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Abstract 

Background: AĐute osteoŵǇeliƟs is alŵost iŶǀaƌiaďlǇ a disease of ĐhildƌeŶ [ϭ]. The Đausal oƌgaŶisŵ is 

usuallǇ staphǇloĐoĐĐus auƌeus [ϯ]. The pƌiŵaƌǇ site of iŶfeĐƟoŶ is the ŵetaphǇsis, ǁheƌe the ďlood 

floǁ ďeĐoŵes sluggish iŶ the ĐapillaƌǇ loops [Ϯ]. The aĐute, foĐal bone pain is often, but  not  always, 

aĐĐoŵpaŶied ďǇ sǇsteŵiĐ fiŶdiŶgs of feǀeƌ oƌ ŵalaise.[ϰ] WBC ǁith diffeƌeŶƟal, sed ƌate, C ƌeaĐƟǀe 

protein, and plain radiographs are init ially obtained, and technet ium imaging is helpful if there is 

doubt about the diagnosis. The non-invasive nature of ult rasound and the lack of a need for sedat ion 

ŵake the diagŶosƟĐ iŵagiŶg a less tƌauŵaƟĐ eǆpeƌieŶĐe foƌ the Đhild [ϳ] 

Case presentation:ϯ Ǉeaƌs old Đhild adŵiƩed  to the pediatƌiĐ uŶit , he tƌeated  theƌe as a Đase of 

gastroenterit is and chest infect ion.  The child referred to the orthopedic outpat ient  unit , US 

examinat ion of the lower limbs  revealed fluid collect ion around the lower ends of both 

femora.drainage of huge amount of pus from both femora revealed heavy growth of  staph aureus 

bacteria.  

Conclusion and recommendation:High index of suspicion of osteomyelit is is a must and bilateral 

symmetrical presentat ion should be expected and treated accordingly. 

Introduction 

Acute osteomyelit is is almost invariably a disease of children [1] children with malignancies or 

juǀeŶile aƌthƌiƟs oŶ iŵŵuŶosuppƌessiǀes, oƌ ŵalŶouƌished ĐhildƌeŶ; the iŶĐideŶĐe is higheƌ [Ϯ]. The 

Đausal oƌgaŶisŵ is usuallǇ staphǇloĐoĐĐus auƌeus [ϯ]. IŶ the Đhild, the pƌiŵaƌǇ site of iŶfeĐƟoŶ is the 

ŵetaphǇsis, ǁheƌe the ďlood floǁ ďeĐoŵes sluggish iŶ the ĐapillaƌǇ loops [Ϯ]. The pathologiĐal 
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picture varies considerably depending on the pat ients age, the site of infect ion , the virulence of the 

organism and the host response. There is a characterist ic pattern marked by inflammation, 

suppuƌaƟoŶ, ŶeĐƌosis, Ŷeǁ ďoŶe foƌŵaƟoŶ aŶd ƌesoluƟoŶ [ϯ]. The ĐaƌdiŶal sigŶs of eaƌlǇ 

osteomyelitis are soft  t issue swelling and marked bony tenderness with voluntary guarding of the 

affected limb.  

Symptoms acutely and usually are evaluated within the first  several days of the onset of  their 

condit ion. The acute, focal bone pain is often, but  not  always, accompanied by systemic findings of 

fever or malaise. It  is important to consider the most relevant condit ions in the different ial diagnosis 

like t rauma, leukemia, malignant tumors such as Ewing's sarcoma or osteogenic sarcoma, and bone 

infarct ion from sickle cell crisis. People with osteomyelit is often feel severe pain in the infected bone 

[4]. They may have fever and chills, feel t ired or nauseate, or have general feeling of not being well 

[ϱ]. WBC ǁith diffeƌeŶƟal, sed ƌate, C ƌeaĐƟǀe pƌoteiŶ, aŶd plaiŶ ƌadiogƌaphs aƌe iŶiƟallǇ oďtaiŶed, 

and technet ium imaging is helpful if there is doubt about the diagnosis. Bone aspirat ion and blood 

cultures (preferably drawn during rising port ion of temperature spike) are the most init ial valuable 

laďoƌatoƌǇ studies [ϰ]. This ĐoŶdiƟoŶ is ŵost siŵilaƌ to sepƟĐ aƌthƌiƟs iŶ its pƌeseŶtaƟoŶ [ϲ]. 

