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Pelvic osteomyelitis complicating
Crohn’s disease

WCP KwaN, MD, FRCPC, H] FREEMAN, MD, FRCPC, FACP

C OMMON MUSCULOSKELETAL
complications in patients with
Crohn's disease include peripheral ar-
thritis, spondylitis and, less commonly,
granulomatous bone or muscle disease
as well as periosteal new bone forma-
tion with clubbing. Despite the fre-
quent occurrence  of inflammatory
processes including abscess or fistula
formation adjacent to pelvic bones,
osteomyelitis has been rarely recorded.
The present report describes a patient
with Crohn's disease complicated by
pelvic sepsis and sacral osteomyelitis,
and reviews the previous literature on
this apparently unusual complication.

CASE PRESENTATION

A 29-year-old man was admitted to
University Hospital in July 1986 for
evaluation of fever, weight loss and di-
arrhea. Crohn’s disease had been diag-
nosed at age 24 with involvement of
the ileocecal region and sigmoid colon;
improvement resulted from a course of
prednisone and sulphasalazine, but
within several months he developed fe-
ver and increasing abdominal pain. La-
parotomy revealed a retroperitoneal
abscess that was drained with no intes-
tinal resection done.

The patient remained well unril
April 1986 when he noted lower ab-
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Figure 1) Barium enema showing a lateral
view of the pelvis, including the sacrum. A
marked increase in the retrovectal space is ob-
served

dominal cramping pain, watery diar-

rhea with weight loss of 8 kg and onset
of constant lower back pain and fever of

FREOMT

39°C. Examination revealed moderate
lower abdominal tenderness. Percus-
sion tenderness over the lower lumbar
spine and sacrum was also present. A
psoas sign was not elicited and he had
normal hip joint mobility. No neuro-
logical deficit was demonstrated.

A barium enema revealed an in-
crease in retrorectal space with changes
of Crohn’s disease present in the sig-
moid colon, including a pelvic fistulous
tract (Figure 1). A small bowel follow-
through showed involvement of the
terminal ileum, and early filling of the
rectum consistent with an ileorectal fis-
tula. Computed tomography (CT) scan
of the abdomen showed tethered loops
of ileum in the pelvis with an associated
inflammartory mass: no clear cut abscess
cavity was defined. Radiographs of the
spine showed normal
sacroiliac and hip joints, but a small
bony fragment was seen at the antero-
superior aspect of Sl together with
spondylolithesis of L5-S1.

The patient was treated with total
parenteral nutrition and antibiotics, in-
cluding gentamicin and metronidazole.
Laparotomy, revealed a large pelvic in-

lumbosacral

flammatory mass involving the distal

Figure 2) Computed tomography scan view of S1 showing a lytic lesion associated with sacral
osteomyelitis. Subsequent biopsies confirmed the presence of osteomyelitis and culnures revealed
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ileumn, cecum and rectosigmoid. Fistu-
lous tracts were demonstrated between
the ileum and rectum. lleocecal resec-
tion and reanastomosis was done with a
sigmoid resection and colostomy.

Postoperatively, the patient’s condi-
tion improved and the antibiotics were
discontinued. His abdominal pain re-
solved and the colostomy functioned
normally. However, he continued to
have low grade fever and complained of
increasing back pain with radiation
down his right leg and mild urinary
hesitancy. Multiple blood cultures were
negative. Repeat neurological assess-
ment revealed no abnormality. CT
scan of his spine now showed multiple
bony fragments anterior to the first sac-
ral segment, with irregular resorption of
the body of S1. These changes were
consistent with sacral osteomyelitis
(Figure 2). A bone scan demonstrated
increased uptake in the upper sacrum
and CT-guided needle biopsy of the
sacrum showing histological changes of
osteomyelitis but cultures from the bi-
opsy material revealed no organism. A
myelogram showed no evidence of ob-
struction or epidural defect.

The patient was treated with peni-
cillin G and gentamicin. In an effort to
obtain a specific bacteriologic diagno-
sis, an open biopsy of the sacrum was
done. Tissues from the sacrum yielded a
heavy growth of Streptococcus wviridans
and the histology demonstrated areas of
osteonecrosis along with acute and
chronic inflammation consistent with
osteomyelitis. No granuloma was seen
and an acid fast stain was negative. As
Strep wiridans is an unusual cause of pel-
vic bone osteomyelitis, the patient had
further blood cultures and underwent
an echocardiogram to exclude endo-
carditis (these studies were negative).

The patient received six weeks of
parenteral penicillin G therapy with
good clinical response. There was re-
solution of fever and back pain, and his
erythrocyte sedimentation rate de-
creased from 50 to 12 mm/h. A follow-
up hone scan near the conclusion of
treatment showed only slight uptake in
the sacrum with no appreciable change
in plain radiographs. The patient was
discharged in October 1986 and his co-
lostomy was closed in November 1986.
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TABLE 1
Crohn's disease and osteomyelitis
Year Location of
(reference)  Age (gender) Locationof Crohn'sdisease ~~ osteomyelitis Organism(s)
1969 (3) 51 (male) lleum, cecum, ileocutaneous fistula Right ileurmn Not stated
28 (male) lleum, presacral abscess L5, sacrum B-hemolytic, streptococcus
1971 (4) 17 (male) lleum, colon, right psoas abscess Right ileum, right  Bacteroides, peptostreptococcus,
femoral head Clostridium perfringens, Escherichia
coll, group D streptococcus
1973 (5 20 (female) Small bowel, colon, perirectal Sacrum u-hemolytic streptococcus
abscess
1973 (6) 12 (male) Left colon, retroperitoneal abscess Left leumn Not stated
16 (male) lleum, paracecal abscess, Right ileum Not stated
enterocutaneous fistula
17 (male) lleum, cecum, rectum, enteravesical Right ileum Not stated
fistual, infra-abdominal abscess
1984 (7) 20 (female) lleumn, colon, right psoas abscess, Sacrum Not stated
intra-abdominal abscess
1987 (8) 17 (male) Terminal ileum, presacral abscess Sacrum E coli
Current case 29 (male) lleum, cecum, sigmoid sacrum, Sacrum Streptococcus viridans

