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Combined Pyogenic and Tuberculous Osteomyelitis of the Clavicle:
A Case Report
Jairam D Jagiasi', Mohit R Upadhyaya', Parth K Mehta'

Learning Point of the Article:

A high degree of suspicion is required to diagnose the underlying cause of unusual presentation of osteomyelitis.

Abstract

Introduction: Tuberculous osteomyelitis of the clavicle accounts for 1-3% of cases of osteoarticular tuberculosis. It presents with non-specific

symptoms and may have superadded infections with pyogenic organisms, requiring a high degree of suspicion to adequately diagnose and initiate

appropriate treatment.

Case Report: We describe a case of a 35-year-old male with osteolytic clavicular lesion and abscess in the supraclavicular fossa. Tissue diagnosis

revealed tuberculous osteomyelitis with superadded infection with Staphylococcus aureus. He was managed with debridement and anti-

tubercular therapy.

Conclusion: A high degree of suspicion is required to adequately test and diagnose the cause of osteomyelitis of the clavicle, in the absence of a

predisposing event, as staphylococcal and tuberculous infection can present simultaneously.
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Introduction

Tuberculous osteomyelitis of the clavicle accounts for 1-3% of
cases of osteoarticular tuberculosis (TB). Most cases involve a
primary pulmonary or osteoarticular lesion [1]. It affects
children more commonly than adults and involves the medial
end if the clavicle and the sternoclavicular joint [2]. It presents
with non-specific symptoms such as fever, malaise, and an
osteolytic bone lesion, making it easy to misdiagnose as a cystic
bone tumor or metabolic bone disease [3, 4]. We report this
case due to its unusual presentation of showing positive culture
reports forboth pyogenic and tuberculous organisms.

Case Report

A 35-year-old male was referred with high-grade fever,a S cm x
S cm fluctuant swelling in the supraclavicular fossa extending
into anterior chest wall (Fig. 1) and an osteolyticlesion 1 cm x 1
cm in size, in the middle third of the right clavicle (Fig. 2),

incidentally found on chest radiograph. The abscess had
developed slowly over 1 month, but he developed fever over 3
days. The patient had no prior history of TB or any procedure
done in this region. Contrast-enhanced magnetic resonance
imaging (MRI) of the clavicle was done to determine extent of
bony infection. MRI was reported as an osteolytic focus in the
middle one-third of the right clavicle with thinning and erosion
of the cortex, associated with heterogeneously enhancing
periosseous soft tissues and non-enhancing foci/abscesses.
These findings suggested an infective etiology (osteomyelitis).
Pre-operative hemoglobin was 10.1 g/dl, leukocyte count was
14,800/mm3, erythrocyte sedimentation rate was 72 mm/h,
and C-reactive protein was positive. Patient was HIV, hepatitis B
and hepatitis C negative. Chest radiograph showed a
heterogeneous opacity in the right middle lobe of the lung. Due
to picture of acute abscess formation, decision of primary
surgical debridement of the focus was taken.
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andanterior chestwall. clavicle.

The patient underwent drainage of the abscess and
debridement of the clavicle under general anesthesia. The
clavicle showed a defect of 1 cm X 0.5 cm in the superior and
inferior cortex (Fig. 3-5). Samples of pus and sequestered bone
were sent for Gram staining, culture sensitivity, GeneXpert, TB
culture, and staining. The patient was started on antibiotics
empirically till culture reports were available.

The patient was referred to chest medicine for opacity in chest
radiograph and was diagnosed as pulmonary TB and advised
anti-Koch’s therapy for the same.

The pus culture revealed growth of methicillin sensitive
Staphylococcus aureus, histopathology showed granulomatous
inflammation, while GeneXpert and TB culture showed
Mycobacterium tuberculosis, sensitive to rifampicin. Blood
culture showed no growth. Based on these reports, the patient
was started on injectable amoxicillin + clavulanic acid 1.2 g
twice daily for week along with anti-Koch’s therapy for 6 months
with rifampicin, isoniazid, ethambutol, and pyrazinamide for 2
months and 4 months of rifampicin, isoniazid, and ethambutol.
The patient was given a universal shoulder immobilizer to
protect the clavicle. Pendulum exercises and elbow range were
started at 2 weeks post-operative. Shoulder range of motion
exercises were allowed after 4 weeks. Lifting heavy objects were
notallowed till osseous healingwas seen.

The surgical wound healed uneventfully after 15 days. The
osseous lesion showed signs of radiological healing at 2 months
follow-up, with complete resolution at S months follow-up (Fig.
6). At 9 months follow-up, the patient had no complaints and
was able to use his arm comfortably to perform overhead

activities, includinglifting heavy objects (Fig. 7).
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Figure 4: Immediate post-operative clinical picture.

Figure 1: Clinical picture of abscess in supraclavicular fossa  Figure 2: Radiograph at presentation showing osteolytic lesion in

Figure 5: Immediate post-operative radiograph

Figure 3: Intraoperative image showing cortical defectin clavicle.

Discussion

Osteomyelitis of the clavicle is an extremely rare entity [S]. In
adults, it is seen as a complication secondary to head-and-neck
surgery, fracture fixation, and subclavian catheterization [6, 7].
In the absence of such predisposing factors, the patient should
be further investigated for conditions that cause
immunosuppression, allowing for hematogenous spread of the
infection from another primaryfocus.

TB is still highly prevalent in India, affecting almost 2.7 million
people [8]. It is the most common differential diagnosis for
osteomyelitis in India. TB is also known to cause
immunosuppression [9], increasing the susceptibility of the
host to other infections. Osteoarticular TB is a paucibacillary
condition and may be associated with normal chest radiographs
and a negative tuberculin skin test [10], making tissue culture
necessary for diagnosis and initiating proper treatment.

Staphylococcus coinfection can mask the symptoms of
tuberculous osteomyelitis and cause a delay in diagnosis [11].
Simply managing such a case with antibiotics for staphylococcal
osteomyelitis may lead to the infection appearing to settle
initially, but the underlying TB would go untreated causing
repeated abscess, sinuses, and continued destruction of the
bone [12]. The infection may progress, affecting the
sternoclavicular or acromioclavicular and may necessitate
excision of a large section of the sequestered clavicle [13],
which may prove to be troublesome who require to lift heavy
objects overhead. Early diagnosis and adequate anti-Koch’s
therapyleads to complete resolution of the infection.
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Figure 6: adiograph at5months shoing resolution.
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Figure 7: Clinical picture at 9 months follow-up with complete range of shoulder abduction.
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Conclusion

A high degree of suspicion is required to adequately test and
diagnose the cause of osteomyelitis of the clavicle as
staphylococcal and tuberculous infection can present
simultaneously. In the absence of a predisposing event, a cause
for immunosuppression allowing hematogenous spread of
infection must be looked for.

Clinical Message

Coinfection with pyogenic organism and mycobacteria can be
found in uncommon sites of osteomyelitis like clavicle.
Awareness and vigilance are required to adequately diagnose
and treat such cases.
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