 percent incidence 

across all surgical operations and up to 30-40 percent in abdominal surgeries, depending on the 

extent of contamination, 1 SSI is the cause of up to 20 percent of nosocomial infections. 2 

Increased morbidity, mortality, patient discomfort, discontent, increased healthcare expenses, 

and problems from open wounds are all caused by surgical site infections.3 

Many risk factors contribute to SSI. The main contributing factors are smoking, being 

overweight, having diabetes, being malnourished, being highly contaminated, using incorrect 

“antibiotic prophylaxis”, etc. There are three types of SSI, organ space infection occurring in 

any component handled during the surgical operation, deep incisional infection involving 

fascial and muscle layers, and superficial incisional infection involving skin and subcutaneous 

tissue. 

Regular precautions including hand washing, shaving as little as possible, prepping the skin, 

and “antibiotic prophylaxis” is known to lower the risk of SSI. 5 The risk of SSI is increased 

by the presence of serous fluids, hematoma, or any other “dead space in the incisional wounds”. 

By eliminating infectious content and seroma, simple or passive drain and “negative suction” 

drain in the subcutaneous level have been found to lower the “risk of infection”.6  

 

Postoperative subcutaneous wound drainage is used, however, it's not always preferred. 

Additionally, drains themselves could be ineffective, uncomfortable, and prolong hospital stays 
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[18]. 

Need for Study:  

We occasionally employ a variety of techniques to lessen these difficulties. One of them is the 

application of subcutaneous drain to surgical wounds. The use of a subcutaneous drain is 

justified because the serum or debris that is accumulating there and closing off any empty area 

will reduce the risk of infection and wound problems. There aren't many articles on the topic 

of the subcutaneous drain's function in preventing local wound problems, and those that are 

accessible had mixed findings and were mostly conducted on female patients having breast or 

gynecological surgery. 

In our institution's general surgical units, elective abdominal surgeries are frequently 

performed, and subcutaneous collections in these patients enhance morbidity. 

Therefore, this study was carried out to compare the incidence of surgical site infection caused 

by passive drain and subcutaneous negative suction drain in abdominal surgeries. 
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AIM AND OBJECTIVES  
 

 

AIM: 

 To Compare the Incidence of Surgical Site Infection Using Subcutaneous Negative Suction 

Drain Versus Passive Drain in Abdominal Surgeries  

OBJECTIVES OF THE STUDY 

1. “To determine the role of subcutaneous negative suction drainage in the incidence of surgical 

site infections in abdominal surgeries” 

2. “To determine the role of the subcutaneous passive drain in the incidence of surgical site 

infections in abdominal surgeries” 

3. “To determine the role of subcutaneous negative suction drain versus passive drain in the 

incidence of surgical site infection in abdomenal- surgeries” 
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“REVIEW - OF LITERATURE” 
 

ANATOMY ABDOMENAL WALL: 

“The layers of abdomenal wall includes following” 
 

 

 
Incisions can be planned by the horizontal lines of cleavage in skin that is present around the 

trunk. Blood arteries, lymphatics, adipocytes make up subcutaneous layer. Under the skin, 
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“there is a layer of fatty tissue called camper fascia, which is continuos with  outer fascial 

layers which covers perineum”. The scrotum's dartos muscle fibres can also be found in this 

layer. The lymphatics, which pass through this layer will drain to the inguinal nodes and 

axillary nodes above. The Campers fascia contains superficial epigastric, superficial 

circumflex iliac vessels, superficial external pudendal,. The second layer, scarpa fascia, 

iScarpaosed of compressed fibrous components. This creates the “clitoris” or the “penis” 

suspensory ligament. In the perineum, it unites with the Colles fascia's membrane layer of 

the superficial fascia. 

“The lower six thoracic and first lumbar nerves anterior rami provides cutaneous nerve 

supply to anterior abdominal wall”. These neurons severs rectus sheath to reach the 

abdominal wall.27 

MUSCLES, LIGAMENTS, AND APONEUROSIS 

 
The tranversus abdominis; internal oblique; and external oblique muscles are positioned from exterior 

to interior. Rectus abdominis muscles are located on either side of the midline. The three aponeurosis 

meet in the middle at the linea alba. A tiny muscle called the pyramidal is located in the rectus sheath's 

bottom region. “The spermatic cord is covered by the cremaster muscle, which originates from the 

internal oblique”.
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EXTERNAL OBLIQUE MUSCLE AND ASSOCIATED 
 

LIGAMENTS- 
 
 

These muscle fibres originate from lower back's posterior part. 

 

nine ribs. These muscle fibres are oblique in their lower section and horizontal in their higher part. 

 

the lowest and centre portions. Linea inserts them into xiphoid process. 

 

“Anterior portion of iliac crest, the pubic crest, and the pubic tubercle, the alba”.  

 

The inguinal ligament is formed by the lowest fibres folding back on themselves. 

 

the iliac crest, the lattissimus anterior fibres, and the posterior-most fibres 

 

“Inferior lumbar triangle of Petit” is formed by the dorsi.  

 

the superficial inguinal ring's - medial and lateral crus. The cord of the sperm 
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psoas, and obturator int

ernus muscles are covered by the transversalis fascia, also known as the endo- abdominal fascia. 

ANTISEPSIS AND ASEPSIS 

 

Major surgical procedures would result in serious consequences if effective asepsis and 

antisepsis were not used. The introduction of scientifically supported antisepsis in 

management of wounds and conduct of surgeries is largely credited to Joseph Lister (1827–

1912). He could see that the surgery patient could not be exposed to extreme heat. He, 
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therefore, applied carbolic acid to wounds and bandages as a chemical asepsis. Around the 

surgical field and the operating table, Lister sprayed carbolic acid. He downplayed the 

significance of washing one's hands and held the opinion that doing so would leave cracks 

in the palm, which could serve as a breeding ground for bacteria and sickness. By creating 

sterile absorbable sutures like carbolic catgut sutures, he also made strides in the field. 

Because of this, all of his proposals were poorly received. The autoclave has been advertised 

as a means of instrumensterilizationon. As a result, the idea of drains to prevent collecting in 

surgical wounds evolved8. 

WOUND HEALING 

 

It is a process that involves a coordinated response by a variety of blood cells, including polymorphs, 

monocytes, macrophages, and fibroblasts, to restore the anatomical, physiological integrity of the 

damaged tissues. 

TYPES - WOUND HEALING 

 

Primary healing is healing accomplished with the initial desire. happens in fresh wounds. 

Sutures or staplers are used to approximate the wound's edges, and epithelium regenerates 

more readily there than fibrosis does. It will leave a scar that is smooth and linear. 

The healing that results from a secondary intention. Burns and other wounds involving 

significant tissue loss typically heal through secondary intention wound healing (fibrosis). A 

broad, hypertrophied scar is the result. A constricted scar is the outcome, and this could make 

you disabled. 

Tertiary healing is when the main closure occurs later or with a third goal. Devitalized tissues 

are removed, and the incision is then stitched up19. 
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“STAGES OF WOUND HEALING” 

 

Stage of inflammation 

- Stage of epithelialization. 

- Stage of granulation tissue formation 

- Stage of scar formation and resorption 

- Stage of maturation.  

“PHASES OF WOUND HEALING” 

“INFLAMMATORY- PHASE” 

It is an exudative or lag phase. It starts right away following injury which lasts for 72 hours. 

Coagulation is included. Vasospasm and thrombus development will first occur, followed by 

vasodilation later on. Rubor, calor, tumor, pain, and loss of function are the five essential 

characteristics of inflammation. Diabetes mellitus and other immunocompromised states 

inhibit chemotaxis and the release of inflammatory mediators19. 
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PROLIFERATIVE PHASE 

 
It is sometimes referred to as the fibroblastic or collagen phase. It starts on 1st day and lasts for 3 to 

6 weeks. This phase is made up of the production of granulation- tissue. Fibroblasts, capillaries, 

collagen, and fibronectin make up granulation tissue. VEGF is a factor in angiogenesis. Type 3 

collagen and fibroblast growth cause fibroplasia. To aid in wound closure, basal layer of the 

epidermis which migrates to the surface and then multiplies, differentiates, stratifies. 

