
 

MINOR WOUND INFXN 
local pain - red - discharge 

→ skin staph / strep 

give ABX only  if prosthesis 
involved 

WOUND CELLULITIS / 
ABSCESS 

starts with fever  

→ bowel Sx & contamination 

Culture cellulitis swab & ABX 
Surgical drainage of abscess 

POOR WOUND HEALING 

→ poor blood supply 

→ tight sutures 

→ long-term steroid Rx 
→ malnutrition / vit defic 

DEHISSED WOUND 
discharge++ beforehand 

→ insuffic abdo wall repair 

Cover with sterile, saline 
swabs, return to Surgery 

INCISIONAL HERNIA 

→ obesity, poor abdo mm 

→ insuffic wound closure 

Repair if strangulated, 
nuisance or pain 

RESPIRATORY PROBS 

→→→→Shallow breathing from pain, 

supine, abdo distension / 
constriction, sedatives, morphine,  

↑ ventilation rate  

→reduced gas exchange 
→secretion build-up: loss of 
cough reflex, reduced ciliary 
activity 
 

ATELECTASIS 
pale, tachypnoea, tachycardia, 

low-grade fever, ↓ breath sounds, 

dull to percussion, CXR, ↓ PaO2 
mucus blocks airways → distal 
lobes reabsorb air & collapse 
Physio (pre & post), pain relief, 
early mobilization 
Bronchodilators 

PNEUMONIAS 
Pyrexia, tachypnoea, tachycardia, 
(cyanosis), sputum (thick, 
purulent, green) 

→ chronic liung disease 

→ atelectasis 
→ aspirated gastric contents 
CAN CAUSE LUNG ABSCESS 
Sputum culture, ABX immed, 
Physio 

ARDS 
Rapid shallow breathing, scattered creps, low PaO2, 
diffuse lung opacification on CXR (normal cardiac 
diameter, PaCO2, no cough) 
(24-48h after insult) 

→direct / systemic insults to lung: eg. aspiration gastric 

acid, sepsis 
Lung capillaries leak → interstit edema. Alveolar lining 

cells damaged. Interstit edema. Stiff lungs. ↓ ventilation. 
90% MORTALITY –get to Intensive Care!! Mechanical 
ventilation 

DVT (50% silent) 
Popliteal vv: leg swelling & warmth, calf pain, pain on 
passive dorsiflexion (Homan’s sign)  
Ilio-femoral vv: diffuse swelling whole leg, pain in groin 
DIAGNOSE: 
Duplex Doppler ultrasound 
MGT:  
immediate Heparin, long-term Warfarin 
PREVENT:  
(1) low-dose Heparin (unfractionated/LMW) → 
reduces rate by 70% 
(2) calf compression devices 
(3) TED stockings (during & after) 
(4) early mobilisation 

PULMONARY EMBOLISM (day 4-7…and later) 
Big PE (>50% pulm arterial system): Sudden 
dyspnoea, cardiovasc collapse, pleuritic chest pain, 
pleural rub, haemoptysis  
Small PE: gen deterioration, confusion, 
breathlessness, chest pain, tachycard, fever (low 
grade) 
 
DIAGNOSE: V/Q scan for ventilation/perfusion 
mismatch 
MGT: embolectomy (if massive), systemic 
thrombolytic Rx (streptokinase), local thrombolytics 

RISK FACTORS: 
- trauma / surgery (lwr limbs/pelvis) 
- previous DVT 
- pre-existing leg venous disorders 
(causing stasis) 
- stasis during anaesthesia 
- malignancy 
- immobility 
- cardiac failure 
- oestrogen & pregnancy 
- pelvic masses 
- obesity 
- dehydration 
- pro-thrombotic blood disorders 

SEPSIS & MULTIPLE ORGAN FAILURE 
(1) Pulmonary failure (ARDS) (2) hepatic (↑ bilirubin, SGOT, LDH) (3)intestinal (stress 

bleeding) (4)renal (↑ plasma Cr, ↓ urine output) (5)cardiac (low CO, hypoT) 
XS inflammatory mediators, poor O2 delivery, gut flora cross sick intestinal barrier, reticulo-
endothelial system damage 
Find & remove source of infection, ABX, fluid & blood maintenance, oxygenation, enteral 
feeding, treat individual organs 

EARLY HAEMORRHAGE: 

→ anticoagulation 

→ liver / spleen nicked 

→ large raw surface 
Reverse heparin with protamine / replace 
deficient clotting factors. ?Return to surgery. 

