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Abstract:

Background: Surgical site infection (SSI) is one of the most common postoperative complications and ‘remains
a significant concern in abdominal surgeries. It contributes to delayed wound healing, prolonged hospitalization,
increased healthcare costs, and higher morbidity, making its prevention an important aspect of surgical care.
Aim: To evaluate the incidence of surgical site infections and identify the associated risk factors among patients
undergoing elective abdominal surgeries.

Methodology: A prospective observational study was conducted in the Department of General Surgery at Patna
Medical College and Hospital, Patna, Bihar, India, over a period of six months. A total of 80 patients aged 18
years and above undergoing elective abdominal surgeries were included. Demographic, clinical, and operative
data were collected using a structured proforma. Patients were followed for 30 days postoperatively to detect SSI.
Statistical analysis was performed using SPSS version 27.0.

Results: Among the 80 patients, 12 developed surgical site infection, resulting in an incidence of 15%. Diabetes
mellitus (p=0.02), smoking (p=0.04), and obesity (p=0.05) were significantly associated with SSI. Operative
factors such as duration of surgery greater than 120 minutes (p=0.01), use of surgical drains (p=0.04), and open
surgical approach (p=0.03) also showed significant association with SSI.

Conclusion: Surgical site infections remain an important complication in elective abdominal surgeries. Patient-
related factors and operative variables significantly influence SSI occurrence, emphasizing the need for proper
preoperative optimization and adherence to preventive surgical practices.
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Introduction

Surgical site infection (SSI) has been one of the
most common and most clinical problematic com-
plications, after operative procedures, though de-
spite the significant improvement in surgical tech-
niques, perioperative anesthesia, antibiotic prophy-
laxis, and perioperative infection control measures
[1]. The general definition of SSI is a postoperative
infection at or around the surgical site within a given
postoperative time and could include the superficial
skin and subcutaneous tissue, deeper tissue, fascia,
and muscle or even organ/space tissue that was in-
volved in surgery. The incidence of SSI is deemed
to be a significant pointer to the quality of surgical
care and hospital practices of infection control. Be-
sides being a quantifiable clinical outcome, SSI is
also a patient-centered issue since it directly impacts
postoperative recovery, makes patients more
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uncomfortable, prolongs normal activity retention,
and it could cause decreased patient trust in surgical
management.

Elective abdominal surgeries are especially signifi-
cant in the context of researching on surgical site in-
fections, as this type of surgery involves a rather di-
verse scope of operations associated with varying
degrees of contamination risk and difficulty [2]. The
abdomen has a few organs that are linked to endog-
enous microbial flora, and the surgery in this area
can involve access into the gastrointestinal tract, the
interference of the biliary system, or the exposure to
intra-abdominal contents. They may be associated
with the high risk of bacterial contamination and
wound infection even during planned elective pro-
cedures. In addition, abdominal surgeries can
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usually suffer relatively large incisions, large
amounts of tissue manipulation, and extend into
longer operating times than other surgery special-
ties. Surgical drainage, postoperative procedures,
prostheses, and sutures can also have additional ef-
fects on the microbial sort of the surgical wound [3].
Consequently, the occurrence of the SSI in ab-
dominal surgery can hardly be ascribed to one stim-
ulus but is the result of the interplay of the host fac-
tors, operation factors, and the postoperative factors.

Surgical site infection has a large clinical and eco-
nomic burden. Individuals ‘that develop SSI in most
cases have a low healing rate of wounds, chronic
pain, and increased hospitalization [4]. Such compli-
cations might involve further diagnostic tests, re-
dressing of the wound, prolonged use of antibiotics
or even re-operation in extreme conditions. The oc-
currence of SSI also contributes to chances of un-
planned visits to outpatient environment, emergency
visitations, and re-hospitalization, which further im-
poses extra burden on healthcare facilities. Institu-
tionally, SSI leads to high healthcare expenses
through longer hospitalization, use of more medical
supplies, antimicrobial treatment, and extra labor by
staff. Moreover, more and longer exposure to antibi-
otics due to the treatment of SSI can be considered
as an addition to the overall problem of antimicro-
bial resistance in the world. The surveillance of the
incidence and the etiology of SSI is an indispensable
part of patient safety programs and antimicrobial
stewardship in tertiary care hospitals where surgical
operations are often complicated.