ileorectal fistula

Subsequent  follow-up to December
1991 has been uneventful with no fur-
ther relapse of his Crohn's disease or
recurrent osteomyelitis.

DISCUSSION
Although many inflammatory disor-
ders of the intestinal tract develop close
or adjacent to the bony pelvis, pyogenic
osteomyelitis involving the pelvic bone

distinctly is uncommon. In a review of

616 cases of osteomyelitis, only 5% in-
volved the pelvic bony structures (1).
Usually, the infection is spread by con-
tiguous extension from soft tissue foci
and, less commonly, from intra-ab-
dominal or pelvic abscesses. The infec-
tion usually is localized to the ileum
since it is the largest pelvic bone and
has an abundant blood supply.

Pelvic osteomyelitis appears to be an
unusual complication of Crohn's dis-
ease despite the frequent presence of an
associated chronic inflammatory pelvic
mass, abscess andfor fistulous tracts.
This contrasts the frequency of other
musculoskeletal disorders experienced
by patients with inflammartory bowel
discase which can be as high as 40 to
50% (2). The precise incidence of pel-
vic osteomyelitis in Crohn's disease is
unknown; however, based on the clini-
cal descriptions of this associated com-
plication in the literature, it seems to be
rare. The first two cases of pelvic

osteomyelitis in Crohn's disease were
described in 1969 by Goldstein et al
(3). Since that time, only 10 additional
cases have been reported (Table 1).
The majority of reported cases in-
volved the right ileum. This undoubt-
edly is related to the fact that the
coadjacent terminal ileum and cecum
are the most common sites of Crohn's
disease. In most reported patients, an
adjacent abscess or fistula was present,
suggesting that infection resulted from
seeding to contiguous bone. The only
exception was a case with osteomyelitis
of the left femur and Crohn’s disease;
the patient described also had an E coli
septicemia and was being treated for
Crohn’s disease with corticosteroids
and immunosuppressive agents  (4).
The current patient had osteomyelitis
involving the sacrum, likely as a se-
quela of the pelvic inflammatory mass
with an ileorectal fistula: associated
presacral infection and abscess forma-
tion became evident. In all three pre-
viously described cases with sacral
osteomyelitis in the setting of Crohn's
disease, presacral and perirectal ab-
scesses were also present. In almost all
instances the diagnosis of Crohn’s dis-
ease was made before osteomyelitis was
discovered — this is not surprising since
osteomyelitis appears to occur exclu-
sively in the setring of complicated
Crohn’s disease. However, Schwartz et
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al (5) described a case of sacral osteo-
myelitis as the initial presentation with
Crohn’s disease found only at surgery
despite extensive radiographic preoper-
ative evaluation.

The significant clinical feature that
suggested osteomyelitis in the present
patient as well as in all reported cases to
date, was severe and persistent pain in
the affected area. This can sometimes
be overlooked because the patient is
frequently chronically ill with other
complications of Crohn's disease, and
the pain in the abdomen or affected
areas associated with of either an abs-
cess or fistula is expected. Furthermore,
sacroileitis and spondylitis complicat-
ing chronic inflammatory bowel dis-
ease can certainly result in disabling
and sometimes severe back pain. The
plain radiographs of the lumbosacral
spine in the current patient revealed
progressive changes resulting in further
evaluation with CT and bone scans
that strongly suggested sacral osteo-
myelitis. Subsequent definition of the
typical pathological features combined
with microbiological studies unequivo-
cally demonstrated its presence. It is
well known that typical radiographic
osseous changes of osteomyelitis may
not appear for days or even weeks (as
illustrated in the patient described
here). Bone scans may offer improved
100%, and

sensitivity approaching
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other imaging modalities, such as CT
scan, may aid in detection of sequestra
(6) and help delineate anatomical al-
terations. At the time the patient was
evaluated, magnetic resonance imaging
was not available in the authors’ hospi-
tal. Recent literature has demonstrated
that this imaging modality is indispen-
sible to evaluate osteomyelitis — not only
is its specificity reported to be superior but
it is useful in defining the extent of the
inflammatory process and can distinguish
osteomyelitis from cellulitis (7).
Neurological complications of pel-
vic sepsis in Crohn’s disease were con-
sidered in the current patient, espe-
cially with the
radiating pain to his right thigh and
urinary hesitancy. However, no objec-
tive neurological abnormality was evi-
dent and his myelogram was normal.
Although no permanent neurological
deficit was seen, the development of
pelvic sepsis, particularly if sacral
osteomyelitis is documented, may re-
sult in further extension of the inflam-
matory process into the spinal canal.
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