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ARTICLE

MR imaging of septic sacroiliitis

Abstract Objective. To investigate
the diagnostic value of magnetic res-
onance (MR) imaging in detecting
septic sacroiliitis and to determine
whether the MR characteristics allow
this entity to be differentiated from
sacroiliitis in spondylarthropathy
(SpA). o
Patients and design. The imaging
findings of 11 patients with septic
sacroiliitis were retrospectively ana-
lyzed by two experienced radiolo-
gists. Radiographic surveys of the
pelvis as well as computed tomogra-
phy (CT) and MR images of the sac-
roiliac joints were available in all
cases. Seven of the patients addition-
aly underwent afollow-up MR
examination. The MR imaging pro-
tocol comprised combinations of co-
ronal and transverse T1-weighted
spin-echo (SE) or fast SE sequences,
T2-weighted gradient-echo (GE)
seguences and short tau inversion
recovery sequence (STIR) sequences
aswell as dynamic contrast-
enhanced T1-weighted acquisitions.
Results. Three patients with a short
disease history showed anterior
and/or posterior subperiosteal infil-

Introduction

Septic sacroiliitis is a uncommon [1, 2, 3, 4, 5] athough
its incidence has increased in recent years, and accounts
for about 1.5% of al cases of pyogenic arthritis in pedi-
atric patients and for less than 1% in adults [5, 6, 7]. The
disease occurs secondary to primary infections of the

trations (“lava cleft phenomenon™),
transcapsular infiltrations of juxta-
articular muscle layers, which ob-
scured the fasciae, and periarticular
bone marrow edema. The eight pa-
tients with more advanced stages of
sacroiliitis additionally showed ab-
scess formation, sequestration, and
erosion. At follow-up MR examina-
tion (n=7) under systemic antibiotic
treatment, the morphol ogic charac-
teristics showed progression (n=1),
regression (n=4), unchanged find-
ings (n=1), or amixed response
(n=1). Clinical improvement pre-
cedes resolution of the MR findings.
Conclusions. Anterior and/or poste-
rior subperiostea infiltrations and
transcapsular infiltrations of juxta-
articular muscle layers were depicted
in al patients. These MR imaging
findings are characteristic of septic
sacroiliitis and may be used to differ-
entiate this entity from sacroiliitisin

SpA..

Key words Magnetic resonance
(MR) imaging - Sacroiliac joint -
Septic sacroiliitis

skin and mucosa [2, 7, 8, 9], the skeleton, and the uro-

genital tract [10] or after trauma[2, 6, 11, 12]. Other pre-

disposing factors are pregnancy [10, 13], endocarditis
[3], drug and alcohol addiction [3, 10, 14, 15, 16], and
malignant disease [8]. The pathogens typically reach the
sacroiliac joint (SIJ) by hematogenous spread, and less
commonly by local extension from infection of adjacent



Table 1 Infectious agents

Acute form [14, 20, 21] Chronicform[1, 3,5, 7, 19]

Saphylococcus aureus
Streptococcus species
Enterococcus species

Streptococcus species
Pneumococcus species
Pseudomonas aeruginosa
Serratia species
Escherichia coli

soft tissue or bone [5]. Furthermore, pregnancy and de-
livery may lead to loosening of the SlJs, thereby possi-
bly inducing local inflammatory changes [1, 5, 12, 17].
SlJinfection is nearly always a unilateral process [5, 18].

Staphylococcus aureus is the most frequent pathogen
isolated in all age groups but other common infectious
agents are listed in Table 1. The chronic form is ob-
served in about 10% of patients with skeletal tuberculo-
sis [3, 19, 22, 23] or systemic brucellosis [19, 24]. Be-
tween 25% and 67% of patients are reported to have a
positive blood culture [18, 25], but in about 40% of
cases the primary site of infection is not identified [12,
18].

Besides an elevated blood sedimentation rate, leuko-
cytosis, and elevated temperatures, septic sacrailiitis typ-
icaly presents with nonspecific clinical symptoms [5, 6,
26] and may thus mimic other disease entities such as
disk protrusion [8, 13, 26, 27], septic hip [8, 11, 13, 27]
or appendicitis [2, 6, 21, 28]. The anatomic position of
the SlJs severely limits assessment by physical examina-
tion [29].

The full range of imaging modalities have traditional-
ly been employed in these patients and magnetic reso-
nance (MR) imaging has been increasingly used to diag-
nose septic sacroiliitis[10, 16, 30].