Various causes of surgical site infections have been
established to be quite numerous. These aspects may
be broadly classified as patient-related and proce-
dure-related risk determinants. Demographic and
clinical factors that would affect the patient concern
age, nutritional deficiencies, obesity, diabetes melli-
tus, smoking and anemia as well as increased anes-
thetic risk groups [5]. Most of these conditions have
a negative influence on normal physiological events
that are necessary in wound healing. An example is
impaired immune system, decreased tissue oxygen-
ation, and impaired microcirculation that may pre-
dispose one to an infection. These risk factors can be
potentially changed in elective surgical pathways.
Proper glycemic regulation of diabetic patients, pre-
operative smoking cessation, anemia correction, and
enhancement of nutritional status are all optimiza-
tion measures ‘that can be taken to considerably de-
crease the risk of postoperative infection. Thus, it is
crucial to find these patient-specific predictors to use
them in the successful preoperative evaluation and
risk reduction.

The factors related to the procedures also are critical
in the development of the SSI. These will consist of
the nature and the complexity of the operation, the
method of the surgery (open or minimum by the in-
vasiveness), the nature of the wound contamination,
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the duration of the surgery, blood loss during the sur-
gery and the usage of the drain or foreign object [6].
Increased operational time can lead to greater con-
tamination of bacteria and tissue injury whereas the
excessive loss of blood can impair tissue perfusion
and blood oxygenation. The labeling of the surgical
wound (clean or contaminated) gives a clue of the
number of microbes that might be experienced dur-
ing the procedure. Further, compliance with the right
antibiotic prophylaxis, the right time and amount of
antibiotics is an important consideration in the pre-
vention of postoperative infections. Poor prophy-
laxis or delays in taking antibiotics may also play a
major role in enhancing chances that the surgical
wound will become colonized by microbes.

Elective abdominal surgery also emphasizes on ap-
propriate perioperative metabolic control especially
when it comes to blood glucose level. Hyperglyce-
mia is proved to cause the deterioration of the leu-
kocyte functions, decreased phagocytic ability, and
microvascular circulation, making the body more
prone to infection [7]. Transient hyperglycemia can
also occur in patients who were not diagnosed with
diabetes previously because of the emotional stress
that is part of the physiological response to surgery.
Other influences can also be observed like the use of
corticosteroids, intake of dextrose-containing intra-
venous fluids, and postoperative nutrition, which
can further affect the level of blood glucose. As a
result, close monitoring and control of the perioper-
ative glycemic status have become viable and useful
measures of minimizing occurrence of SSI. The next
factor that should be taken into account during ab-
dominal surgery is the option of open and laparo-
scopic surgeries. Minimal invasive procedures nor-
mally have fewer tissue trauma, less incisions, and
less exposure of internal organs to external contam-
inants, which can help in minimizing infections [8].
Nevertheless, the choice between surgical methods
is preconditioned by the patient features, severity of
the disease, as well as the experience of the surgeon,
so it is significant to compare the results of SSI re-
lated to both methods.

Clinicians face difficulties with accurate surveil-
lance and detection of surgical site infections be-
cause of existing challenges in their work. Some
SSIs first become visible during the early days of a
patient's hospital stay but most infections develop
after the patient leaves the hospital [9]. Tertiary
health facilities that treat patients from distant re-
gions have different follow-up procedures because
their patients may choose to get treatment at other
medical centers when they face complications. The
actual rate of surgical site infections will be underre-
ported because medical facilities need to establish
complete follow-up procedures for their patients.
The medical field needs to use post-discharge sur-
veillance methods that include scheduled outpatient
visits and wound assessments and structured
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telephonic follow-up to achieve better detection re-
sults. The health care setting requires prospective
observational studies which utilize defined diagnos-
tic criteria and surveillance protocols to determine
surgical site infection rates and associated risk fac-
tors.

The national and international guidelines that rec-
ommend standardized bundles for SSI prevention
show variable effectiveness across different local
environments. The patient population together with
the types of surgical procedures and the available
resources and operating room practices and infec-
tion control protocol compliance determine treat-
ment Ttesults. Tertiary care hospitals which provide
services for various elective abdominal surgeries
need to collect local epidemiological data to assess
their unique risk profiles. The identification of fac-
tors which include advanced age and higher ASA
grades and diabetes and obesity and contaminated
wounds and prolonged operative time and use of sur-
gical drains and postoperative hyperglycemia shows
their highest association with SSI development.
Such information can also assist in risk stratifica-
tion, preoperative patient counseling, and optimiza-
tion of perioperative care pathways.

