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I ntroduction

Systemic lupus erythematosus (SLE) is a disease with a
complex pathophysiology which predominantly affects
females of reproductive age. SLE patients are found to
have defective innate and adaptive immune responses
[1]. Sacrailiitisin SLE isuncommon. Sacroiliitis usually
presents with lower backache or buttock pain and the
diagnosis is often delayed or missed due to the vague
presentation and | esser awareness compared to peripheral
joint arthritis. Causes of sacroiliitis are many, but
infectious etiologies are uncommon. In acute pyogenic
infections, salmonella and pneumococci are implicated,
whilst in chronic infections, tuberculous and brucellosis
are seen. Sacroiliitis is also seen in osteoarthritis and in
spondyloarthritis such as ankylosing spondylitis,
psoriatic arthritisand reactive arthritis[2]. However, there
is a scarcity of literature on sacroiliitis in patients with
SE

Case report

We report a 32-year-old woman with adiagnosis of SLE
who presented with adebilitating lower back pain for one
month. Her pain wasfelt mainly over right lower back and
significantly affected mobility and activitiesof daily living.
In addition, it was associated with a significant loss of
appetite and weight (8kg over 2 months). She denied any
traumato back, chronic cough, fever, morning stiffness,
alteration of bowel habits or involvement of any other
joints. There were no new skin rashes, oral ulcersor hair
loss. She was diagnosed to have SLE six years prior to
this presentation. The diagnosis was made based on the
2012 SLICC (Systemic Lupus I nternational Collaborating
Clinics) criteria[3]. Two years prior to this presentation
she was diagnosed with cerebral lupus and classiii lupus
nephritis. Mycophenolate mofetil was added to her regular
medications of prednisoloneand hydroxychloroquine. Her
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brother was diagnosed with smear positive pulmonary
tuberculosisin 2018 and was residing in the same house
with her when his diagnosis was made.

Shewasthin built with abody massindex of 18kgm2and
pale but did not have alopecia, oral ulcers or lympha
denopathy. Bronchial breathing was heard over | eft lower
zones of her lungs. There was tenderness over right
sacroiliac joint on positive pelvic compression. FABER
(Flexion, Abduction and External Rotation) and the
Gaenslen’stests positively localised the pain to the right
sacroiliacjoint [4]. Therewasno active periphera arthritis.
Spina flexion and extension were normal.

Her hemoglobin was 9.4g/dL (11-14g/dl) with an MCV
(Mean Corpuscular Volume) of 82fL (75-90fL) and
an MCH (Mean Corpuscular Hemoglobin) of 26pg
(28-35pQg). Liver and renal functions were normal.
Erythrocyte sedimentation rate was 80mm/hr. Mantoux
reading was 2mm. Chest radiograph revealed left lower
lobe consolidation with bilateral hilar lymphadenopathy
and a left upper lobe cavitatory lesion (Figure 1).
Subsequent High Resolution Computed Tomography
(HRCT) of the chest confirmed these findings. Sputum
TB nucleic acid amplification test using cartridge-based
method (Gene-Xpert®) detected Mycobacterium
tuberculosis. The X-rays and magnetic resonant imaging
(MRI oblique coronal fat-sensitive T1SE and fluid-
sensitive T2-weighted fat-saturated sequences) of
sacroiliac joints performed on 5"week of theillnesswere
normal. During the 7"week of theillness, thejointswere
re-imaged. Sacroiliacjoint X-raysshowed changesof right
sacroiliitis. MRI delineated early right sacrailiitis with
contrast enhancement of the joint and abnormal bone
marrow in post gadolinium sequence without soft tissue
signal changes or localised collections (Figure 2). CT
guided biopsy was attempted and failed. Open biopsy
was performed onright sacroiliacjoint. Histology revealed
reactive granulation tissue. TB Gene-X pert performed
onthe specimen obtained from the joint detected
M .tuberculosis. Culture of the joint aspirate isolated
Myco-bacterium tuberculosis. Contrast enhanced CT
imaging of chest, abdomen and pelvis did not identify
disseminated tuberculosis. HLA-B27 wasnegative, while
the Brucellaantibody titer wasnormal.

A diagnosisof pulmonary tuberculosiswith right sacroiliac
involvement was made. The patient was commenced on
anti-tuberculosistherapy (anti TB), which was continued
for 9 months. A clinical recovery was made within 2
months of treatment,while a radiological resolution
with right sacroiliac joint fusion was achieved at 1 year
(Figure3).
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Figure 1. Chest X-ray (PA) — left lower lobe consolidation
with bilateral hilar lymphadenopathy and left upper lobe
cavitatory lesion.

Figure 2. MRI oblique coronal fat-sensitive T1SE and
fluid-sensitive T2-weighted fat-saturated sequence — early
right sacroailiitis with contrast enhancement of the joint and
abnormal bonemarrow in post-gadolinium sequencewithout
soft tissue signal changes or localised.
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Figure 3. X-ray Sacroiliac joints — right sacroiliac joint
fusion.

