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Abstract. Purulent lesion of the sacroiliac joint (sacroiliitis) is a severe surgical pathology of the musculoskeletal system
and requires surgical treatment in the department of purulent surgery. The purpose was to analyse the tactics of surgical
treatment of purulent sacroiliitis in combination with infusion and antibacterial therapy depending on the clinical and
radiological form of the disease. 27 patients with purulent sacroiliitis were studied. Patients were divided into forms: stage
2 ASAS - 40.7%, stage 3 ASAS — 33.3%, stage 4 ASAS (panarthritis) — 26.0%. Depending on the forms, patients received
combination therapy: conservative treatment (antibiotics, blockades, infusions), economical or radical joint resection with
drainage, bacteriological control, detoxification. 11 (40.7%) patients with synovitis who were treated only conservatively
and 9 (33.3%) patients with arthritis who had additional economical resection fully recovered. Among 7 (25.9%) patients
with panarthritis who underwent radical resection, 1 developed septic shock, which led to lethal outcomes, and 3 underwent
repeated operations due to ligature fistulas. 25 (92.5 %) patients — complete recovery, 1 — periodic recurrences. It was
found that treatment should consider the form of the disease; immediate resection in septic flow with bacterial control
reduces chronisation and relapses, and the combined strategy is effective in avoiding complications, but requires early
diagnosis and a multidisciplinary approach. The results obtained confirmed the feasibility of a differentiated approach
to the choice of surgical tactics for the treatment of purulent sacroiliitis depending on the stage of ASAS, which can be
considered when developing clinical protocols
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INTRODUCTION

Treatment of purulent sacroiliitis in Ukraine is an pressing
issue due to several objective factors, namely: the medical
aspect — the disease is often not diagnosed timely, which
leads to difficult treatment and long recovery; socio-eco-
nomic context — in the conditions of war, pelvic injuries and
infections have increased, which becomes a challenge for
both military medicine and civilian hospitals. The disease
often disguises itself as normal back pain, leading to late
diagnosis, chronisation of the process, and long recovery,
which requires differentiated treatment approaches. The
lack of detailed statistics may indicate an underestimation
of the problem due to limited diagnosis, insufficient knowl-
edge of this pathology by surgeons, lack of experience in
treating patients with purulent lesions of the pelvic bones,
which with the rest leads to erroneous treatment tactics.

Purulent sacroiliitis is a severe surgical pathology of
the musculoskeletal system that requires surgical inter-
vention in the context of purulent surgery. According to
M. He et al. [1], this is a rare complication that accounts
for less than 1-2% of all cases of joint inflammation, most
often occurring in immunocompromised individuals after
pelvic injuries or intravenous drug use. Y. Wang et al. [2]
analysed clinical, laboratory, and instrumental data from
135 patients with infectious sacroiliitis in China for the pe-
riod 2008-2020, finding that 67% of cases were purulent,
and a biopsy controlled by computed tomography (CT)
provided positive results in identifying pathogens such as
Staphylococcus aureus and Malassezia in 87% of cases, em-
phasising the need for a biopsy to differentiate spondyloar-
thritis. The researchers noted higher rates of bone marrow
erosion and oedema when performing magnetic resonance
imaging (MRI) studies for purulent and tuberculosis forms
compared to brucellosis, which improves early diagno-
sis in patients with fever and increased erythrocyte sedi-
mentation rate (ESR). M.R.M. Rishard et al. [3] described a
case of purulent sacroiliitis in the postpartum period in a
25-year-old woman caused by Streptococcus agalactiae,
where timely diagnosis by MRI and bacteriological seed-
ing enabled the appointment of successful antibiotic ther-
apy (cefotaxime and metronidazole) with joint support by
corset and traction, preventing chronisation and demon-
strating the role of a multidisciplinary approach in avoid-
ing long-term complications such as pain. Y. Tokuyama et
al. [4] considered a case of purulent sacroiliitis caused by
Salmonella schwarzengrund, in a young healthy woman
without immunodeficiency, where interventional radi-
ology to drain the sacroiliac abscess in combination with
antibiotics (meropenem, vancomycin, later levofloxacin)
provided a complete recovery in 38 days, highlighting the
potential for extraintestinal infections with Salmonella
even in immunocompetent individuals. The presence of an
untreated pathological focus in the acute period leads to a
chronic course of the disease with frequent exacerbations
over many years. As noted by 0.0. Kopchak [5], the long-
term existence of pathological pain contributes to the sta-
ble chronisation mechanisms, which complicates further
diagnosis and therapeutic approaches. Similar observa-
tions were also confirmed by V. Tankut et al. [6], empha-
sising that untimely or incomplete correction of pain can
lead to its persistence and repeated aggravations, even in
specific clinical groups, such as pregnant women.

A. Al-Mnayyis et al. [7] described radiological diag-
nostic methods, in particular MRI as the gold standard for
detecting early bone marrow oedema and effusion, and CT
for detailed assessment of erosions and sclerosis, which are
critical for differentiating the pyogenic form from other ae-
tiologies such as brucellosis or tuberculosis, allowing time-
ly aspiration for microbiological confirmation. Although
over-the-counter medications such as nonsteroidal an-
ti-inflammatory drugs (NSAIDs) and acetaminophen have
shown moderate efficacy in reducing pain and disability in
chronic lower back pain, they often did not affect inflam-
matory lesions of the sacroileal joints, highlighting the
need for a comprehensive approach with antibiotics and
surgery for infectious cases, as noted by J. Peck et al. [8].
Analysis of these sources showed that early imaging and
aetiological differentiation are key to avoiding chronisa-
tion. Without timely instrumental imaging, such as SPECT
or contrast MRI, diagnosis is often delayed, leading to de-
structive changes in the joint [9].