The current research intends to study surgical site
infection rates together with their associated risk
factors among patients who receive elective ab-
dominal surgical procedures. The study utilizes sys-
tematic evaluation of patient data together with sur-
gical details and their recovery results to identify
factors that lead to surgical site infections within this
particular surgical group. The research results will
deliver important findings which will help to de-
velop better methods for preventing infections and
achieving better surgical results and maintaining
safer patient care throughout the surgical process.

Methodology

Study Design: The present study was designed as a
prospective observational study conducted to evalu-
ate the incidence and associated risk factors of sur-
gical site infections (SSI) among patients undergo-
ing elective abdominal surgeries.

Study Area: The study was conducted in the De-
partment of General Surgery, Patna Medical Col-
lege and Hospital, Patna, Bihar, India.

Study Duration: The duration of the study was six
months from March 2025 to August 2025.

Study Participants
Inclusion Criteria

e Patients aged 18 years and above undergoing
elective abdominal surgeries.

e Patients who underwent planned abdominal
surgical procedures requiring surgical incision.
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e Patients willing to provide written informed
consent for participation in the study.

e Patients who were available for postoperative
follow-up for at least 30 days after surgery.

Exclusion Criteria

e Patients undergoing emergency abdominal sur-
geries.

e Patients with pre-existing infection at or near
the operative site.

e Patients with systemic infection or sepsis at the
time of surgery.

e Patients with grossly contaminated or dirty sur-
gical wounds at presentation.

e Patients receiving immunosuppressive therapy,
such as long-term steroid therapy, chemother-
apy, or those with known immunodeficiency
disorders.

e Patients who were lost to follow-up or whose
postoperative assessment for SSI could not be
completed.

Sample Size: A total of 80 patients undergoing
elective abdominal surgeries in the Department of
General Surgery during ‘the study period was in-
cluded in the study based on the inclusion and ex-
clusion criteria.

Procedure: All eligible patients scheduled for elec-
tive abdominal surgery during the study period were
screened and enrolled after obtaining written in-
formed consent. Demographic and clinical details of
the patients were recorded using a structured data
collection proforma. Baseline information included
age, gender, body mass index (BMI), smoking his-
tory, alcohol consumption, and associated comor-
bidities such as diabetes mellitus, hypertension,
chronic kidney disease, and chronic liver disease.
Preoperative laboratory investigations including he-
moglobin level, total leukocyte count, blood glucose
level, and serum albumin were also documented.

All patients received standard perioperative care ac-
cording to institutional protocols. Preoperative skin
preparation and aseptic surgical techniques were
strictly followed in the operating theatre. Prophylac-
tic antibiotics were administered before surgical in-
cision as per departmental guidelines, and details re-
garding the type of antibiotic, timing of administra-
tion, and duration of postoperative antibiotic therapy
were recorded.

The surgical procedures were performed by experi-
enced consultant surgeons or supervised postgradu-
ate ‘trainees. Intraoperative data such as type of sur-
gical procedure, operative approach (open or laparo-
scopic), wound classification (clean, clean-contami-
nated, or contaminated), duration of surgery, esti-
mated blood loss, and use of surgical drains or pros-
thetic materials were documented. Postoperative
variables including need for intensive care unit ad-
mission, postoperative blood glucose levels,

International Journal of Pharmaceutical Quality Assurance

803



International Journal of Pharmaceutical Quality Assurance

duration of urinary catheterization, and length of
hospital stay were also recorded.

Patients were monitored closely during the postop-
erative period for signs and symptoms of surgical
site infection. Surgical wounds were examined daily
during the hospital stay for evidence of redness,
swelling, pain, discharge, or wound dehiscence. Sur-
gical site infection was defined according to stand-
ard diagnostic criteria and categorized as superficial
incisional, deep incisional, or organ/space infection.
After discharge, patients were followed up through
outpatient visits or telephonic communication for up
to 30 days after surgery to identify any delayed onset
of SSI. When infection was suspected, wound swab
or pus samples were collected and sent for microbi-
ological culture and sensitivity testing as clinically
indicated.

Statistical Analysis: All collected data were entered
into a Microsoft Excel spreadsheet and subsequently
analyzed using Statistical Package for the Social
Sciences (SPSS) version 27.0. Continuous variables
were expressed as mean and standard deviation,
while categorical variables were presented as fre-
quency and percentage. The association between
surgical site infection and potential risk factors was
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evaluated using appropriate statistical tests such as
the Chi-square test or Fisher’s exact test for categor-
ical variables and the independent sample t-test for
continuous variables. A p-value of less than 0.05
was considered statistically significant. The findings
were presented in the form of tables and graphs for
better interpretation and understanding of the re-
sults.

