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ABSTRACT

Background: Delay in the diagnosis of acute osteomyelitis can result in chronic myelitis, bone deformities, or
sepsis. The prompt diagnosis and treatment are crucial.

Case presentation: A 58-year-old man presented with osteomyelitis near the tibial attachment of the
patellar tendon, possibly caused by cellulitis. The symptoms were mild inflammatory response. However,
imaging studies revealed bone destruction near the patellar tendon attachment of the tibia. Antibiotics were
administered intravenously, and hyperbaric oxygen therapy was initiated. Pain was relieved, and C-reactive
protein levels normalized. However, 3 weeks later, magnetic resonance imaging revealed enlargement of the
high-intensity region near the patellar tendon attachment of the tibia. Therefore, debridement was performed,
and an antibiotic-loaded cement was inserted. Antibiotics were administered for approximately 2 months.
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The symptoms and findings of the right knee disappeared,

Conclusion: Biopsy and bacterial culture should be performed before antibiotic therapy, even if the symptoms
are mild, imaging studies can reveal bone destruction.
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Introduction

Osteomyelitis is an infectious disease caused by bacteria, myco-
bacteria, or fungi [1,2]. Infections are complex and have various caus-
es. It can affect individuals of all ages, and care should be taken in
cases of diabetes or immunodeficiency [3]. Delays in diagnosis can
result in chronic myelitis, bone deformities, skin fistulas and sepsis
[1,4]. Therefore, appropriate treatment after diagnosis is important.
The most common methods for treating osteomyelitis include antibi-
otic therapy and surgical intervention. Despite a minor wound above
the patella, osteomyelitis can occur near the patellar tendon attach-
ment of the tibia. We present a case of osteomyelitis near the tibial
tuberosity associated with a relatively uncommon condition, believed
to be cellulitis.

Case Report

A 58-year-old man complained of right knee pain. Two months
prior, he was injured slightly in the upper portion of his right knee
during fieldwork, which he did not treat seriously. A few days later,
he presented with swelling, redness, and pain in the right knee. He
underwent slight wound treatment and antibiotic treatment (flemox-
in and klavox) for 7 days. Although the symptoms decreased, he still
had pain and swelling near the patellar tendon attachment of the
tibia, and was referred to our hospital. His medical and family his-
tories were unremarkable. On initial examination, swelling, redness,
and localized heat were observed in the left knee joint. The range of
motion was full, and there were no signs of damage to the menisci
or ligaments. Laboratory tests revealed a hemoglobin level of 14.0 g/
dL, white blood cell count of 5500, and C-reactive protein (CRP) lev-
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el of 0.32 mg/dL. Plain radiography and computed tomography re-
vealed bone destruction near the patellar tendon attachment of the
tibia (Figures 1A & 1B). Magnetic resonance imaging (MRI) revealed
a high-intensity region near the patellar tendon attachment of the
tibia, and enlargement of the patellar tendon attachment to the tib-
ia on T2-weighted images (Figure 2). Meropenem was administered

intravenously, and hyperbaric oxygen therapy was initiated. However,
because of persistent pain, meropenem was changed to daptomycin
because of the presence of methicillin-resistant Staphylococcus au-
reus (MRSA). The pain was relieved, and the CRP level normalized.
However, 3 weeks later, MRI revealed enlargement of a high-intensity
region near the patellar tendon attachment of the tibia (Figure 3).

Figure 1:
A.  Preoperative X-ray image
B.  Preoperative CT

The images revealed bone destruction near the patellar tendon attachment of the tibia.

Figure 2: Preoperative MRI (T2-weighted images) MRI revealed a high-intensity region near the patellar tendon attachment of the tibia, and

enlargement of the patellar tendon attachment to the tibia.
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Figure 3: Preoperative MRI (T2-weighted images) after 3 weeks MRI revealed enlargement of a high-intensity region near the patellar tendon

attachment of the tibia.