Before the use of antibiotics, mortality in children
was 30-40% [27, 31]. Today septic sacroiliitis presents a
diagnostic rather than a therapeutic problem since the
timely administration of antibiotics will lead to restitu-
tion without surgical intervention [2, 5, 6, 8, 12].

The difficulties in early clinical diagnosis delay the
initiation of treatment [5, 12, 16, 18], and therefore im-
aging modalities have amajor role in diagnosis [5, 29].

This retrospective analysis was undertaken to assess
the MR features of septic sacroiliitis that would confirm
the diagnosis at an early stage and to determine whether
they differ from the reported MR appearance of sacroilii-
tisin spondylarthropathy (SpA).

Materials and methods

Patients

A retrospective analysis was performed in 11 patients (9 female, 2
male; mean age 25 years, range 10-58 years) examined between
1994 and 1999 with the diagnosis of unilateral septic sacroiliitis

(8 right, 3 left) confirmed by CT-guided biopsy, surgery, and/or
blood culture (by microbiology and/or histology).

All patients underwent anteroposterior pelvis radiography,
postcontrast CT scanning, and MR imaging of the SIJ. Seven of
the patients were additionally followed up by MR imaging.

MR imaging

Theinitial enhanced MR examination was performed in the 11 pa-
tients within 2-122 days of the first manifestation of clinical
symptoms. Follow-up by MR imaging in seven of the patients was
performed 6 days to 25 weeks after the initial MR examination.

The patients were examined in the supine position with mild
flexion of the hip and knee joints, on a 1.5-T MR system (Mag-
netom Vision, Siemens, Erlangen, Germany) with a phased-array
coil using the following sequences. coronal and transverse
T1-weighted spin-echo (SE) (TR/TE: 500/15 ms) or fast SE se-
quences (TR/TE: 500/10 ms), T1-weighted gradient-echo (GE:
fast low angle shot) sequence (TR/TE: 50/7 ms; flip angle 70°),
T2-weighted GE sequences (TR/TE: 325/12 ms; flip angle 30°),
and a short tau inversion recovery sequence (STIR) (TR/TI/TE:
4000/150/60 ms). In all cases the dynamic MR examination
was performed using the same T1-weighted sequence. The pro-
cedure takes 8 min, with adelay of 1 s between the eight repeat-
ed measurements (53 s each). After the first measurement, the
contrast agent gadolinium diethylene triaminepentaacetic acid
(Gd-DTPA; Magnevist, Schering, Berlin, Germany) was admin-
istered as one bolus in a concentration of 0.1 mmol/kg body
weight. The follow-up MR examinations were carried out with
identical adjustments.

Analysis

Radiographs and MR images of the 11 patients were evaluated by
two senior radiologists (M.B., S.P) independently in a different,
randomized order to alow individual assessment for radiographic
examinations and for each of the 22 MR imaging studies. Differ-
ences were resolved by discussion.

Plain radiographic features evaluated included blurring/erosions
of joint margins and widening of the joint space and were rated as
absent (0), probable (+), likely present (++), and definitively present
(+++). On the MR images, the readers had to identify and grade the
following pathomorphologic patterns. anterior and/or posterior sub-
periostea infiltration; bone marrow edema; muscle infiltration in-
cluding iliopsoas, erector spinae and the glutei; abscess formation;
sequestra; and erosions.

Inflammation of the SIJ was characterized by a reduced signal
intensity (Sl) of the joint space on T1-weighted images and an in-
creased Sl on STIR and T2-weighted sequences. Anterior and/or
posterior subperiosteal infiltration, periarticular bone marrow ede-
ma, and transcapsular infiltration of soft tissue/muscle showed a re-
duced Sl on T1-weighted sequences and an increased Sl on STIR
and T2-weighted sequences. The inflammatory changes showed
pronounced Gd-DTPA enhancement on the postcontrast images.

The MR appearance of abscess is hypointense on T1-weighted
images and hyperintense on STIR and T2-weighted images. Post-
contrast images show a pronounced peripheral enhancement and a
nonenhancing center. Sequestra were depicted by all sequences as
signal-free intra-articular fragments without contrast enhancement.
Erosions were seen as areas of contrast enhancement showing hypo-
intensity on the T1-weighted images and hyperintensity on the T2-
weighted/STIR images before Gd-DTPA administration. They dis-
rupt the continuity of the juxta-articular cortical substance.

