
International Journal of

Anesthetics and Anesthesiology

Basta. Int J Anesthetic Anesthesiol 2020, 7:102

Volume 7 | Issue 1
DOI: 10.23937/2377-4630/1410102

Citation: Basta M (2020) Postpartum Infectious Sacroiliitis Temporally-Related to Continuous Labor 
Epidural Analgesia: Was the Epidural to Blame? A Case Report and Review of the Literature. Int J 
Anesthetic Anesthesiol 7:102. doi.org/10.23937/2377-4630/1410102
Accepted: March 24, 2020: Published: March 26, 2020
Copyright: © 2020 Basta M. This is an open-access article distributed under the terms of the Creative 
Commons Attribution License, which permits unrestricted use, distribution, and reproduction in any 
medium, provided the original author and source are credited.

• Page 1 of 4 •Basta. Int J Anesthetic Anesthesiol 2020, 7:102

Open Access

ISSN: 2377-4630

Postpartum Infectious Sacroiliitis Temporally-Related to Con-
tinuous Labor Epidural Analgesia: Was the Epidural to Blame? 
A Case Report and Review of the Literature
Mafdy Basta, MD*

Department of Anesthesiology and Perioperative Medicine, Medical College of Georgia at Augusta University, USA

Abstract
Infectious (bacterial) sacroiliitis, though rare, yet needs to 
be considered at the differential diagnosis of back/leg pain 
in parturients. The following is a case of infectious sacroi-
liitis in a postpartum patient that presented four days after 
delivery with hip and leg pain. Interestingly, the patient’s 
labor analgesia was conducted with a continuous lumbar 
epidural analgesia; however, a causal relationship remains 
to be determined.
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level colonization could not be excluded with a nega-
tive test. The patient was afebrile and her White Blood 
Cells (WBCs) count was reported within normal range 
prior to delivery. The patient’s labor was complicated 
by small right-sided periurethral and left-sided vaginal 
lacerations that were repaired at the bedside by the ob-
stetric team. Following delivery, the epidural catheter 
was removed with tip intact and site was noted to be 
clean and dry.

On postpartum day 1, the patient started to com-
plain of sharp pain in the left hip and gluteal regions 
with radiation down the left leg that, after evaluation, 
was attributed to possible entrapment neuropathy 
encountered during labor. The patient was reassured 
and treated conservatively with nonsteroidal anti-in-
flammatory drugs and physical therapy. The patient 
was discharged home on postpartum day 2 after some 
improvement at her hip and leg pain and instructed to 
follow up as scheduled.

On postpartum day 4, the patient presented to the 
Emergency Department (ED) with worsening left hip 
and left leg pain that persisted since her vaginal deliv-
ery. The patient described the pain as sharp, radiating 
down the entire left lower extremity (LE), and made 
worse by movement. The pain was severe enough so 
as to interfere with her getting out of bed. Occasional 
scattered numbness and tingling along the left LE were 
also reported. No fever reported. No abnormal bladder 
or bowel symptoms reported.

Case Report
The patient is a 41-year-old gravida 2 para 2 African 

American female that underwent elective induction 
of labor at 39 weeks gestation due to chronic hyper-
tension. The patient’s labor analgesia was conducted 
with continuous lumbar epidural that was described 
as uneventful. Spontaneous vaginal delivery occurred 
about nineteen hours after the epidural placement. The 
patient did not receive antibiotics prior to delivery as 
isolation of group B streptococcus by endocervix swab 
two weeks prior was reported as negative, though low 
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mycin pending culture results. Further work up included 
measurement of erythrocyte sedimentation rate (ESR), 
and C-reactive protein (CRP), both were found to be 
about three fold elevated. Blood cultures were drawn 
but reported later as negative for any growth. Gram 
stain of SI joint fluid revealed Gram positive cocci that on 
culture were identified as group B streptococci (Strep. 
agalactiae). Vancomycin was changed to ceftriaxone per 
sensitivity results. An orthopedic consult for septic ar-
thritis was also placed, but conservative management 
was recommended in light of clinical (decreasing pain), 
and laboratory (resolving leukocytosis, decreasing ESR 
and CRP) improvement. The patient was discharged 
home on long term (6 weeks) intravenous antibiotics 
and recommended to follow up as instructed.

