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CASE REPORT

Pyogenic Infection of the Sacroiliac Joint Complicated
by Iliacus Abscess in a Paediatric Patient
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ABSTRACT
Pyogenic sacroiliitis is a rare disease entity, comprising only 1% to 2% of cases of osteomyelitis and septic
arthritis. Clinical symptoms and signs are usually non-specific and may result in delayed diagnosis. This
report is of a 15-year-old girl with pyogenic sacroiliitis and iliacus abscess without any predisposing factors.
Various imaging modalities, including computed tomography and magnetic resonance imaging, were performed.
The diagnosis was confirmed by magnetic resonance imaging and the patient was treated successfully. This
patient illustrates the importance of high clinical alertness and the use of magnetic resonance imaging for
confirming the diagnosis.
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INTRODUCTION
Acute pyogenic sacroiliac joint infection is rare. Only
1% to 2% of osteomyelitis and septic arthritis involve
the sacroiliac joint, 1-3 and are primarily reported to
occur in children.4
Predisposing factors include history of intravenous drug
abuse, pelvic inflammatory disease, pregnancy,5 trauma,
and infection. However, more than 40% of patients have
no predisposing or associated factors identified. 3,6
Accurate diagnosis of patients without predisposing
factors may be difficult. This report is of a 15-year-old
girl with pyogenic sacroiliitis and iliacus abscess without any predisposing factors.

CASE REPORT
A15-year-old girl presented to the accident and emergency department with fever and left hip pain for 3 days
in 2006. She had no history of trauma and there was
no evidence of drug abuse. At physical examination,
her general condition was good, although she had a
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temperature of 38.5°C. She had tenderness over the left
gluteal region. Her left hip had a limited range of movement due to pain. The Patrick test and femoral stretch
test were positive. There were no other respiratory or
gastrointestinal symptoms and signs. The white blood
cell count was 12.1 x 109/L (normal range, 4.5-11.0 x
109/L) and C-reactive protein (CRP) was 190.1 mg/L
(normal range, 0-80 mg/L). The erythrocyte sedimentation rate (ESR) was 102 mm/hour (normal range,
0-20 mm/hour). Fasting blood glucose was normal. Pregnancy test was negative. Radiographs of the pelvis and
left hip were unremarkable. Blood culture was negative.
Left hip arthritis was suspected and urgent ultrasound
of the hip was performed, which did not reveal any
effusion. Due to persistent pain and fever, computed
tomography (CT) of the abdomen and pelvis were
performed on day 3 after admission. CT showed mild
thickening of the left iliacus muscle without definite
abscess formation (Figure 1). No bony abnormality or
erosion was observed in the sacroiliac joints.
Magnetic resonance imaging (MRI) of the pelvis was
performed on day 4 after admission. MRI revealed highsignal intensity in the left sacroiliac joint and adjacent
iliacus on short tau inversion recovery (STIR) images
and low signal intensity on T1-weighted images (Figures
2 and 3). After intravenous gadolinium (Gd-DTPA)
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Figure 1. Computed tomography scan of the sacroiliac joints showing no bony abnormalities.
Figure 4. T1-weighted gadolinium-enhanced image showing
rim-enhancement of the left iliacus collection compatible with an
abscess (arrow).

under general anaesthesia, and 15 mL of pus was
drained. Staphylococcus aureus sensitive to cloxacillin
was cultured from the pus.

Figure 2. T2-weighted (short tau inversion recovery) magnetic
resonance image showing increased T2 signal intensity over the
left sacroiliac joint and the left iliacus muscle. Loculated fluid collection (hyperintense in T2) was noted anterior to the left sacroiliac
joint (arrow).

The patient was given appropriate antibiotics and her
symptoms improved after operation. She became afebrile.
White blood cell count was normalised. CRP decreased
to 6.2 mg/L 11 days after operation. The patient was
discharged with oral cloxacillin for 6 weeks. Follow-up
was uneventful and there was no residual morbidity.

DISCUSSION
Pyogenic sacroiliitis in children is rare.1,2 The condition
is usually initially overlooked because of the poorly
localising initial symptoms, lack of awareness by
clinicians, relative rarity of the disorder, and inadequate
physical examination.7

Figure 3. T1-weighted magnetic resonance image showing
decreased T1 signal intensity over the left sacroiliac joint (arrow).