The scale used for grading the MR images was the same as
that used for assessing the radiographs. Two readings of the MR
images were performed: the first without the contrast-enhanced
sequences, the second including the contrast-enhanced sequences.
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Results

Dataregarding age, sex, interval between onset of symp-
toms and preliminary diagnosis, confirmation of the in-
fectious agent, cause, and type of treatment are summa-
rized in Table 2. Three patients (cases 4, 6 and 9) who
underwent primary surgical management were examined
by MR imaging only once. Seven cases were followed
up by MR imaging (Table 3; Fig. 1). In case 1, in which
there was complete clinical resolution, recurrence was
diagnosed 140 days later.

Anterior and/or posterior subperiosteal infiltration,
periarticular bone marrow edema as well as transcapsu-

lar infiltrations of the juxta-articular anterior and/or pos-
terior muscle groups obscuring of the fasciae were visu-
alized in al infected SlJs with varying degrees of severi-
ty (Figs. 1, 2, 3, 4; Table 3). Anterior primary muscle in-
filtration occurred in nine cases while two cases (cases 5,
11) involved the posterior muscle group. In all cases in-
filtration was accompanied by displacement of the fatty
lamella of the adjacent muscles (Fig. 1C).

Abscess formation (Fig. 3), sequestration, and erosion
(Fig. 4A) were the initial findings in the eight cases with
advanced disease (Table 3). In a patient with early sacro-
iliitis (case 1), an abscess was identified only at follow-
up, suggesting progression of the disease.

Table 2 Clinical information and bacteriology (CT-B CT-guided biopsy, BC blood culture, UC urinary culture, NA not available, AT an-

tibiotic therapy, ST surgical treatment)

Caseno. Gender Age Culture Organism Underlying disease/ Therapy
(years) predisposing conditions
1 F 12 BC Saphylococcus aureus Trauma AT
2 F 39 BC, CT-B Staphylococcus aureus Unknown autoimmune deficiency AT
3 M 10 BC, UC Enterococcus faecalis Urinary tract infection AT
4 M 58 CT-B Staphylococcus aureus Deep felon ST
5 F 41 CT-B Beta-haemolys. Sreptococcus Suppurative tonsillitis AT/ST
6 F 25 CT-B Saphylococcus aureus Drug abuse ST
7 F 28 CT-B Streptococcus agalactinae Post-partum AT
8 F 11 BC NA NA AT
9 F 27 CT-B Saphylococcus aureus Dug abuse AT/ST
10 F 11 BC NA Suppurative tonsillitis AT
1 F 11 BC NA NA AT

Table 3 Radiographic and MR imaging findings [(0) normal, (+) suspicious, (++) minimally abnormal, (+++) definitively abnormal]

Caseno. Interval Conventional  Subperiosteal Bonemarrow Muscleinfiltration Abscess  Sequestration  Erosion
(days)a  radiography infiltration edema
Anterior®  Posteriore
1 2 0 +++ + +++ 0 0 0 0
1 8 +++ +++ +++ ++ +++ 0 0
1 150 +++ +++ +++ +++ ++ ++ + ++
2 120 ++ +++ +++ +++ 0 +++ +++ +++
2 300 +++ +++ +++ 0 +++ +++ +++
3 14 0 +++ +++ +++ 0 0 0 0
3 74 0 0 0 0 0 0 0
4 90 ++ +++ +++ +++ +++ +++ +++ +++
5 60 ++ +++ +++ 0 ++ +++ + +++
5 107 +++ ++ 0 + ++ ++ +++
6 90 +++ ++ +++ + + +++ ++ +++
7 35 +++ +++ +++ +++ +++ +++ +++ +++
7 50 +++ +++ ++ +++ +++ +++ +++
7 74 +++ +++ ++ + 0 +++ +++
8 10 0 +++ +++ ++ 0 0 0 0
8 31 + + 0 0 0 0 0
8 70 0 0 0 0 0 0 0
9 90 +++ +++ +++ +++ ++ +++ +++ +++
10 122 + ++ +++ +++ + ++ 0 +
11 30 + +++ +++ + +++ 0 0 +++
11 116 +++ +++ + +++ 0 0 +++
11 145 +++ +++ + + 0 0 +++

alnterval between onset of symptoms and preliminary diagnosis
b Anterior: iliopsoas muscle

¢ Posterior: greatest and middle gluteal muscles, erector muscle
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Three patients (cases 1, 3, 8) with a short disease his-
tory (delay until diagnosis: mean 13 days, range 2-14
days) showed anterior and/or posterior subperiosteal in-
filtration, periarticular bone marrow edema as well asin-
filtration of pericapsular muscle layers. These changes