The purpose of the study was to evaluate the effective-
ness of differentiated tactics of surgical treatment of puru-
lent sacroiliitis depending on the clinical and radiological
stages according to the ASAS criteria to optimise results,
reduce the risk of chronisation of the process, relapses, and
septic complications.

MATERIALS AND METHODS

A retrospective analysis was conducted of medical records
of patients hospitalised between 2021 and 2024 in the bone
and purulent infection unit of Municipal Non-Profit Enter-
prise “City Hospital No. 9” in Zaporizhzhia for purulent
sacroiliitis. The study was conducted in accordance with
the international standards of the Declaration of Helsinki
World Medical Association [10], European Commission [11]
and ethical principles approved by the local ethics com-
mittee of Zaporizhzhia State Medical and Pharmaceuti-
cal University (Protocol No. 8 of August 17, 2023). All pa-
tients have given written informed consent to the use of
their clinical data for scientific purposes. The criteria for
including patients were: consent to the use of clinical data,
confirmed diagnosis of purulent sacroiliitis, availability of
complete medical documentation. The exclusion criteria
were: refusal to use clinical data, patients with incomplete
medical documentation, lack of a confirmed diagnosis (for
example, lack of CT/MRI data or microbiological studies).

The stages of the study included: 1) selection and col-
lection of data from medical records; 2) statistical analy-
sis of demographic, clinical and aetiological indicators;
3) evaluation of the effectiveness of treatment based on
clinical criteria; 4) presentation of generalised results and
illustrative clinical case to demonstrate the typical course
of the disease. In addition to the generalised analysis, a
significant clinical case was presented as an illustration
of the typical course of the disease and the effectiveness
of the treatment strategy, in compliance with the recom-
mendations of the CARE guidelines [12]. Data sources in-
cluded retrospective analysis of medical records, including
medical history, CT, MRI, microbiological studies, labora-
tory tests, and operating protocols. During X-ray exam-
ination to assess the degree of sacroiliitis, the criteria of
the Assessment of SpondyloArthritis international Society
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(ASAS) according to J. Sieper et al. [13] were applied, in par-
ticular, the modified New York criteria for the classification

of radiographic changes, adapted for the differentiation of
infectious processes from inflammatory forms (Table 1).

Table 1. Radiological classification of sacroiliitis proposed by ASAS

Stage Characteristics

Stage 0 Normal, no changes (or only soft tissue oedema).

Stage 1 Initial narrowing of the joint space, suspicious changes (blurred edges).
Stage 2 Minimal anomalies, erosions, sclerosis, narrowing of the joint space.
Stage 3 Significant erosions, bone lintels, partial ankylosis.

Stage 4 Complete ankylosis, overgrowth of the joint space.

Source: |. Sieper et al. [13]

In cases of doubt about the aetiology, ASAS criteria
were used as an auxiliary tool to exclude autoimmune
causes based on radiological signs, such as erosion and
ankylosis. Data were collected from hospital archives
without interfering with patient treatment. To evaluate
the effectiveness of treatment, the following criteria were
used: clinical improvement (pain reduction, normalisation
of body temperature, improved mobility); laboratory pa-
rameters (normalisation of ESR, C-reactive protein, neg-
ative results of bacteriological cultures); radiological data
(reduction of signs of inflammation on CT/MRI); and the
absence of relapses for at least 6 months after discharge.
Effectiveness was considered achieved when at least 80%
of positive changes were achieved according to these cri-
teria. Anamnestically, all 27 patients in the study were
previously treated either in surgical, gynaecological, or
neurological and trauma departments for complications
of the underlying disease without a positive result. Distri-
bution of patients by gender: women — 15 (55.5%), men -
12 (44.5%). The average age of patients was 32.4 years.
Distribution of patients by aetiological factors: 7 (25.9 %)
women - transferred postpartum sepsis with subsequent
localisation of the process in the sacroiliac joint and gy-
naecological diseases, in 8 (29.6%) patients haematogenic
osteomyelitis of the pelvic bones, in particular, the ilium
was complicated by sacroiliitis, in 4 (14.8%) patients sep-
tic phenomena developed against the background of drug
addiction, in 6 (22.2%) cases of the disease the root cause
could not be established.

RESULTS AND DISCUSSION
The authors identified 3 clinical and Radiological forms of
purulent sacroiliitis, which to a certain extent correspond
to the classification described above: purulent non-specific
unilateral synovitis, radiological stage 2 according to ASAS
in 11 (40.7%) patients; purulent non-specific arthritis with
destruction of articular cartilage (osteoarthritis), radiolog-
ical stage 3 according to ASAS in 9 (33.3%) cases; purulent
arthritis with destruction of cartilage and extra-articular
bone formations — bodies ilium and sacrum (panarthritis),
stage 4 radiological ASAS in 7 (26.0%) patients. Patients
with the first two forms of the disease were hospitalised

in the acute period with a clinic of severe purulent in-
flammation, which was characterised by severe fibrillation
(39-40°C), tachycardia, chills, severe pain syndrome of
the sacroiliac junction, with radiation in the n.ischiadicus,
forced position of the lower limb (flexion and adduction in
the hip joint) on the affected side. The course of the disease
in patients with the third form of sacroiliitis was chronic in
nature with frequent episodes of exacerbations, during one
of which they were hospitalised. Purulent abscesses mani-
fested elastic, low-painful fluctuation and were localised in
the groin area and at the level of the gluteal fold, and in the
chronic course — in the medial areas of the thigh. X-ray signs
corresponded to the characteristics given in the classifica-
tion up to complete destruction of the joint with the disap-
pearance of the joint space. In some cases, foci of destruc-
tion and osteoporosis formed with areas of sclerosis around
the joints, and destruction of the body and wing of the ili-
um, lateral masses of the sacrum, sacral foramen with the
presence of large and small sequesters. Fistulas of various
localisation were observed in 8 (29.6%) patients (Table 2).