 
 

REMODELING PHASE 

 

Additionally called the maturing phase. It can last up to a year and begins at six weeks. Due 

to cross-linking and collagen fiber alignment along the line of tension, the scar's tensile 

strength is a result of collagen maturation. The myofibroblast is responsible for wound 

contracting. 

 

Type 1 collagen is responsible for the collagen's maturation. Type 3 collagen makes up 

granulation tissue. Type 1 collagen can be found in the extracellular matrix and the final scar. 

The mature scar is avascular and acellular in its final state. Type 1 collagen predominates in 

normal skin. After a wound has healed after four weeks, collagen production decreases. B - 

Lymphocytes play no part in the healing of wounds. A normally  healed wounds has  50% 

of the tensile strength by 6 weeks19. 
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“SURGICAL - COMPLICATIONS” 

 

Complication from surgery continue to be annoying and challenging to treat. No matter how 

skilled and qualified a surgeon is technical, postoperative problems are a reality for everyone. 

There are many reasons why these difficulties arise. It can be because the disease process 

has already weakened the patient's health, there were technical issues with the surgery, or 

difficulties could finally develop because of the disease itself. To some extent, these issues 

can be avoided by 

 

with due prudence. Patients should have a thorough evaluation that takes into account their 

nutritional status, lung health, and cardiac condition. When it comes to surgical problems, 

the timing of the procedure—whether it is done on an elective or emergency basis—also 

matters a lot. It will be necessary to know the patient's condition, such as their lung or cardiac 

health, to determine whether they can handle the stress of the treatment. Before undergoing 

certain treatments, obese people must reduce their body weight for the procedures to be 

successful. Technical considerations including gently manipulating tissues, thorough 

dissection, and respecting tissue planes are always crucial in minimizing sound problems. 

The use of antibiotics before surgery affects patients' outcomes. After the treatment is 

finished, careful postoperative monitoring is essential to spot issues early and administer the 

appropriate care. This monitoring entails looking over all of the wounds, checking the 

patient's performance levels, checking the patient's temperature, pulse rate, intake and output 

charts, and checking for any post-procedure pain. 

“SURGICAL WOUND COMPLICATIONS” 

 “SEROMA” 
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within six weeks of the installation of the stent. With the use of vitamin K treatment and fresh frozen 

plasma or prothrombin concentrate transfusions, warfarin-treated patients who require urgent surgery 

can be reversed. Additionally, before the incision is closed, bleeding during surgery can be stopped 

using a ligature, electrocautery, fibrin glue, or topical bovine thrombin. When the output is not bloody 

and sparse, closed suction drains inserted in big potential gaps should be removed postoperatively. 

Retroperitoneal hematomas can be treated by coagulopathy correction or hematoma evacuation in the 

operating room 5. 

 

Evisceration makes the diagnosis clear even if there are no symptoms. In 25% of individuals, 

dehiscence may be preceded by the abrupt dramatic draining of a sizable volume of clear, 
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salmon-colored fluid. Patients may express discomfort as ripping. By probing the wound 

with a gloved finger or a sterile cotton-tipped applicator, one can identify partial dehiscence. 

Acute wound failure can be avoided by paying close attention to the fascial closure, including 

the suture's spacing, the fascia's bite depth, the patient's relaxation throughout the closure, 

and other factors7. 

 

 

 
 

Laparotomy's secondary problems. It is possible to apply a fenestrated polyethylene sheet  
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ingrowth and gives the wound mechanical support. This device lessens long-term difficulties 

and encourages cellular adhesion, migration, the development of new blood vessels, and the 

repopulation of the implanted graft. Bio-prostheses come in two different varieties. These 

are derived from animals, such as cross-linked pig skin collagen and porcine intestine. 

The idea of wound suction is the foundation of negative pressure wound treatment. It's 

common to use vacuum-assisted closure technology. A vacuum pump, canister with 

connecting tubing, open pore foam, and semiocclusive dressing make up the apparatus. It 

provides a lot of benefits. The benefits include quick wound coverage, acting as a temporary 

dressing, requiring no suturing to the fascia, lowering the risk of intra-abdominal 

hypertension, and preventing domain loss. The open-pore foam shrinks and transfers the 

negative pressure to the adjacent tissue when a suction of 125 mm Hg is applied to the 
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incision. This causes the wound to compress, a process known as macro deformation. As a 

result, extracellular fluid is eliminated by reducing intestinal edema, removing extra 

abdominal fluid, and shrinking the incision. It controls the micro-deformation of the foam 

wound interface as well as the wound environment. Angiogenesis and cellular proliferation 

will result from these actions. It hastens the healing of wounds. The amount of bacteria is 

lessened. It speeds up wound healing. These devices have several downsides, including pain, 

“bleeding, evisceration, hernia development”, and development of “enterocutaneous 

fistulas”. 

SURGICAL SITE -INFECTION (WOUND INFECTION)(SSI):-  HISTORY 

OF WOUND INFECTION 

Father of medicine, Hippocrates, employed vinegar in irrigating open wounds and covered 

wounds  with bandages to stop additional damage. For generations, no one disputed his 

beliefs. Galen, a Roman gladiatorial physician, was first to realize pus from the gladiators' 

injuries signalled beginning of healing. 

Koch was the first to identify that microbial development was a secondary source of infective 

foci. The idea of wound infection was changed by Joseph Lister and Louis Pasteur. 13 

recommendations made by Londonian Erichsen for preventing surgical site infections are 

still in effect today. Lister understood how antisepsis may stop wound infections20. A 

persistent and significant issue that contributes significantly to postoperative morbidity are 

surgical site infections. It is significant because it costs the health care system money and 

results in severe morbidity for the patient. If left unchecked, it can cause fatal deep sepsis. 

For surgical patients, it accounts for about 40% of hosphospital-acquiredections. The 

complete surgical wound is defined as the region of the body that includes it, both internally 
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and externally. The following are the many types of surgical wound complications: 

- Subcutaneous tissue and the skin are considered to be superficial. 

- Deep, encompassing the muscle and fascia 

 

invasive procedures. Smaller incisions, earlier mobilization post-operative pain, improved 

immune system function maintenance, and less use of central venous catheters are the key 

factors contributing to the lower incidence of SSI in minimally invasive procedures10. 

In addition to microbiological proof, clinical signs and symptoms of infection must also be 

present to define an SSI. Although SSI often only affects the surface tissues, some more 

severe infections can also affect the deeper tissues or other sections of the body that were  
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infection that effects the skin, subcutaneous tissue less than 30 days after the surgery and causes 

discharge, makes a diagnosis of superficial surgical infection by a surgeon,  discomfort, and local 

edoema12. 
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and lymphocytes 

     - Acute phase changes of hepatic protein synthesis 

-Upregulation of procoagulant activity 

 
A portal of entry, which is damaged tissue, or an incision, a punctute site for the vascular access, or an  

catheter, is necessary for possible pathogens in environment to infiltrate the body's normal tissue. 

Inflammation, a healing mechanism brought on by infection, amplifies the auto destructive effects15. 

A group of senior people who are above 65 years old typically has negative effects after 

infections.Following damage, immunological dysfunction includes 

- Monocytosis results in upregulated acute phase proteins, enhanced inflammatory cytokines 
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production, and also elevated eicosanoid production.  

- Lymphopenia results in downregulation of T & B lymphocyte proliferation, natural killer cell 

activity, and reduced interleukins expression. 

- Decreasing the generation of neutrophils16 

 
HORMONAL RESPONSES TO SURGICAL STRESS: 

 

The anterior pituitary releases corticotrophin, growth hormones, the posterior pituitary 

releases arginine vasopressin, the adrenal cortex releases cortisol and aldosterone, the 

pancreas releases insulin, and the thyroid gland releases thyroid hormones. 

The following are some implications of glucose dyshormogenesis under stress and how it 

affects cellular immunity:
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  -Chronic inflammation 

  -hypocholesterolemia 
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interleukins18. 

After significant blood loss during surgery, blood transfusions can save lives, but they can 

potentially spread infection. A change to the T helper cell phenotype and altered leukocyte 

antigen presentation may result from the blood transfusion. Immunosuppression results from 

this. Long-term blood product storage causes the loss of membrane high-energy phosphates, 

which affects erythrocyte deformability, disrupts the microcirculatory system, and impairs 

oxygen offloading. In cases of severe sepsis, blood transfusions may not increase oxygen 

consumption, but they do stimulate organ activity. When administering blood products to 

surgical patients in intensive care units, it is usually preferable to be cautious. 
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“INFECTION CONTROL:” 

 

One of the most crucial factors in the management of surgical site infections is infection 

control. Strict aseptic procedures must be followed when inserting central venous catheters. 