Discussion

Infection is one of the commonest causes for mortality
and morbidity in patients with SLE, accounting for
16-23% hospitalisations[5]. SLE patientsare more prone
to develop opportunistic and chronic infections due to
defectiveimmuneresponses|[1]. Theserangefrom defects
in major histocompatibility complex (MHC) mediated
pathogen recognition to complement and T-cell mediated
pathogen clearance [1]. In addition to immunological
abnormalitiesin lupus, treatment with immunosuppressive
agents also predisposes patients to opportunistic
infections [6]. Hence, infective causes such as pyogenic
sacroiliitis, tuberculous sacrailiitisand brucellosis can be
regarded as the most likely etiology of sacroiliitisin a
patient with SLE.

Extrapulmonary tuberculosis involving muscul oskel etal
system comprises 1-5% of all cases. Among them the
incidence of sacroiliac joint involvement is 3-9.7% [7].
Populations at high risk are the elderly, immunocompro-
mised patients, people of low socio-economic status,
immigrants from endemic areas and those with heavy
alcohol use. Prior totheuse of anti TB drugs, the mortality
related to musculoskeletal TB has been high [8], and the
introduction of anti TB therapy has favorably changed
the outcome.

Thediagnosisof TB sacroiliitisin SLE ischallenging due
to the indolent nature of the disease. Less than half the
patients with TB sacrailiitis have co-existing pulmonary
disease [7]. Eliciting inflammatory type of pain in the
history suggestseither ASor SLE related arthritis[9]. Our
patient had a non-inflammatory type of a back pain
suggestive of infectious etiology.
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Mantoux test isuseful in diagnosing active and latent TB.
Literature showsthat the sensitivity of Mantoux inactive
tubercul osisis 86%. However, thefal se-positiveratesare
as high as 42% due to previous vaccination or latent TB.
In contrast, in those with confirmed pulmonary TB, false-
negative ratesare 20.5%, whichiseven higher in patients
with extrapulmonary TB due to their impaired cellular
immunity [10]. Our patient’'sMantoux was negative (2mm)
reflecting possible underlying impaired cellular immunity.

The irregular outline and obliquity make the sacroiliac
jointsdifficult tofully assessradiographically. It may take
years of clinicaly evident disease until clear structural
joint abnormalities become visible on conventional
radiography in many patients with sacrailiitis related to
spondyloarthritis[11]. However, MRI detectsbone marrow
oedemaasan early feature of sacroiliacjoint inflammation.
Therefore, MRI oblique coronal fat-sensitive T1SE and
fluid-sensitive T2-weighted fat-saturated sequences and
bone scans are considered gold standard for imaging in
sacroiliitis[12,13]. An MRI issuperior to abone scan, asit
can characterise sacroiliac joint disease and assess
disease severity and activity. Our patient had very early
inflammation of right sacroiliac joint which was not
detectable during the first radiographic evaluation.

Kang et al. conducted a study to compare MRI findings
of infectious sacrailiitis with spondyloarthritis related
sacroiliac joint involvement[14]. Iliac-dominant pattern
bone marrow oedema and joint space enhancement were
more in favor of spondyloarthritis, whereas non-iliac
dominant pattern bone marrow oedema, large bone
erosions, thick capsulitis, extra capsular fluid collection
and periarticular muscle oedema were observed more
frequently ininfectioussacrailiitis[14]. Periarticular muscle
oedemais considered the single most important predictor
of infectious sacroiliitis. Our patient had sacral pattern
bone marrow oedemawithout significant periarticular soft
tissue changes owing to very early disease.

Definitive diagnosisis obtained by fine needle aspiration
or open biopsy. Open biopsy has a higher yield of tissue
samples (95-100%) compared to closed techniques
(65-70%). However, false negative results should be
anticipated in long standing tuberculosis, due to the
paucibacillary nature of the disease. Osman, et al.
demonstrated that aspiratesfrom the sacroiliac joint were
negative for tuberculosis in 14% of patients, although
they had positive evidence of pulmonary tuberculosis
[15,16]. Mechal Y, described that the sensitivity and
specificity of GeneXpert MTB/RIF wereamost the same
inboth pulmonary (78.2% and 90.4%) and extra-pulmonary
(79.3% and 90.3%) samples[17]. Our patient had M. tuber-
culosis isolated from both sacroiliac joint and sputum
confirming an etiological diagnosis of tuberculosis with
active chest infection. In addition to obtaining adefinitive
aetiologica diagnosis, the advantage of open biopsy is
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that the process of healing might be faster [18].
Tuberculous sacrailiitis usually heals by fusion and the
averagetimetakenfor radiological recovery isconsidered
2years[7]. Our patient achieved radiol ogical resolution at
the end of thefirst year.

Conclusion

Patients with SLE are more prone to opportunistic
infections, due to their inherent defective immunity and
concurrent immunosuppressive treatments. This case
highlights the difficulties associated with achieving an
aetiological diagnosisin tuberculoussacrailiitis. Clinicians
should suspect infective causes if the presentation of
backache is non-inflammatory in nature. Even in the
absence of conclusive radiographic evidence of infective
sacroiliitis, presence of unilateral sacroiliitis with high
degree of clinical suspicion of an infective aetiology
warrant obtaining specimensfor microbiological diagnosis.