All patients received complex therapy in a surgical
hospital. The method of treatment depended on the form
of the disease and aetiopathological characteristics. Con-
servative treatment was given to 11 (40.7%) patients with
purulent non-specific unilateral synovitis. It was based
on bed rest on the shield, intraosseous anti-inflammato-
ry prolonged blockades, which included lidocaine 2% -
4.0 mL and the osteotropic antibiotic lincomycin 300 mg
(1 mL) with a total course of 5-7 injections with a frequency
of once every two days. Antibacterial therapy began with
empirical therapy based on the use of drugs active accord-
ing to the spectrum of potential pathogens and was pri-
marily directed to methicillin-resistant staphylococci with
the appointment of vancomycin. If gram-negative flora was
suspected, ceftazidime with ciprofloxacin, amikacin with
ceftazidine, and carbapenems were used intravenously for
14 days. Ceftriaxone, cefotaxime, and inhibitor-protected
penicillins (piperacillin/tazobactam) were administered
when seeding E. coli or Proteus spp. If bacteriological test-
ing revealed coagulase-negative staphylococcus with a
high level of resistance to many antibiotics, patients were
given vancomycin and teicoplanin.

Table 2. Results and features of patient treatment according to the form of the disease

Form of the disease Number of
(ASAS stage) patients (%) Treatment type Key elements of therapy Results and notes
Purulent non-specific Bed rest, intraosseous Successful relief of acute
unilateral synovitis 11 (40.7%) Conservative blockages, empirical antibiotic inflammation;
(stage 2) therapy, infusion therapy. no need for surgery.
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Table 2. Continued

Form of the disease Number of

(ASAS stage) patients (%) Treatment type Key elements of therapy Results and notes
a rtﬁﬁ{g%i; ggg’frpuecctli?)% of (ecscl)lrrug)ifr:l?ial Resection, postoperative infusion |Successful recovery after resection;
articular cartilage 9 (33.3%) joint resection) therapy, antibiotic therapy |focus on preventing hypervolaemia

g J P depending on the pathogen. and hypokalaemia.

(stage 3) conservative
Purulent arthritis with . .
destruction of cartilage Surgical (joint U;;;%I‘);?/O vglerllf(ggxergstfscstlll(;n, Wound healing by primary tension
and extra-articular bone 7(26.0%) |resection,drainage), drainage. antibiotic theran: in all patients; chronic course with
formations conservative depen C%H’ on the patho er relapses.
(panarthritis, stage 4) p 8 p gen.

Source: systematised by the authors

Due to inflammation, the body’s physiological metab-
olism is disrupted, pathological products accumulate, and
intoxication increases. All this deepens the course of the
purulent-inflammatory process, contributes to the spread
of infection and, accordingly, requires intensive infusion
therapy. The daily volume of infusion therapy in patients
was 20-25 mlL/kg of the patient’s body weight. Depending
on the severity, the treatment lasted from 5 to 20 days.
First, an albumin solution was administered, which has
high oncotic pressure and caused a directed flow of fluid
from the tissues into the vessels. After that, Ringer’s crys-
talloid solution was administered intravenously by drip. It
made up for the lack of fluid in the cells and intercellular
space. At the final stage, rheopolyglucin and rheosorby-
lact were used, which have detoxification and rheological
properties. 5-10 mL of 2.4% eufillin was added to the above
solutions to enhance renal circulation and stimulate di-
uresis. Solutions were heated to 35-36°C with the rate of
administration of drugs with high osmotic activity of 15-
20 mL/min, crystalloids 25-35 mL/min.

Economical resection of the sacroiliac joint was per-
formed in 9 (33.3%) patients with purulent non-specific
arthritis and signs of articular cartilage destruction. In
the postoperative period, patients were prescribed in-
fusion therapy, which included 5% glucose solution, at
the rate of 10 mL/kg of body weight, insulin, B vitamins
(1 mL) and C (3-5 mL), trental (5 mL), cardiac glycosides,
3% potassium chloride solution (1.0 mL/kg) to prevent
hypokalaemia. Next, Ringer’s solution was administered
intravenously at the rate of 5-7 mL/kg of body weight. An
increase in intravascular volume by extracting fluid from
the cellular and extracellular spaces provided subsequent
administration of rheopolyglucin. The infusion rate is
5-7 mL/min. At this stage, to prevent hypervolaemia and
hemodilution, patients were administered mannitol at a
dose of 0.5-0.8 g/kg of body weight and 2-3 mL of Lasix to
stimulate diuresis. Infusion therapy was completed with
the introduction of 5-10% albumin solution at a dose of
1-3 mL/kg, at a rate of 5-10 mL/min. The average duration
of such forced actions depended on the patient’s condi-
tion and was up to 10 days.