Discussion
The prevalence of infectious sacroiliitis (ISI) is rare, 

Relevant laboratory findings at ED visit revealed 
polynuclear neutrophil leukocytosis. The patient was 
admitted to the obstetric team for further manage-
ment.

In light of recent epidural catheter placement, an ur-
gent magnetic resonance imaging (MRI) of the lumbar 
spine with contrast enhancement was ordered. No ev-
idence of epidural hematoma or abscess was present. 
However, incidental findings of asymmetric fluid disten-
tion of the left sacroiliac (SI) joint (Figure 1) with fluid 
collections within the left iliopsoas, left piriformis, and 
left gluteus muscles (Figure 2) were detected, findings 
concerning for infectious/inflammatory sacroiliitis (ISI). 
Neuroradiology consult was placed, and under comput-
erized tomography (CT) guidance, about 10 ml of puru-
lent fluid was aspirated from left SI joint, and sent for 
Gram stain and culture. Infectious Disease consult was 
placed and the patient was started on empiric vanco-

         

Figure 1: Fat saturated T1-weighted axial image showing asymmetric fluid distention of left sacroiliac joint (blue arrow).

         

Figure 2: Fat saturated T1-weighted axial image demonstrates peripherally enhancing fluid collections within the left iliopsoas 
muscle (red arrows).
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Gram-negative bacilli most frequently identified are 
Salmonella species, encountered more frequently in 
children than adults [13]. Pseudomonas aeruginosa are 
most commonly encountered in immunosuppressed pa-
tients, hospitalized patients, and intravenous drug users 
[11]. Streptococcus is more frequent agent when func-
tional gynecological signs are present [5,6]. Brucella is a 
frequent cause of septic arthritis in certain parts of the 
world, such as Turkey [14].

Even though the majority of pregnancy-associated 
ISI cases reported were due to pyogenic bacteria other 
than group B streptococci [2], ISI due to group B strep-
tococci has been described before [10].

Definitive microbiological diagnosis may be based on 
blood cultures, joint fluid by CT-guided percutaneous 
puncture, or surgical investigations [15].

In the case presented here, though no definite 
conclusions could be reached, yet isolation of group B 
streptococci, a frequent colonizer of the female genital 
tract, favors hematogenous and/or local spread during 
the labor process as the likely culprit mechanism for in-
fection.

The bacterial spread was likely enhanced by the 
presence of periurethral and vaginal tears. Low level 
genital colonization with group B streptococci could 
have been present and explains the negative endo-
cervix swab result obtained two weeks prior to labor. 
The lack of localized skin infection at the site of epi-
dural insertion and the absence of an epidural ab-
scess on subsequent MRI substantially decreases the 
likelihood of the epidural catheter as being a culprit 
in this case. It is also possible that ISI was present pri-
or to the epidural analgesia, although the lack of back 
and/or leg pain at initial hospital admission would ar-
gue against that.

In the absence of any identified microorganism, it is 
preferable to consider antibiotic therapy active against 
Staphylococcus and Gram-negative bacilli, administered 
parenterally for two weeks followed by oral treatment 
for six weeks [16].

Conclusion
Postpartum infectious sacroiliitis, though uncommon, 

yet needs to be included at the differential diagnosis of 
back/leg pain. Early diagnosis by imaging studies and 
prompt treatment with antibiotics can help control the 
infection and prevent long term morbidity. Whether a 
causal relationship between epidural analgesia and ISI 
exists could not be determined with any degree of cer-
tainty and needs further studies.
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