Drains are to be stayed away from and taken out as soon as feasible. The most crucial and 

efficient method of preventing surgical site infection is good hand cleanliness. With the 

exception of Clostridium difficile spores, which must be cleaned with soap and water, 

alcohol gel hand cleaners are efficient against practically all infections. When there is a 

possibility of splashing bodily fluids, general safety procedures such hats, masks, gowns, 

gloves, and protective eyewear must be followed. 

The majority of bacterial infections are derived from endogenous flora. Inanimate surfaces 

including bed rails and computer terminals as well as skin surfaces, airways, gut lumen,  
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9)Peripheral vascular disease 
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10)Postoperative anemia 

11)Prior site irradiation 

                      12)Recent operation          

13)    Remote infection 

14) Skin or nasal carriage of staphylococci 

 

15) Undernutrition 

 

16) Skin disease in the area of infection such as psoriasis 
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Contaminated wounds include those that have an uncontrolled viscus spill, visible 

inflammation, are open or traumatic, or have a significant aseptic technique breakdown. It has 

a 20–25 percent infection rate. 

1) Untreated, uncontrolled viscus spilling, pus in surgical wounds, open 

sores that are suppurating, and severe inflammation are examples of 

dirty wounds. It carries a 30-to-40% infection rate.16. 

MICROBIOLOGY OF SURGICAL SITE INFECTIONS: 

 

1) More than half of illnesses are caused by gramme positive organisms. The three 

most often isolated organisms are Staphylococcus coagulase-negative, 

Staphylococcus aureus, and Enterococcus spp. In one-third of surgical site 

infections, gram negative bacteria like E. coli, P. aeruginosa, and Enterobacter 

spp. are isolated 

2) The risk of patients in the Nosocomial Infections Surveillance System is 

divided into three categories as follows: 
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“TREATMENT OF SURGICAL SITE INFECTIONS” 

 

Finding and eliminating modifiable risk factors is essential to the prevention of 

surgical site infections. Age, severe obesity, and procedure complexity are a few risk 

variables that cannot be changed. 

Following things can be modified include 
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- it is at therapeutic levels when the patient is exposed to bacterial
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DRAIN MANAGEMENT 

 
The indications for applying a surgical drain are 
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ADVANTAGES OF TUBE DRAINS: 

 
- Quantity of fluid like bile, and pus can be measured. 

 

- Skin excoriation will not occur. 

 

- It can be kept for longer times 

 

- Patient will be more comfortable. 

- Removal is easier. 
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- Infection rate is less. 

- Dye can be injected and cavity or communication can be assessed using ‘C-

ARM’. 

- Collection of irritant discharge. 

- Collection of secretion having activated enzymes 

- Gravity and capillary action are how corrugated drains operate. Technically, it is 

possible. The biggest drawback of a corrugated drain is that it can cause the dressing to 

leak, which could be uncomfortable for the patient. 

Drains made of silica are inert. Red rubber drains cause a severe inflammatory tissue reaction 

around the tube, increasing the likelihood that a permanent tract may form. When there is a 

leak, a drain may occasionally behave as a controlled fistula. The end of a corrugated drain is 

covered with sterile gauze, and it is an open drain. When compared to tube drains, corrugated 

drains have a higher infection rate. 

DRAIN CARE 

         1) Daily sterile dressing should be done around the drain site. 

2) The drain should be emptied daily by measuring the quantity and 

nature of the drain.  
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3) The drain can be removed according to the amount of fluid drained. 

When the drain is in place, antibiotics are frequently not necessary because the drain allows 

for direct source control. Antibiotics can be administered prophylactically 24–48 hours 

following the drain installation. 
 

COMPLICATIONS OF DRAIN 

 

Flakes or clots can obstruct or clog drains. If they are blocked, fluid will be retained, which 

might increase the risk of infections. Regular inspections of the drain's integrity are 

recommended. As soon as the drain becomes blocked, the obstruction needs to be taken out. 

Rate If the drain becomes loose, the risk of reinfection rises. When the drain is displaced, it 

can not drain properly and produce a misleading impression. Drain can occasionally cause 

internal healing to be delayed. 

 

Forthigh-risktpatientstundergoingtcolorectaltsurgery,tsuchtastthosetwithtdensetsubcutaneoust 
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conclusiontthattintpatientstundergoingtlargetcolorectaltprocedures,tsubcutaneoustpassivetdrai

nagetistpreferablettotnotdrainage. 

Intatresearchtinvolvingt100tcasestwithtperforationtperitonitis,tM.tVashisttettal.t50tpatientstin

tGrouptAtunderwenttabdominaltwalltclosure,tsheathtsuturingtwithtcontinuoustsutures,tandtn

egativetsuctiontdraintdrainagetoftthetsubcutaneoustregion.t50tpatientstintGrouptBthadtstanda

rdtsheathtclosuretwithtinterlockingtcontinuoustsuturestbuttnotnegativetsuctiontdrain.tTheytsa

wtthattgrouptAtpatientsthadtsignificantlytreducedtratestoftwoundtdehiscence,twoundtinfectio

n,tandtrespiratorytproblems.tPatientstwhothadtabdominaltwalltclosuretwithtatnegativetsuctio

ntdraintexperiencedtquickertwoundthealing.tIntatstudytoft76tpatientstwhotunderwenttemerge

ncytlaparotomies,tRakeshtKagitatettal.tcamettotthetconclusiontthattsubcutaneoustnegativet
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pressuretavoidstpost-

operativetSSIstwithtatstatisticallytsignificanttdifferencet(p0.05)tandtshortensthospitaltt

 

Patientstwithtdrainstoftenthadthaemoglobintlevelstoft8.6tgm%,twhereastthosetwithouttdrains

ttypicallythadthaemoglobintlevelstoft9.4tgm%.tIntthetnon-

draintgroup,ttheretweret13tcasestoftwoundtseromatandt4tcasestoftsuperficialtdisintegration,tc

omparedttot5tcasestandt2tcasestintthetdraintgroup.tPatientstwithtdrainsthavetlowertwoundtse

romatrates,tshorterthospitaltstays,tandtlesstpostoperativetdiscomfort,tbutttheretaretlittletbenef

itstinttermstoftpostoperativetfever,tsuperficialtSSI,twoundtdisintegration,tandthaemoglobintc

oncentration. 
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MATERIALtANDtMETHODS 
 

SourcetoftData:tDepartmenttoftSurgery,tR.L.tJalappatHospitaltandtResearchtCentre,tSrit

DevrajtUrstMedicaltCollege,tTamaka,tKolar. 

t 

StudytPopulation:tPatientstreceivingtabdominaltsurgerytattthetR.L.tJalappatHospitaltan

dtResearchtCentre,tTamaka,tKolar,tatcomponenttoftSritDevrajtUrstMedicaltCollege,tbetwee

ntthetagestoft18tandt65twhotaretnottimmunocompromised.t 

InclusiontCriteria: 

 AlltthetpatientstundergoingtabdominaltsurgeriestfortperitonitistintthetDepartmenttoftG

eneraltSurgerytintR.LtJalappatHospitaltintthetagetgrouptbetweent18t-

t65tofteithertsextweretincludedt 

ExclusiontCriteria: 

1. Patientstwithtsuperficialtskintinfections. 

 

Durationtoftstudy:tDecembert2020-tAugustt2022t[Onetyeartandt6tmonths] 

 

StudytDesign:ttProspectivetobservationaltstudy 

 

Samplingttechnique:tRandomtsamplingtt 

 

Sampletsize:tt72tinteachtgroupt 

WastestimatedtbasedtontthetdifferencetintthetproportiontoftSSItbetweentcasest(Subcutaneous

tsuctiontdrains)tandtControlst(notdrains).tThetproportiontoftSSItintCasestwast23%tandtintco

ntrolstwast45%tfromtthetstudytbytJunaidtNabitWanitettal.tUsingtthesetvaluestintthetbelow

-mentionedtformulat 

t 
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ttttttttttttttttttttttttttNttttt=t2t(tZα/2t+tZβ)
2tPt(t1-P) 

tttttttttttttttttttttttttttttttttttttt(p1t–p2)
2 

Where, 

Zα/2=tZ0.05/2=Z0.025t=t1.96tatttypet1terrortoft5% 

Zβ=Z0.20=t0.842=tAtt80%tpower 

p1t–p2=tDifferencetintproportiontintthettwotdifferenttgroupst=t22% 

P=tPooledtprevalencet=t[tProportiontintCasest(p1)t+tProportiontintControltGroupt(p2)]/2t=t[

23t+t45t]/2t=t34 

Nt=t2txt34txt66t(1.96t+t0.84)t2t=ttttt35185/t484t=t72tinteachtgroupt 

  22txt22 

t 

Hencet72tcasestandt72tcontrolstweretincludedtintthetstudy 

t 

WanitJN,tBhattJA.tRoletoftNegativetSuctiontSubcutaneoustDrainstintContaminatedtAbdomi

naltSurgeries.tJtGastrointesttDigtSyst.t2019;9(1):587. 