References

1. Grammatikos AP, Tsokos GC. Immunodeficiency and
autoimmunity: lessonsfrom systemic lupus erythematosus.
Trends Mol Med 2012; 18(2): 101-8.
doi: 10.1016/j.molmed.2011.10.005

2. Attarian DE. Septic sacrailiitis: the overlooked diagnosis.
J South Orthop Assoc 2001; 10(1): 57-60.

3. Petri M, Orbai AM, Alarcén GS, et al. Derivation and
vaidation of the Systemic LupusInternational Collaborating
Clinics classification criteria for systemic lupus
erythematosus. Arthritis Rheum 2012; 64(8): 2677-86.
doi: 10.1002/art.34473

4. Laedett M, Williams M. The reliability of selected pain
provocation testsfor sacroiliac joint pathology. Spine 1994;
19(11): 1243-8.
doi: 10.1097/00007632-199405310-00009

5. Janwityanuchit S, Totemchokchyakarn K, Krachang-
wongchai K, Vatanasuk M. Infection in systemic lupus
erythematosus. J Med Assoc Thai. 1993; 76(10): 542-8.
PMID: 7964223.

6. Singh BK, Singh S. Systemic lupus erythematosus and
infections. Reumatismo 2020 Nov 19; 72(3): 154-1609.
doi: 10.4081/reumatismo.2020.1303. PMID: 33213128.

7. Papagelopoulos PJ, Papadopoulos ECh, Mavrogenis AF,
Themistocleous GS, Korres DS, Soucacos PN. Tuberculous

CIMSVol.57(2): 92-95

10.

11.

12.

13.

14.

15.

16.

17.

18.

Alahakoon B, et al

sacroiliitis. A case report and review of the literature. Eur
Spine J. 2005; 14(7): 683-8.
doi:10.1007/s00586-004-0831-0

Lin, Chou-Han & Lin, Chou-Jui & Kuo, Yao-Wen & Wang,
Jann-Yuan & Hsu, Chia-Lin & Chen, Jong-Min & Cheng,
Wern-Cherng & Lee, Li-Na (2014). Tuberculosismortality:
Patient characteristics and causes. BMC infectious diseases.
14. 5. 10.1186/1471-2334-14-5.

Cojocaru M, Cojocaru IM, Silosi |, Vrabie CD.
Manifestations of systemic lupus erythematosus. Maedica
(Bucur) 2011; 6(4): 330-6. PMID: 22879850

Loh K. Role of mantoux test inthediagnosis of tuberculosis.
Malays Fam Physician 2011; 6(2-3), 85-6. PMID: 25606232

Sad-Nahd R, Micdi-Richard C, Berthdot M, et al. Thefamilid
form of spondylarthropathy: aclinica study of 115 multiplex
families. Groupe Francaisd’ Etude Génétique des Spondy-
larthropathies. Arthritis Rheum 2000; 43(6): 1356-65.
doi:10.1002/1529-0131(200006)43:6<1356::AID-
ANR20>3.0.CO;2-Y

Tsoi Carita, et al. “Imaging of sacrailiitis: Current status,
limitationsand pitfalls’. Quantitative Imaging in Medicine
and Surgery 2019; 9(2): 318-35.
doi:10.21037/qims.2018.11.10

Jans L, Coeman L, Van Praet L, et al. How sensitive and
specific are MRI features of sacrailiitis for diagnosis of
spondyloarthritisin patientswith inflammatory back pain?
JBR-BTR 2014; 97(4): 202-5.

doi: 10.5334/jbr-btr.94

Kang, Hong SH, Kim JY, Yoo HJ, Chai J,Yi M, KangH S.
Unilaterd sacrailiitis: Differentia diagnosisbetweeninfectious
sacrailiitis and spondyloarthritis based on MRI findings.
American Journal of Roentgenol ogy 2015; 205(5): 1048-55.
doi:10.2214/ajr.14.14217

Richter R, NublingW, Kébler G Iljinski A. Tuberculosisof the
iliosacrd joints. Trestment, results, prognosis and differential
diagnosis Z Orthop Ihre Grenzgeb 1983; 121(5): 564-70.

doi: 10.1055/s-2008-1053278.

Osman AA, Govender S. Septic sacrailiitis. Clin Orthop
1995; 313: 214-19.

Mechd Y, BenaissaE, El mrimar N, et al. Evaluation of GeneX pert
MTB/RIF system performances in the diagnosis of
extrgpulmonary tuberculosis. BMC Infect Dis2019; 19: 1069.
doi:10.1186/s12879-019-4687-7

Soholt ST. Tuberculosis of the sacroiliac joint. J Bone Joint
Surg Am 1951; 33(1): 119-29.
doi: 10.1007/s00264-006-0132-9

95