LATE HAEMORRHAGE: 

→ infection (erodes vessels at op site) 

Treat infection. ?Return to surgery to ligate vessels 

 

Day 1 
 

Few days 
 

1 week 
put together by A

lex Y
artsev: Sorry if i used your im

ages
or data and forgot to reference you. T

ell m
e w

ho you are.
aleksei.igorevich@

gm
ail.com



 

ABSCESS 
(1) generally unwell & delayed 
recovery 
(2) swinging fever & local peritonitis 
(3) early septicemia 
- leaky bowel anastomosis 
MGT: reoperate to make a stoma from 
each end of failed anastomosis. Join 
up once infxn gone. 
- following treated peritonitis 
- faecal contamination of op site 
- PELVIC / SUBPHRENIC 
MGT: locate with CT, U/S. Aspirate to 
classify. Drain. 
(better since no contact with bowel) 

PERITONITIS 
ABDO PAIN: severe, diffuse, 
RIGIDITY, GUARDING  
(rapid or insidious) 
*elderly get little tenderness 
- anastomosis failure 
- bowel perforation (ischaemia / 
obstruction) 
- peptic ulcer perforation 
- abscess burst 
MGT: 
(1) make well again: RESUS & ABX 
(2) find problem: LAPAROTOMY 
(3) sanitize: PERITONEAL TOILET 

BOWEL FISTULA 
- anastomotic leak 
- bowel infarction / obstruction 
dehydration, e-lyte disturbances, intra-abdo 
inflammation, skin breakdown 

- prox sml bowel fistula (↑ digestive juices) 
MGT:  
*if minimal infection & obstruction → spontaneous 
closure (wks-months) 
*if prox sml bowel: total bowel rest (Nil by mouth, 
NG tube), nutrition to bypass bowel (parenteral / 
enteral) 
*if infxd, intensive care & reoperation:  make 
stomas from ends & drain. Treat infxn.  
(very high mortality) 

ACUTE ISCHAEMIC GUT 
(sudden deterioration days 

post-op) 
(1) Peritonitis signs  
(2) abdoXR: ‘thumb-printing’ & 
gas in bowel wall 
- Inf mesenteric artery obstruxn 
(gut necrosis → perforation) 
MGT: 
IMMEDIATE OPERATION!! to 
avoid perforation (usually fatal) 
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URINARY RETENTION 
- supine position 
-bladder overfill during op 
- transient neuro weirdness with voiding 
- pain: abdo / inguinal wound 
- constipation (most frequent cause) 
- bladder outlet obstruction 
post-op pain relief & mobilisation, 
encourage defecation (suppository), 
catheterisation (if all else fails) 

URNARY TRACT INFECTION 
Dysuria, frequency, unexplained 
pyrexia / septicaemia (may be silent) 
Very common post-op (esp women) 
- catheterization 

- ↓ urine output 
- bacteremia from operation / infxn 
- poor hygiene 
Good fluid input, ABX 

ACUTE RENAL FAILURE 
OLIGURIC PHASE: sudden onset oliguria, followed by big diuresis 
(unconcentrated) DIURETIC PHASE,  

If severe: ↑↑ blood urea, Cr, K 

- acute tubular necrosis: ↓ renal perfusion (hypoT) & hypoxia 
-toxins: aminoglycoside ABX (gentamicin etc.), myoglobin (crush syndrome) 
- hepatorenal ∆ 
PREVENTION: avoid hypoT, monitor nephrotoxic drugs (if high-risk patient: IV 
dopamine during op = protective) 
MGT: (MILD) fluid restriction, (SEVERE) dialysis (wks→mths) 

PRESSURE SORES 
espcially on heels & sacrum 

- ↓ pain response 
- pressure ischaemia 
- poor tissue perfusion 
- malnutrition 
PREVENTION: relieve heel pressure (heel rests, sheepskin, bean-bags), change posture often, check 
& massage pressure areas, manage incontinence 
MGT: remove necrotic tissue & control secondary infxn 

ILEUS 
Nausea, anorexia, 
vomiting 
- ops involving bowel 
handling / 
retroperitoneum 
MGT: reintroduce fluids 
gradually, then solids 

PSEUDO-OBSTRUXN 
No large bowel function 
- after Sx  (esp abdo) 
- severe hypoK+ 
- trauma to lower spine / 
retroperitoneum 
- anti-Parkinson’s drugs 
DIAGNOSIS: barium 
enema 
MGT: supportive 

EARLY POST-OP OBSTRUXN 
(uncommon) 

Vomiting, pain, constipation 
- twisted bowel 
- adhesions (1 wk post-op) FIBRINOUS 

- mucosal oedema around anastamosis 
(if gastrectomy) 
transient: empty bowel (NG aspiration), 
hydrate (IV fluids), if severe: laparotomy 
- strangulation (if toxic) 
Reoperation 

LATE POST-OP OBSTRUXN 
Months / years post op 
- FIBROUS adhesions 
as per early obstruxn 