 

MethodtoftDatatCollection:t 

Alltpatientstbetweentthetagestoft18tandt65,tofteithertsex,twhotwerethavingtabdominaltproce

durestattthetR.L.tJalappatHospital'stDepartmenttoftGeneraltSurgerytfortperitonitistweretinclu

ded. 

Datatcollectiontinvolvedtthetusetoftatstructuredtproforma. 

144tpatientstinttotaltweretsplittintottwotgroups,tGroupt1tandtGroupt2,tusingtrandomization.t

Thetpackagetincludedtthetrandomizationtstrategy. 

PatientstintGroupt1tunderwenttabdominaltoperationstandtweretsuturedtshuttusingtsubcutaneo

ustnegativetsuctiontdrainage.tPatientstintGroupt2twhotweretundergoingtabdominaltoperation

standtclosuretwithtpassivetsubcutaneoustdrainage  
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ASSESSMENTtOFtWOUND:t 

ASEPSIStSCORING:t 

tttttADDITIONALtTREATMENT: 

tttttAntibiotics:tt10tttttttttttttttttttttttttttttttttttttttttttttttttttttttt 

tttttDrainagetoftpustundertlocaltanesthetics:t5tttttttttttttttttttttttttttttttttttttttttt 

tttttDebridementtoftwoundt(generaltanesthetics)tt10 

tttttDrainagetoftpustundertlocaltanesthetics:t5tttttttttttttttttttttttttttttttttttttttttt 

tttttSeroustDischarge:ttttttttttttttttttttDaily:t0-5tttttttttttttttttttttttttttttttttttttttttttttttttttt 

tttttErythema:tttttttttttttttttttttttttttttttttttttDaily:t0-5ttttttttttttttttttttttttttttttttttttttttttttttttt 

tttttPurulenttExudates:ttttttttttttttttDaily:t0-10ttt 

tttttErythema:tttttttttttttttttttttttttttttttttttttDaily:t0-5tttttttttttttttttttttttttttttttttttttt 

tttttSeparationtoftDeeptTissues:ttDailyt:0-10tttttttttttttttttttttttttttttttttttttttttttt 

tttttIsolationtoftBacteria:10t 

tttttStaytintHospitaltProlongedtOvert14tDays:t5 

Criteriatoftinfection: 

tttttttttttttttttttttt0-10t=tsatisfactorythealingt 

tttttttttttttttttttttt11-20t=tdisturbancetofthealingt 

tttttttttttttttttttttt20-30=minortwoundtinfection 

tttttttttttttttttttttt31-40=moderatetwoundtinfection 

tttttttttttttttttttttt>40=severetwoundtinfection 

 

Alltpatientstunderwenttthetfollowingtinvestigations:t 
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CBC:t 

RBS: 

BloodtUrea:t 

SerumtCreatinine:tt 

SerumtSodium: 

SerumtPotassium: 

 

Financialtburden:tAlltthetinvestigationstinvolvedtweretparttoftthetroutinetmanagementtoftt

hetpatientt 

 

 

ReferencestfortStatisticaltMethods:t 

1. YantF,tRoberttM,tLitY.tStatisticaltmethodstandtcommontproblemstintmedicaltortbio

medicaltsciencetresearch.tInttJtPhysioltPathophysioltPharmacol.t2017;9(5):157-163.t 

2. Krousel-

WoodtMA,tChamberstRB,tMuntnertP.tClinicians'tguidettotstatisticstfortmedicaltpract

icetandtresearch:tparttI.tOchsnertJ.t2006;6(2):68-83. 

3. AlitZ,tBhaskartSB.tBasictstatisticalttoolstintresearchtandtdatatanalysis.tIndiantJtAnae

sth.t2016;60:662–669. 

 

 

Statisticaltanalysis:t 

UsingtthetSPSSt22tversiontoftsoftware,tdatatweretexaminedtaftertbeingtenteredtintotatMicro

softtExceltdatatsheet.tDatatthattwastcategoricaltwastdisplayedtastfrequenciestandtproportions

.tForttestingtthetimportancetoftqualitativetdata,tthetchi-

squarettesttwastemployed.tMeantandtstandardtdeviationtweretusedttotdepicttcontinuoustdata.

tThetKolmogorov-SmirnovttesttandtthetShapiro-

Wilkttesttweretusedttotdeterminetwhethertthetcontinuoustdatatweretnormal.tIntorderttotdeter

minetthetmeantdifferencetbetweenttwotquantitativetvariables,tantIndependenttt-

testtwastperformedtastattesttoftsignificance. 

atgraphicaltdisplaytoftthetdatatWetutilisedtMStWordtandtExcelttotcreatetmanytkindstoftgrap

hs,tincludingtbartdiagrams. 

Afterttakingtintotconsiderationtalltthetguidelinestfortstatisticalttests,tatp-
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valuet(Probabilitytthattthetresulttisttrue)toft0.05twastdeemedtstatisticallytsignificant..t 

Statisticaltsoftware:ttMStExcel,tSPSStversiont22t(IBMtSPSStStatistics,tSomerstNY,tUSA)

twastusedttotanalyzetdata.t 

 

Ethicaltconsideration:t 

1. InstitutionaltEthicaltclearancetwastobtainedtbeforetthetstarttoftthetstudyt 

2. Informedtconsenttwastobtainedtfromtalltthetpatientstrecruitedtbeforetthetstarttoftthetstud

yt 

3. StandardtoftCaretwastprovidedttotalltthetpatientstduringtthetstudytperiodtandtfollow-

up.RESULTS 

 

 

Tablet1:tMeantAgetcomparisontbetweenttwotgroups 

 

t 

TypetoftDrain 

p-value Negative Passive 

Mean SD Mean SD 

Age 40.68 15.07 42.01 14.87 0.590 

 

Thetmeantagetintthetpassivetdraintwast42.01tyearstandt40.68tyearstintthetnegativetsuctiontd

rain,trespectively.tTheretwastnotdiscernibletdifferencetintthetmeantAgetoftthettwotgroups.. 
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Figuret1:tBartdiagramtshowingtmeantagetcomparisontbetweenttwotgroups 

 

 

Tablet2:tAgetDistributiontbetweenttwotgroups 

 

t 

TypetoftDrain 

Negative Passive 

Count % Count % 

Age 

<20tyears 8 11.11% 4 5.56% 

21ttot30tyears 13 18.06% 17 23.61% 

31ttot40tyears 18 25.00% 13 18.06% 

41ttot50tyears 12 16.67% 16 22.22% 

51ttot60tyears 10 13.89% 13 18.06% 

>60tyears 11 15.28% 9 12.50% 

χ2tt=t3.836,tdft=t5,tpt=t0.573 

 

IntNegativetSuctiontDrain,t11.11%tweret<20tyears,t18.06%tweretint21ttot30tyears,t25%twe

retint31ttot40tyears,t16.67%tweretint41ttot50tyears,t13.89%tweretint51ttot60tyearstandt15.2

8%tweret>60tyears. 

IntPassivetDrain,t5.56%tweret<20tyears,t23.61%tweretint21ttot30tyears,t18.06%tweretint31t

tot40tyears,t22.22%tweretint41ttot50tyears,t18.06%tweretint51ttot60tyearstandt12.5%tweret

>60tyears. 