Fig. 1A-G Case 8. Images of a 10-year-old girl presenting with a
10-day history of right-sided back pain and febrile temperatures of
40 °C. A radiographic survey of the pelvis and sacrailiac joints (A)
revealed no pathologic findings. An MR examination was per-
formed on the next day (B-E). Paraxial T1-weighted fast SE se-
quence (B) (TR/TE: 500/10 ms) shows reduced signa intensity of
the right ala of the first sacral vertebra masking the joint, with ante-
rior infiltration of the intermuscular parapelvic fatty tissue (open
arrow) obscuring the muscular fascia and periosteal swelling of the
sacrum. The posterior ligamentous compartment of the capsule and
the paraglenoid sulcus display the normal signal intensity of fat bi-
laterally (filled arrows). The STIR sequence in the identical orienta-
tion (C) (TR/TI/TE: 4000/150/60 ms) shows hyperintensity of those
areas of the sacral bone marrow and of the anterior subperiosteal
region (arrow) on the right that appeared hypointense on the
T1-weighted images. The pare-articular areas of intermediate signal
intensity are normal findings in children. T1-weighted GE sequenc-
es were obtained before (D) and 1.5 min after contrast administra-
tion (E) in the opposed-phase technique (TR/TE: 50/7 ms; flip angle
70°). Precontrast image shows an intermediate signal intensity of
the sacra area with pronounced postcontrast homogeneous en-
hancement. The infiltrated periosteal area likewise displays pro-
nounced enhancement (thick arrow). Compared with the left side,
the right anterior joint capsule shows inflammatory loosening and
unsharpness (open arrow). Follow-up MR imaging using identical
parameters (T 1-weighted fast SE sequence (F) and a STIR sequence
(G) performed after 3 weeks of intravenous antibiotic therapy in a
symptom-free patient depicts clear resolution of the initial findings
with only residual periosteal thickening (arrow) without contrast en-
hancement and a dlightly irregular texture of the bone marrow of the
first sacra vertebraremaining

were interpreted as early inflammatory signs of septic
sacrailiitis.

All patients underwent systemic antibiotic treatment.
Follow-up of treatment by MR imaging demonstrated
progression of the MR features in only one patient (case
1), in whom a newly formed abscess was identified after
6 days. Four patients (cases 3, 7, 8, 11) showed regres-
sion (Fig. 1), and one patient (case 2) had unchanged
findings. Case 5 showed a mixed response with resolu-
tion of the abscess but progressive sequestration. In
cases 7 and 11, the MR features were seen to persist for a
long time despite early clinical resolution, and clear-cut
regression on MR imaging was seen only after a pro-
longed course of antibiotic (Table 3).

The two readings of the MR images — without and
with inclusion of the contrast-enhanced images — clearly
demonstrated the gain in diagnostic confidence achieved
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Fig. 2A, B Case 3. Paraxial
T1-weighted precontrast (A)
and postcontrast (B) images
(SE; TR/TE: 500/15 ms) of a
10-year-old patient with symp-
toms and febrile temperatures
of up to 39.5 °C persisting for
10 days. There is enhancement
of theright joint space (large
arrow) with infiltration de-
stroying the capsule and ex-
tending into the subperiosteal
area of theilium (small arrow)
and sacrum and into theiliac
muscle (small long arrow) con-
sistent with the “lava cleft phe-
nomenon”. Microbiologic con-
firmation of septic sacrailiitis
caused by Enterococcus faeca-
lis was obtained by means of
CT-guided puncture

Fig. 3A—C Case 5. Coronal
precontrast (A) and post-
contrast (B) and axia (C) post-
contrast T1-weighted images
(SE; TR/TE: 500/15 ms) of a
41-year-old patient who devel-
oped septic sacroiliitis with
abscess formation and joint
edema secondary to tonsillitis
60 days earlier. A bizarre ab-
scess cavity is demonstrated
with erosive destruction of the
joint (small arrow) (A—C),
which is surrounded by
contrast-enhancing granulation
tissue (asterisk) (A). Infiltra-
tion is seen destroying the cap-
sule and extending into the sub-
periosteal area of the ilium and
into the iliac muscle (large
arrow) (C)

by contrast administration in three of the 11 cases be-
cause of early detection of inflammatory alterations. As-
sessment of the unenhanced images aone including the
STIR sequence yielded no clear-cut diagnosis in the
three patients with early disease. Both readers rated the
diagnostic gain resulting from the contrast-enhanced
studies as very high.

