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IntRoductIon
Brodie’s abscess falls under the category of subacute 
osteomyelitis. In early literature, Sir Benjamin Brodie (1832) 
referred to it as a localized bone abscess, which has no 
connection to any prior systemic illness.[1] Billroth (1881) 
subsequently labeled the condition as “subacute.”[2] Subacute 
osteomyelitis makes up 2.4% of osteomyelitis cases,[3] although 
in East Africa it is known to be the most common form.[4] 
Furthermore, boys are more commonly affected than girls, with 
a ratio of 3:2, respectively.[4,5] It also tends to occur more often 
in younger patients averaging 19.5 years of age.[5] The tibia is 
the most common location that is affected, seldom involving 
the tarsal bones.[4-6]

The pathogenesis of subacute osteomyelitis is not well 
understood. Subacute osteomyelitis is characterized 
by minimal, or no symptoms and clinical signs at the 
initial presentation, which makes its diagnosis extremely 
difficult.[7,8] The diagnosis is based on the clinical history, 
physical examination, and the radiological findings. The 
management of subacute osteomyelitis remains controversial, 
and the treatment ranges from curettage, biopsies, specimen 
cultures, the use of impregnated antibiotic beads, cancellous 
bone grafting after curettage followed by immobilization to the 
use of antibiotic therapy alone, without surgery. Nevertheless, 
successful outcomes have been reported with oral antibiotic 
therapy only.[7,9] Hamdy et al. reported that out of the 44 

patients in the treatment group, 24 patients were treated with 
antibiotic therapy only. Moreover, 20 had surgical debridement 
followed by antibiotic therapy. All patients had responded 
well, regardless of whether the treatment was surgical or 
nonsurgical.[10] In general, a total of 6 weeks with antibiotic 
therapy, administrated wholly, or partially by an intravenous 
route, was recommended.[11] The study by Olasinde et al. 
reported that the patients with subacute osteomyelitis responded 
well to surgical curettage of the abscesses, cancellous bone 
grafting, and antibiotic therapy.[3] There is controversy over 
the need for antibiotics after debridement in a culture negative 
lesion, as reported by some authors.[12-14] Early diagnosis and 
appropriate treatment of the condition is essential to avoid 
potential unnecessary morbidities. In this report, we present 
a child with primary subacute osteomyelitis of the talus and 
describe its symptoms, signs, radiographic appearance, and the 
outcome of the surgical management along with a short course 
of antibiotics coverage. We present this rare case report and 
its management to increase the awareness for the possibility 
of this pathology, and to avoid misdiagnosis.
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case RePoRt
A 9-year-old boy presented with a 3-month history of 
intermittent pain and swelling of the left ankle. The pain was 
mainly in the anterior aspect of the ankle joint. One month after 
the onset of the pain, his parents noticed a change in his gait. 
There was no history of trauma or constitutional symptoms.

On examination, there was a mild swelling of the anterior 
aspect of the ankle with tenderness. There were no signs of 
acute	inflammation;	however,	dorsiflexion	of	 the	ankle	was	
limited	 and	painful.	 Inflammatory	markers	 including	white	
blood count (WBC), erythrocyte sedimentation rate (ESR), 
and C-reactive protein (CRP) were normal, and the blood 
cultures were negative.

Radiographs showed a subchondral lytic lesion in the talus 
[Figure 1]. Magnetic resonance imaging (MRI) was used 
as a second-line investigation, and T1 postcontrast image 
demonstrated intense marginal enhancement of the lytic lesion, 
along with an enhancement of the bony edema and ankle joint 
effusion [Figure 2].

Concern was taken over the possible collapse. Thus, 
surgical exploration of the lesion was prompted through 
an anteromedial approach of the ankle. During the surgical 
exploration	of	the	talus,	thick	dark‑colored	fluid	was	drained	
from the cavity. The lesion was curetted, and the cavity 
was packed with cancellous bone allograft [Figure 3]. 
Postoperatively,	 intravenous	first‑generation	 cephalosporin	
was administered.

A pus swab and curetted bone were sent for bacterial culture 
and sensitivity; it yielded no positive results. A piece of 
the synovial membrane and curetted bone were sent for 
histopathological examination and acid-fast bacilli (AFB) 
stain; the histopathology report revealed a non-caseating 
granulomatous	 inflammation,	 and	AFB	 stain	was	 negative.	
Postoperatively, the CRP test was within normal limits.

