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Pelvic pain is a very common gynaecological complaint especially during the puerperium. It is rarely
associated with development of septic sacroiliitis or haematogenous spread to other sites within the
body. The case below demonstrates a 30 year old female 10 days post-partum presenting with left hand
cellulitis secondary to development of septic sacroiliitis. Her case supplements a small cohort of reports

KeyW‘?”?F{ among literature identifying septic arthritis in the postpartum period, recognises the delay to diagnosis
lsjacrm"”tls and increased morbidity of this condition.
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Episiotomy

Introduction Throughout pregnancy she attended her regular antenatal follow-

The sacroiliac joint is a relatively rare site for septic arthritis and
accounts for approximately 1-2 % of all cases [1]. The prevalence of
septic sacroiliitis is limited by a small number of case reports;
literature reviews suggest 3.4-15.6 % of cases occur in pregnancy
and the postpartum period [2-5]. Diagnosis of sacroiliac joint
infection is often missed due to symptoms mimicking more benign
disease such as sciatica or lumbar disc disease and pelvic pain is not
uncommon in the postpartum period. This leads to treatment
delay and risk of destruction to the joint.

During the antenatal period hormonal changes allow relaxation
of sacral ligaments and increased joint laxity. This along with
enlargement of the uterus and delivery of the neonate has been
hypothesised to evoke microscopic damage to the joint surfaces
producing sacroiliitis [6-8]. The case below presents a case of
postpartum sacroiliitis associated with potential haematogenous
spread of infection.

Case report

A 30 year old Caucasian female gravida 1 parity 0 presented 10
days postpartum with a tender, swollen left hand and mild sacral
pain post-delivery. She had a vaginal delivery with induction of
labour at term + 12 days; an episiotomy was required. Labour lasted
eight hours with the last two hours in stirrups; right leg elevated.
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up and her pregnancy progressed well without any complications.

Two weeks prior to induction of labour she developed sacral
pain and pain to the lateral aspect of both hips bilaterally. Post-
delivery she developed acute onset of right sided sacroiliac (SI)
joint and buttock pain - 10/10 severity and unable to mobilise
without assistance for two days. She was given analgesia and
discharged home. There was no history of trauma, infection,
surgery or intravenous drug use.

Day 5 post-delivery she developed gradual onset of pain,
swelling and erythema to the dorsum of her left hand. Given her
sacral pain she described off-loading pressure onto her left hand;
no trauma, insect bites or recent cannulation.

Her family history was significant for rheumatoid arthritis —
father, paternal uncle and paternal grandmother.

On examination the dorsal aspect of her left hand appeared
grossly swollen with erythema spreading proximally from her
metacarpal phalangeal joints (MCPJs)limiting the range of
movement.

Hip examination revealed tenderness to her right sacroiliac
joint; power 4+/5 limited by pain; sensation intact and full range of
movement. No spinal tenderness or abnormal findings to left hip.

The laboratory blood results were significant for leukocytes
18.5 x 10° cells/L and CRP 347.3 mg/L. She was treated initially for
left hand cellulitis with 2 g intravenous (IV) flucloxacillin. Other
blood investigations showed negative antinuclear antibodies
(ANA), antinuclear cytoplasmic antibodies (ANCA), immunoglo-
bulins, complement (C3 +C4), rheumatoid factor and HLA-B27.
Microbiological investigations did not yield any positive results
including two blood cultures, urine culture and viral screen.
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Fig. 1. (a) Post-treatment MRI coronal section imaging showing septic sacroiliitis and associated collection. (b) Post-treatment MRI coronal section imaging showing almost

complete resolution of collections.

During admission her sacral pain acutely worsened and a
magnetic resonance imaging (MRI) was arranged showing a large
joint effusion of the right SI joint with extension into the right
iliacus muscle where there was a focal 3.5 x 2.9 cm intramuscular
collection. There was also extension through the posterior aspect
of the joint with a shallow collection in the medial aspect of the
right gluteus maximus measuring approximately 3.5cm x 0.8cm.
Further intramuscular oedema was present within the right
piriformis muscle with a small collection tracking over the
superior aspect of the muscle. The findings were in keeping with
septic arthritis of the right sacroiliac joint with intramuscular
abscesses. The abscesses were continuous with the joint (Fig. 1a)

After input from the orthopaedic and interventional radiology
teams her septic sacroilitis was managed medically without
aspiration or washout. She was treated with 2 g IV Cetriaxone once
daily for a total of six weeks of IV antibiotic therapy and a further 2
weeks course of oral flucloxacillin with good effect. Her episiotomy
wound appeared clean and was not deemed the origin of the
infection.

Follow-up MRI pelvis at one month showed interval reduction
the size of the collection within the iliacus muscle and resolution of
the collection within the gluteus maximus muscle (Fig. 1b). She
was reviewed clinically thereafter and denied any ongoing
complications of her infection.

Discussion

Septic sacroiliitis remains an unusual presentation of pelvic
pain but certainly one with significant morbidity. In this case the
presenting complaint was objective cellulitis of her left hand as
opposed to severe pelvic pain; which had been disregarded
because of a recent delivery. This highlights the importance of
septic sacroiliitis as a differential needing considered in the
peripartum patient. A systematic review by Carvajal-Flechas et al.
showed that 59.2 % of pregnancy-associated septic sacroiliitis
occurs in the postpartum period with an average onset of 9 days
[3,5].

Although blood cultures did not isolate a causative bacteria
which is the case for 31-77 % of reported cases, studies have
suggested Streptococcus species as the most common causative
organism in pregnancy associated septic sacroiliitis in comparison
to Staphlycoccus among the general population [5]. It is difficult to
ascertain exactly whether the cellulitic appearances of her hand
were a result of haematogenous spread from her hip collection or
vice versa. However, given the clear timescale of events described
previously, it is most likely that the cellulitic infection was a result
of spread from the SI joint. In contrast, previous case reports have
suggested the pathogenesis of SI joint infection to be

haematogenous dissemination with two case reports describing
septic sacroiliitis from epidural catheter insertion and others
suggesting skin, genitourinary tract and trauma [9-11]. Another
potential source may have been the episiotomy wound, however
this is less likely given clean wound appearance clinically, sudden
onset of pain <24 h after delivery and lack of radiological evidence
to support tracking of infection from the wound.

The choice to manage medically with IV ceftriaxone was based
on previous literature and how amenable the collections were to
drainage based on radiological reporting. Most cases are managed
with varying antibiotic regimes/routes with an average of 6-8
weeks. In a review of 15 patients in the pregnant/postpartum
period by Imagama et al. only 3 cases were managed with open
drainage with a further single patient requiring a hysterectomy and
oophorectomy [8]. Septic sacroiliitis remains an important
differential given immunosuppression of pregnancy and hypoth-
esised hormonal effects on joint laxity; albeit limited, literature
certainly suggests pregnancy may be an independent risk factor for
its development [6-8,12]. The case presented here represents
another rare presentation of septic sacroiliitis with disseminated
infection and haematogenous spread adding to a small but
significant number of patients making septic sacroiliitis a
differential to always consider in the post-partum patient
presenting with non-resolving, severe pelvic pain.
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