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Sub-Acute Metaphyseal-Diaphyseal Osteomyelitis Of Femur-A Rare Case Report.
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Abstract : Sub-acute osteomyelitis is of diagnostic challenge.
We report a case of sub-acute osteomyelitis of right proximal
femur in a 16 year old boy which is rare in location and
radiological presentation
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INTRODUCTION

Primary subacute haematogenous osteomyelitis may be
difficult to diagnose because the characteristic signs and
symptoms of the acute form of the disease are absent. It has
an insidious onset, lacks a systemic reaction and may mimic
various benign and malignant conditions, resulting in delay in
diagnosis and treatment.'”.Gledhill described four
radiological types of subacuteosteo-myelitis. Roberts et al
expanded and modified the classification based on
anatomical location, morphology and the similarity of the
lesions to various neoplasms into six forms including the
spine infections. Subacute osteomyelitis most commonly
involve the metaphseal or diaphseal region of tibia, we report
a case subacute osteomyelitis in a rare location and
presentation.

CASE REPORT

A 16 year old boy presented with pain and swelling over the
right hip for one month duration. Pain was localized to the
right hip. He had an episode of fever. He had no history of
trauma or weight loss. On examination the swelling
was tender and warm, skin over the swelling was normal, no
erythema, no sinus, no regional lymphadenopathy, no dilated
vein. Right hip was in flexion, abduction and external rotation.
Range of movements were painfully restricted. No distal
neuro-vascular deficit. The lab investigations showed
leucocytosis, moderate elevation of ESR(42mm) and positive
CRP (11mg/dl). Mantoux was negative. The initial radiograph
showed three metaphyseal osteolytic lesions with surrounding
sclerosis of the right proximal femur which resembled a
brodie’s abscess, 2 weeks later x-ray showed extensive
osteolytic lesion of Right proximal femoral metaphysis and
extend to diaphysis with "onion skin" periosteal reactions. We
proceeded with x-ray,CT and MRI. CT showed extensive
osteolytic lesions with "onion skin" periosteal reaction of
proximal femur extending upto mid shaft.
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pre-operative clinical picture(Fig1,2)

pre-operative x-rays--

patient on admission x-ray Rt proximal femur showed three
osteolytic lesions with sclerotic

margin(Fig.3).

2 weeks later x-ray showed extend of osteolytic lesion from
metaphyseal to diaphyseal region,with

"onion skin" periosteal reaction(Fig4,5)

Fig 6

Fig 7

Fig 8

Pre-operative CT showed osteolytic lesion in head and neck of
femur(metaphyseal), "onion skin"periosteal reaction in diaphyseal
region.
Fig 9

Fig 10
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Pre-operative MRI showed lytic lesion with fluid level,
Report suggestive ?0steomyelitis, ?Ewings sarcoma. for
clinical corelation.

Treatment

He underwent curettage of lytic lesion, under spinal
anesthesia, in Lt lateral position(Fig.12), through lateral
approach(Fig.13), window was made over the lateral
cortex(Fig.14), serosanguinous pus was came out from
the cavity(Fig.15). curettage of the cavity was
done.specimen send for histopathological examination and
culture sensitivity. Culture came as poor pure growth of
staphylococcous aures which is sensitive to
ceftriaxone,cefaperazone sulbactum, linezolid,
amikacin.He was treated with 2 weeks of parenteral
ceftriaxone and amikacin followed by 4 weeks of oral
linezolid antibiotics.Biopsy report came as non-specific
osteomyelitis with chronic inflammation.

Fig 12

Fig 13

Fig 14

Fig 15

Fig.12-Lt lateral position
Fig.13-Lateral approach
Fig.14-Lateral cortex window made
Fig.15-curettage specimen
Fig 16

Fig.16 Histopathological examination showed non-specific
osteomyelitis.



Post-operatively he was adviced non-weight bearing,after 4 weeks
he was on partial weight bearing.at the end of 8 weeks he was
examined clinico-radiologically.he had reasonable range of motion
(Fig.18).8 weeks post operative x-ray showed healing, and
segmental osteonecrosis in inferomedial region of head of femur
which could probably due to the lytic lesion which was located in the
head and neck of femur(Fig.19).