The persistence of the infection was considered. Therefore, de-
bridement and insertion of a vancomycin-containing bone cement
were performed (Figure 4). Intraoperative findings showed no ab-
scess formation, but poor granulation tissue in the lesion. Bacte-
rial cultures revealed methicillin-sensitive Staphylococcus aureus
(MSSA). Intravenous cefazolin was administered for 6 weeks. Two
weeks later, the patient reported no pain, and the wound was in good

condition, with no infection. Oral cephalexin was administered for 3
weeks afterwards. After 2.5 months, MRI revealed improvement in a
high-intensity region near the patellar tendon attachment of the tib-
ia; however, the patellar tendon attachment enlarged (Figure 5). The
symptoms and findings in the right knee disappeared, and the HSS
score was 99 points. The patient demonstrated good functioning, and
resumed daily activities.

Figure 4: Postoperative X-ray image the image revealed insertion of a vancomycin-containing bone cement.
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Figure 5: MRI performed 2.5 months after the operation MRI revealed improvement in a high-intensity region near the patellar tendon attachment

of the tibia; however, the patellar tendon attachment enlarged.

Discussion

Osteomyelitis is the inflammation and destruction of bone caused
by bacteria, mycobacteria, or fungi [1-3]. It can occur due to various
causes, including hematogenous spread, traumatic open fractures,
surgical interventions, or contiguous spread from the surrounding
soft tissues [1,5]. In the present case, despite a minor wound above
the patella, osteomyelitis occurred near the patellar tendon attach-
ment of the tibia. The osteomyelitis region was located away from the
wound site. A minor wound on the superior aspect of the right patella
has been hypothesized to lead cellulitis, and hematogenous osteomy-
elitis in the region near the patellar tendon attachment of the tibia.
The symptoms of acute osteomyelitis include fever, localized heat,
swelling, redness, and tenderness [1,3]. In the present case, the symp-
toms were mild, probably because the patient was in the subacute
stage, and there was no gait disturbance. Laboratory tests revealed
that the CRP level was 0.32 mg/dL and the inflammatory response
was mild. However, imaging studies revealed bone destruction near
the patellar tendon attachment of the tibia. The treatment for acute
osteomyelitis involves administering an antibiotic that is effective
against both gram-positive and gram-negative bacteria after culture
has been performed, until the results of culture and susceptibility
testing are available [6,7]. In adults, osteomyelitis often affects the tib-
ia, followed by the femur and knee joint. The most common causative
organism is Staphylococcus aureus [3-5].

Despite initially receiving the appropriate antibiotics (cepha-
losporin and levofloxacin), the patient’s condition deteriorated be-
tween the initial prescription and subsequent follow-up. This process
can lead to progressive bone destruction. Meropenem was adminis-
tered intravenously; however, owing to persistent pain, meropenem
was changed to daptomycin, considering the possibility of MRSA.
The symptoms decreased, however, an MRI performed 3 weeks after
admission revealed enlargement of the osteomyelitis lesion. Intraop-
erative findings showed no abscess formation, but poor granulation
tissue in the lesion. Bacterial cultures revealed MSSA. Even if symp-
toms are mild, imaging studies reveals bone destruction, and biopsy
and bacterial culture should be performed prior to antibiotic therapy,
in accordance with the general principles of osteomyelitis treatment.
Surgical treatments, such as drainage, debridement and insertion of
antibiotic-containing bone cement, coupled with antibiotic adminis-
tration for 10 days to over 3 months, are common [6,8-10]. This com-
bined approach achieved long-term infection control in 70% - 90% of
cases [11]. In this case, the affected area was near the tibial patellar
tendon attachment, so there was a possibility that the knee extension
mechanism would be impaired during debridement; therefore, care
was taken with the location and direction of the debridement. There
was no impairment in the knee extension mechanism after the sur-
gery, and the patient demonstrated good functioning, and resumed
daily activities.
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Conclusion

Early identification of the bacteria causing osteomyelitis and ap-
propriate antibiotic therapy are important for effective treatment.
Even if the symptoms are mild, imaging studies cam reveal bone de-
struction, and biopsy and bacterial culture should be performed prior

to antibiotic therapy.
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