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We present a case of quadriceps tendon (QT) rupture. QT ruptures can occur in all ages. The cause is mostly traumatic in origin. Spontaneous
ruptures that are thought to result from predisposing conditions are rare. Post-convulsion QT ruptures lacking traumas in their history can be
overlooked in clinical examinations. This should be born in mind by the attending physician, as early diagnosis and treatment of the condition can

lead to satisfactory outcomes.
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A quadriceps tendon (QT) rupture can be encountered in all
age groups. It generally occurs after low energy trauma, such as
falling down, in elderly patients and after high energy trauma,
such as sport injuries, in young patients”. Non-traumatic rup-
tures of the QT are rare. In spontaneous QT ruptures, local and
metabolic factors play a role as predisposing factors, such as
secondary hyperparathyroidism, beta-microglobulin associated
amyloidosis, corticosteroid treatment and fluoroquinolone use”™.
In addition, long-term usage of anti-epileptic medication (AEM)
weakens adhesion of the tendon to the bone”. During seizures,
already weakened tendon-bone insertion facilitates rupture®.
Non-traumatic QT ruptures can be missed on physical examina-
tion. Herein, we want to emphasize that QT ruptures can develop
after epileptic convulsion, which must be born in mind by the
medical staff.
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Case Report

A 39-year-old male patient was admitted to our clinic with a
complaint of inability to extend his right knee after an epileptic
convulsion that occurred at rest. He had no history of trauma.
The patient had a history of left patellar tendon (PT) rupture
from the patellar insertion during previous epileptic seizures at
rest and underwent two operations in the previous two years. The
proximal part of the PT was ruptured from the insertion area of
the patella on his presentation.

The interface of the bone and the ruptured tendon were re-
freshed. Then, tunnels were carved in the patella from the distal
to proximal direction. Krackow suture was used to fix the proxi-
mal end of the PT. The free ends of the sutures were guided into
the tunnels. The proximal part of the PT was tensely tightened.
In this way, the PT was secured to the region of the patella where
it had ruptured from. No complications were observed during
the two- month follow-up. The knee regained full range of mo-
tion. Muscle power, pain score, and knee function were evaluated
according to the Knee Society Clinical Rating System (KSCRS).
The score was excellent 2 months after the operation.

Active extension of the right knee was absent. Swelling and ten-
derness were detected in the supra-patellar region. Additionally,
a gap was also detected by palpation, which occurred due to the
displacement of the ruptured tendon endings.

The hematologic parameters (white blood cell count, hemo-
globin, platelet count, creatinin, uric acid, alkaline phosphatase,
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Fig. 1. Preoperative sagittal magnetic resonance image of the ridht knee
showing complete rupture at the distal quadriceps tendo-osseous junc-
tion (arrow).

Fig. 2. Intraoperative appearance of the ruptured quadriceps tendon (ar-
rows).

parathyroid hormone, calcium, phosphorus, and 25-OH vitamin
D) were within normal ranges.

The patient had a history of AEM use for 29 years.

Disruption of the QT was detected by magnetic resonance
imaging (MRI) (Fig. 1). The patient was operated on the second
day of hospitalization. The distal part of the QT was reached by
a vertical incision. The distal part was ruptured from the inser-
tion area of the upper patellar region (Fig. 2). The bone surface
and the ruptured surface of the tendon were refreshed. Then,
tunnels were carved in the patella from proximal to distal direc-
tion. Krackow suturing was performed in the distal QT (Fig. 3).
The free ends of the sutures were guided through these tunnels.

Fig. 3. Ruptured quadriceps tendon was sutured using a Krackow tech-
nique.

The distal part of the QT was tied up with tension. During this
procedure, the QT was tied up to the upper region of the patella
where it was detached from. A leg-length splint was applied for
2 weeks after the operation. A leg-length-tube cast was applied
after removal of the sutures, which allowed active movements
of the ankle, for 6 weeks. Afterwards, physiotherapy for muscle
strengthening and improvement of range of motion of the knee
was initiated. The patient had no complaints three months after
the operation.

The knee regained full range of motion. Muscle power, pain
score, and knee function were evaluated according to the KSCRS.
The score was excellent 2 months after the operation.

Discussion

Bone fracture and ankle dislocation frequently occur during ep-
ileptic convulsions. The prevalence of post-epileptic convulsion
bone fracture ranges between 0.25% and 2.4%”. However, there
are a limited number of reports on QT ruptures after epileptic
convulsion in the literature.

Predisposing factors for non-traumatic QT ruptures are de-
scribed as follows™: systemic disorders, such as lupus erythe-
matosus; medications, such as long term steroid use; and micro
traumas due to intensive sport activities”. In addition, long-term
epileptic medication causes bone resorptions). During seizures,
weakened tendon insertions are susceptible to ruptures. Even
though traumas sustained as a result of falls during epileptic sei-

)
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zures can cause ruptures™, our patient had seizure at rest.

New injuries can occur in 1/3 of epileptic patients. Awareness of
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possible new post-convulsion injuries is required by the medical
community”. In our case, PT rupture was preceded by the QT
rupture in the other extremity by five months.

Long-term AEM usage (>2 years) is very likely to be the predis-
posing factor in our case. The patient had been on AEM for 29
years. The clinical and laboratory findings were normal and thus
failed to point to any other likely causes. On the other hand, it has

5-7)

been shown that long-term AEM use may affect bone quality
by interfering with the gastrointestinal absorption of calcium”.
Because these drugs can affect bone turn-over, bone mineral me-
tabolism, peripheral activated vitamin D, liver enzymes that assist
in the metabolism of vitamin D, osteomalacia may occur eventu-
ally™.

The QT rupture in our case developed during convulsion with-
out trauma. Strong tonic muscular contractions occur during
epileptic convulsions. These strong muscular contractions rarely
lead to locomotor system injuries”. Therefore, it is possible that
weakening of the bones due to prolonged use of AEM can lead to
non- traumatic injuries during seizures.

A patient with QT rupture is unable to do active knee extension.
There is swelling and pain in the ruptured area. Additionally,
there is also a gap in the supra-patellar region”. Imaging tech-
niques can be used for confirming the clinical diagnosis. Swell-
ing of the soft tissue in the supra-patellar area can be detected
by standard radiography. MRI can also be used for confirming
the diagnosis with an advanced radiological test. Early surgical
intervention is necessary to ensure functional recovery in QT
ruptures™'”. Loss of knee function, proximal retraction of the
QT tendon, and patella baja are indicators of late diagnosis of QT
ruptureslo).

He and associates followed 23 patients with QT rupture for 6
years. Early intervention groups had better results than the late
intervention groups”. Additionally, other studies suggest that
satisfactory results can be obtained by early diagnosis and early
repairing of QT rupture””.

Physicians may overlook non-traumatic post-convulsion QT
ruptures in epileptic patients, in whom timely diagnosis and
treatment can lead to satisfactory outcomes. We believe that this
case report can be useful to achieve this purpose.
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