TheretwastnotsignificanttdifferencetintAgetDistributiontbetweentthettwotgroups. 
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Figuret2:tBartdiagramtshowingtAgetdistributiontbetweenttwotgroups 

 

Tablet3:tSextDistributiontbetweenttwotgroups 

 

t 

TypetoftDrain 

Negative Passive 

Count % Count % 

Sex 
Female 20 27.78% 25 34.72% 

Male 52 72.22% 47 65.28% 

χ2tt=t0.808,tdft=t1,tpt=t0.369 

 

IntthetNegativetSuctiontDrain,t27.78%tweretFemaletandt72.22%tweretMale. 

IntPassivetDrain,t34.72%tweretFemale,t65.28%tweretMale,t 

Theretwastnotsignificanttdifferencetintsextdistributiontbetweentthettwotgroups. 
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Figuret3:tBartdiagramtshowingtSextdistributiontbetweenttwotgroups 

 

Tablet4:tTypetoftsurgerytDistributiontbetweenttwotgroups 

 

t 

TypetoftDrain 

Negative Passive 

Count % Count % 

Typetoftsurgery 
Elective 29 40.28% 34 47.22% 

Emergency 43 59.72% 38 52.78% 

χ2tt=t0.705,tdft=t1,tpt=t0.401 

 

IntNegativetSuctiontDrain,t40.28%thadtElectivetandt59.72%thadtEmergency. 

IntPassivetDrain,t47.22%thadtElectivetandt52.78%thadtEmergency. 

TheretwastnotsignificanttdifferencetintthetTypetoftsurgerytDistributiontbetweentthettwotgro

ups. 
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Figuret4:tBartdiagramtshowingtthettypetoftsurgerytdistributiontbetweenttwotgroups 

 

Tablet5:tMeantPointstacquiredtcomparisontbetweenttwotgroups 

 

t 

TypetoftDrain 

p-value Negative Passive 

Mean SD Mean SD 

Pointstacquired 14.51 7.31 16.44 10.45 0.2 

 

ThetmeantPointstacquiredtintthetNegativetSuctiontDraintweret14.51t±t7.31tandtintPassivetD

raintwast16.44t±t10.45.tTheretwastnotsignificanttdifferencetintmeantPointstacquiredtcompari

sontbetweentthettwotgroups.
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Figuret5:tBartdiagramtshowingtmeantpointstacquiredtcomparisontbetweenttwotgroup

s 

 

Tablet6:tMeantDraintremovaltdaytcomparisontbetweenttwotgroups 

 

t 

TypetoftDrain 

p-value Negative Passive 

Mean SD Mean SD 

Draintremovaltday 6.4 1.75 6.49 1.74 0.78 

 

ThetmeantDraintremovaltdaytintthetNegativetSuctiontDraintwast6.4t±t1.75tandtintPassivetD

raintwast6.49t±t1.74.tTheretwastnotsignificanttdifferencetintmeantDraintremovaltdaytcompa

risontbetweentthettwotgroups.
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Figuret6:tBartdiagramtshowingtmeantDraintremovaltdaytcomparisontbetweenttwotgr

oups 

 

Tablet7:tMeantHospitaltstaytintdaystcomparisontbetweenttwotgroups 

 

t 

TypetoftDrain 

p-value Negative Passive 

Mean SD Mean SD 

Hospitaltstayt 7.99 2.65 8.13 2.26 0.74 

 

MeantHospitaltstaytintdaystintthetNegativetSuctiontDraintwast7.99t±t2.65tdaystandtintPassi

vetDraintwast8.13t±t2.26tdays.tTheretwastnotsignificanttdifferencetintmeanthospitaltstaytint

daystcomparisontbetweentthettwotgroups. 
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Figuret7:tBartdiagramtshowingtmeanthospitaltstaytcomparisontbetweenttwotgroups 

 

Tablet8:tWoundtComplicationtDistributiontbetweenttwotgroupst 

 

t 

TypetoftDrain 

Negative Passive 

Count % Count % 

Woundtcomplication 

Disturbance 15 20.83% 0 0.00% 

Minor 9 12.50% 12 16.67% 

Moderate 4 5.56% 8 11.11% 

Satisfactory 44 61.11% 50 69.44% 

Severe 0 0.00% 2 2.78% 

χ2tt=t19.145,tdft=t4,tpt=t0.001* 

 

IntNegativetSuctiontDrain,t20.83%thadtDisturbance,t12.5%thadtMinor,t5.56%thadtModerate

tandt61.11%thadtSatisfactory. 

IntPassivetDrain,t16.67%thadtMinor,t11.11%thadtModerate,t69.44%thadtSatisfactorytandt2.

78%thadtSevere. 

TheretwastatsignificanttdifferencetintWoundtComplicationtDistributiontbetweentthettwotgro

upst 

 

7.99

8.13

7.75

7.8

7.85

7.9

7.95

8

8.05

8.1

8.15

8.2

8.25

Negative Passive

M
ea

n
Mean Hospital Stay Comparison

Negative Passive



52 
 

 

Figuret8:tBartdiagramtshowingtwoundtcomplicationstdistributiontbetweenttwotgroups 

 

 

Tablet9:tComplicationtDistributiontbetweenttwotgroups 

t 

TypetoftDrain 

Ptvalue Negative Passive 

Count % Count % 

Typet2tDM 14 19.44% 13 18.06% 0.831 

PrevioustAbdtsurgery 11 15.28% 6 8.33% 0.197 

Antibiotics 72 100.00% 72 100.00% -t 

DrainagetoftPustLA 7 9.72% 17 23.61% 0.025* 

Debridementtoftwound 1 1.39% 4 5.56% 0.172 

Seroustdischarge 24 33.33% 21 29.17% 0.590 

Erythema 5 6.94% 10 13.89% 0.173 

Purulenttexudates 1 1.39% 3 4.17% 0.310 

Separationtoftdeepttissues 3 4.17% 9 12.50% 0.070 

Isolationtoftbacteria 2 2.78% 5 6.94% 0.245 

Staytintthethospitaltfor>t14tdays 4 5.56% 7 9.72% 0.347 

 

TheretwastatsignificanttdifferencetintthetDrainagetoftPustLAtdistributiontbetweentthettwotgr

oups.
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Figuret9:tColumntDiagramtShowingtComplicationtDistribution 
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DISCUSSIONt 

tAnothertmethodtcomparablettotsubcutaneoustnegativetpressuretwoundtdrainagetistnegativet

pressuretwoundttreatment.tNegativetpressurettherapythastbeentinttusettotcontroltwoundsteffe

ctivelytsincetittwastintroducedtintlatet1990s.t22t23tAntadhesivetcover,tatclosedtsystemtmade

toftporetpolyurethanetfoam,tatvacuumtpumptthattcreatestnegativetpressuretandtaspiratestflui

dtfromtthetwoundtmaketuptthetdevice. 

Subcutaneoustwoundtdrains,tastopposedttotnegativetpressuretwoundtcare,taretmoretcost-

effective,thowever,tthesetdevicestaretstilltpricey.t 

“22tWebstertJ,tLiutZ,tNormantG,tettal.tNegativetpressuretwoundttherapytfortsurgical

twoundsthealingtbytprimarytclosure.tCochranetDatabasetSysttRevt2019;3.” 

“23tArgentatLC,tMorykwastMJ.tVacuum-

assistedtclosure:tatnewtmethodtfortwoundtcontroltandttreatment:tclinicaltexperience.t

AnntPlasttSurgt1997;38:563–77.tdiscussiont577.” 
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20.tSaigaltS,tJaintSK,tGargtKM.tThetpatterntoftEmergencytLaparotomy:tAtSingletCe

ntretStudy.tSchtAcadtJtBioscit2017;5(10):744-6.t 

21.tPateltBJ,tPateltKH,tKharaditA,tPanchaltB.tRoletoftthetsubcutaneoustcorrugatedtd

raintintclasstIVtsurgicaltwound.tInttSurgtJt2015;2(2):252-5.t 

“22.tKumartS,tChatterjeetS,tGuptatS,tSatpathy,tChatterjeetS,tRaytU.tRoletoftsubcuta

neoustclosedtvacuumtdraintintpreventingtsurgicaltsitetinfectiontintemergencytsurgeryt

fortperforativetperitonitis:tAtrandomizedtcontroltstudy.tBangladeshtJtMedtScit2017;1

6(1):85-90.”t 
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Inttheirtstudy,tIbrahimtSAtettal.tfoundtthattpatientstwithtsubcutaneoustdrainsthadtconsider

ablytlongertpostoperativethospitaltstaystthantthosetwithouttsubcutaneoustdrainst(p-

valuet0.040). 

