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Surgical Wound Dehiscence (SWD)

Impact on Patients + Society 

Severe impact on a patient’s psychosocial wellbeing

Not restricted to inpatient hospital care

Majority are cared for in the Community 

High cost and resource burden in outpatient and community 
settings



Surgical Wound Complications 

 Surgical site infection (SSI)

 Surgical wound dehiscence (SWD)

 Hyper granulation

 Peri-wound maceration

 Scarring

 Medical adhesive-related skin injury



Signs That Healing Is Impaired

 Prolonged Inflammation at the incisional site 

 Increased redness, swelling, warmth and pain beyond 5 days post op 

 Collection of fluid under the incision 

 Serous or purulent discharge (cloudy, green, brown)

Not all dehisced wounds are infected 

or require treatment for infection 

and not all infected or inflamed 

wounds dehisce



Causes of SWD 

Problem with Closure 

Risk Factors Cough or rupture
of incision 



Surgical Wound Dehiscence (SWD)
Consensus Document 

World Union of Wound Healing 
Societies (WUWS) consensus 
document

Best available evidence 
Expert opinions 
Opportunity to improve the care 

and outcomes of patients with 
surgical wounds 



Synonyms for Surgical Wound Dehiscence (SWD)

Called many different Names 

Wound disruption

Wound separation

Wound opening

Wound rupture

 Wound breakdown

Wound failure

 Surgical site failure

 Burst abdomen



Definition of SWD
Definition

Separation of the margins of a closed surgical incision that has 
been made in the skin, with or without exposure or protrusion  
of underlying tissue, organs or implants 

(Wound International, 2018) 



SWD - Assessment

Assessment the Whole Person 

General condition of the patient 

Medical and surgical history

Contributing factors that may impair healing

Pain 

Wound Assessment and Plan  



Treat The Whole Patient 

Not The Hole In The Patient

It’s Not The Wound That Is Complex 

It’s The Patient
Sussman, 2004



Initial Goal 

Diagnosis 

SWD - Assessment



Factors that may 
impede healing  

Intermittent
Goal setting

Discharge planning

SWD - Assessment



Wound Assessment
TIME 



Assessment  - T-Tissue
Location and Depth 

Assess Specifics

Location and 
extent of 
dehiscence

Location of the incision 
Proportion of the incision affected 
Number of areas of dehiscence 
Presence of sutures/clips and condition 
(intact/broken)

Depth of
dehiscence 

Partial or full-thickness dehiscence and tissue
layers affected 
Extension to or exposure of organs/bone/implant 

Wound Bed 
Tissue

Black, Yellow, Red or Pink 

Dimensions Maximum length, width, depth
Presence of undermining/tunnelling 



T for Tissue
Wound Bed

Assess Specifics

Location and 
extent of 
dehiscence

Location of the incision 
Proportion of the incision affected 
Number of areas of dehiscence 
Presence of sutures/clips and condition 
(intact/broken)

Depth of
dehiscence 

Partial or full-thickness dehiscence and tissue layers 
affected 
Extension to or exposure of organs/bone/implant 

Wound Bed Tissue Black, Yellow, Red or Pink 

Dimensions Maximum length, width, depth 
Presence of undermining/tunnelling 

TIME



T for Tissue
Wound Bed

Dry eschar 

Black Necrosis 
Yellow slough 

Granulation 
tissue 

Epithelising 



T for Tissue
Wound Bed

Dry eschar 

Black Necrosis 
Yellow slough 

Granulation 
tissue 

Epithelising 

TIME



T for Tissue
Wound Bed

Dry eschar 

Black Necrosis 
Yellow slough 

Granulation 
tissue 

Epithelising 

TIME



T for Tissue
Wound Bed

Dry eschar 

Black Necrosis 
Yellow slough 

Granulation 
tissue 

Epithelising 

TIME



T for Tissue
Wound Bed

Clinical judgment to assess signs of healing

Decreasing amount of exudate 

Wound bed tissue improvement 

Dry eschar 

Black 
Necrosis 

Yellow 
slough 

Granulation 
tissue 

Epithelising 

TIME



Assessment  - T for Tissue

Measurements

Assess Specifics

Location and 
extent of 
dehiscence

Location of the incision 
Proportion of the incision affected 
Number of areas of dehiscence 
Presence of sutures/clips and condition 
(intact/broken)

Depth of
dehiscence 

Partial or full-thickness dehiscence and tissue layers 
affected 
Extension to or exposure of organs/bone/implant 

Wound Bed 
Tissue

Black, Yellow, Red or Pink 

Dimensions Maximum length, width, depth 
Presence of undermining/tunnelling 

TIME



Document the results of all wound 
assessments

 Find the true extent of the Wound

A short area of dehiscence is not necessarily 
only superficial and may extend deeply

Assessment  - T for Tissue
Measurements 

TIME



Assessment  - T for Tissue
Measurements 

Consistent method for measuring longest  
wound length and widest width

 If more than one area of dehiscence is present, 
each area should be assessed individually

Use Clock face to describe e.g. 9 cm sinus at 12 
o’clock

Legs 

Left Right

Head 

TIME



Don’t Use Metal Probes  Use soft tipped Measurement Probes 

Probing should be done gently by competent clinician

Probing TIME



Monitoring Healing
TIME



I – Inflammation/Infection 
Local and Systemic Signs 

Assess Specifics

Local indicators Erythema – localised or spreading (cellulitis)
Pus/purulent or haemopurulent exudate
Abscess
Swelling/induration
Local warmth
Malodour
Unexpected pain or tenderness

Systemic signs 
and symptoms

Malaise
Loss of appetite
Pyrexia or hypothermia
Tachycardia, Tachypnoea
Elevated C-reactive protein (CRP)
Elevated or suppressed white blood cell count
Sepsis

TIME


