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DESCRIPTION

A 39-year-old man presented with insidious onset
back pain and groin pain for 2 weeks, and limp
for 7 days to orthopaedic outpatient depart-
ment. He had anorexia for the past fortnight and
had noticed weight loss of about 7 kg, though
he remained afebrile. On examination, he had
a pseudoflexion deformity of the right hip and
tenderness in the right iliac fossa. An X-ray of
the pelvis was done which showed an ill-defined
lytic lesion in the anterior half of the right iliac
blade with minimal periosteal reactions (figure 1).
His laboratory investigation showed a high
haemoglobin of 12g/dL, erythrocyte sedimenta-
tion rate of 64mm fall at the end of first hour,
a raised total lymphocyte count of 13x10°/L
with lymphocytosis 40%. His renal, liver and
nutritional parameters were within normal range
(albumin >3500mg/dL, absolute lymphocyte
count >1500/mm?®). X-ray of the dorsolumbosa-
cral region and chest was unremarkable. An MRI
was done which showed increased intensity on T2
and fat-suppressed images of the iliac bone with
erosions in the cortex, also T2 hyperintense collec-
tion in the adjacent iliacus muscle and the gluteal
muscles suggestive of abscess (figure 2). An ultra-
sound of the same, showed hypoechoic collection
anteromedial to the right iliac bone (figure 3).
About 30mL of aspirate that appeared purulent
and thickish was removed under guidance and sent
for Gram, Zeihl Neelsen (ZN) staining and gene
expert (Catridge Based Nucleic Acid Amplification
Test (CBNAAT)). The Gram stain showed more
than 100 white blood cell per low power field,
but both the ZN staining (showing few acid-fast
bacteria) and gene expert (CBNAAT) were posi-
tive, confirming Mycobacterium and sensitive to
rifampicin. The patient was started on a four-drug

Figure 1

X-ray pelvis with both hips showing ill-
defined lytic lesion (arrow mark) involving the right ilium
with minimal periosteal reaction.

Figure 2 Coronal (A) and axial (B) fat-suppressed MRI
shows increased signal intensity in the right iliac bone,
small area of liquefaction and adjacent cortical erosion. In
continuity with the bone lesion, hyperintense collection is
seen medially displacing the iliacus muscle and laterally
in the gluteal muscles. The collection appears hypointense
on axial TTWI (C). TIWI, T1 weighted Image.

regimen of anti-tubercular therapy as per Revised
National Antitubercular Control Programme
(category 1: Isoniazid, Rifampicin, pyrozinamide
and Ethanbutol (HRZE) for 2 months followed
by Isoniazid, Rifampicin (HR) for 4 months). At
about 2-month follow-up, he had significant clin-
ical improvement with a feeling of generalised
well-being, regaining his appetite and weight gain
of about 4 kg.

Tuberculosis is a major health burden, particu-
larly in the low-income and middle-income coun-
tries. Extrapulmonary tuberculosis has accounted
for 10%-15% of the disease of which about 10%
are skeletal, mainly involving the spine followed
by osteoarticular affection. Isolated bony involve-
ment is rare but reported in the ribs, long bones,
metacarpals, facial bones and pelvis." Diagnosis
in such cases can be difficult due to atypical
presentation and often missed. Imaging plays an
important role in such scenario. A plain X-ray can
show destruction of bone, but it is better delin-
eated in CT scan. Pelvic abscess can be confirmed
by ultrasonography, and iliac bone defect can also
be outlined. We highlight the MRI findings here,
wherein one can very well appreciate the bicom-
partmental abscess along with iliac bone involve-
ment. Iliopsoas (IP) abscess in low-income and
middle-income countries is mainly primary and
secondarily may be due to adjacent spondylo-
discitis.”> As a standard teaching in our place, IP
abscess has to be tubercular unless proved other-
wise. Hence, we could promptly diagnose by ZN
stain and gene expert.

Peculiar findings in our case are:

1. Isolated pelvic bone involvement in tuberculosis
which is rare.
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Figure 3 Long axis grey scale ultrasound image of the right/
leftlumbar region shows a large hypoechoic lesion (thick black arrow)
in the psoas muscle seen anterior to the cortex of the lumbar spine
(thin black arrow) with small anechoic areas (thin white arrow) within it
(suggesting necrosis and thus abscess formation).

2. Secondary IP abscess is due to gastrointestinal or genitouri-
nary pathology but then its mainly pyogenic but tubercular
in our case.

3. Secondary tubercular IP abscess spreads from adjacent verte-
brae (spondylodiscitis) which was not the case.

CBNAAT is an effective and rapid test with high sensitivity
(95.7%) and specificity (99.3%) which is a very useful tool for an
early diagnosis even in cases that are stain negative.’ The patient
would need a repeat follow-up as recurrence is not uncommon.
Imaging plays a very important role in the diagnosis of skeletal
tuberculosis. The differential diagnosis that one must keep in

mind includes pyogenic abscess, other granulomatous condi-

tions, haematomas, enlarged IP bursa and pseudo aneurysm.”
We intend to highlight the classical MRI findings supple-

mented with other diagnostic imaging in this situation.

Learning points

» Tuberculosis can present as isolated osteomyelitis.

» lliac abscess in tuberculosis can occur without spinal
involvement.

» Cortical erosion and perforation in ilium can involve both
sides, leading to bicompartmental abscess.

» Ultrasound-aided drainage helps in diagnostic and
therapeutic management with antitubercular medication.
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