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Table 1.3 Classification of infected sternotomy wounds 23

pairolero and Arnold

Type 1
Occurs within first few days

Serpsanguineous discharge

No skin cellulites

Mediastinum is softand pliable
Osteomyelitis.and costochondritis
Cultures are usually negative

are absent

Type 2 84

Occurs within first few weeks

Purulent discharge

skin cellulites*+

Mediastinal suppuration*+

Osteomnyelitis frequent but costochondritis rare

Cultures are positive

Type 3

Occurs moths to yearslater

Chronic draining sinus track

Skin cellulites localized near sinus track

mMediastinitis rare

Osteomyelitis, costochondritis, o retained
foreign body always present

Cultures are positive

Total 100

Type 1 presents during the first 3 days of coronary bypass
grafting. They present with serosanguinous discharge. This
is in contrast to type 2 which presents within 2'to 3 weeksol
surgery wherein patients present with purulent discharge,
ekin cellulites, and positive cultures. Type 5 has late presen
tation—months to years after surgery and is associated with
sternal osteomyelitis and costochondritis. They present v
single or multiple discharging sinuses.
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Debridement

it is widely accepted that adequate early debridement
is the first step in treatment plan of sternal wound infec-
tions especially in patients with chronic discharging sinus.
enario, the primary surgeon should be present
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t préssures between 75 and 100 mm Hg on coNtiNUOUS
mode. NPWT when used also helps in achieving sternal

closure. Once a healthy gran
patient is hemodynamically sta
closure should be scheduled
Definitive Closure—Flap Options and Negative
Pressure Wound Therapy '
Definitive closure is planned as per the wound condition. In
cases with approximable sternal edges, sternum is rewired
and covered with muscle flap. In the cases, where sternal
rewiring is not feasible, muscle flaps or omental flaps are
used with subcutaneous tissue and skin closure. '

Numerous muscle flaps have been used in the treatment
of sternal wound infections. The mainstay of treatment con-
tinues to be pectoralis major muscle flaps.

The muscle can be used on either of the pedicle. A turno-
ver pectoralis major can be done provided internal mam-
mary vessel is not used for bypass and internal mammary

can be used aiong with

muscle can still b€ F=-
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the dead space but also gives some amount of stability
the sternum. Suction drains are placed both superficial.
deep to the muscle flaps before skin closure
ous tissue and skin are closed after refreshing
For a full-length larger defect, either &
muscle flap or a pedicled omental flap is used. The
abdominis muscle is usually based on its superiol