Fig 17

Fig 18

Fig 19

Discussion

Primary sub-acute osteomyelitis remains uncommon, but the
incidence is increasing nowadays compared with that of the acute
form. Sub-acute osteomyelitis develops when there is an altered
host-pathogen relationship as a result of increased host resistance
and decreased bacterial virulence.1-3,4 The acute process may also
be masked by antibiotics administered early in the clinical course.
True primary subacute haematogenous osteomyelitis occurs mainly
in children without a history of previous antibiotic treatment.

The clinical course in subacute osteomyelitis has an insidious onset
with mild symptoms. An occasional history of minor trauma has
been noted in this and other series5,9,10,13 and may be regarded
as a predisposing factor. Laboratory data, apart from a slightly
raised ESR, does not support a diagnosis of infection and the
radiological presentation may be suggestive of a benign or
malignant neoplasm.

!
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Fig.20 Roberts et al"*® modified Gledhill's® classification
into six types Roberts et al "'® modified Gledhil's®
classification into six types. including four basic forms of
the disease occurring in the long bones and spine, defined
as metaphyseal, diaphyseal, epiphyseal and vertebral.
Type-la lesion is a punched out localised radiolucency
mimicking eosinophilic granuloma. Type Ib is a punched
out lesion with sclerotic margin, resembles a Brodie's
abscess. Type Il lesion is metaphyseal radiolucencies with
cortical erosion resembling osteogenic. Type Il lesions
have a localised diaphyseal cortical lesion with periosteal
reaction, often mimicking osteoid osteoma. Type [V
diaphyseal lesions with onion skin periosteal reaction
often resemble Ewing sarcoma. Type V lesions occur in
the epiphysis with central radiolucency with faint sclerotic
margin like in a chondroblastoma or chondromyxoid
fioroma. Type VI lesions are vertebral erosive or
destructive process as in tuberculosis. The vertebral form
is usually seen in adults,*>59141617.18

Some authors have reported the presence of subacute
osteomyelitis in other sites, such as the calcaneum,®***®
pelvis,® clavicle and metatarsal bones.® Metaphyseal
lesions are the most common and occur mainly in the
tibia.*?*®*"™ |n  our case patient had combined
metaphyseal and diaphyseal sub-acute osteomyelitis in
the same bone which is a very rare presentation.
Subacute metaphyseal-diaphyseal osteomyelitis has
received less attention in the literature than the other
forms. In this case patient initially presented with three
lytic lesions with sclerotic margin resembling brodie’s
abscess(type Ib) in metaphyseal region of right proximal
femur which later progressed to combined
mtaphyseal-diaphseal form where metaphseal region
showed lytic lesion of type Ib and the diaphseal region
showed periosteal( typelV ) form with laminated onion skin
periosteal reaction simulating Ewings sarcoma. Similar
findings have been

reported by Harris- Kirkaidy-willis et al in their study
reporting combined metaphseal-diaphseal lesion,
the diaphseal involvement indicating diffuse local
Involvement, starting in the metaphysis.?

The recommended treatment for subacute osteomyelitis
with  a lucent lesion or nidus has been
curettage, biopsy and culture followed by immobilisation
and antibiotics. In diaphyseal lesions with a
periosteal reaction, a core of bone should be taken which
includes periosteum cortex and medullary
contents. The diagnosis is wusually confirmed by
histological examination which shows an
inflammatory component with scattered lymphocytes,
plasma cells and granulation tissue.2*®712
Staphylococcus aureus is regarded as the causative
organism by most authors.There are singlereports of other
rare organisms such as Pneumococcus,®?
Klebsiella® and Kingella kingae.®
Cloxacillin is the antibiotic of choice in the treatment of
subacute osteomyelitis and is given orally forsix weeks
after an initial intravenous course for up to five days.we
have a 6 month follow up of this patient with no late
complications such as chronic osteomyelitis,growth
changes, pathological fractures or recurrence, except
segmental osteonecrosis of head offemur which could
probably due to the lytic lesion which was located in the
head and neck of femur.
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