On the third postoperative day, based on the clinical 
assessment, the negative result from bacterial cultures, and a 
normal CRP value, the intravenous antibiotic was discontinued, 
and the child was discharged home on oral analgesics. The 
ankle was immobilized in a below-knee back slab for 8 weeks 
then the patient was allowed to weight bear as tolerated. At 
10 weeks after surgery, the patient was doing well, with no 
wound discharge, tenderness, or swelling. The ankle and 
subtalar joint movements were normal and pain-free. At 3 
months after surgery, he had no complaints, he could walk 
without pain, and the radiographs showed that the bone graft 
was well incorporated. At 4 months, he was asymptomatic, and 
he had returned to full activity level. At the 7-month follow-up 
examination, the patient was asymptomatic, and there was no 
evidence of local recurrence [Figures 4 and 5].

A written informed consent was obtained from the patient’s 
father for publication of this case report alongside the 
accompanying images.

Figure 2: (a) Magnetic resonance imaging of the ankle. Sagittal 
T2‑weighted image with fat suppression showing central bony necrosis 
within the body of the talus appearing as a well‑defined area of bright 
signal intensity with surrounding bony edema and ankle joint effusion. 
(b) T1 postcontrast image showing intense marginal enhancement of 
the abscess cavity along with enhancement denoting bony edema and 
surrounding soft tissue around the ankle joint. There is intense synovial 
thickening and enhancement along the anterior ankle joint

Figure 3: Postoperative x‑ray showing the cavity filled with bone graft
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Figure 1: (a) X‑ray of the left ankle joint. Anteroposterior X‑ray showing 
a central osteolytic lesion in the central part of the talus. It shows loss 
of bony trabeculation with surrounding reactive sclerosis. (b) Lateral 
x‑ray showing focal osteopenia along the posterior part of the talus with 
resorption of the overlying cortex and associated surrounding soft‑tissue 
swelling
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dIscussIon
The accurate diagnosis of subacute osteomyelitis of the talus 
bone might face undesirable delays. The reason behind this 
is due to its uncommon location, as well as its relatively 
rare presentation, as demonstrated in our case. Subacute 
osteomyelitis of the talus bone is rare in children, and extremely 
rare in adults.[7] Roberts et al., in a review of 55 patients with 
osteomyelitis described primary subacute osteomyelitis in only 
18 patients, none of whom had any involvement of the foot.[15] 
In the 212 cases of acute osteomyelitis reported by White and 
Denison,	only	five	cases	of	this	disease	affecting	tarsal	bones	
were documented.[16] The disease has a sudden onset and mild 
signs and symptoms with no systemic reaction. This, in turn, 
renders	it	difficult	to	diagnose,	sequentially	causing	a	potential	
delay in delivering proper treatment, as we faced in our case. 
The	MRI	findings;	a	 lytic	cavity	with	sclerotic	margins	are	
typical radiological characteristics of the disease. However, 
they	 are	 not	 specific	 and	may	 be	 suggestive	 of	 benign	 or	
malignant neoplasms.[17] It also excluded other key differentials 
such as chondroblastoma, aneurysmal bone cyst, osteoid 
osteoma, intraosseous bone cyst, and lipoma. Laboratory 
tests, such as the WBC, ESR, CRP, and blood cultures, are 
not	useful	in	many	cases,	as	no	specific	laboratory	tests	are	
available for the subacute osteomyelitis.[18] For instance, in 
our case, laboratory data did not support the diagnosis of 
infection, and all the cultures were negative. Furthermore, 
no evidence of a benign tumor or tuberculosis was indicated 
in	the	histopathology	findings.	The	management	of	subacute	
osteomyelitis in children remains controversial.[3] In our case, 
however, the decision of surgical management in the form of 
curettage and bone grafting was indicated based on the size of 
the lesion, which involved almost all of the body of the talus. 
The risk of fracture and collapse in a weight-bearing bone 
was reduced, and the outcomes in 7 months of follow-up both 
clinically and radiologically were satisfactory.

conclusIon
The surgical treatment of a large osteolytic lesion is crucial for 
weight-bearing bones, and it is achieved by surgical curettage, 
cancellous bone grafting, and the coverage with a short course 

of antibiotics would all, in combination, lead to satisfactory 
outcomes. We recommend this management, but further testing 
is required.
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