Discussion

This study confirms that the plain radiographs were nor-
mal in those cases with a short clinical history. The ana-

tomic peculiarities of the norma SIJ and its nonspecific
age-related changes [33] make conventional radiographs
unreliable in demonstrating early sacrailiitis since the
pathologic changes become visible only after several
daysto weeks [3, 5, 6, 11, 12, 29] and there is a wide in-
tra- and interobserver variation in interpreting sacroiliac
radiographs [30]. A study of the SlJs in asymptomatic pa-
tients found a high false-positive rate of over 20% [34].
Skeletal scintigraphy using 9mTc-MDP is a sensitive
indicator of inflammatory activity compared with con-
ventional radiographs [5, 6, 8, 35, 36]. Elevated tracer
uptake may occur within 2—6 days of the onset of clinical
symptoms [3, 5, 15, 19] and is easiest to identify during



Fig. 4A-C Case 7. T2*-weighted image (A) (GE sequence
TR/TE: 350/12 ms; flip angle 30° in opposed-phase technique) of
a 28-year-old patient obtained 5 weeks after the onset of back pain
occurring after delivery. Pseudodilatation of the right joint spaceis
demonstrated, induced by confluent erosions with infiltration of
the peri- and para-articular bone marrow (asterisks) and transcap-
sular infiltration of the iliac muscle anteriorly and of the middle
gluteal muscle posteriorly (open arrows) — the “lava cleft phenom-
enon”. Signal-free intra-articular sequestra without contrast en-
hancement (arrow) are also visible. CT-guided biopsy (B) of the
right sacroiliac joint using a 2-mm Ostycut bone biopsy needle al-
lowed microbiologic identification of Streptococcus agalactinae.
H& E-stained histologic sections of the biopsy at x250 (C) and
x500 magnification (D) show the interface of granulation tissue
(9) and hyaline cartilage (c). The enlarged detail from C shows os-
teoclastic giant cells (black arrow), neutrophilic granulocytes
(obligue white arrow), and lymphoplasmacytic infiltration (curved
black arrow) as signs of florid granulating inflammation

the initial phases [10, 29]. However, scintigraphy lacks
anatomic detail and cannot differentiate sacrailitiis from
agluteal or psoas abscess and the inflammatory involve-
ment of the periarticular bone [10, 29, 37].

CT of septic sacroiliitis depicts widening of the joint
cleft and erosions. Other findings that have been report-
ed are thinning of the periarticular fatty tissue layer, an
increase in the size of adjacent muscles, and the occur-
rence of abscess formation [10, 11]. CT is reported to be
almost as sensitive as skeletal scintigraphy and to have
the additional advantage of depicting the extent of the in-
flammatory process [10, 11]. Le Breton et al. [3] report

regional muscle swelling to occur within 36 h, which is
in agreement with the results of Rafii et al. [38], and sug-
gest that this finding in combination with the presence of
destructive osseous changes is indicative of septic sacro-
iliitis. The authors caution, however, that CT is not suit-
able for interpreting the early changes associated with
septic sacroiliitis such as regional muscle swelling if cor-
tical erosions are absent, enlargement of the joint space
is minimal, and inflammatory involvement of adjacent
soft tissue occurs without abscess formation [10].

MR imaging provides a high soft tissue contrast even
on unenhanced images, resulting in a better differentiation
of normal and pathologic tissues compared with CT. Ret-
rospective studies of septic sacroiliitis have shown that
MR imaging is more sengitive than CT or skeletal scintig-
raphy with 9mTc-MDP [5, 16, 29, 30, 39]. The high soft
tissue contrast enables direct assessment of the articular
cartilage, of edema of the periarticular bone marrow, and
of erosions and fluid within the articular cavity [16, 30].
These rather nonspecific features, which suggest changes
in the joint, adjacent soft tissue, and periarticular bone,
were reported by several investigators[3, 10, 16, 21, 29].

The common MR features of septic sacroiliitis in our
study comprised a reduced Sl on T1-weighted images and
an elevated Sl on T2-weighted/STIR images of the joint
space, of the periarticular muscle tissue, and of anterior
and/or posterior subperiosteal infiltrations. STIR and T2-
weighted images are particularly sensitive for demonstrat-
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ing bone marrow edema and inflammatory changes of the
adjacent muscle tissue, which have only been seen in pa-
tients with septic sacrailiitis [3, 10, 16, 29]. This area of
hyperintensity begins in the anterior — seen in our MR im-
aging study — or posterior joint space, from where it issues
subperiosteally along the periarticular bone. We refer to
this process as subperiosteal infiltration (“lava cleft phe-
nomenon”). Investigations of the diagnostic assessment of
sacrailiitisin SpA by our study group demonstrated patho-
logic capsular enhancement suggesting inflammation of
the capsule, but the inflammatory process never extended
to the pericapsular soft tissue [40, 41, 42, 43]. These re-
sults underline that the above-described phenomenon is a
specific feature of septic sacrailiitis.