Antibacterial therapy in the postoperative period
depended on the pathogen. Patients with isolated S. ep-
idermidis, S. aureus, Streptococcus spp. were prescribed
cefepime - 2 g IV infusion every 12 hours or ceftriaxone —
2 g IV infusion every 24 hours + amikacin — 20 mg/kg IV
(diluted in 100 mL of saline solution). Patients with
Gram-negative Entrobateriaceae, P. Aeruginosis were pre-
scribed Cefazolin 2 g IV infusion every 8 hours or oxacillin 2 g
IV infusion every 4 hours + amikacin — 20 mg/kg IV (diluted

in 100 mL of saline) or gentamicin — 5 mg/kg (diluted in
100 mL of saline).

In patients who were diagnosed with purulent panar-
thritis of the sacroiliac joint — 7 (25.9%) cases, surgical in-
tervention was performed depending on the location of fis-
tulas. In the absence of fistulas or their location only in the
sciatic region, U-shaped or window resection of the joint
was performed. Joint elements, affected bone tissue were
removed, sacral openings were opened, and the roots of the
horse’s tail were removed up to the sacral canal. An addi-
tional incision was made in the projection of the iliac wing
for the purpose of revising the pelvic cavity. In the presence
of pus, active drainage was established through a resection
hole in the joint into the pelvic cavity. In the postoperative
period, the wounds were washed using drainage tubes with
antiseptic solutions (decasan, chlorhexidine) by drip meth-
od. Drains were removed on Day 5. Targeted antibiotics
were administered intravenously for 14 days (depending
on the results of a bacteriological examination). In all pa-
tients, the wounds healed by primary tension. On average,
patients stayed in the hospital for 4 weeks.

Intraoperatively, one patient was found to have a puru-
lent process spreading within the middle third of the thigh,
which required additional opening of abscesses followed by
drainage. According to the data by A.R. Rezaei et al. [14] and
C.Hinson et al. [15], which were confirmed by the results of
studies by A. Bucataru et al. [16], inflammatory processes
rapidly affect cell spaces, which leads to the development
of various purulent accumulations in the pelvic area, extra-
peritoneal space, and lower extremities. The deep location
of the pelvic bones, combined with a large number of mus-
cles, prevents direct external drainage of pus near the focus
of osteomyelitis. As a result, pus migrates over distances,
involving the main vascular and nerve plexuses, which pro-
vokes a range of complications.

In the postoperative period, wounds were washed
through drains with antiseptic solutions of decasan or
chlorhexidine, in a volume of up to 5 litres by drip method
around the clock. Drains were removed depending on the
condition of the wounds and the nature of the discharge.
Bacteriological cultures from wounds were inoculated
every 7-10 days. At 3-4 weeks of treatment, cultures from
wounds were negative. The main complication when per-
forming sacroiliac joint resection may be damage to the su-
perior sciatic artery. The authors did not observe such com-
plications, since they always planned its projection, which
allowed performing interventions outside this zone. In the
postoperative period, there was a violation of independent
urination for 4-5 days in 3 (33.3%) patients, a delay in def-
ecation in 2 (22.2%) patients. In the future, the function of
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the pelvic organs was fully restored. The pain in my back
disappeared 3-4 weeks after the operation. In the immedi-
ate postoperative period, 1 (3%) patient died with bilateral
damage to the sacroiliac joint, which was complicated by
septic shock and manifestations of multiple organ failure.
3 (11.1%) patients were re-operated on for ligature fistu-
las. Long-term results were observed in 26 (96.2%) patients
aged 2 to 4 years. A patient who refuses surgical treatment
was periodically hospitalised in the department with an
exacerbation of the process. The remaining 25 (92.5%) pa-
tients had no complains.

The positive results of treatment of 11 patients using
conservative methods with an emphasis on empirical anti-
bacterial therapy (vancomycin, ceftazidime, ciprofloxacin)
and intensive infusion detoxification are consistent with
the literature data, where antibiotics remain the basis for
the treatment of infectious sacroiliitis, especially in the
early stages, in order to prevent the spread of infection. For
example, in the retrospective multicentre study by M. Her-
met et al. [17], 39 adult patients with infectious sacroiliitis
have been shown to be effective with conservative antibi-
otic treatment in 70-80% of cases without complications,
while surgery is reserved for abscesses or osteomyelitis.

For patients with purulent arthritis (stage 3 accord-
ing to ASAS), where articular cartilage destruction was
observed, economical resection of the sacroiliac joint in
combination with postoperative infusion and antibacterial
therapy ensured the elimination of the inflammatory pro-
cess in all 9 cases. This approach was justified by the liter-
ature data, so L.S. Briongos-Figuero et al. [18] emphasised
the need for surgical intervention in case of destructive
changes to prevent chronisation of the process and to re-
duce the risk of sepsis. In a recent multicentre study of in-
fectious sacroiliitis in children and adults, M. Cahueque et
al. [19] noted that surgical rehabilitation with abscess
drainage improves prognosis in patients with extensive in-
fection, reducing the risk of relapse by up to 10-15%.

