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ABSTRACT
Pelvic osteomyelitis is a rare infection. Ilium, ischium, pubis and 
acetabulum are commonly affected sites. Pelvic radiography, 
pelvic magnetic resonance and scintigraphy are useful imaging 
techniques for diagnosis. However, diagnoses should be 
confirmed with bone biopsy from the lesion. Sometimes 
diagnosis is delayed because of deep localization of infection 
site. Here in, we report a 15-year-old girl with left groin pain who 
was diagnosed as pelvic osteomyelitis one month after initial 
symptoms. Patient was successfully treated with antibiotics 
for 8 weeks. In conclusion, although pelvic osteomyelitis is 
an unusual infection in childhood, it should be considered as 
differential diagnoses of pain in groin, hips, thigh, abdomen and 
spine. If diagnosis is suspicious, empiric treatment should be 
started quickly, because it will be possible to achieve satisfactory 
clinical results with effective treatment.
Key words: children, pain, acute pelvic osteomyelitis.

http://dx.doi.org/10.5546/aap.2016.eng.e370

INTRODUCTION
Osteomyelitis is a local infection of bone 

which is frequently caused by seeding of 
microorganisms to the bone by hematogenous 
way. Direct inoculation by trauma or surgical 
procedures and local invasion from infected soft 
tissue are other predisposing factors. In children 
the incidence is estimated to be 1 in 5000 to 7700 
in developed countries, and 1 in 500 to 2300 in 
developing countries.1 Acute hematogenous 
osteomyelitis is typically seen in long tubular 
bones of children.2 Boys are more affected than 
girls and majority of children with osteomyelitis 
are younger than 5 years.3

Pelvic osteomyelitis in a 15-year-old girl. Case report

Pelvic osteomyelitis is rare in childhood, but 
it is an important disease due to complications in 
untreated cases. Patients may admit to hospital 
with pain of hips, thigh, abdomen or spine and 
difficulty in walking.4 Diagnosis is sometimes 
delayed because of deep localization of the 
infection site.2 In addition there are no specific 
clinical signs and symptoms to rule out other 
orthopaedic and infectious diseases.5 

Here  in ,  we report  a  g ir l  wi th  pelvic 
osteomyelitis who was diagnosed one month 
after initial symptoms. 

CASE REPORT
A 15-year-old girl was admitted to hospital 

with complaint of left groin pain without history 
of fever or trauma. Pain was constant during 
rest and movement, unresponsive to analgesics 
and lasted for approximately one month. Patient 
had no complaint at right side of hip and groin, 
groin pain was more intense on left side reffering 
to left knee. No other joints were involved 
and she lost 5 kg of weight in last one month. 
Patient was treated with analgesics and muscle 
relaxants during admission to other centers and 
unresponsive to those treatments.

On physical examination, her vital signs were 
as follows; body temperature: 38.0 °C, heart rate: 
108 beats/min, blood pressure: 100/70 mmHg. 
She could not walk without support and could 
not stand on her left foot. She had limited passive 
range of motion (flexion, abduction and external 
rotation) of the left hip. Patient’s laboratory test 
results were as follows; hemoglobin: 11.6 g/dl, 
leukocyte count: 11 000/mm3 (neutrophils 76%, 
lymphocytes 18% and monocytes 6%), platelet 
count: 571,000/mm3, erythrocyte sedimentation 
rate (ESR): 130 mm/h and C-reactive protein 
(CRP): 19.2 mg/dl. There were no pathological 
findings on pelvic radiography (Figure 1). Bone 
marrow edema of ischium and muscles were 
detected with pelvic magnetic resonance imaging 
(MRI) (Figure 2). We considered osteomyelitis and 
malignant infiltrative process with these findings. 
Bone marrow aspiration was performed and it 
was normal. Pathological uptake was found in 
symphysis pubis, lower part of the left sacroiliac 
joint, left ischium and left acetabulum with bone 
scintigraphy (Figure 3). Patient was diagnosed 
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as osteomyelitis and treated with intravenous 
ceftriaxone. On follow-up, she was able to walk 
more comfortable and pain reduced on left hip 
movements.