injection, a rim-enhancing collection in the left iliacus,
extending to the sciatic notch, was demonstrated (Figure
4), compatible with a left iliacus abscess communicating with the sciatic notch and sacroiliitis.
The diagnosis of sacroiliitis complicated by left iliacus
abscess was established. Incision and drainage of the left
iliacus abscess was performed by an orthopaedic surgeon
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Unilateral involvement is the rule for pyogenic sacroiliitis. Localised tenderness over the sacroiliac joint is
usually present but is usually not examined initially.8
The Patrick or FABER (Flexion, ABduction, External
Rotation) tests are positive when the pelvis is held firmly
against the examination table, if the ipsilateral lateral
malleolus of the supine patient is placed on the opposite knee, and the ipsilateral knee forcibly depressed
causing pain at the affected sacroiliac joint.9 The surgeon elicited positive findings for the Patrick test and
femoral stretch test in this patient.
The clinical presentation of sacroiliitis is usually nonspecific, consisting of signs and symptoms that could
point to other sites of the body and resemble more
common conditions. The lumbosacral trunk, superior
gluteal nerve, and obturator nerve cross anteriorly to
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the sacroiliac joint. Irritation of these structures causes
pain radiating to the lower limb, which can mimic
sciatica. Irritation of the iliopsoas muscle can cause
hip pain and mimic hip infection. In 10% of patients,
there may be disruption of the anterior capsule of the
sacroiliac joint, resulting in peritoneal irritation and presenting as an acute abdomen.10 ESR and CRP may be
raised, but these signs are non-specific.
Radiographs of the hip are usually not informative in
the first 2 weeks of the disease.5 With time, there will be
loss of subchondral cortex and widening of the joint,
especially at the anteroinferior part. Loss of joint cartilage and ankylosis can occur as late sequelae. Ultrasound
is useful to exclude hip effusion. Technetium-99m methylene diphosphonate bone scan is helpful to detect bone
and joint sepsis, as normal sacroiliac joints have a high
uptake. Increased activity of unilateral infection may be
difficult to discern in the early course of the disease,
although there is increased perfusion over the sacroiliac
joint at the blood pool phase. This finding may be
absent if tested too early,2 is non-specific, and cannot
differentiate a psoas or gluteal abscess or identify the
spread of infection from the joint into the surrounding
tissues. Gallium-67 citrate has been reported to be accurate and can show sacroiliitis earlier than bone scan.11
However, the technique is complicated and colonic uptake decreases the scan sensitivity.
CT scan of the sacroiliac joint is helpful for identifying
soft-tissue swelling, abscess formation, bony erosion,
and extent of infection. However, myositis or immature abscesses may not be readily identified by CT,
especially if the early abscess or inflammatory mass is
isodense and lacks ring enhancement. Subtle enlargement of muscle may be the only clue, but this is also
not specific. In this patient, only mild thickening of the
iliacus was observed on CT scan. Bone changes may
also not be obvious on CT scan during the early course
of the disease.
MRI is the most sensitive modality for diagnosing
sacroiliitis.8,12-14 MRI can evaluate cartilage integrity,
ligaments, and detect osseous oedema and erosion.
MRI findings include decreased signal intensity on
T1-weighted spin echo scans and increased signal
intensity on T2-weighted fast spin echo or STIR scans
at the affected sacroiliac joints, adjacent bone marrow
of the sacrum and/or ilium, and in the iliopsoas muscle.
Tracking of fluid posterior to the iliopsoas muscle is
considered specific for septic sacroiliitis.14
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STIR images are sensitive for demonstrating bone
oedema adjacent to the infected joint. Axial T2-weighted
fast spin echo scans demonstrate small joint effusions
and adjacent muscle inflammation as a high-signal
region. Use of intravenous Gd-DTPA contrast enables
identification or exclusion of an abscess. In this patient,
an iliacus abscess was identified on MRI scan. The disadvantage of MRI is that when there is only abnormal
signal intensity affecting the bone marrow, MRI may not
readily discriminate osteomyelitis, reactive oedema, postoperative changes, accidental trauma, and neoplasia.15
Fine-needle aspiration biopsy of the sacroiliac joint or
open biopsy may be needed to yield the causative
organism. If there is abscess formation, percutaneous
drainage or open drainage should be done. The most
common organism causing haematogenous peripelvic
abscesses is S aureus, which accounts for 70% to 90%
of cases.3,16 A known source of bacteria is identified
in approximately half of the patients. The standard
treatment is antibiotics for 4 to 6 weeks.
A delay in diagnosis can result in increased abscess size
and dissemination of infection. Joint destruction and
chronic debilitation are possible sequelae.
Pyogenic sacroiliitis is an uncommon condition that is
usually not diagnosed promptly. A high index of suspicion is required. Pyogenic sacroiliitis should always
be included in the differential diagnosis of any patient
with fever who has low back and buttock pain. Radiographs and ultrasound are usually negative during the
early course of the disease. Bone scan is helpful for
patients with suspected skeletal infection and poorly
localising symptoms. MRI is the modality of choice for
making the diagnosis.
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