Thetaveragethospitaltstaytwastfoundttotbet6.913.10tdaystintcasestandt10.615.93tdaystintcont

rolstintthetstudytbytNaiktAKtettal.tWithtatp-valuetoft-

0.0001,tstatisticstrevealedtthattthistwaststatisticallytverytsignificant.tThetinvestigationstcond

uctedtbytPateltettal.tproducedtsimilartfindings,twithtthetaveragethospitaltstaytintcasestwithtd

rainstbeingt10.1tdaystandtintcontrolstbeingt13.2tdays,twithtatsignificanttp-

valuetoft0.05.tInpatienttstaystweret9.644.15tdaystintcasestandt-
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t12.265.55tdaystintthetcontrol-

group,taccordingttotatstudytbytZhuangtJtettal.8tInpatienttstaystweret9.644.15tdaystintcasest

andt-12.265.55tdaystintthetcontroltgroup,taccordingttot 

 

RakeshtKagita,tSameertAhmedtMulla,tSrinivastPaitB,tMallikarjuntDesai.tSubcutaneo

ustnegativetpressuretversustsimpletclosuretoftskintincisiontfollowingtantemergencytlap

arotomy:tatrandomizedtcontroltstudy.tInttSurgtJ.t2019;6(4):1230-1237.”t 

“MukherjeetR,tSamantatS.tAtcomparativetstudytoftprimarytskintandtsubcutaneoustti

ssuetclosuretandtopentskinttechniquetintemergencytlaparotomytfortperforativetperito

nitis:tantobservationaltandtprospectivetstudy.tInttSurgtJt2019;t6:166-72.”t 

“IbrahimtSA,tAbdallatMM,tElshafeitRM.tEvaluationtoftsubcutaneoustdrainagetsyste

mtversusttissuetre-

approximationtalonetusingtPfannenstieltincisiontintobesetfemalestundergoingtcesarean

tsection.”t 
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.tPateltPR,tKoyanitHB.tRoletoftthetsubcutaneoustdraintintclasstIIItandtclasstIVtlaparotomyt

wound.tInttSurgtJ.t2019;6:1495-9.”t 

9.tWanitJN,tBhattJA.tRoletoftNegativetSuctiontSubcutaneoustDrainstintContaminatedt“Abd

ominaltSurgeries.tJtGastrointesttDigtSyst.t2019;9(1):587.”t 

“10.tNastatAM,tDeolekartSS,tBajajtJS.tRoletoftsubcutaneoustdrainstintreducingtthetincidenc

e”toftincisionaltsurgicaltsitetinfectionstpost-emergencytabdominaltsurgery-

atprospectivetstudytoft100tcases.tInttJtHealthtScitRes.t2015;5(9):119-24.t 

11.tManzoortB,tHeywoodtN,tSharmatA.tReviewtoftSubcutaneoustWoundtDrainagetintRedu

cingtSurgicaltSitetInfectionstaftertLaparotomy.tSurgtRestPract.t2015;2015:715803t 

ttWoundtComplication:t 

 

DharmendratDugadtandtothers,tSixtindividualst(24%)touttoft25tsufferedtcomplicationstdu
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ettotwounds.t14tpatientst(ort56%)toft25tpatientstwithtprimarytskintclosuretwhotunderwentt 

 

AccordingttotatstudytbytAlsafranitettal,tthetaforementionedtresultstaretfalse.16t 

FujiitT,tTabetY,tYajimatR,tYamaguchitS,tTsutsumitS,tAsaotTtettal.tEffectstoftSubcut

aneoustDraintfortthetPreventiontoftIncisionaltSSItintHigh-

RisktPatientstUndergoingtColorectaltSurgery.tInttJtColorectaltDis.t2011;26:1151-5.” 

 

14.tWanitJN,tBhattJA.tRoletoftNegativetSuctiontSubcutaneoustDrainstintContaminate

dtAbdominaltSurgeries.tJtGastrointesttDigtSyst.t2019;9(1):587.t 
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15.tKhantAQ,tMaheshtKodalkar.tRoletoftNegativetSuctiontDraintintSubcutaneoustPla

netintReducingtLaparotomytWoundtInfection.tInternationaltJournaltoftSciencetandtR

esearch.t2016;5(1):692-4.t 

 

4.tLowertcomplicationtratestsuchtastthetNeedtfortDrainagetoftPustusingtLoca

ltanesthetics,tDebridementtoftwound,tErythema,tPurulenttexudates,tSeparatio

ntoftdeepttissues 

HencetNegativetsuctiontdraintistpreferredtovertatPassivetdraintwheretevertfeasible. 
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informedtpermission.  

1. MeantAgetintthetNegativetSuctiontDraintwast40.68t±t15.07tyearstandtintPassivetDrai

ntwast42.01t±t14.87tyears.t 

2. IntBothtgroupstmajoritytoftthetsubjectstweretmales.tTheretwastnotsignificanttdifferen

cetintsextdistributiontbetweenttwotgroups. 

3. Intbothtgroupstmajoritytoftthemtunderwenttemergencytsurgery.tTheretwastnotdiscern

ibletdifferencetintthetTypetoftsurgerytDistributiontbetweentthettwotgroups.t 

4. MeantWoundtscoretintNegativetSuctiontDraintwast14.51t±t7.31tandtintPassivetDrain

twast16.44t±t10.45.tTheretwastnotdiscernibletdifferencetintmeantPointstacquiredt 
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t10.tSeparation,t2.78trequiredtbacterialtisolates,tandt5.56trequiredtatstaytintthethospitalttlong

ertthant14tdays.tIntthetgrouptwithtpassivetdrains,t23.61tpercenttexperiencedtdrainagetoftpust

undertlocaltanesthesia,t5.56trequiredtwoundtdebridement,t29.17thadtseroustdischarge,t13.89t

hadterythema,t4.17thadtpurulenttexudates,t12.5thadtseparationtoftdeepttissues,t6.94thadtbact

erialtisolates,tandt9.72tneededttotstaytintthethospitaltfortmoretthant14tdays.tBetweentthettwo

tgroups,ttheretwastatconsiderabletvariationtintthetdrainagetoftpustundertlocaltanesthesia 
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ANNEXUREt–tI:tPROFORMA 
t 

t 
Particularstoftpatient 

tName: 

tSex: 

tOccupation: 

tUHIDtnumber: 

tPhonetnumber: 

tAddress:t 

tDOA: 

tDOD: 

tPresentingtcomplaints: 

 

tPreviousthistory: 

 

tFamilythistory: 

 

tHistory: 

 

Generaltphysicaltexamination 

Appearance: 

Temperature: 

Pulse: 

Bloodtpressure: 

 

LOCALtEXAMINATION: 
 

tttInspection: 

 

tttPalpation: 

 

tttAuscultation: 

 

tttPercussion: 

INVESTIGATIONS: 

HB: 

RBC: 

PCV:t 

WBC:t 
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PLATELETS: 

RBS: 

BLOODtUREA:t 

SERUMtCREATININE:tt 

SERUMtSODIUM: 

SERUMtPOTASSIUM: 

ASSESSMENTtOFtWOUND:t 

ASEPSIStSCORING:t 

tttttADDITIONALtTREATMENT: 

tttttAntibiotics:tt10tttttttttttttttttttttttttttttttttttttttttttttttttttttttt 

tttttDrainagetoftpustundertlocaltanesthetics:t5tttttttttttttttttttttttttttttttttttttttttt 

tttttDebridementtoftwoundt(generaltanesthetics):10 

tttttSEROUStDISCHARGE:ttttttttttttttttttDaily:t0-5tttttttttttttttttttttttttttttttttttttttttttttttttttt 

tttttERYTHEMA:ttttttttttttttttttttttttttttttttttttDaily:t0-5ttttttttttttttttttttttttttttttttttttttttttttttttt 

tttttPURULENTtEXUDATES:ttttttttttttttttDaily:t0-10ttttttttttttttttttttttttttttttttttttttttt 

tttttSEPERATIONtOFtDEEPtTISSUES:tDailyt:0-10tttttttttttttttttttttttttttttttttttttttttttt 

tttttISOLATIONtOFtBACTERIA:10t 

tttttSTAYtINtHOSPITALtPROLONGEDtOVERt14tDAYS:t5 

Criteriatoftinfection: 

ttttttttttttttttttttttt0-10t=tsatisfactorythealingt 

tttttttttttttttttttttt11-20t=tdisturbancetofthealingt 

tttttttttttttttttttttt20-30=minortwoundtinfection 

tttttttttttttttttttttt31-40=moderatetwoundtinfection 

tttttttttttttttttttttt>40=severetwoundtinfection 

t 
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ANNEXUREt–tII:tPATIENTtINFORMATIONtSHEET 
 

 

 

Studyttitle:tAtCOMPARITIVEtSTUDYtOFtINCIDENCEtOFttSURGICALtSI

TEtINFECTIONtUSINGtSUBCUTANEOUStNEGATIVEtSUCTIONtDRAINt

VERSUStPASSIVEtDRAINtINtABDOMINALtSURGERIES 

 

Studytlocation:tRtLtJalappatHospitaltandtResearchtCentretattachedttotSritDeva

rajtUrstMedicaltCollege,tTamaka,tKolar. 

