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Case Report
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ABSTRACT
Fever and osteoarticular involvement of axial skeleton are hallmark clinical manifestations of brucellosis but other
diseases like ankylosing spondylitis, tuberculosis, Paget’s disease of bone, sarcoidosis should also be considered as
differential diagnosis. Brucellosis is an uncommon infectious disease in India. Signs and symptoms of the disease are
highly variable, with musculoskeletal complaints occurring frequently. Authors hereby reported a case of brucellosis
presenting with fever, polyathralgia, bilateral sacroiliitis and enthesitis. Knowledge of geographical distribution,
evidence of exposure to the cattle and a high degree of clinical suspicion of brucellosis are very important for early
differentiation from other diseases to prevent lethal complications and institute early treatment and a prompt recovery.
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INTRODUCTION
Brucellosis is a zoonotic infection caused by Brucella,
small gram-negative coccobacilli.1 In brucellosis,
arthralgia, myalgias, and back pain often occur with the
fever, which is acute, chronic or relapsing.2 Sacroiliac
infection is extremely rare, only accounting for 1-4% of
bone and joint infections.3 This is generally unilateral but
rarely bilateral infections have been reported.4 In a recent
study, polyarticular involvement have been reported in
17% of the patients with brucellosis; with sacroiliitis and
peripheral arthritis in 4 patients, sacroiliitis and
spondylodiscitis in 10 patients, and sacroiliitis and
bursitis in one patient.5 As far as we know, our patient is
the first case in the literature where a sacroiliitis. And
enthesitis are simultaneously observed.
CASE REPORT
A 32-year young male, photographer by profession,
resident of rural area complained of high grade,

intermittent pattern fever for 3month. Fever persisted
despite being prescribed multiple oral antibiotics. Patient
also had low backache for a period of approximately
2months and multiple joints pain for 1month which
involved both large joints as well as small joints. The
pain was worse while walking. Patient also reported of an
ache and limitation of movement in the back and hip
area. Despite of analgesics, there was no relief from
pain.
There was no history of genital ulceration, swelling or
increased heat in the joints. There was no history of drug
abuse and promiscuous behaviour.
On examination, his core temperature was 103°F. Patient
pulse rate was 94/min, regular and blood pressure was
120/80mmHg.
Locomotor
examination
showed
tenderness over multiple joint (spine, wrist,
metacarphophalangeal, hip, knee, ankle, metatarsal joint).
Swelling of bilateral knee joints was noted, although no
obvious deformity of any joint was there. Rest of general
and systemic examination revealed no obvious
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abnormality. Fundus examination was within normal
limits.
Laboratory tests revealed 11.5 gm% hemoglobin and total
leucocyte count of 11,600/mm3 with normal differential
counts and platelets. The erythrocyte sedimentation rate
was 32mm/1st hour.
Liver function, urine routine and microscopy, renal
function tests were all within normal limits. Infectious
serology and antigen testing including dengue, malaria,
chikungunya, salmonella, scrub typhus, HBsAg, anti
HAV, anti HEV, anti HCV and HIV were negative.
Blood and urine culture were sterile. Montoux test was
negative. C-reactine protein was raised (35mg/dl) while
rheumatoid factor, Anti-nuclear Antibodies (ANA) and
HLA-B27 were negative. Bone marrow aspiration
showed normal study. X-ray of chest was normal while xray of pelvis showed right sided sacroiliitis (Figure 1).

Figure 1: X-ray of pelvis showed right
sided sacroiliitis.

Figure 2: MRI of spine showing bilateral sacrioliitis with hip and pelvis enthesitis.

Contrast-Enhanced Computed Tomography (CECT) of
abdomen and thorax were normal while Magnetic
Resonance Imaging (MRI) of spine and pelvis showed
bilateral sacroliitis with hip and pelvic enthesitis (Figure
2). Interestingly, brucella serology (IgM and IgG both)
turned out to be positive.

Reactive brucella with sacroiliitis and enthesitis diagnosis
was made and treatment was started with a combination
of doxycycline (200mg/d), rifampicin (600mg/g),
streptomycin (1gm/d) and indomethacin (100mg/d).
While the streptomycin treatment was ended on the 21st
day, doxycycline 200mg/d, rifampicin 600mg/d and

International Journal of Research in Medical Sciences | December 2018 | Vol 6 | Issue 12

Page 4120

Mahto SK et al. Int J Res Med Sci. 2018 Dec;6(12):4119-4121

indomethacin 100mg/d were continued until the end of
the 6th week. The patient was discharged after 3week of
hospital stay.
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