M orbidity most ly occurs via delays in diagnosis that  may be due to negat ive culture results 

and/ or a poor understanding of the pathophysiology of bone infect ions that can lead to 

ŵisŵaŶageŵeŶt of the paƟeŶt [ϭ]. The eaƌliest pƌeseŶtaƟoŶ has Ŷo fiŶdiŶgs otheƌ thaŶ loĐal 

tenderness and an elevated erythrocyte sedimentation rate (ESR)[7]. 

The treatment for AHO is usually ant ibiot ic therapy and/ or surgical intervent ion, which 

includes incision and drainage of abscesses, as well as debridement of infected, devitalized 

t issue and bone. One should begin empiric t reatment by target ing gram-positive organisms 

[8]. 

Case presentation 

ϯ Ǉeaƌs old Đhild adŵiƩed to the pediatƌiĐ uŶit iŶ Tikƌit  Teaching Hospital, he had fever, chest 

infect ion , diarrhea,  vomit ing and reluctant to feed, he treated  there as a case of gastroenterit is and 

Đhest iŶfeĐƟoŶ.  ϱ daǇs of his adŵissioŶ the tƌeaƟŶg doĐtoƌ ŶoƟĐed iŶaďilitǇ of the Đhild to ŵoǀe his 

knees and swelling appeared in the lower right  femur just  above the knee joint  this associated with 

deteriorat ion of the child general condit ion despite the ant ibiot ic and general support ive t reatment.  

The child referred to the orthopedic outpat ient  unit  he was pale, ill looking, malnurit ied  lethargic , 

with high fever, he was unable to move both knee joints (pseudoparalysis),  the invest igat ion 

showed elevated level of ESR , WBC count  with low Hb, and elevated level of CRP. 
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 XR examinat ion of both lower limbs was normal on the left  side, however there was periost ial 

eleǀaƟoŶ oŶ the ƌight loǁeƌ feŵuƌ ;fig.ϭͿ The paƟeŶt seŶd foƌ U“ eǆaŵiŶaƟoŶ of the loǁeƌ liŵďs 

which revealed fluid collect ion around the lower ends of both femora. 

Crossed matched blood prepared and the pat ient  admit ted urgent ly to the operat ive theatre, 

through longitudinal incision over the lateral aspect of both lower femora drainage of huge amount 

of pus ǁas doŶe;fig.ϮͿ , the pus ǁas Ǉelloǁish iŶ Đolouƌ, aŶd ǁas seŶd foƌ ďaĐteƌiologiĐal 

examinat ion which later revealed heavy growth of  staph aureous bacteria. The wounds closed over 

corrugated drains. The child discharged to the word af ter dressing and back slab applicat ion. 

Systemic t riple ant ibiot ics started because the child was on the verge of sept icaemia, this together 

with other support ive t reatment and nursing. 

 

 

Figuƌe;ϭͿ: Ŷoƌŵal XR apaƌt fƌoŵ ŵild peƌiosƟal eleǀaƟoŶ iŶ the ƌight side. 
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Figuƌe ; ϮͿ: dƌaiŶge of the loǁeƌ feŵoƌal ĐolleĐƟoŶ fƌoŵ ďoth sides. 