On the 7th day of antibiotic treatment patient 
felt mild pain on her left hip. Fever revealed 
above 38 °C discontinuously without determined 
focus. Acute phase reactants persisted high 
(ESH: 130 mm/h and CRP: 11.6 mg/dl). For 
differential diagnosis of fever without focus, 
tests for tuberculosis and connective tissue 
diseases (purified protein derivative: 2 mm, 
antistreptolysin O titer: 365 U/L, rheumatoid 
factor: 8.44 mg/dl, antinuclear antibodies: 
negative, Brucella agglutination: negative) were 
evaluated and found in normal range. There was a 

slight expansion of the lesion site on control pelvic 
MRI. To rule out malignancy or other infiltrative 
bone disease, biopsy and curetage of the lesion 
was performed. Biopsy material culture was 
unremarkable. Tuberculosis polymerase chain 
reaction, acid resistant bacillus and cultuvation 
of biopsy material were negative. Consequently 
diagnosis of osteomyelitis was confirmed with 
pathological examination of biopsy material. 
Intravenous ceftriaxone treatment was prolonged 
for 4 weeks. Oral ciprofloxacin and amoxicillin-
clavulanate treatment were given for 4 weeks 
after discharge. At the end of 10 months of 
follow-up, patient completely recovered without 
sequelae.

Figure 1. Pelvic radiography image is in normal limits

Figure 2. Axial T2-weighted MR image shows hyperintense signal changes on ischial bone (arrow) and muscles (curved arrow)
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be seen in children.2 Pain usually occurs on hips, 
thighs or abdomen.

Blood or bone aspirate material cultures 
may elucidate 50% of causative microorganism. 
Staphylococcus aureus is the most common 
causative microorganism (90%), which is 
similar to acute hematogenous osteomyelitis.4 
Haemophilus influenzae, Salmonella spp., Group 
A  Streptococcus ,  Enterobacter  c loacae  and 
Pseudomonas aeruginosa may be responsible for 
pelvic osteomyelitis rarely.9 Effective empirical 
treatment should be started against S. aureus 
immediately .  Intravenous cephalosporins 
and clindamycin are the most commonly 
used treatment agents.  If  the responsible 
microorganisms are isolated, treatment should 
be rearranged against them. Detection of bone 
involvement with pelvic radiography is difficult 
in early stages of disease. Sensitivity of bone 
scintigraphy is higher. Pelvic MRI is the best 
diagnostic imaging modality which is 82-100% 
sensivitive and 75-96% specific for diagnosis.10 
Prognosis of pelvic osteomyelitis is so good. 
Recovery rate without sequelae is over 95% but 
this rate decreases with delayed diagnosis and 
treatment failure. Recurrent osteomyelitis and 
deformities may develop unfortunately.

Local symptoms of inflammation, positive blood 
or bone aspiration culture, presence of subperiostal 
purulent material and typical radiological or 
scintigraphic changes support the diagnosis of 
acute hematogenous osteomyelitis.10 Our findings 
were sufficient for diagnosis in this case.

DISCUSSION
Hematogenous osteomyelitis of the pelvic 

bone is an unusual pediatric infection (6.3-20%).2 
Previous studies suggested that time between the 
onset of symptoms and admission to hospital is so 
long and diagnosis is often delayed due to deep 
localization of the infection site.2,6 Age spectrum 
of children with pelvic osteomyelitis is older than 
children with acute hematogenous osteomyelitis.7 
Although pelvic osteomyelitis is more commonly 
seen in boys, male/female ratio is lower than 
acute hematogenous osteomyelitis (1.5/1).8 Some 
factors such as pelvic procedures, urinary tract 
infections, trauma, Crohn disease may predispose 
development of osteomyelitis. Most commonly 
affected bone is ilium (38%) because of its rich 
vascular supply İischium (19%), pubis (14%) and 
acetabulum (12%) follows.4 In this case, patient 
was diagnosed as osteomyelitis one month after 
the beginning of symptoms. By comparison with 
findings in the literature we found features like 
age, gender, and bone involvement site of this 
case is rare.

History of trauma is reported as 17% in 
pelvic osteomyelitis, but this rate is about 40% 
in osteomyelitis of long bones. This supports the 
fact that long bones are more prone to trauma 
exposure compared with pelvic bone.8 Patients 
with pelvic osteomyelitis may present with 
various clinical signs. This leads to misdiagnosis 
and delayed diagnosis. Most common presenting 
complaints are fever and pain. Weight loss, 
anorexia, limp or decreased weight bearing may 

Figure 3. Pathologic uptake of ischium-pubic ramus (arrow) in bone scintigraphy
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In conclusion, pelvic osteomyelitis is rare 
in children but it should be kept in mind for 
differential diagnosis of patients with hip and 
groin pain. If it’s suspected, empiric treatment 
should be started immediately. Frequency of 
sequelae may decline to very low rates with 
efficient treatment. n
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