The results of treatment of patients in the group with
panarthritis (stage IV according to ASAS criteria) who un-
derwent radical resection with opening of purulent ab-
scesses, drainage and antiseptic lavage emphasise the
risks of septic complications, especially in bilateral lesions,
which is confirmed by contemporary studies: in the case
of Salmonella-associated infectious sacroiliitis of postgas-
troenteritis origin, timely surgical intervention with anti-
biotics is key to preventing multiple organ failure. Long-
term results showed the advantages of radical treatment
over symptomatic treatment, which prevents a chronic
course with frequent exacerbations. However, the presence
of complications such as ligature fistulas and pelvic organ
dysfunction indicates the need for improved techniques,
including prevention of vascular damage and enhanced
bacteriological control. No less important in the successful
outcome of treatment is the possibility of early instrumen-
tal diagnosis. Thus, W. Feki et al. [20] focused on the role
of timely use of MRI and CT, which reduces the frequency
of chronic forms. Data by I.K. Venher et al. [20] also em-
phasised that systemic disorders, in particular, endothelial
dysfunction and increased coagulation activity in patients
with connective tissue dysplasia, can significantly increase
the risk of postoperative thrombotic complications, which
requires careful monitoring and prevention. In general, the

data confirmed the relevance of complex treatment of pu-
rulent sacroiliitis in the context of purulent surgery, with
an emphasis on aetiopathogenetic factors such as postpar-
tum sepsis or haematogenic osteomyelitis, and highlighted
the need for a multidisciplinary approach to improve treat-
ment outcomes.

To illustrate the course of purulent sacroiliitis and
evaluate the effectiveness of the treatment methods used,
a clinical example is given that reflects the manifestations
of the disease characteristic of this pathology. Patient
R., 29, was hospitalised in the department with complaints
of sharp pain in the right sacroiliac joint and right hip. Ac-
cording to the patient, he fell ill seven days ago, when after
hypothermia there was pain in the pelvis and an increase
in temperature to 39.0°C. On examination, the patient had
sharp pain over the right sacroiliac joint and the presence of
a fistula with purulent contents. Severe swelling of the right
thigh. Movement in the right hip joint was restricted due to
pain. Body temperature — 38.5°C. In the general blood test,
leukocytosis was 14 - 10x9/L, ESR — 45 mm/h, procalciton-
in - 2.2 ng/mL. Computed tomography showed a significant
expansion of the joint space with signs of destruction of
the articular surface of the right sacroiliac joint (Fig. 1, 2).

Figure 1. CT scan image of a patient with destruction
of the sacroiliac joint on the right side
Source: photo by the authors obtained during an
instrumental examination

Figure 2. Photographic image of a 3D CT model Lesion
of the sacroiliac joint
Source: photo by the authors obtained during an
instrumental examination
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During contrast CT, contrast fluid spread through the
fistula to the sacroiliac joint. On the day of hospitalisation,
the patient was prescribed empirical antibacterial ther-
apy with vancomycin intravenously 500 mg, diluted with
10 mL of water for injection twice a day. For detoxification
therapy, rheosorbilact was used intravenously at 200 mL
twice a day for three days. To improve blood circulation,
the patient received intravenous drip of pentoxifylline 2%
solution at 5.0 mL diluted in 200.0 mL of saline solution
for 10 days. A diagnostic puncture of the soft tissues of the
right thigh was performed, during which pus was extracted.

After preoperative preparation, surgical rehabilitation of
the purulent focus with “window” resection of the sacro-
iliac joint and opening of purulent abscesses in the right
thigh area was performed (Fig. 3).

In the postoperative period, the wounds were con-
stantly washed with antiseptics by the installation of
through drainage tubes (Fig. 4). The complex treatment,
including drug therapy and dressings with active flush-
ing of drainage tubes, contributed to wound healing. The
patient was discharged in a satisfactory condition for fur-
ther rehabilitation.

.,

5 d

Figure 3. Resection of the right sacroiliac joint and opening of purulent abscesses
between the muscles along the back of the thigh
Source: photo by the authors obtained during surgical treatment

Figure 4. Postoperative wounds with installed drainage tubes
Source: photo by the authors obtained during a clinical examination

The results of treatment are consistent with the data
of studies that have emphasised the effectiveness of a com-
bined approach to purulent sacroiliitis. Compared to an-
other clinical case described by X. Li et al. [22], purulent
sacroiliitis caused by methicillin-sensitive S. aureus in
a 29-year-old healthy woman with no risk factors, where
empirical intravenous therapy for 4 weeks without surgery
resulted in complete clinical recovery, but with persis-
tent changes on MRI for months, similar to the case de-
scribed above, involving antibiotics and infusion therapy
with an emphasis on microbiological confirmation to avoid
chronicity. Other publication by D. Colatutto et al. [23] was
based on the outcome of treatment of two patients with
post-COVID sacroiliitis, showed spontaneous improve-
ment in symptoms when taking NSAIDs, but with persis-
tent bone marrow oedema visualised on MRI for almost a
year, highlighting the role of long-term monitoring and
the possible impact of long-term viral persistence on the

immune response, which resonates with the author’s ob-
servations on the need for a multidisciplinary approach to
prevent septic complications.

These sources have shown that early imaging (MRI/CT)
and adapted therapy (starting from 4 weeks of antibiotics)
reduce the risk of sepsis, although in some cases they lead
to a chronic process. Therefore, the emphasis on timely
microbiological diagnostics and correction of treatment in
accordance with the results obtained plays a key role in the
favourable prognosis. In addition, these clinical examples
demonstrated the need for individualisation of therapeu-
tic tactics, because with successful clinical recovery, long-
term residual changes in MRI data are possible, which re-
quire extended supervision and multidisciplinary support.

