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PRISON HEALTH IN IMAGES
CLINICAL CASE

Text received: September 2009 Text approved: October 2009

41-year old patient admitted in our center in June 
2009. 10 months before he had suffered a gunshot 
wound in his right leg (with pellets and grapeshot 
ammunition) and had developed chronic metaphyseal 
osteomyelitis in his thibia.

 He had undergone two surgeries in February and 
March 2009, with cleaning and bone grafting. Since 
then he was treated with antibiotic therapy of Amoxi-
cillin and Clavulanic Acid with a dose of 875/125 
three times a day.

 Upon admittance he presents an area with absen-
ce of skin tissue of about 7 X 3 cm with the exposure 
of a bone fragment that protrudes about 1cm on top 
of the skin under his right knee (see Image 1).  

Macroscopically a surface of compact bone around 
reticular spongy bone areas with irregular trabeculae 
corresponding to one of the two bone grafting proce-
dures undergone is appreciated (see Images 2 and 3).  

We initially kept the antibiotic therapy, disinfec-
ted the injury and established periodic occlusive dres-
sings. He was also transferred to the traumatology 
unit of our reference hospital.

The report of that unit confirmed our performan-
ce and stated that “…definite treatment includes the 
coordination of a multidisciplinary team with experts 
on restorative and plastic surgery, traumatology and 
microsurgery. Yet many of these injuries lead to the 
amputation of the lower limb…” and they suggest 
transferring the patient to a center that will be able 
to provide such services.  While all this process was 
taking place, at the beginning of September 2009, the 
patient is discharged. 

Chronic osteomyelitis is an infection of the bone 
and is generally due to direct or exogenous conta-
mination (through open or post surgery fractures). 
Acute hematogenous osteomyelitis can also develop 
into chronic if inappropriate or late treatment is un-
dertaken.

 The most common organism responsible for os-
teomyelitis is Staphylococcus aureus1, although we 
are currently detecting an increase of other organis-
ms such as Beta-hemolytic Streptococcus groups A 
and B, Pseudomona aeruginosa, Proteus mirabilis and 
Escherichia coli among others.

The symptoms of osteomyelitis are based on chro-
nic suppuration and cyclic fistulization of the affected 
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area, with symptoms during acute phases such as pain, 
localized warmth, erythema, swelling and a characte-
ristic external appearance with deformity and bone 
swelling and trophic skin lesions.  

Its influence on the general condition is usually 
limited. 

The laboratory test shows leukocytosis, an in-
crease in the erythrocyte sedimentation rate (ESR) 
and positive CRP at the beginning of the process. 
Diagnosis of osteomyelitis is based on image techni-
ques – radiography, computed tomography (CT), fis-
tulography, nuclear magnetic resonance (NMR) and 
gammagraphy with gallium. 

The natural history of the disease is slow and 
chronic; it can lead to malignant degeneration of soft 
tissues (skin epidermoid carcinoma) or even to osteo-
sarcoma of the affected bone area2. Systemic amyloi-
dosis is generally the most frequent complication. 
Amputation of the limb may be needed in between 2 
and 15% of the cases.

The treatment of osteomyelitis involves appro-
priate antibiotic coverage and exposure surgery and 
debridement of necrotic tissue with osteolysis. Coad-
junvant treatments include hyperbaric oxygen thera-
py3, electro-stimulation local drop antibiotic therapy 
with previous culturing and antibiogram of the secre-
tion material, immobilization of the affected segment 
and the implantation of antibiotic impregnated mi-
crospheres in the bone4. 

CORRESPONDENCE

Vera-Remartínez, Enrique J. y
García-Guerrero, Julio
Servicio Médico del Centro Penitenciario
de Castellón I.
Carretera de Alcora, Km. 10
12071 Castellón.

BIBLIOGRAPHICAL REFERENCES

1. Barkin JA, Miki RA, Mahmood Z, Landy DL, 
Owens P. Prevalence of methicillin resistant Sta-
phylococcus aureus in upper extremity soft tissue 
infections at Jackson Memorial Hospital, Miami-
Dade county, Florida. Iowa Orthop J. 2009; 29: 
67-73.

2. Wolf H, Platzer P, Vécsei U. Verrucons carcinoma of 
the thibia arising after chronic osteomyelitis: a case 
report. Wien Klin Wonchenschr 2009; 121: 53-6

3. Goldman RJ. Hyperbaric oxygen therapy for 
wound healing and limb salvage: a systematic re-
view. PM R. 2009 May; 1 (5): 471-89.

4. Virto MR, Elorza B, Torrado S, Elorza Mde 
L, Frutos G. Mejora de la poligentamicina (D, 
LLáctico- co-ácido glicólico) microesferas para 
el tratamiento de la osteomielitis inducida por los 
procedimientos ortopédicos. Biomateriales. 2007 
Feb; 28 (5): 877-85.