Details- 

Name: 

Address:ttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttWard: 

Age:tttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttStudytNumber

: 

UHIDtNo; 

Sex: 

  Pleasetreadtthetfollowingtdetailstandttalkttotyourtfamilytabouttthem.tYou

taretwelcomettotasktanytquestionstabouttthetstudy.tIftyoutagreettottaket

parttintthetstudy,twetwilltasktyou,tsomeonetwhotistintchargetoftyou,tort

both,ttotprovidetinformationt(astpertthetproforma).tAtpertinentthistoryt

willtbetcollected.tThistdatatwilltonlytbetusedtfortpublicationstandtdisser

tations.tYourtpersonaltinformationtwilltbetkepttprivatetandtwilltnottbets

haredtwithtanyonetelse.tYourtidentifytwon'ttbetmadetpublic.tYoutaretwe

lcomettotgettinttouchtwithtatmembertoftthetinstitutionaltethicstcommitt

eetafterttheythavetexaminedtthiststudy.tYoutaretnottrequiredttotconsentt

totthiststudy.tEventiftyoutchoosetnotttotparticipate,tyoutwilltstilltreceive
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tthetsametleveltoftcare.tOnlytiftyoutwillinglytdecidettottaketparttintthist

study,twilltyoutbetaskedttotsigntortleavetatthumbprint.tThistresearchtco

mparesttheteffectivenesstoftpreventingtsurgicaltsitetinfectionstduringtab

dominaltsurgerytclosuretusingtpassivetdraintversustnegativetsuctiontdra

in. 

  Fortfurthertinformationtcontact: 

  tDr.tYarremsettytSaiVikramtt[postgraduate] 

  tDepartmenttoftGeneraltSurgery 

  tSDUMC,tKolar. 
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ರ  ೋಗಿಯtಮಾಹಿತಿtಹಾಳ  

tಅಧ್ಯಯನtಶೀರ್ಷಿಕೆ: 

ಸಕ್ರಿಯtವಸಿಸ್ನಲಿ್ಲನtಸರ್ಜಿಕಲ್tಸೆೈಟ್
ನtಸೆ ೀೋಂಕ್ರನtಬಗ್ೆೆtಒೋಂದುtತುಲನಾತಮಕtಅಧ್ಯಯನವುtಹೆಚ್ಚಿನtಅಪಾಯದtಎಮರ್ೆಿನ್ಸಿtಅಬೆ ಡೀ
ಮಿನಲ್tಸರ್ಿರಿಗಳಲಿ್ಲtಸರ್ಜಿಕಲ್tವ ೋಂಡ್ಗಳtವೆೀಗದtಒಳಚರೋಂಡಿ 

tಅಧ್ಯಯನದtಸಥಳ:tಕೆ ೀಲಾರದtತಮಾಕಾದtಶಿೀtದೆೀವರಾಜ್tಉಸ್ಿtವೆೈದಯಕ್ರೀಯtಕಾಲೆೀರ್ಜಗ್ೆt
ಲಗತ್ತಿಸಲಾದtಆರ್tಎಲ್tರ್ಲಪ್ಪtಆಸಪತ್ೆಿtಮತುಿtಸೋಂಶೆ ೀಧ್ನಾtಕೆೀೋಂದಿ. 

ವಿವರಗಳು- 

ಈtಅಧ್ಯಯನದtವಿಷಯವುtಅಗತಯವಿರುವೋಂತ್ೆtತನ್ಸಖೆಗ್ೆtಒಳಗ್ಾಗಬೆೀಕಾಗುತಿದೆ. 

tಅಧ್ಯಯನಕೆೆtಸೋಂಬೋಂಧಿಸಿದೋಂತ್ೆtನ್ಸೀವುtಯಾವುದೆೀtಪ್ಿಶೆೆಯನುೆtಕೆೀಳಬಹುದು.tಅಧ್ಯಯನದಲಿ್ಲt

ಭಾಗವಹಿಸಲುtನ್ಸೀವುtಒಪ್ಪಪದರೆtನಾವುtನ್ಸಮಿಮೋಂದtಅಥವಾtನ್ಸಮಮtಅಥವಾtಇಬಬರtರ್ವಾಬಾಾರಿ
ಯುತtವಯಕ್ರಿಯೋಂದtಮಾಹಿತ್ತಯನುೆt(ಪ್ರಿಫಾಮಾಿದtಪ್ಿಕಾರ)tಸೋಂಗಿಹಿಸುತ್ೆಿೀವೆ.tಸೋಂಬೋಂಧಿತtಇ
ತ್ತಹಾಸವನುೆtತ್ೆಗ್ೆದುಕೆ ಳಳಲಾಗುವುದು.tಸೋಂಗಿಹಿಸಿದtಈtಮಾಹಿತ್ತಯನುೆtಶೆೈಕ್ಷಣಿಕtಉದೆಾೀಶt

ಮತುಿtಪ್ಿಕಟಣೆಗ್ೆtಮಾತಿtಬಳಸಲಾಗುತಿದೆ. 

ನ್ಸಮಿಮೋಂದtಸೋಂಗಿಹಿಸಲಾದtಎಲಾtಿಮಾಹಿತ್ತಯನುೆtಗ್ ಪ್ಯವಾಗಿಡಲಾಗುತಿದೆtಮತುಿtಯಾವುದೆೀt
ಹೆ ರಗಿನವರಿಗ್ೆtಬಹಿರೋಂಗಪ್ಡಿಸುವುದಿಲಿ.tನ್ಸಮಮtಗುರುತುtಬಹಿರೋಂಗಗ್ೆ ಳುಳವುದಿಲಿ.tಈtಅಧ್ಯಯ
ನವನುೆtಸಾೋಂಸಿಥಕtನೆೈತ್ತಕtಸಮಿತ್ತಯುtಪ್ರಿಶೀಲ್ಲಸಿದೆtಮತುಿtನ್ಸೀವುtಸಾೋಂಸಿಥಕtನೆೈತ್ತಕtಸಮಿತ್ತಯt

ಸದಸಯರನುೆtಸೋಂಪ್ಕ್ರಿಸಲುtಮುಕಿರಾಗಿದಿಾೀರಿ.tಈtಅಧ್ಯಯನವನುೆtಒಪ್ಪಪಕೆ ಳಳಲುtಯಾವುದೆೀtಬ
ಲವೋಂತವಿಲಿ.tನ್ಸೀವುtಭಾಗವಹಿಸಲುtಇಚ್tif ಿ ಸದಿದಾರೆtನ್ಸೀವುtಪ್ಡೆಯುವtಕಾಳರ್ಜtಬದಲಾಗುವು
ದಿಲಿ.tಈtಅಧ್ಯಯನದಲಿ್ಲtಭಾಗವಹಿಸಲುtನ್ಸೀವುtಸವಯೋಂಪೆಿೀರಣೆಯೋಂದtಒಪ್ಪಪಕೆ ೋಂಡರೆtಮಾತಿt
ನ್ಸೀವುtಹೆಬೆಬರಳುtಅನ್ಸಸಿಕೆಗ್ೆtಸಹಿt/tಒದಗಿಸುವtಅಗತಯವಿದೆ. 

t 
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ಹೆಚ್ಚಿನtಮಾಹಿತ್ತಗ್ಾಗಿtಸೋಂಪ್ಕ್ರಿಸಿ 

ಡಾ. 