CONCLUSIONS
Analysis of literature sources and obtained clinical data
indicates that when choosing the method of treatment of
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purulent sacroiliitis, it is necessary to consider various
forms of joint damage and surrounding tissues, since the
disease can manifest itself in both aseptic and purulent
forms with varying degrees of severity. It was found that
the severe condition of patients, when the disease becomes
septic in nature with signs of intoxication, fever and severe
pain in the lower back, is a direct indication for immediate
resection of the sacroiliac joint and the opening of puru-
lent abscesses. The study emphasised that in such cases,
constant bacteriological monitoring is necessary to deter-
mine the antibiotic resistance of microorganisms, which
allows adapting therapy and avoiding the spread of infec-
tion. In addition, the analysis of clinical cases proved that
the delay in surgical intervention significantly increases
the risk of chronisation of the process, contributing to the
development of persistent inflammatory changes and com-
plications, such as abscesses or osteomyelitis. Therefore,
early intervention with bacteriological control optimises
treatment outcomes, reducing the likelihood of relapses
and improving the prognosis for patients.

A combined strategy that combines antibiotic therapy
with surgical techniques such as drainage and resection

indicate the importance of an individual approach,
depending on the aetiology (e.g. bacterial, tuberculo-
sis, or other specific), with an emphasis on conservative
methods for the early stages and surgery for purulent
forms. Overall, systematic analysis has shown that time-
ly diagnosis using MRI, CT, and laboratory tests is key to
success, minimising the invasiveness of interventions and
improving patients’ quality of life. Prospects for further
research include the need for high-quality randomised
clinical trials to establish clear diagnostic and treatment
protocols, comparison of conservative methods (antibiot-
ics with drainage) with minimally invasive surgical tech-
niques such as joint arthroscopy, identification of poten-
tial in the study of new antibiotics considering the growth
of resistance, and the role of biomarkers for early identifi-
cation of septic forms.

ACKNOWLEDGEMENTS

None.

FUNDING

None.

has been found to avoid long-term complications, includ-
ing chronic pain, joint dysfunction, and systemic septic
manifestations. Clinical guidelines based on case reviews

CONFLICT OF INTEREST

None.

REFERENCES

[1] He M, DTA Vithran, Pan L, Zeng L, Yang G, Lu B, et al. An update on recent progress of the epidemiology, etiology,
diagnosis, and treatment of acute septic arthritis: Areview. Front Cell Infect Microbiol.2023;13:1193645.DOI: 10.3389/
fcimb.2023.1193645

[2] WangY, Geng S, Lin Z, Yang C, Zhang Y, Jiang H, et al. Clinical and imaging characteristics of 135 cases of infectious
sacroiliitis: A retrospective cohort study in China. Clin Rheumatol. 2025;44:1337-44. DOI: 10.1007/s10067-024-
07278-8

[3] Rishard MRM, Mohamed AFZ, Ranaweera AKP, Perera E, Pinto N, Jayawardana P. Pyogenic sacroiliitis in the
immediate postpartum period: A case report and review of literature. Sri Lanka ] Obstet Gynaecol. 2020;42(3):120-3.
DOI: 10.4038/sljog.v42i3.7934

[4] Tokuyama Y, Yamada H, Shinozuka K, Yunoki T, Ohtsuru S. Pyogenic sacroiliitis caused by Salmonella schwarzengrund
in a young healthy woman: A case report and literature review. Int ] Emerg Med. 2023;16:21. DOI: 10.1186/512245-
023-00496-y

[5] Kopchak OO. Modern aspects of differential diagnosis and treatment of chronic lower back pain. Int Neurol J.
2021;17(8):6-15.DOI: 10.22141/2224-0713.17.8.2021.250816

[6] Tankut V, Berenov KV, Berenova OF. Lumbopelvic pain in pregnant women: Diagnosis and treatment. Orthop
Traumatol Prosthet. 2020;3:61-6.

[7] Al-Mnayyis A, Obeidat S, Badr A, Jouryyeh B, Azzam S, Al Bibi H, et al. Radiological insights into sacroiliitis: A
narrative review. Clin Pract. 2024;14(1):106-21. DOI: 10.3390/clinpract14010009

[8] Peck], Urits I, Peoples S, Foster L, Malla A, Berger AA, et al. Comprehensive review of over the counter treatment for
chronic low back pain. Pain Ther. 2021;10:69-80. DOI: 10.1007/540122-020-00209-w

[9] Flores DV, Serfaty A. MR imaging approach to arthritides and spondyloarthropathies. Magn Reson Imaging Clin N
Am. 2025;33(2):371-87. DOI: 10.1016/j.mric.2025.02.001

[10] World Medical Association. Declaration of Helsinki: Ethical Principles for Medical Research Involving Human

Subjects [Internet]. [cited 2025 April 13]. Available from: https:/www.wma.net/policies-post/wma-declaration-of-

helsinki-ethical-principles-for-medical-research-involving-human-subjects

[11] European Commission. Ethics and Data Protection [Internet]. 2021 July 5 [cited 2025 April 2]. Available from: https://
ec.europa.eu/info/funding-tenders/opportunities/docs/2021-2027/horizon/guidance/ethics-and-data-protection_
he_en.pdf

[12] Gagnier J], Kienle G, Altman DG, Moher D, Sox H, Riley D. The CARE guidelines: Consensus-based clinical case
reporting guideline development. Glob Adv Health Med. 2013;2(5):38-43. DOI: 10.7453/gahmj.2013.008

[13] Sieper J, Rudwaleit M, Baraliakos X, Brandt ], Braun J, Burgos-Vargas R, et al. The Assessment of SpondyloArthritis
international Society (ASAS) handbook: A guide to assess spondyloarthritis. Ann Rheum Dis. 2009;68(2):iil-44.
DOI: 10.1136/ard.2008.104018

