EDITORIAL COMMENTS FORM 

	EDITORIAL COMMENT’S on revised paper (if any)
	Authors’ response to editor’s comments

	1. After careful consideration of the peer reviewer comments, your responses in the feedback documents, and the revisions made, the editorial team has decided to request major revisions before we can proceed further. This decision aligns with the journal's policy of not rejecting manuscripts solely on the basis of lack of novelty, provided they are scientifically robust and technically sound. While your case report addresses a clinically challenging topic and demonstrates potential value in resource-limited settings, several substantive issues remain unresolved, limiting its current readiness for publication.

Remaining Concerns and Required Revisions

Despite these positives, the revisions do not fully resolve the major issues raised, particularly by Reviewer Kam. Your feedback documents provide brief acknowledgments (e.g., "Thank you" or "Grammar and language have been corrected") without detailed explanations of how specific concerns were addressed. This limits our ability to confirm comprehensive changes. Key areas needing attention include:

1.
Methodological Limitations and Follow-Up Details (Reviewer Kam): The original manuscript lacks a clearly defined follow-up duration, time to union, and confirmation period for infection eradication. While the revised abstract mentions "further follow-up is recommended," provide explicit details in the case presentation and discussion (e.g., specify the patient's post-operative timeline, radiographic evidence of union, and serial lab/clinical markers confirming infection resolution). This is essential for methodological rigor in a case report.

2.
Microbiological and Antibiotic Rationale (Reviewer Kam): Microbiological culture results and details of any infectious disease consultation are absent, making the antibiotic regimen (if mentioned) insufficiently justified. Add this information to the case presentation (e.g., intra-operative cultures, pathogen identification, and rationale for chosen antibiotics). If no cultures were performed, discuss this as a limitation and its implications.

3.
Contextualization and Generalizability (Reviewer Kam): The findings are not compared to systematic reviews or meta-analyses on single- vs. two-stage approaches for fracture-related infections (FRI). Expand the discussion to include such comparisons (e.g., cite and contrast with Jonathan S et al., 2025, already referenced). Avoid strong causal inferences (e.g., rephrase absolute claims like "viable and cost-effective strategy" to "may be a viable option based on this case"). Discuss potential risks of failure (e.g., recurrence of infection, nonunion persistence) to improve balance and limit overgeneralization.

4.
Visual Enhancements (Reviewer Hai): The figures lack detailed explanations (e.g., labeled structures, methodological aspects, and significance). Add more descriptive captions. Include intraoperative images or schematic diagrams illustrating the bone graft harvesting technique, chipping osteotomy, and graft placement to enhance reproducibility and reader understanding. If images are unavailable, provide textual step-by-step descriptions or acknowledge this as a limitation.

5.
Assertiveness and Scientific Tone (Reviewer Kam): The manuscript remains somewhat assertive (e.g., strong endorsements of the single-stage approach without caveats). Soften generalizations throughout, emphasizing that conclusions are based on a single case and require validation in larger studies.

Additionally, ensure consistency in abbreviations (e.g., define FRI on first use) and proofread for any residual language issues. The journal's policy emphasizes scientific robustness—addressing these will align the manuscript with that standard.
Can the author provide the details of whether the fracture was united post surgery and if there was no infection post surgery as I can’t find these information in the manuscript. And what is the maximum follow up period of this case.
	We thank the editorial team for the opportunity to revise our manuscript. We have carefully addressed every concern raised by Reviewer Kam and Reviewer Hai. Specifically, we have reclassified the study as a "Preliminary Case Report". This shift allows us to focus on the feasibility of the surgical technique in a resource-limited setting while being completely transparent about the fact that long-term outcomes, such as definitive union and infection eradication, are still pending
1. We acknowledge the need for precise timelines. The manuscript has been updated to reflect that the patient is currently in the early postoperative phase with a total follow-up of 8 weeks (2 months). We have explicitly stated in the Case Presentation that while the surgical wound has healed by primary intention, radiographic union has not yet been achieved. We also report that inflammatory markers (ESR and CRP) remain elevated. These details are now included in the Abstract and/or Limitation.
2. 
We have clarified the absence of culture results. Due to logistical and financial constraints in our resource-limited clinical setting, intraoperative microbiological cultures were not performed. We have added a section to the Case Presentation explaining that the FRI diagnosis was established using clinical criteria (non-healing wound, exposed hardware, and serosanguinous discharge) and elevated markers. The rationale for the empirical antibiotic regimen (Ceftriaxone and Cefixime) to cover common pathogens like Staphylococcus aureus is now detailed. This lack of data is formally addressed as a study limitation.
3. We have significantly expanded the Discussion to include a comparison with the systematic review by Sliepen (Jonathan S) et al. (2025). e now cite specific statistics from the systematic review, noting similar mean bone-healing rates (80% vs. 77%) and infection eradication rates (87% vs. 81%) between single- and two-stage protocols. We have balanced the discussion by addressing potential risks, including infection recurrence and nonunion persistence.
4. To enhance the reproducibility of our methodology, we have added detailed textual step-by-step descriptions of the surgical techniques. The absence of schematic diagrams is now formally acknowledged as a limitation.
5. We have softened the tone throughout the manuscript to avoid overgeneralization. Definitive claims have been replaced with tentative language. The Conclusion now explicitly states that these preliminary results do not yet confirm long-term success
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