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ABSTRACT
A unique case of bilateral ischial tuberculosis is presented with
discussion of mode of spread of the case. Early diagnosis is
mandatory for good results, and with a worldwide resurgence
of the disease, a high index of suspicion is necessary. Magnetic
resonance imaging (MRI) is helpful for defining the exact extent
of the disease and response to treatment.
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lesion on left side and on the right side margins were
indistinct (Fig. 1).
Magnetic resonance imaging (MRI) revealed involvement of both the ischial tuberosities with changes in signal
intensity suggesting granulomatous pathology (Fig. 2).
There were collections in various intrapelvic and extrapelvic planes bilaterally. Diagnostic confirmation was done
by histopathological examination and polymerase chain
reaction (PCR) of the aspirate obtained by computed
tomography (CT)-guided fine-needle aspiration cytology
from one of the lesions that showed epithelioid granulomas and grew the genome of mycobacteria respectively.
However, mycobacteria could not be cultured.

CASE REPORT
An 18-year-old male presented with pain in both gluteal
regions of 4 months duration. He complained of on and off
episodes of low-grade fever with insignificant loss of weight
and normal appetite. There was no history of contact with
any tuberculous patient in or outside the family. General
examination revealed pallor with no regional significant
lymphadenopathy. Clinical examination revealed tender
swellings in the gluteal regions over the ischial tuberosities.
They were deep-seated, globular, cystic, and nonpulsatile
with ill-defined margins. Hips were pain-free in the most
of the range of motion except for flexion beyond 80° and
terminal internal rotation. Functionally, the patient was
not able to sit on hard surfaces. There was also inability to
balance while trying to squat. Sacroiliac joints, lumbo-sacral
spine, and knees were normal.
Laboratory tests revealed hemoglobin of 9.8, ESR of
40 mm first hour westergren, total leukocyte count of
11,000, with a predominance of lymphocytes. Mantoux
test gave an induration of 36 mm. X-rays revealed lytic
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Fig. 1: X-rays of pelvis with both hips show lytic lesion on left
side and on the right side margins were indistinct
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Fig. 2: Magnetic resonance imaging revealed involvement of
both the ischial tuberosities with changes in signal intensity and
collections in various intrapelvic and extrapelvic planes bilaterally
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The patient was started on four drugs of antitubercular therapy comprising Rifampicin (10 mg/kg), Isoniazid
(5 mg/kg), Pyrazinamide (25 mg/kg), and Ethambutol
(15 mg/kg). During the course of treatment, the hip
became pain-free in full flexion and also terminal internal
rotation. The pain that occurred on sitting vanished and
hamstring spasm got relieved. The treatment was carried
for a total of 18 months. At the time of last follow-up, the
patient was totally symptom-free. Review of MRI scans
showed signs of healing tuberculosis.

DISCUSSION
Due to uncommon nature of osteoarticular tuberculosis,
presentation at unusual sites like the ischium may be even
more difficult to diagnose and can present to the hospital
very late.1 This can lead to increasing damage even to
the extent that acetabulum can get involved theoretically
risking the hip joint.2
Ischium is one of the rare sites to be involved by
mycobacterium tuberculosis.3 The incidence is generally
not more than 0.2% in any of the large series. The most
common mode of presentation of ischial tuberculosis is
pain with multiple sinuses or fistulas.2 Ischial tuberculosis
was reported in patients as young as 6-year-old boy by
Samar et al.4 Paratracheal lymphadenopathy was present
along with the bone lesion.4 According to the age of the
patient, a differential diagnosis of primary bone neoplasm, metastasis should initially be made. The workup
should also rule out ischial osteitis, osteochondritis in
adolescents, lesions of the pubic symphysis in athletes,
and postpartum infection in women.5
Ischium does not form part of any joint but due to
certain anatomical reasons the pathologies are detected
early. First, it bears weight while sitting and is prone to
direct pressure causing pain. Secondly, hamstrings take
origin from ischiums that go into spasm whenever there
is inflammation in relation to it. Our case could not squat
because of hamstring spasm, leading to the ground reaction force falling posterior to the center of gravity.
Polymerase chain reaction is a highly sensitive modality of detecting mycobacterial infections but with care the
test sample is representative of the lesion and is adequately
collected and processed. Minimally invasive procedures
like CT or ultrasound-guided aspirations prove to be very
handy in these situations. Positive PCR mandates start of
antitubercular therapy even if mycobacteria are not grown
provided that clinical and radiological suspicion exists.
Other tests like ESR, Mantoux test, enzyme-linked immunoassay sorbent assay can only play a supportive role.
Mycobacteremia and seeding of multiple sites in the
body is common in HIV patients. Multiple site involvement should arouse the suspicion of immunodeficient
states and efforts towards detection of the same. HIV is

198

the leading risk factor for reactivation of latent disease.6
The index case was investigated for immunodeficiency
states and proved negative.
The treatment of osteoarticular tuberculosis is primarily
medical.7 Surgical treatment is reserved for cases where
diagnosis is in doubt, inadequate results of therapy, and
presence of large abscesses and recrudescent disease in
spite of treatment.8 The benefits being three-fold: One,
tissue diagnosis is obtained; two, drug sensitivity patterns
can be done if it is a case of multiple drug-resistant tuberculosis; and three, the disease load is reduced by debridement.
In a case of ischial tuberculosis seen by Kwon et al,9 only
surgical treatment initially resulted in recurrence of the
lesion after 8 years. The lesion settled only after a combined
antitubercular therapy along with surgical debridement.9
The bilateral presentation of ischial tuberculosis is
unique and to the best of our knowledge has not been
reported in international medical literature. Mode of
spread is generally hematogenous from a primary site,
as might have been in our case but the spread to the
opposite side could be contiguous involvement by the
pus that was present in various planes both inside and
outside the pelvis.
In conclusion, ischial tuberculosis as a rare skeletal
site for tuberculosis is well established. Bilateral involvement is not only rare but also first of its kind in ischium.
Paralleling the increasing incidence of HIV, involvement
of rare and multiple skeletal sites by tuberculosis is also
increasing. Early diagnosis and treatment is the key to
optimal functional outcome. To diagnose these lesions,
PCR and MRI prove to be valuable aids.
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