[14] Rezaei AR, Zienkiewicz D, Rezaei AR. Surgical site infections: A comprehensive review. ] Trauma Inj. 2025;38(2):71-
81.DOI: 10.20408/jti.2025.0019

Bulletin of Medical and Biological Research. 2025. Vol.7, No.4


https://doi.org/10.3389/fcimb.2023.1193645
https://doi.org/10.3389/fcimb.2023.1193645
https://doi.org/10.1007/s10067-024-07278-8
https://doi.org/10.1007/s10067-024-07278-8
https://doi.org/10.4038/sljog.v42i3.7934
https://doi.org/10.1186/s12245-023-00496-y
https://doi.org/10.1186/s12245-023-00496-y
https://doi.org/10.22141/2224-0713.17.8.2021.250816
https://scholar.google.com/citations?view_op=view_citation&hl=ru&user=wP64tPAAAAAJ&citation_for_view=wP64tPAAAAAJ:YsMSGLbcyi4C
https://doi.org/10.3390/clinpract14010009
https://doi.org/10.1007/s40122-020-00209-w
https://doi.org/10.1016/j.mric.2025.02.001
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://ec.europa.eu/info/funding-tenders/opportunities/docs/2021-2027/horizon/guidance/ethics-and-data-protection_he_en.pdf
https://ec.europa.eu/info/funding-tenders/opportunities/docs/2021-2027/horizon/guidance/ethics-and-data-protection_he_en.pdf
https://ec.europa.eu/info/funding-tenders/opportunities/docs/2021-2027/horizon/guidance/ethics-and-data-protection_he_en.pdf
https://doi.org/10.7453/gahmj.2013.008
https://doi.org/10.1136/ard.2008.104018
https://doi.org/10.20408/jti.2025.0019

Differentiated tactics for surgical treatment...

[15] Hinson C, Kilpatrick C,Rasa K, Ren J, Nthumba P, Sawyer R, et al. Global surgery is stronger when infection prevention
and control is incorporated: A commentary and review of the surgical infection landscape. BMC Surg. 2024;24:397.
DOI: 10.1186/s12893-024-02695-7

[16] Bucataru A, Balasoiu M, Ghenea AE, Zlatian OM, Vulcanescu DD, Horhat FG, et al. Factors contributing to surgical
site infections: A comprehensive systematic review of etiology and risk factors. Clin Pract. 2024;14(1):52-68.
DOI: 10.3390/clinpract14010006

[17] Hermet M, Minichiello E, Flipo RM, Dubost J], Allanore Y, Ziza JM, et al. Infectious sacroiliitis: A retrospective,
multicentre study of 39 adults. BMC Infect Dis. 2012;12:305. DOI: 10.1186/1471-2334-12-305

[18] Briongos-Figuero LS, Ruiz-de-Temifio A, Pérez-Castrillén JL. Sarcoidosis and sacroiliitis, a case report. Rheumatol
Int. 2012;32:2949-50. DOI: 10.1007/500296-011-2100-y

[19] Cahueque M, Azmitia E, Claudio R. Sacral joint infection caused by Salmonella: A post-gastroenteritis complication —
a case report. ] Med Case Rep. 2025;19:315. DOI: 10.1186/s13256-025-05144-y

[20] Feki W, Chakroun A, Kammoun A, Hammami F, Rekik K, Mnif Z, et al. Infectious sacroiliitis: Insights from long-term
follow-up and the diagnostic contribution of computed tomography and magnetic resonance imaging. Eur Spine J.
2025;34:4758-65. DOI: 10.1007/s00586-025-09319-5

[21] Venher IK, Herasymiuk NI, Kostiv SYa, Loyko II, Khvalyboha DV. Nonspecific dysplasia of the connective tissue — a
factor of venous thromboembolic complications in endoprosthetics of hip joints. Int ] Med Med Res. 2020;6(1):35-42.
DOI: 10.11603/ijmmr.2413-6077.2020.1.11047

[22] Li X, Li Q, Zhang K, Li S. A young female physician with sudden buttock pain and inability to walk: A case report and
literature review. Medicine. 2025;104(40):e45137. DOI: 10.1097/MD.0000000000045137

[23] Colatutto D, Sonaglia A, Zabotti A, Cereser L, Girometti R, Quartuccio L. Post-COVID-19 arthritis and sacroiliitis:
Natural history with longitudinal magnetic resonance imaging study in two cases and review of the literature.
Viruses. 2021;13(8):1558. DOI: 10.3390/v13081558

Bulletin of Medical and Biological Research. 2025. Vol.7, No.4


https://bmcsurg.biomedcentral.com/articles/10.1186/s12893-024-02695-7
https://doi.org/10.3390/clinpract14010006
https://bmcinfectdis.biomedcentral.com/articles/10.1186/1471-2334-12-305
https://doi.org/10.1007/s00296-011-2100-y
https://jmedicalcasereports.biomedcentral.com/articles/10.1186/s13256-025-05144-y
https://doi.org/10.1007/s00586-025-09319-5
https://doi.org/10.11603/ijmmr.2413-6077.2020.1.11047
https://doi.org/10.1097/md.0000000000045137
https://doi.org/10.3390/v13081558

Yu. Klyatsky et al.

