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Abstract 
We present here a 63 year old lady who had a primary total knee arthroplasty( TKA) for  osteoarthritis of knee. She developed methicillin resistant 

staphylococcus aureus( MRSA )infection of the primary  prosthesis following an intravenous(IV) cannula site infection with MRSA bacteraemia. This was 

complicated by Stevens-Johnson syndrome following vancomycin therapy for the infection, which was confirmed by clinical features including typical skin 

rashes and skin biopsy. She was treated with alternative antibiotics and was referred to a specialist orthopaedic unit where she had a two- stage revision. 

In retrospect, the infection could have been avoided if the IV cannula was not left in for so long. She also unfortunately had an adverse reaction to the 

vancomycin which complicated the situation, making management difficult. A team consisting of orthopaedic surgeons, microbiologists, dermatologists 

and physiotherapists was essential for successful management of this difficult and complicated situation. 
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Introduction 

Infection of a prosthetic total knee joint is a serious 

complication1 and should be diagnosed promptly2 and treated 

aggressively. We present an interesting case of MRSA infection 

of a primary total knee replacement following  an IV cannula 

infection leading to bacteremia and subsequent infection of  the 

knee prosthesis, complicated by stevens- Johnson syndrome . 

There were many challenging issue which are outlined 

including diagnosis and management. 

Case Report 

A 63-year- old lady had an elective total knee arthroplasty for 

severe osteoarthritis of the knee. She had a background history 

of well-controlled type 2 diabetes mellitus and was on warfarin 

for a previous pulmanory embolism. As per the hospital 

protocol her warfarin was stopped before surgery until her INR 

was <1.5 and she was heparinised with a view of 

warfarinizing after the surgery. She had an uneventful knee 

arthoplasty, but unfortunately one of her IV cannula site 

became cellulitic. She was empirically started on oral 

flucloxacillin after taking blood cultures and sending the 

cannula tip for microscopic culture and sensitivity (which is 

routinely done has hospital protocol for infected cannula sites). 

Surprisingly the tip grew MRSA and also had MRSA 

bacteraemia. She became systemically unwell and septic, and 

was treated aggressively with parentral vancomycin for MRSA 

bacteraemia. She had a transeosphageal echocardiogram to rule 

out cardiac vegetation. She gradually improved but developed 

typical papular rashes over her palm, dorsum of hand, extensor 

surface of arm and forearm and trunk and buccal mucosa (Fig 1 

and 2). 

 
Fig 1: Rash over the dorsum hands 

 

 
Fig 2: Rash over the extensor aspects of forearm 

C
a
se

 R
e
p
o
rt

 



 British Journal of Medical Practitioners, June 2011, Volume 4, Number 2 

 

BJMP.org 

She had a severe allergic reaction to vancomycin and the skin 

biopsy of the lesion confirmed that she had developed Stevens-

Johnson syndrome. An alternative antibiotic was started 

following discussion with the specialist bone infection unit. She 

gradually improved over the next few weeks without any 

problem in her prosthetic replaced knee. At about 6 weeks post- 

operatively she developed severe pain and hot swelling of her 

replaced knee with decrease range of motion. Her inflammatory 

markers were markedly raised and the knee aspirate confirmed 

MRSA infection of the total knee replacement. She was referred 

to a specialist bone infection unit due to the complexity of the 

case, where she successfully underwent two- stage revision. 

Discussion 

Infection of  a Knee replacement is a serious complication that 

requires significant hospital-based recourse for successful 

management3. The rate of infection of a primary knee 

replacement varies from 0.5- 12%1. Rheumatoid arthritis , 

previous surgery , diabetes mellitus are all associated with an 

increased risk of infection 4. Although there is no absolute 

diagnostic test for peri-prosthetic infection2 , a high index of 

clinical suspicion is essential. There has been a case report on 

MRSA cervical epidural abscess following IV cannulation 5, but 

to the best of our knowledge there has been no previous report 

of MRSA- infected knee arthroplasty following complications 

of IV cannulation. Stevens-Johnson syndrome involves rare but 

severe cutaneous adverse reactions related to a variety of 

medications including antibiotics6. Parenteral vancomycin is the 

first line treatment for MRSA bacteraemia. It is recognised that 

vancomycin is indicated in inducing Stevens -Johnson 

syndrome, mortalitiy being 30-100%7. It is vital that Stevens- 

Johnson syndrome is recognised early so that offending agents 

are stopped and supportive treatment commenced. Early 

dermatological consultation, skin biopsy and direct 

immunofluorescence7 are essential to confirm diagnosis  so that 

effective treatment can be instituted.The diagnosis and 

management of this serious complication is complex and 

requires considerable recourse allocation by the patient, the 

hospital, the infectious disease specialist, and the orthopaedic 

surgeon1,5. 
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