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Abstract

The injuries resulting from Human bite are rarely seen in the clinical practice. It accounts for approximately 0.1% of injuries
presenting to emergency service (1), and for about 2% of all bite wounds (2). Human bite injuries happens usually during fights and
rarely occurs accidentally during sports activityes. If neglected, human bites can cause serious infective complications due to the
high concentration of microorganisms in the oral cavity. Wound dressing and oral antibiotics for the treatment of human bite is not
an adequate method of treatment; Wound exploration, extensive debridement and adequate wash should be considered under
operative condition followed by broad-spectrum intravenous antibiotics therapy. In this presentation we aimed to present a case
of phalanx fracture after a human bite who received treatment for acute osteomyelitis.
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INTRODUCTION

Human bite injuries can occur during real biting or in
form of clenched fist bite wounds. injuries caused by
clenched fist during fight are deeper than and can lead
to fractures and tendon injuries when compared to bite
injuries (3). In our case we presented a middle aged
male patient presented with phalangeal fractures after
human bite who received a successful treatment for
acute osteomyelitis resulted from the bite injury.

CASE REPORT

Forty-six-year-old male patient presented to our clinic
with an open wound accompanied by purulent discharge
at the dorsal surface of the 5" finger of his left hand at
the level of proximal interphalangeal (PIF) joint. In the
first story, the Patient informed that his hand was
trapped between the door a week before, and a
superficial debridement performed in the state hospital
he attended and later on he was discharged with oral
antibiotics. 5 days later, the patient was visited our clinic
complaining from a purulent discharge and continued
pain at the wound site. The patient's real history
revealed that the wound occurred after throwing a
punch against the teeth during a fight.

In the physical examination, the 5th finger of the left
hand was swollen, erythematous and associated with
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purulent discharge. The finger movements was painful
and limited and associated with pathological movement.
The radiographs taken for area revealed a fracture in the
distal part the proximal phalanx and lytic lesions were
present at the distal fracture fragment (Figure 1).

Figure 1. fracture and hypodense areas shown in plain
radiographic x-ray prior to the operation.

Culture material was taken from the purulent wound
discharge. The lab findings showed high CRP and ESR
and elevated white blood cell count. The patient was
operated on the same day. Wound debridement and
fixation with K-wires were done during the operation
(Figure 2). The Gram stain was negative for bacteria but
the dominance of leukocytes was shown. The Patient
was referred to the infectious diseases clinic where
intravenous cefazolin treatment started for the patient.
Two days later, Staph aureus was grown from the culture
samples obtained from the patient. With the progressive
decrease in the amount of wound discharge, intravenous
antibiotic therapy was stopped in the 3 week and oral
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antibiotherapy started for the patient. In 4% week
following the surgery, the K-wires were removed and
phalanx movements started for the patient (Figure 3).

Figure 2. Osteosynthesis following debridement and
fracture stabilization with k-wires.

Figure 3. 4 weeks after surgery k-wires removed and early
joint movement started

DISCUSSION

The most common infectious agents following human
bites are staph. aureus, streptococcus, corynebcaterium
and Eikenella corrodens (4). The patient must be
questioned about tetanus vaccination status and tetanus
prophylaxis should be administered if necessary.
Because of the low probability of contamination with
saliva, HIV prophylaxis is not routinely recommended (5).
Hepatitis B vaccine and immunoglobulin prophylaxis
should be considered if the bitten person is not
vaccinated and the opposite individual is hepatitis B
positive (6).

Many microorganisms present in the human mouth flora
(4), for this reason every patient present with human bite
injuries and those present with deep injuries broad
spectrum antibiotics should be started until culture
results obtained. Specimens should be taken for gram
stain and culture before initiation of antibiotherapy.
Wound dressing and oral antibiotics for the treatment of
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human bite is not an adequate method of treatment;
Wound exploration, extensive debridement and
adequate wash should be considered under operative
condition followed by broad-spectrum intravenous
antibiotics therapy (3,7). Adequate wound wash, oral
antibiotics and appropriate debridement is sufficient in
patients who don’t have deep injuries (8). Antibiotics
should started be for patients who have bite wounds
below epidermis and if injury time exceeded 12 hours
(9). Serious complications such as Sepsis, cellulitis and
osteomyelitis may develop in inpropery treated patients,
for this purpose adequate method of treatment should
be chosen for every patient presenting with human bite.

As a result; every patient presented to the emergency
department or outpatient clinic with metacarpal and
phalangeal open wounds and fractures, bite wounds
should be kept in mind. In this regard, a deep history
should be taken from the patient. It should be kept in
mind that inadequately treated bite wounds in fights
which happens as a result of a fist bump against a
human teeth can lead to serious complications and loss
of function in these patients.
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