Result

Table 1 shows ‘the distribution of patients according
to age group among the total sample of 80 partici-
pants. The highest proportion of patients belonged
to the 3140 years age group, accounting for 22 pa-
tients (27.5%). This was followed by the 41-50
years age group with 20 patients (25%). The 18-30
years age group included 18 patients (22.5%), indi-
cating a considerable representation of younger
adults in the study. Patients aged 51-60 years com-
prised 12 individuals (15%), while the lowest pro-
portion was observed in those aged above 60 years,
with 8 patients (10%). Overall, the findings suggest
that the majority of the study population was con-
centrated in the middle-aged groups, particularly be-
tween 31 and 50 years.

Table 1: Distribution of Patients According to Age Group (N = 80)

Age Group (Years) Number of Patients Percentage (%)
18-30 18 22.5

3140 22 27.5

41-50 20 25

51-60 12 15

>60 8 10

Total 80 100

Table 2 shows the distribution of patients according
to gender. Out of the total 80 patients included in the
study, the majority were males. A total of 46 pa-
tients (57.5%) were male, whereas 34 patients
(42.5%) were female. This indicates ‘that male pa-
tients constituted a higher proportion of the study
population compared to female patients. The

difference suggests that the condition or surgical
procedures evaluated in the present study were more
commonly observed or performed among male pa-
tients than females. Overall, the gender distribution
demonstrated a male predominance among the pa-
tients included in the study.

Table 2: Distribution of Patients According to Gender
Gender Number of Patients Percentage (%)
Male 46 57.5
Female 34 42.5
Total 80 100

Table 3 shows the incidence of surgical site infection
(SSI) among the patients included in the study. Out
of the total 80 patients who underwent elective ab-
dominal surgeries, 12 patients developed surgical
site infection, accounting for 15% of the study pop-
ulation. On the other hand, the majority of patients,
68 (85%), did not develop any signs of SSI during
the postoperative period. This indicates that the
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overall incidence of surgical site infection in the
present study was 15%, while most of the patients
experienced normal postoperative recovery without
infection. The findings suggest that although SSI oc-
curred in a limited proportion of cases, it still repre-
sents a significant postoperative complication that
requires proper preventive measures and monitor-
ing.
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Table 3: Incidence of Surgical Site Infection (SSI)

Surgical Site Infection Number of Patients Percentage (%)
SSI Present 12 15

SSI Absent 68 85

Total 80 100

Table 4 shows the association between selected risk
factors and the occurrence of surgical site infection
(SSI) among patients undergoing elective abdominal
surgeries. Among the 80 patients included in the
study, SSI was present in 12 patients and absent in
68 patients. Diabetes mellitus was observed in 20
patients, of whom 6 developed SSI while 14 did not,
and this association was found to be statistically sig-
nificant (p = 0.02). Smoking was present in 21 pa-
tients, with 5 patients developing SSI and 16 patients
not developing SSI, also showing a statistically sig-
nificant association (p = 0.04). Obesity (BMI >30)

was noted in 16 patients, among whom 4 patients
developed SSI and 12 did not, indicating a border-
line statistically significant association (p = 0.05). In
contrast, hypertension was present in 21 patients,
with 3 patients developing SSI and 18 patients Te-
maining free from infection, and this association
was not statistically significant (p = 0.41). Overall,
the findings suggest that diabetes mellitus, smoking,
and obesity were important risk factors associated
with the development of surgical site infection in the
present study.

Table 4: Association Between Selected Risk Factors and Surgical Site Infection
Risk Factor SSI Present (n=12) SSI Absent (n=68) | Total P value
Diabetes Mellitus 6 14 20 0.02
Smoking 5 16 21 0.04
Obesity (BMI>30) | 4 12 16 0.05
Hypertension 3 18 21 0.41

Table 5 shows the association between operative
factors and the occurrence of surgical site infection
(SSI) among patients who underwent elective ab-
dominal surgeries. Out of the total patients with SSI
(n=12), a higher proportion had a duration of surgery
greater than 120 minutes, with 7 cases compared to
18 cases among patients without SSI (n=68), and
this association was statistically significant
(p=0.01). The use of surgical drains was also asso-
ciated with an increased incidence of SSI, as 6 pa-
tients with SSI had drains placed compared to 20 pa-

