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Treament of Sternal Dehiscence or Infection Using Muscle Flaps

Jong Bum Choi, M.D.*, Sam Youn Lee, M.D.*, Kwon Jae Park, M.D.*

Background: Sternal infection or dehiscence after cardiac surgery through median sternotomy
is rare. If suitable treatment is not performed for the complication, however, the mortality is
high. For 12 patients with sternal dehiscence or infection, we performed wide excision of the
infected and necrotic tissue and covered with muscle flap(s) to obliterate the mediastinal
dead space. Material and method: Sternal infection or dehiscence occurred in 13 of patients
who underwent cardiac surgery. One patient, who died of cerebral infarction before the
sternal complication was treated, was excluded in this study. The sternal wound complication
occurred in 6 of patients with valve replacement and 6 of patients with coronary bypass
surgery, respectively. Since 1991, 9 patients underwent definite surgical debridement and
muscle transposition as soon as fever was controlled with closed irrigation and drainage. The
necrotic tissue and bone was widely excised and the sternal dead space was eradicated with
the single flap or the combined flaps of right pectoralis flap(turnover flap), left pectoralis
flap(turnover flap or rotation-advancement flap), and right rectus muscle flap. Result : There
was no mortality in 12 patients with coverage of muscle flap(s) for sternal infection or
dehiscence. The mean interval between the diagnosis of sternal complication and the
myoplasty was 6.6+ 3.9 days. In 4 patients, one pectoralis muscle flap was used, and in 8
patients both pectoralis muscle flaps were used. For each 1 patient and 2 patients in each
group, right rectus muscle flap was added. For the last 3 patients, a single pectoralis flap
was used to eradicate the mediastinal dead space and the longer placement of the
mediastinal drain catheter was needed. One patient, who had suffered from necrosis of left
pectoralis flap(rotation-advancement flap) with subsequent chest wall abscess after coverage of
both pectoralis flaps, was managed with reoperation using right rectus flap. Conclusion

Sternal dehiscence or infection after cardiac operation can be readily managed with wide
excision of necrotic infected tissue(including bone) and muscle flap coverage after short-term
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irrigation of sternal wound. The sternal(mediastinal) dead space may be completely eradicated
with right pectoralis major muscle flap alone.

(Korean Thorac Cardiovasc Surg 2001;34:848-53)
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Table 1. Patient profiles

H o

Patient No(male/female) 12(8/4)

Age(yr) 55.919.2(45~72)
Diabetes mellitus(pts) 6(50%)
Postop diagnosis(day) 10.7 * 6.7(5-31)

Interval between diagnosis 6.61.3.9(2-12)
and reconstruction{days)

Postoperative discharge day*  19.1+8.4(7-26)

* Day after the muscle flap coverage for sternal dehiscence.
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Table 2. Previous operations complicated with sternal
dehiscence or infection.

Valve surgery 6 patients
Double valve replacement 3
Mitral valve replacement 2
Double valve replacement +maze op 1

Coronary bypass surgery 6 patients
Left internal mammary artery used 5
Vein grafts only used 1
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Table 3. Muscle flaps used to eradicate sternal dead space.

Total No. Turnover Rotationfadvancement
Both pectoralis 7é 6(R), 2(L) 4(L) o
Right pectoralis 1 1
+ right rectus
Both pectoralis 2 2(R) 2(L)
+ right rectus
Right pectoralis 3 3 0

*R = right pectoralis major; L = left pectoralis major.
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Fig. 1. Muscle flaps for obliterating the sternal dead space:
right pectoralis turnover flap: left pectoralis rotation-advanc-
ement flap; right rectus abdominus muscle flap. A single right
pectoralis tumover flap, which was split in the direction of its
fibers, was used to reach the superior and the inferior extent
of most wound, obviating the need for further flaps in the last
3 patients.
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