The child condit ion started to improve dramat ically, after the stoppage of pus discharge the drains 

removed and after the fever subsided we changed him to oral ant istaphillococal ant ibiot ics, the 

aŶƟďioƟĐs stopped aŌeƌ ϲ ǁeeks aŶd a ŶegaƟǀe CRP, the Đhild seŶd foƌ ďlood film which was normal 

apart  from picture of  iron deficiency anaemia. VDRL test  send and was negat ive, abdominal US 

examinat ion was normal. This in addit ion to thorough historical informat ion from the family to 

exclude any similar condit ions in the family or in relat ives. 

Discussion 

Acute haematogenous osteomyelit is (AHO) somewhat uncommon, Pediatric haematogenous 

osteomyelitis may occur secondary to a t raumatic injury and/ or an acquired illness or other 

immunosuppressive condit ion. The condit ion can be quite dangerous in prognosis if the diagnosis is 

delaǇed. Theƌefoƌe, it is esseŶƟal to ďe aďle to diffeƌeŶƟate ďetǁeeŶ AHO aŶd otheƌ ĐoŶdiƟoŶs [ϴ]. 

This case represent a malnurit ied child from a rural area, and a product of an overcrowding house 

and a malnurit ied mult iparous mother, the mother was young uneducated, pale she is busy all the 

t ime in the farm, and she has poor planning of her previous pregnancies, and she used to lactate her 

children, so the child in addit ion to his natural poor immunity of he is being a preschool child, his 

general social and health condit ions were poor. The child of such community can sustain a blunt 

t rauma easily during his playing outdoor without being not iced by the family, this is great ly agreed 

by  Guler, et . al., who establish the role of blunt  t rauma without fracture or obvious wound as a risk 
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factor in children admit ted for community-acquired Staph sept icaemia. They showed that skeletal 

involvement was mult ifocal and more frequent in t raumatized, older pat ients. The period between 

the sǇŵptoŵs of iŶfeĐƟoŶ aŶd diagŶosis ǁas also shoƌteƌ iŶ tƌauŵaƟzed paƟeŶts [ϵ].IŶ addiƟoŶ to 

his primary chest infect ion and secondary diarrhea, this may explain the bilateral symmetrical 

involvement of both lower femora i.e. the child may had a fall on both knee joints without  being 

ŶoƟĐed. Peƌiosteal eleǀaƟoŶ is usuallǇ ŶoƟĐed Ϯ ǁeeks aŌeƌ AHO [ϭ] ďut iŶ this ĐoŶdiƟoŶ it ŶoƟĐed 

ϱ daǇs aŌeƌ his adŵissioŶ to the hospital this ŵaǇ ďe ďeĐause the faŵilǇ alƌeadǇ ďƌought hiŵ late 

which is usual and as we ment ioned above the child may had blunt t rauma which may make the 

presentat ion faster and earlier. Blood film is essent ial to exclude sickle cell anaemia, and VDRL is 

important to exclude congenital or acquired syphilis especially in this condit ion with mult iple AHO. 

complete blood count  (CBC) with different ial, arthrit ic panel, peripheral smear, ESR, C-react ive 

protein (CRP) and blood cultures [9].  Ult rasound is great in detect ing intraart icular, sof t  t issue and 

subperiosteal fluid collect ions. Benefits of using this modality include a lower cost  and ready 

availability. The non-invasive nature of ult rasound and the lack of a need for sedat ion make the 

diagŶosƟĐ iŵagiŶg a less tƌauŵaƟĐ eǆpeƌieŶĐe foƌ the Đhild [ϳ] aŶd this ǁas of gƌeat help in our case 

were it  detects the collect ion in the left  side which was  no posit ive obvious clinical sign apart  from 

decrease knee movement. 

Conclusion and Recommendation 

AHO is a disease of children and should be expected in any child presented with ill health especially 

if he is neglected with poor general condit ion, ESR and CRP are easy and applicable methods of 

invest igat ion, high index of suspicion of mult ifocal osteomyelit is is a must and ult rasound is an easy 

cheep trustable diagnost ic method.  
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