‘relationship (p=0.04). Furthermore, open surgical
procedures were more commonly associated with
SSI, with 9 cases occurring in the SSI group com-
pared to 34 cases in the non-SSI group (p=0.03). In
contrast, laparoscopic surgeries showed a lower oc-
currence of SSI, with only 3 cases in the SSI group
compared to 34 cases in the non-SSI group, which
was also statistically significant (p=0.03). These
findings suggest that longer operative duration, use
of drains, and open surgical techniques are im-
portant operative factors associated with a higher

tients without SSI, showing a significant risk of surgical site infection.
Table 5: Association Between Operative Factors and Surgical Site Infection
Operative Factor SSI Present (n=12) SSI Absent (n=68) P value
Duration of Surgery >120 min 7 18 0.01
Drain Used 6 20 0.04
Open Surgery 9 34 0.03
Laparoscopic Surgery 3 34 0.03

Discussion

The current research findings discover essential in-
formation about how surgical site infections (SSI)
develop through different demographic and clinical
and surgical elements in elective abdominal surgery
procedures. The study found that 15% of patients de-
veloped SSI after surgery but 12 out of 80 patients
showed symptoms of infection after their operations.
This finding matches results from multiple studies
which researchers conducted in various healthcare
environments. Alkaaki et al. (2019) [10] reported an
SSI incidence of 16.3% (55 out of 337 patients) in
patients undergoing abdominal surgery which
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closely resembles the rate observed in the present
study. The study by Titus et al. (2022) [11] found
that 12.2% of abdominal surgery patients developed
SSI which affected 37 out of 304 studied cases.
These similarities show that surgical site infections
remain a common problem after surgery because
surgeons have made progress in both surgical meth-
ods and infection control methods. The systematic
review conducted by Allegranzi et al. (2011) [12]
showed that developing countries experience 5.6 in-
fections per 100 surgical procedures according to
their combined cumulative infection rates. The pre-
sent study found a higher infection rate than the
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pooled estimate yet particular surgical methods and
patient attributes and healthcare facility characteris-
tics created this difference.

The present age distribution study found that most
participants were between 31-40 years and 41-50
years age ranges which showed that middle-aged
people received more elective abdominal surgeries.
Titus et al. (2022) conducted a study which found
that 30-49 years age group provided the largest per-
centage of abdominal surgery patients who made up
40 percent of the entire study cohort. Middle-aged
people show higher rates of abdominal surgery be-
cause they experience more gastrointestinal disor-
ders and hernias and gallbladder diseases which typ-
ically develop during that stage of life. The present
study did not assess age as a direct risk factor, but
existing research demonstrates that older individuals
develop higher infection Trisk because their immune
systems weaken and they have existing health con-
ditions.

The current research showed that male patients
made up 57.5% of the study population while female
patients accounted for 42.5% of the study group. Al-
kaaki et al. (2019) reported similar results when they
found that about 60% of patients who had abdominal
surgery were men. The surgical condition pattern
exists because inguinal hernia and gastrointestinal
disorders occur more frequently in men than in
women. The studies show that gender does not affect
the risk of surgical site infection because infections
develop from comorbidities and operative elements
instead of demographic factors.

The present study established a major discovery
which demonstrated that diabetes mellitus leads to
increased risk of surgical site infection. Among the
20 diabetic patients, 6 patients (30%) developed SSI.
Martin et al. (2016) [13] conducted a systematic re-
view and meta-analysis which showed that diabetes
increases SSI risk through a pooled odds ratio of
1.53 (95% CI 1.11-2.12). The immune system of di-
abetic patients becomes more vulnerable to infec-
tions because their chronic high blood sugar levels
lead to impaired immune function and less oxygen
supply to body tissues and slower recovery from
wounds. Elevated glucose levels create a conducive
environment for bacterial growth which raises the
risk of infection after surgery. The implementation
of strict glycemic control during the perioperative
period stands as a crucial method to decrease the risk
of surgical site infections.

The research found that smoking exists as a major
risk element for the study. Among 21 smokers, 5 pa-
tients (23.8%) developed SSI. Various surgical in-
vestigations have produced similar results which
show that smoking has two negative effects on
wound healing. Smoking leads to vasoconstriction
which results in decreased tissue oxygen levels that
disrupt the body's natural defense systems against
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microbial attacks. The surgical literature has consist-
ently linked smoking to postoperative infection alt-
hough different studies report varying incidence
rates (Mangram et al., 1999; Berrios-Torres et al.,
2017) [14,15].

