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UPDATE ON MANAGEMENT OF CHRONIC OSTEOMYELITIS:
REPORT OF FOUR CASES

Q.M. FASIKA and J.T. AROTIBA

. SUMMARY

Pessimism has existed concerning the cure of patients with chronic osteomyelitis, This has been
based on the luck of complete bone und soft tissue debridement in the fuce of inubility to completely
cover the resultunt wound with adequately perfused tissue. Regional and distant tissue transfers,
allow freedom of debridement based on tissue viability ruther thun on amount of local tisswe
available to close the wound. Four cases in which regionsl and distant flups were used to close defects
created afterdebridement are presented. Anoverview of reconstruction of such defects is discussed.
It is concluded thut early management of compound fractures particulurly those that require
reconstruction will prevent the development of chronic osteomyelitis and thercby undue mopbidity.

INTRODUCTION

Chronic oswomyelitis occurs us a result of blood
borne infection from a primanily focus, witd wlter infection
of devusculurised or devitalized bone as it ruunuy, and in
huemoglobinopathy. ‘The bones most conumonly aticcted
are the by, femur, humerus, radius and wna. Less
comunonly, the skull bones, mundible, following denw)
ubscess, stemum, following median stermotomy for cardiuc
surgery and thymomectony, are involved. The actiology
has shifted from a primary infectious origin (o waumawith
wcreasing morbidity both in.the developing and in the
developed world. Four cases managed in conjunction with
orthopuedic, maxillofucial und cardiothoracic surgery units
wre presented. :

N CASE REPORTS

Case 1: Master I, nine year old boy, was referred o plustic
surgery on account of a discharging wound ol aght leg with an
underlying tibiu) osteomyelitis in June 1992, This he had ucquired
as u progression of pyomyositis and septicaemiu. Under antibiotic
cover, he had upper one quarter of the tbia debnded along with
overlying sinus and surrounding tissue, A soheus muslee 1lup
cuvered with 4 akin grail was tunsferred to (1] the delect. He

. watked 1o our clinic for follow-up one year aller surgery without

any discharge.

Cuse 2: Mr A, was 245 year old man'who sustained gunshot
injury w the mandible having been assaulied by armed robbers.
This was i fornrotascompound fracture, with loss of most ol the
budy of the bone. An osteomyelitis of the mandible ensued for
which he had a debndement, and a platysma lup o covera chin
and lower hip detect. This bowever suftered o G aecrosis wund
at a second stage, o pedicled pectoralis mayor ssev-musculo-
cutanzous 1lap was used both to cover the residaul delect and W

recoasyruct the defect of the mandible.

Cuse 3: Mrs. G. aged 40+ presenwed to plastic surgery with
@ posl ruumalic discharging chronic osomyelits with @ post
truumatic dischurging chronic osteomyehius of the jundion of
the lower middie third of right tibis. She had the boue debtiil
under antibiotic cover leaving u gap of ubout Bix centimietns
involving hulfof the circumivrence of the bone. A froe lutissiniug
dorxi muscle flap, coversd With partial thickness skin graft wus
used W bridge the soN tissue gup, The aubscupular vuscular
pedicleof the flup was unastomosed emd to side to postenior tibial
artery and supbenous vein on the right side respectively (artery

"to artery, and vein to vein). Postoperative period was uneventful.

Cuse 4: Mr. S. about 60 year old was referred o plastic
surgery with a discharging chest would and underlying
osteomyelitis of sternum after cardiac surgery. The would was
debrided, und a pectoralis major tumover flup overluid with
partial thichness skin graft transferred to cover the sterpal defect.

. DISCUSSION

The pessimism that has existed concerning the cure of
patients with non haematogenous chronic osteomyelius
has been based on tie luck of complete bone and soft tissue
debndement in the fuce of inability W completely cover
Uwe resulwnt would with adequately perfused tissue. Lack
ol cure results in chronic discharging sinuses with need for
frequent change of dressings, and possibility of
developmient of madignant vansformation in the uleer.
Yuntul discomlort, and disturbance of mobility hay oceur.
Recurrent acute exacerbutions predispose to developuient
of sepucacmia. '

Previously, some cases were treated with rudicals - = oesmseme=-

debridement, followed by skin grafting afier ullowing
granulation tissue o form over the saucerized bone. In the
papineau (echnique(l), bone ¢hips we packed o 1ill
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/ ;ignificant bone defects before the formaupu of granulution
ussue. Cross leg, crass ann, and various types of staged

!1 pedicled flups were used in cases not Sultable for skin

grafting.

Regional and distant tissue tmnsfcr, allows frccdom
of debridement based on tissue viability rather than on
amount of local tissue available to close the wound(2). It
involves two stuges viz, radical bone debridement, and
nusculocutaneous tlap transfer, Suice muscles generally
are well vasculurised they belp in delivery.of anubiotics
where they ure required. As in this case report, soleus(3),
as well as gastrocnemius muscle may be ransferred w
cover defects created after debridenent of upper tibia and
fibula. After debridement of skull bone, a large sculp
rowation flap may suffice. A pectoralis’ major muscle
{lap(4), may be trunsferred for mundible(S) and swemum,
AS u lrunsporALion or 4s a turn over flap, it provxdcs good
bed for skin grafting.

When regional flaps prove ‘madcquaw for covering
the defect, a distant flap should be emplo; gd. This should
preferably be transterred as a free flap as opposed 1o a
pedicled flap, The advantges of a free flup over pedicled
flap are that it can be moved in a single swge, reducing
morbidity and hospiul stay, and there is more frecdom of
choice of donor sites(6). Free flap transfer involves
clevating an area of required tissue (measured to fit the
defect) along with the anerial supply and venous drainage.
This unit when detached from it's arigiaal situadon, is
then reconnecied by microvascular anastomosis-to known
recipient vessels in (he area of the defect. . v

In this series, case 3 had ber disease and defect atasite
least served by flaps. Here many muscles become tendons
and muscle bulk available for reconstruction is small. An
intenorly based soleus muscles flap(7) would have been
unreliable in view of the segmental blood supply and the
plexus' on which an interiorly based flip is normally
pedicled. A distant free flap therefore wes considered the
best option for ber. '

When required, that is, for bone defects less than six
cm, cancellous bone grafing should be .delayed for at
least three weeks atter soft issue cover. A similar delay is
advisable for bone gaps of greater than six cm., in which
cuse vascularized bone(8) should be transferred. The
donor site of such includes: fibula (bused on peroneal
ancry), ilisc crest (based ou deep circumflex iliac anery),
rib (based on intercostal artery), metatarsal (based on

[

dorsalis pedis artery), radius (based on radial artery), and
scapula (based on circumflex scupula branch of subscupular
arery). The rib used in reconstructing the second case,
being part of a pedicled flap, was based on the blood
supply of the pecloralis major muscle.

Finally, mention should be made of immediate or
early, combined orthopaedic and plastic surgical
management of cases with coapound fractures thatrequire
reconstruction(9). This will prevent the development of
chronic osteomyelitis and thereby help (o reduce Wie strain
on the health expenditure,

In conclusion, the cases presented demonstrate that

flap repair enhances the manugement of chronic
ostcomyelids. We recommend that more cases should be
treated in that line,
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