The differentiation of septic sacroiliitis from the much
more common sacroiliitis in patients with SpA [44] is of
utmost clinical relevance since the therapeutic approach-
es are fundamentally different [40, 41, 42, 43]. The simi-
lar MR features are contrast-enhancing intra-articular
spaces and erosions, anterior or posterior enhancement
of the capsule, and bone marrow edema. The triad of
symptoms typical for late sacrailiitis in SpA, consisting
of erosion, subchondral sclerosis, and formation of trans-
articular bone bridges, was found neither in any of our
11 patients with septic sacroiliitis nor in any patients re-
ported in the literature [10, 16, 30]. The above-described
“lava cleft phenomenon” is absent in the reported cases
of sacrailiitis in SpA (personal data: more than 1000
cases investigated). Another feature of septic sacrailiitis,
the infiltration of pericapscular layers of the iliopsoas
and gluteal muscles, is likewise not seen in the reported
forms of sacroiliitisin SpA [40, 41, 42, 43].

Advanced stages of septic sacroiliitis were always
characterized by the demonstration of erosion, sequestra-
tion, and abscess formation [10, 16]. The latter two are
complications of septic sacrailiitis occurring when anti-
biotic treatment is delayed or inappropriate [7]. Seques-
tration and abscess formation do not occur in SpA sacro-
iliitis [42], whereas erosions are seen as contrast-enhanc-
ing areas, often associated with pseudodilatation of the
joint, in both septic and SpA sacrailiitis [43].

Sandrasegaran et a. [10] regard the combination of
clinical symptoms, the blood culture findings, and the
changes seen at MR imaging as sufficient for establishing
the diagnosis of septic sacrailiitis and initiating antibiotic
therapy. We think that the demonstration of septic sacro-

iliitis by MR imaging should aways be followed by the
targeted microbiologic confirmation of the pathogen, in-
cluding the determination of its resistance. The most reli-
able method to obtain material seems to be CT-guided
puncture of the SIJ [5, 11] whenever blood culture fails to
isolate the pathogen [18, 25].

MR imaging is the only imaging modality to reliably
assess progression or regression at follow-up and to thus
draw the proper therapeutic conclusions. A discrepancy
was notable in our patients between a rather early clini-
cal improvement after initiation of antibiotics and a
much later regression of changes seen on MR images.
This early clinical improvement might mimic resolution,
and thereisarisk of discontinuing therapy too soon.

Erdmann et al. [45] described changes in periarticular
bone marrow caused by septic arthritis (among them two
cases of septic sacrailiitis) as pitfalls in the diagnosis of
osteomyelitis. Rosenberg et a. [6] reported a case of
septic sacroiliitis associated with secondary osteomyeli-
tis. Haliloglu et al. [29] examined five cases of acute
septic sacrailiitis or sacroiliac osteomyelitis by MR im-
aging and skeletal scintigraphy and concluded that a de-
finitive differentiation of osteomyelitis and sacrailiitis
was not possible. While MR imaging is reported to de-
pict inflammatory bone changes with a sensitivity simi-
lar to that of scintigraphy, its specificity of over 90% re-
sulting from the better spatial resolution and the high
soft tissue contrast is superior to the specificity of only
65% of scintigraphy [46, 47]. Today the sensitivity of
MR imaging for depicting septic musculoskeletal pro-
cesses can be improved by means of fat-suppressed con-
trast-enhanced studies and STIR sequences [48]. It is
possible that alarge number of the cases of osteomyelitis
of the sacrum and/or ilium presented in the literature are
late sequelae of inadequately treated septic sacroiliitis.

Despite the low number of patients, the current study
has identified clear-cut morphologic MR imaging features
of septic sacroiliitis that are different from reported find-
ings of sacrailiitis in SpA. The findings by MR imaging
make it possible to initiate specific treatment before de-
struction of the joint occurs. The low number of patients
with septic sacroiliitis, especially of patients with early
disease, limits the impact of our results. Given the rarity
of the disease, multicenter trials are therefore needed to
definitively establish the crucia role which we believe
MR imaging has in reliably diagnosing septic sacrailiitis.
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