The present study found that obesity displayed a bor-
derline statistical link to surgical site infections. The
16 patients with obesity (BMI >30) experienced 4
infection cases which equals 25% of their group.
The research conducted by Waisbren et al. (2010)
[16] found that 15.2% of obese patients developed
surgical site infections while only 5% of non-obese
patients experienced the same condition, which
shows that people with higher body fat have an in-
creased infection risk. Obese people face higher sur-
gical risks because their body fat creates two prob-
lems: their fat tissue becomes less vascular and their
body tissue becomes less able to use oxygen. The
presence of subcutaneous tissue at greater thickness
levels creates conditions that support bacterial de-
velopment, which results in higher rates of surgical
site infections.

The current research found no significant link be-
tween hypertension and SSI because only 3 of 21
hypertensive patients developed infection. Surgical
site infection research studies showed similar results
because hypertension did not serve as an independ-
ent risk factor for surgical site infection. Postopera-
tive complications occur because hypertension acts
as a secondary risk factor which combines with dia-
betes and obesity and cardiovascular disease
(Calderwood et al., 2023) [17].

The study found that surgical site infections were in-
fluenced by both surgical procedures and their oper-
ative components. The study found that surgeries
lasting more than 120 minutes had a higher risk of
surgical site infections which resulted in seven cases
of infection during operations that extended beyond
two hours. Titus et al. (2022) found that surgical pro-
cedures lasting more than four hours increased the
risk of surgical site infections. The longer surgical
procedures result in extended tissue exposure to en-
vironmental microorganisms which increases the
probability of tissue damage and blood loss and con-
tamination that heightens the chance of postopera-
tive infection.

The implementation of surgical drains for medical
procedures resulted in six cases of surgical site in-
fection because it increased the risk of infection.
Drains, which doctors use to stop fluids and blood
from collecting at surgical sites, create a risk of bac-
terial infection when healthcare staff members do
not handle them properly. The guidelines and infec-
tion prevention measures from earlier times both es-
tablish that hospitals must reduce their usage of
drains while maintaining proper sterile techniques
for all cases that require drain placement (Berrios-
Torres et al., 2017).
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The present study showed that different surgical
methods which surgeons used for operations caused
different rates of surgical site infections. Open sur-
gical procedures resulted in more infections than
laparoscopic procedures with nine infections occur-
ring during open surgeries and three infections dur-
ing laparoscopic procedures. The results of this
study show the same outcomes as Alkaaki et al.
(2019) who found that 35% of open surgeries re-
sulted in surgical site infections while only 4% of
laparoscopic procedures resulted in these infections.
Laparoscopic surgery uses smaller incisions which
require less tissue manipulation and keep internal or-
gans protected from outside contamination thus cre-
ating a safer surgical environment with decreased in-
fection risk. Surgical teams today choose minimally
invasive surgical methods because these techniques
enable patients to recover quicker while they expe-
rience fewer complications after their operations.

The present study demonstrates that surgical site in-
fection functions as a multifaceted medical condi-
tion which develops through both patient character-
istics and surgical procedures. The presence of dia-
betes and smoking habits and obesity together create
higher infection risk for patients because of their
health conditions while the surgical team faces in-
creased operational threats through extended surgi-
cal times and drainage system installation and open
surgical techniques. Previous research has estab-
lished that successful SSI prevention demands hos-
pitals to implement complete programs which assess
patient risk before surgery and improve patient
health and maintain strict aseptic practices and con-
trol surgical activities. The implementation of risk
factor management by healthcare professionals will
lead to decreased surgical site infection rates and
better surgical results for patients who undergo elec-
tive abdominal procedures.

Conclusion

The present study evaluated the incidence and risk
factors of surgical site infections among patients un-
dergoing elective abdominal surgeries. The overall
incidence of SSI was found to be 15%, indicating
that although most patients experienced normal
postoperative recovery, SSI remains an important
postoperative complication. The study identified
several significant risk factors associated with the
occurrence of infection. Patient-related factors such
as diabetes mellitus, smoking, and obesity showed a
significant or borderline significant association with
SSI, highlighting the importance of proper preoper-
ative assessment and optimization of patient health.
Among operative factors, prolonged duration of sur-
gery, use of surgical drains, and open surgical pro-
cedures were significantly associated with a higher
risk of infection, whereas laparoscopic surgery
showed comparatively lower infection rates. These
findings emphasize that surgical site infection is in-
fluenced by a combination of patient characteristics
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and operative practices. Therefore, effective preven-
tion requires comprehensive perioperative strategies
including risk factor control, strict aseptic tech-
niques, and careful surgical planning to improve
postoperative outcomes.
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