
RESEARCH POSTER PRESENTATION DESIGN © 2012

www.PosterPresentations.com

BACKGROUND: 
88-year-old female with past medical history of HTN, hyperlipidemia, GERD,
chronic pain, CAD, DM1, breast cancer status post lumpectomy and
chemotherapy, TIA, mitral regurgitation/prolapse who presented with 3-4
months of right hip pain.

TESTS: 
Multiple tissue and wound cultures without final growth but with some gram-
positive cocci seen. 

CLINICAL COURSE: 
The patient initially received gabapentin, Norco, and a steroid injection 
without relief of pain. Imaging showed destruction of femoral head and 
orthopedics did a joint aspiration which did not grow anything. MRI 
concerning for osteomyelitis (more details below). Patient went to the OR for 
I&D and cement spacer placement. Prior to surgery, patient was treated with 
Rocephin and vancomycin which may be cause for negative cultures. On post-
operative day #4 the spacer dislocated and patient was taken to OR for 
reduction under anesthesia. Antibiotics were de-escalated by infectious 
disease to vancomycin only, which was to be continued via PICC line for 6 
weeks. Postoperative period was complicated by recurrent dislocation with 
decision to leave the right hip dislocated until time of re-implantation if pain 
was well-controlled. Patient was discharged to rehab with outpatient follow-
up and re-implantation planned. 

IMAGING: 
Normal hip XR 3 months prior to admission. Initial XR on admission showing 
dislocated right hip with femoral head destruction. Initial post-operative XR 
unremarkable with POD#4 XR showing dislocated spacer. MRI showing 
destruction of femoral head and acetabulum with developing periarticular 
abscess. CECT with femoral head destruction, periarticular enhancement, and 
dislocation.

INTRODUCTION

OSTEOMYELITIS

DISCUSSION

REFERENCES
1. Lalani T, et al. Nonvertebral osteomyelitis in adults: Clinical manifestations and

diagnosis. Retrieved March 1, 2021, from https://www.uptodate.com/contents/
nonvertebral-osteomyelitis-in-adults-clinical-manifestations-and-diagnosis

2. Patel, M. and Gaillard, F. Osteomyelitis: Radiology reference article. Retrieved March 1,
2021, from https://radiopaedia.org/articles/osteomyelitis?lang=us

3. Bureau, N. J., Chhem, R. K., & Cardinal, É. (1999). Musculoskeletal infections: US
Manifestations. RadioGraphics,19(6), 1585-1592.
doi:10.1148/radiographics.19.6.g99no061585

4. Gold, R. H., Hawkins, R. A., & Katz, R. D. (1991). Bacterial Osteomyelitis: Findings on
Plain Radiography, CT, MR, And scintigraphy. American Journal of
Roentgenology, 157(2), 365-370. doi:10.2214/ajr.157.2.1853823

CONTACT(S)

Emma Bentley, DO – ebentley@arnothealth.org
Mathieu Cameron Mehl, DO – mmehl@arnothealth.org

Osteomyelitis is inflammation of bone that is almost always due to infection, 
typically bacterial. Staphylococcus aureus, including MRSA, accounts for 80-
90% of cases, while coagulase-negative staphylococci, and aerobic gram-
negative bacilli are also among the most common organisms. There are two 
distinct mechanisms of infection: non-hematogenous and hematogenous.

Although osteomyelitis often occurs by hematogenous spread, non-
hematogenous spread is also common. It is three times more common in 
males. The most important risk factor in the adult population is diabetes. 
Osteomyelitis most commonly occurs in the lower limb, followed by the 
vertebrae, radial styloid, and sacroiliac joints. 

Patients typically present with dull pain at the infected site with local 
swelling, redness, and tenderness. 
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An important distinction between osteomyelitis and septic arthritis should be 
made in order to guide management. While septic arthritis is an infection of 
the cartilage and synovial fluid of the joint, osteomyelitis affects the bone 
itself. Septic arthritis may involve more severe pain and more limited range 
of motion when compared to osteomyelitis, which does not always affect a 
joint like septic arthritis does.

Initial work-up includes laboratory evaluation including blood cultures and 
imaging evaluation should start with a radiograph if symptoms have been 
present for more than two weeks and an MRI if less than two weeks. Imaging 
findings of osteomyelitis are required for the diagnosis. Bone biopsy may help 
guide therapy in cases where blood cultures are not positive. Antibiotics are 
tailored to the organism causing infection. 

Normal radiograph 3 months prior to patient presentation (left). 

Femoral head destruction with dislocation at time of patient presentation (middle). 

Post-operative day 4 with dislocated spacer (right).

Hip MRI without contrast, T1 (left) and T2 (right) showing femoral and acetabular 
destruction, dislocation, and soft tissue edema adjacent to the hip concerning for 

abscess development.

Coronal CECT (left) showing femoral head destruction with surrounding 
enhancement. Coronal MRI without contrast, T2 FS (right) showing femoral head 

destruction, dislocation, and soft tissue edema. 
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