OndepeHuUinoBaHa TaKTUKa XipypriyHOro nikyBaHHs
rHIMHOIoO CaKpoineiTy 3aneXHo
BiA KNiHIKO-peHTreHonorivyHoi cragii 3a ASAS

IOpi Knaubkunim

KaHaounoat MeguyHmMxX HayK, OOUEeHT

3anopi3bknin Aep)KaBHUIN MeanKo-dapMaLEeBTUYHUM YHIBEPCUTET
69035, 6ynbB. Mapii MprMadeHKo, 26, M. 3anopixs, YkpaiHa
https://orcid.org/0009-0002-1806-067X

Cepriiht MacneHHikoB

HokTop dinocodii, goLeHT

3anopi3bkn AepyXaBHUM MegnKo-PpapMaLEeBTUYHUIN YHIBEPCUTET
69035, 6ynbB. Mapii MprMadeHKo, 26, M. 3anopixks, YkpaiHa
https://orcid.org/0000-0002-7505-8587

MakcumM lNonoBaxa

JoKkTop MeonyHux Hayk, npodecop

3anopi3bkuin AeprKaBHUIN MeanKo-dapMaLEeBTUYHMM YHIBEPCUTET
69035, 6ynbB. Mapii MprMadeHKo, 26, M. 3anopixs, YKpaiHa
https://orcid.org/0000-0003-2835-9333

Bacunb Kocuno

ACUCTEHT

3anopi3bkM AepyaBHUM MegnKo-PpapMaLEeBTUYHUIN YHIBEPCUTET
69035, 6ynbB. Mapii MprMadeHKo, 26, M. 3anopixoks, YkpaiHa
https://orcid.org/0009-0001-5573-244X

AHoTauifa. THiliHe ypaskeHHS KPUKOBO-KIY60OBOTO Cymiob6a (cakpoineiT) € TSKKOW XipypriuyHoo TMaToJIOTieio
OTIOPHO-PYXOBOTO arapaTry Ta BUMAarae onepaTUMBHOTO JIiKyBaHHS B yMOBaX BiffineHHs THiliHOi Xipyprii. MeToro
6ys0 TIpoaHaIi3yBaTH TaKTUKY XipypriuyHoro JiKyBaHHS THIifHOrO cakpoineiTy B KomIuiekci 3 iHdy3iliHOIO Ta
aHTHOaKTepiabHOIO Tepari€lo 3aJekKHO Bif KIiHiKO-peHTreHosoriyHoi ¢opmu 3axBopioBaHHsS. HdocmimkeHo 27
MalieHTiB 3 THiliHUM cakpoineiTom. Po3mnogin nauieHTiB Binoyscs 3a popmamu: II cramist ASAS — 40,7 %, III cragist
ASAS - 33,3 %, IV cragis ASAS (manaptput) — 26,0 %. B 3anesxxHocTi Bif ¢popm mauieHTM OTpUMyBaau KOMOiHOBaHY
Tepariio: KOHCepBaTUBHeE JIiIKyBaHHST (aHTUGiOTUKY, 610Kamu, iHGyY3ii), ekoHOMHa a6o pamuKaabHa pesekilis cyrioda
3 IpeHyBaHHSIM, OaKTepioMOTiYHMIT KOHTPOJb, Ae3iHTOKCcHKallisg. 11 (40,7 %) maiieHTiB 3 CMHOBITOM, SIKi JTiKyBa/INCh
Juiie KoHcepBaTUBHO Ta 9 (33,3 %) mallieHTiB 3 apTPUTOM, SIKi Majau JOJATKOBO €KOHOMHY pPe3eKIlilo, TTOBHiCTIO
omykanu. Cepen 7 (25,9 %) malieHTiB 3 MAaHAPTPUTOM, SKi NepeHewIM PaguKaIbHY pe3ekIlilo, y 1 po3BMHYBCS
CeNTUYHUIA IIOK, 110 MPU3BEJIO 10 JIETAIbHUX HACTIIKiB, 3 — IepeHewM ITOBTOPHI orepailii uepes jiiraTypHi HOpuili. 25
(92,5 %) nalieHTiB — MOBHe OLyskaHHSI, 1 — MepioguyuHi 3arocTpeHHs. BusiBieHo, 1110 JiKyBaHHSI TOBMHHO BPaxOBYBaTH
dbopMy 3axXBOPIOBAHHS; HeraiiHa pes3ekllisl MpU CENTUYHOMY Tepebiry 3 6aKKOHTPOJIEM 3MeHIIyE XPOHisallilo Ta
peuuauBy, a KOMO6iHOBaHa cTpaTerist epeKTUBHA AJIsI YHUKHEHHS YCKIaJAHEeHb, aje oTpebye paHHbO1 AiarHOCTUKY Ta
MYJAbTUAMCIUIUIIHAPHOTO Tigxomy. OTpyMaHi pe3yabTaT MigTBePIUIN TOUITbHICTb AMbepeHIiiioBaHOTO MiAX0Iy A0
BMOOPY XipypriuHoi TakKTMKM JTiKyBaHHS THITHOTO CaKpOineiTy 3aneskHo Bif crazii 3a ASAS, 110 Moske 6yTM BpaxoBaHO
MpY pO3po6Ii KAIHIYHMX MPOTOKOMIB
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Bulletin of Medical and Biological Research. 2025. Vol.7, No.4

67,


https://orcid.org/0009-0002-1806-067X
https://orcid.org/0000-0002-7505-8587
https://orcid.org/0000-0003-2835-9333
https://orcid.org/0009-0001-5573-244X
https://orcid.org/0000-0002-3797-1068 

