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(Abstract

are infrequent.
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Osteomyelitis of the pelvis is a serious bone infection that can cause localized pain, swelling, fever, and malaise. The ilium
bone is the most affected due to its location and vascular supply, which can be compromised by trauma or underlying condi-
tions. Staphylococcus aureus is the primary pathogen, often entering through skin breaks or surgical sites. Other pathogens,
such as Streptococcus and Escherichia coli, may also be present. A six-year-old female patient was diagnosed with iliac osteo-
myelitis, accompanied by abscesses in the iliopsoas and iliacus muscles. She underwent an open joint washout procedure, fol-
lowed by an MRI scan, which confirmed her diagnosis. She received additional surgical debridement and antibiotic treatment,
leading to her complete recovery. Pelvic osteomyelitis may resemble hip septic arthritis, making early magnetic resonance
imaging a valuable tool for accurate diagnosis. However, the prognosis is generally favourable, and long-term complications
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Introduction

Osteomyelitis of the pelvis is a rare condition that often pres-
ents significant challenges in diagnosis. The primary etiology
is typically attributed to the hematogenous dissemination of
pathogens, predominantly Staphylococcus aureus, although
various other microorganisms have also been recognized as
potential causative agents [1,2,4].

The clinical manifestations of this disease can closely resemble
a range of other medical conditions, such as acute abdominal
pain, septic arthritis, typhoid fever, nephrolithiasis, osteomy-
elitis of the proximal femur, discitis, and neoplastic processes
[1-3]. This case report emphasizes the diagnostic similarities
between iliac osteomyelitis and septic arthritis of the hip.

Case Report

A six-year-old girl was referred to the Orthopaedic department
due to a five-day history of right hip pain, fever, and difficulty
in bearing weight. There was no reported history of trauma or
recent illness. The patient, of Nepali descent, had not traveled

recently and had no known infectious contacts or significant
past medical history.

Upon examination, her temperature was recorded at 39.5 de-
grees Celsius, and the right hip was positioned in flexion, ex-
hibiting localized tenderness at the anterior joint line. Both
passive and active movements of the hip were painful and lim-
ited. The examination of the left hip, knees, and ankles yielded
normal results, while mild tenderness was noted in the right
iliac fossa during abdominal examination.

Laboratory tests indicated neutrophilia with a left shift, along-
side elevated levels of C-Reactive Protein (CRP) and Eryth-
rocyte Sedimentation Rate (ESR). A sickle cell screening re-
turned negative, and initial pelvic X-rays appeared normal.
The diagnosis of hip septic arthritis was made, leading to an
open washout of the hip joint, during which two millilitres of
blood-stained fluid were aspirated. The patient was started on
intravenous (IV) antibiotics. However, the following day, she
remained febrile, and both CRP and ESR levels continued to
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rise. A second open washout of the right hip was conducted,
but no pus or fluid was obtained.

Subsequent blood and joint fluid cultures confirmed the pres-
ence of Staphylococcus aureus. A magnetic resonance imaging
(MRI) scan of the right hip revealed collections in the right
iliacus and distal iliopsoas, along with abnormal marrow signal
in the right iliac wing, indicative of osteomyelitis (Figure 1).

Figure 1: A Tl-weighted axial MRI scan reveals fluid collec-
tions in the right iliacus and distal right iliopsoas regions, as
well as a collection on the contralateral side of the iliac wing
that extends into the gluteus minimus and medius muscles.
Additionally, there is an abnormal signal in the marrow of the
right iliac wing, indicative of osteomyelitis.

The patient was diagnosed with iliac osteomyelitis and under-
went exploration of the right iliopsoas abscess was performed.
This procedure uncovered a significant collection of pus and
some necrotic muscle, which were thoroughly washed out and
debrided.

Following the intervention, she gradually recovered and was
discharged home after a total hospitalization of 30 days. Oral
antibiotics were prescribed for an additional 28 days on an out-
patient basis.

Discussion

Although it is a rare disorder, 1% to 11% of cases of hae-
matogenous osteomyelitis are caused by pelvic osteomyelitis
[5,6]. The most typical place is the ilium because its bigger
size and adequate blood supply [3,5]. The typical age of onset
is typically 7-14 years old, with a slight male predominance
[1-3,5,7]. The most common cause organism staphylococ-
cus aureus, found in 38% to 46% of instances, but additional
pathogens such as streptococcus and salmonella gram-negative
bacteria and pneumoniae [1-3,5,7].

Hip or thigh discomfort, which is present in 98% of cases, fe-
ver in 57% of cases, and reduced weight bearing in 46% of
cases are clinical characteristics linked to pelvic osteomyeli-
tis [1,2,5,7]. Furthermore, there is frequently pain upon lateral
pelvic compression, reduced straight leg raising, and soreness
upon probing of the sacroiliac joint. Flexion of hip may oc-
cur as a result of irritation of the iliopsoas muscle by abscess
formation [8]. Hip joint passive range of motion is typically
maintained, with pain limited to the joint's extremes of motion
[1,6]. Tenderness in the right iliac fossa may also result from
the spread of inflammation from the pelvic inner cortex [6].

Raised inflammatory markers are commonly detected by blood
tests; 90% of cases have an elevated ESR, and 59% to 66%
have a raised white cell count [1-3,5]. Only 50% to 78% of

blood and tissue cultures turn out to be positive, and negative
cultures do not rule out infection [1,3,5]. Since osteomyelitis's
characteristic radiographic characteristics typically take two to
three weeks to manifest, first radiographs are typically unre-
markable [5,9]. Radionuclide bone scans can identify pyogenic
infection early on [1,3,5], and ultrasound scans can show pro-
found soft tissue edema in pelvic osteomyelitis [7]. By showing
the location and degree of infection, as well as the existence of
lytic lesions, sequestrum, or traumatic fractures, computed to-
mography can also aid in the early diagnosis process [2,5,10].
MRI is, however the gold standard examination and is reported
as being 97% sensitive and 94% specific for the diagnosis of
pelvic osteomyelitis. Early on in the course of the disease, it
can show signs of soft-tissue and intra-osseous abscesses, as
well as marrow oedema and hyperaemia of the infected bone
[9,10]. Since the pelvis has a healthy blood supply, there is less
chance of sequestrum and the ligamentous structure slows the
spread of infection, IV antibiotics are typically the only treat-
ment used for pelvic osteomyelitis [1,5,10]. Generally speak-
ing, surgery is only recommended in cases of significant osse-
ous involvement, non-responsiveness to antibiotic treatment,
or formation of an abscess that needs to be drained [1,5,10].
With prompt treatment, the prognosis is typically good, with
95% to 97% of patients achieving a full recovery [3, 5]. How-
ever, if treatment is postponed, complications may arise, which
might include growth stop, fusion of the sacroiliac joint, ir-
regularity of the acetabulum, and the development of chronic
osteomyelitis [5,9].

Conclusion

This case report underscores the challenges associated with
diagnosing pelvic osteomyelitis, particularly due to its clini-
cal resemblance to septic arthritis of the hip. The predominant
clinical manifestations of pelvic osteomyelitis typically en-
compass pain in the hip or thigh, fever, and changes in weight-
bearing capacity. Magnetic Resonance Imaging (MRI) is con-
sidered the definitive diagnostic tool, capable of identifying the
condition in its early stages. Generally, antibiotic treatment is
sufficient; however, in instances where abscesses develop, sur-
gical debridement becomes necessary.
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