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— Abstract

THE LONG-TERM CONSERVATIVE DRAINAGE CARE OF EXTENSIVE OSTEOMYELITIS
ASSOCIATED WITH MANDIBULAR COMPOUND FRACTURE : REPORT OF A CASE

Ha-Rang Kim, Jae-Ha Yoo, Byung-Ho Choi, Sung-Han Sul, Dong-Yub Mo, Chun-Ui Lee
Department of Oral and Maxillofacial Surgery, College of Dentistry, Yonsei University (Wonju Christian Hospital)

Failure to use effective methods of reduction, fixation and immobilization may lead to osteomyelitis with
the exposed necrotic bone, as the overzealous use of transosseous wires & plates that devascularizes bone
segments in the compound comminuted fractures of mandible.

Once osteomyelitis secondary to fractures has become established, intermaxillary fixation should be insti-
tuted as early as possible. Fixation enhances patient comfort and hinders ingress of microorganisms and
debris by movement of bone fragments. Teeth and foreign materials that are in the line of fracture should
be removed and initial debridement performed at the earliest possible time.

Grossly necrotic bone should be excised as early as possible ; no attempt should be made to create soft
tissue flaps to achieve closure over exposed bone.

The key to treatment of chronic osteomyelitis of the mandible is adequate and prolonged soft tissue
drainage. If good soft tissue drainage is provided over a long period, sequestration of infected bone followed
by regeneration or fibrous tissue replacement will occur so that appearance and function are not seriously
altered. Localization and sequestration of infected mandible are far better performed by natural mechanism
of homeostasis than by cutting across involved bone with a cosmetic or functional defect.

As natural host defenses and conservative therapy begin to be effective, the process may become chronic,
inflammation regresses, granulation tissue is formed, and new blood vessels cause lysis of bone, thus sepa-
rating fragments of necrotic bone(sequestra) from viable bone. The sequestra may be isolated by a bed of
granulation tissue, encased in a sheath of new bone(involucrum), and removed easily with pincettes.

This is a case report of the long-term conservative drainage care in osteomyelitis associated with
mandibular fractures.

Key words: Fracture osteomyelitis, Post-operative infected wound, Long-term conservative drainage.
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Fig. 1. C-T view of zygomati- Fig. 2. 3D-CT view of com-
comaxillary fracture. pound mandibular fracture.

Fig. 3. Initial intraoral view at our department of oral and
maxillofacial surgery.

Fig. 4. Initial panoramic view at our department of oral max-
illofacial surgery.
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Fig. 5. Intraoral view at the time of discharged day from our
hospital.
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Fig. 6. Periodic removal view of residual sequestra on the
open bony wound.

Fig. 8. Final panoramic view of healed wound in the
mandibular fracture.
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Table 1. Factors in wound infection”
1. Local factors
Number of bacteria
Virulence of bacteria
Devitalized tissue
Decreased blood supply
Foreign bodies (traumatic or implants)
2. Systemic factors
Genealized sepsis
Decreased host defenses
diabetes
malnutrition
cytotoxic-immunosuppressive drugs
malignancies
Extremes of age
3. Environmental factors
Operating room traffic
Defective air system
Inadequate sterilization techniques
The surgeon as source of infection
4. Endogenous factors
Patient’s skin and hair
Presence of infected tissue at time of surgery (cel-
lulitis, abscess, fistula)
Presence of resistant or opportunistic organisms in
the patient’s oral cavity or nasopharynx
5. Surgical factors
Insufficient hemostasis
Presence of dead space
Insufficient debridment
Tissue necrosis from sutures, retractors, or dress—
ings
Inappropriate or long-term use of drains
Excessive operating time
Primary closure of infected wounds
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