ಕ್ರರಿಯtನ್ಸವಾಸಿ 

ಸಾಮಾನಯtಶಸರಚ್ಚಕ್ರತ್ೆಿಯtಇಲಾಖೆ 

ಎಸ್ಡಿಯುಎೋಂಸಿ,tತಮಾಕಾ,tಕೆ ೀಲಾರ 
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ANNEXUREt–tIII:tCONSENTtFORM 

 

 

ItMr./Mrs.tttttttttttttttttttttttttttttttttttttttttttttthavetexplainedtintmytunderstandable

tlanguage,tthattItwilltbetincludedtintatstudytAtComparativetStudytOftIncidence

tOftSurgicaltSitetInfectiontUsingtSubcutaneoustNegativetSuctiontDraintVersus

tPassivetDraintIntAbdominaltSurgeriestwhichtistbeingtconductedtintRtLtJalapp

atHospital. 

Mytclinicaltfindings,tinvestigations,tintraoperativetresults,tandtpostoperativetco

ursetwilltbetevaluatedtandtrecordedtfortstudytpurposes,titthastbeentmadetcleartt

otme. 

Ithavetbeentinformedtthattmytparticipationtintthiststudytistentirelytoptionaltand

tthattItcantleavetattanyttime;tdoingtsotwon'tthavetantimpacttonthowtItinteracttw

ithtmytdoctortorthowtmytillnesstistbeingttreated. 

InttermstItcouldtcomprehend,tthetfollow-

uptinformationtastwelltastpotentialtadvantagestandtdisadvantagestfromtactionst

havetbeentoutlined. 

Itamtawaretthattalltoftthetinformationtabouttmetdiscoveredtduringtthetstudytwil

ltbetkepttconfidential,tandtthattmytinformationtwilltbetconcealedtwhentthetresu

ltstaretpublishedtortshared. 

Itherebytprovidetmytinformedtconsentttotparticipatetintthiststudytintfull. 

Signature/tthumbtimpressiontoftthetpatient: 

Name: 

Signature/tthumbtimpressiontoftthetwitness: 

Name: 

Relationttotpatient: 

Date:tttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttPlace: 
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ರ  ೋಗಿಯtಒಪ್ಪಿಗ tಪತ್ರ 

ನಾನುtಶಿೀ.t/tಶಿೀ.tನನೆtಸವೋಂತtಅಥಿವಾಗುವtಭಾಷೆಯಲ್ಲtಿವಿವರಿಸಲಾಗಿದೆ,tಅೋಂದರೆtನನೆನುೆt
ಅಧ್ಯಯನದಲಿ್ಲtಸೆೀರಿಸಲಾಗುವುದು,tಅೋಂದರೆ:tಹೆಚ್ಚಿನtಅಪಾಯದtಸೋಂದರ್ಿಗಳಲ್ಲtಿಸರ್ಜಿಕಲ್tಸೆೈ
ಟ್tಸೆ ೀೋಂಕ್ರನಲ್ಲtಿಪ್ರೀಸ್್tಆಪ್ರೆೀಟಿವ್tಸಪಿ್ಪಮೋಂಟಲ್tಆಕ್ರಿರ್ನ್tಪ್ರಿಣಾಮಕಾರಿತವವನುೆtಹೆ ೀಲ್ಲ
ಸಲು 

t 

ನನೆtಕ್ರಿನ್ಸಕಲ್tಆವಿಷಾೆರಗಳು,tತನ್ಸಖೆಗಳು,tಇೋಂಟ್ಾಿಆಪ್ರೆೀಟಿವ್tಆವಿಷಾೆರಗಳು,tಶಸರಚ್ಚಕ್ರತ್ೆಿ
ಯtನೋಂತರದtಕೆ ೀಸ್ಿtಅನುೆtಮ ಲಯಮಾಪ್ನtಮತುಿtಅಧ್ಯಯನದtಉದೆಾೀಶಕಾೆಗಿtದಾಖಲಲ್ಲಸ
ಲಾಗುವುದುtಎೋಂದುtನನಗ್ೆtವಿವರಿಸಲಾಗಿದೆ.tಅಧ್ಯಯನದtಸಾಧ್ಕ-

ಬಾಧ್ಕಗಳtಬಗ್ೆೆಯ tನನಗ್ೆtವಿವರಿಸಲಾಗಿದೆ. 

ಈtಅಧ್ಯಯನದಲಿ್ಲtನನೆtಭಾಗವಹಿಸುವಿಕೆಯುtಸೋಂಪ್ೂರ್ಿವಾಗಿtಸವಯೋಂಪೆಿೀರಿತವಾಗಿದೆtಎೋಂದುt
ನನಗ್ೆtವಿವರಿಸಲಾಗಿದೆ,tಮತುಿtನಾನುtಯಾವುದೆೀtಸಮಯದಲಿ್ಲtಅಧ್ಯಯನದಿೋಂದtಹಿೋಂದೆtಸರಿಯ
ಬಹುದುtಮತುಿtಇದುtನನೆtವೆೈದಯರೆ ೋಂದಿಗಿನtನನೆtಸೋಂಬೋಂಧ್tಅಥವಾtನನೆtಕಾಯಲೆಗ್ೆtಚ್ಚಕ್ರತ್ೆಿ
ಯtಮೀಲೆtಪ್ರಿಣಾಮtಬೀರುವುದಿಲಿ. 

ನನೆtಸವೋಂತtಅಥಿವಾಗುವtಭಾಷೆಯಲ್ಲ,ಿtಮುೋಂದಿನtವಿವರಗಳುtಮತುಿtಮಧ್ಯಸಿಥಕೆಗಳtಕಾರರ್ದಿೋಂ
ದಾಗಿtಸೋಂರ್ವನ್ಸೀಯtಪ್ಿಯೀರ್ನಗಳುtಮತುಿtಪ್ಿತ್ತಕ ಲತ್ೆಗಳtಬಗ್ೆೆtನನಗ್ೆtವಿವರಿಸಲಾಗಿದೆ. 

ಅಧ್ಯಯನದtಸಮಯದಲಿ್ಲtತ್ೆಗ್ೆದtನನೆtಎಲಾtಿವಿವರಗಳನುೆtಗ್ ಪ್ಯವಾಗಿಡಲಾಗಿದೆtಮತುಿtಸೋಂ
ಶೆ ೀಧ್ನೆಗಳನುೆtಪ್ಿಕಟಿಸುವಾಗtಅಥವಾtಹೋಂಚ್ಚಕೆ ಳುಳವಾಗ,tನನೆtಗುರುತನುೆtಮರೆಮಾಚಲಾ
ಗುತಿದೆtಎೋಂದುtನಾನುtಅಥಿಮಾಡಿಕೆ ೋಂಡಿದೆಾೀನೆ. 

ವಿಚಾರಣೆಗ್ೆtನನೆtಬಳಿtಪ್ಿಧಾನtತನ್ಸಖಾಧಿಕಾರಿtಮೊಬೆೈಲ್tಸೋಂಖೆಯtಇದೆ. 

ಈtಅಧ್ಯಯನದಲಿ್ಲtಸೆೀರಿಸಲುtನನೆtಸೋಂಪ್ೂರ್ಿtಮನಸಿಿನಲಿ್ಲtನಾನುtಸೋಂಪ್ೂರ್ಿtಒಪ್ಪಪಗ್ೆtನ್ಸೀಡು
ತ್ೆಿೀನೆ. 

t 
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ರೆ ೀಗಿಯtಸಹಿ:tಡಾ. 

ಹೆಸರು:tರ್ ನ್ಸಯರ್tರೆಸಿಡೆೋಂಟ್ 

PHtಸೋಂಖೆಯ:t9700634347t 

ಸಹಿ:t 

ಸಾಕ್ಷಿಯtಸಹಿ: 

ಹೆಸರು: 

ರೆ ೀಗಿಗ್ೆtಸೋಂಬೋಂಧ್ 
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ANNEXURE:tIV:ttIMAGESt 
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ANNEXUREt–tIV:tMASTERtCHART 
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