
EMERGENCY IMAGING

 www.emed-journal.com� APRIL 2017   I   EMERGENCY MEDICINE    175

J. Jacob Kazam, MD; Steven Daniels, MD; Jessica Fisher, MD; Edward Ebani, MD; Keith D. Hentel, MD, MS

Figure 1

Figure 3

Figure 2 Dr Kazam is an assistant professor of radiology, Weill Cornell Medical 
College, Cornell University, New York; and an assistant attending 
radiologist, New York-Presbyterian Hospital, New York. He is the chief 
of emergency/musculoskeletal imaging, department of radiology, New 
York-Presbyterian Hospital/Weill Cornell Medical Center. Dr Daniels is 
a second-year resident, department of radiology, Weill Cornell Medi-
cal College, Cornell University, New York. Dr Fisher is an assistant 
professor of radiology, Weill Cornell Medical College, New York, New 
York; and an assistant attending radiologist, New York-Presbyterian 
Hospital, New York. Dr Hentel is an associate professor of clinical 
radiology, Weill Cornell Medical College, New York, New York. He 
is executive vice chairman, department of radiology, New York-
Presbyterian Hospital/Weill Cornell Medical Center; and associate 
editor, imaging, of EMERGENCY MEDICINE. Dr Ebani is a resident, 
department of radiology, NewYork-Presbyterian Hospital/Weill Cornell 
Medical Center, New York, New York.

Authors’ Disclosure Statement: The authors report no actual or 
potential conflict of interest in relation to this article.

DOI: 10.12788/emed.2017.0024

A 49-year-old man with  
multiple comorbidities  
presented with a 2-day  
history of fever and  
nonproductive cough. 

A 49-year-old man with a history of human immu-
nodeficiency virus infection, untreated hepatitis 
C, endocarditis, and bilateral total hip arthro-

plasty (THA) presented to the ED with fever, chills, and 
a nonproductive cough, which he stated began 2 days 
prior. The patient was not able to walk due to worsen-
ing low back and bilateral leg pain.

Laboratory studies revealed leukocytosis with a left 
shift. Chest radiographs were negative for pneumonia. 
A magnetic resonance image (MRI) of the lumbar spine 
was obtained to evaluate for diskitis osteomyelitis. A ra-
diograph of the pelvis was also obtained to evaluate the 
patient’s THAs, and a computed tomography scan (CT) 
of the abdomen and pelvis with contrast was obtained 
for further evaluation. Representative CT, radiographic, 
and MRI images are shown at left (Figures 1-3). 

What is the suspected diagnosis? 
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I Answer

Figure 4 Figure 5

T he MRI of the lumbar spine demonstrated no 
evidence of diskitis osteomyelitis. However, T2-

weighted axial images showed enlarged heterogeneous 
bilateral psoas muscles with bright signal, indicating 
the presence of fluid (white arrows, Figure 4). 

On the pelvic radiographs, both femoral heads ap-
peared off-center within the acetabular cups (red ar-
rows, Figure 5). This eccentric positioning indicated 
wear of the polyethylene in the THAs that normally 
occupies the space between the acetabular cup and the 
femoral head. In addition, focal lucency in the right ac-
etabulum indicated breakdown of the bone, a condition 
referred to as osteolysis (white asterisk, Figure 5).  

An abdominopelvic CT scan with contrast was per-
formed and confirmed the findings of polyethylene wear 
and osteolysis. The CT scan also demonstrated large bi-

lateral hip joint effusions (white arrows, Figure 6), de-
compressed along distended bilateral iliopsoas bursae 
(red asterisks, Figure 6), and communicating with the 
bilateral psoas muscle collections (red arrows, Figure 6). 

Osteolysis With Iliopsoas Bursitis 
Bursae are fluid-filled sacs lined by synovial tissue locat-
ed throughout the body to reduce friction at sites of move-
ment between muscles, bones, and tendons. Bursitis de-
velops when these sacs become inflamed and/or infected 
and fill with fluid. The iliopsoas bursa lies between the 
anterior capsule of the hip and the psoas tendon, iliacus 
tendon, and muscle fibers.1,2 This bursa frequently com-
municates with the hip joint.3,4 Iliopsoas bursal disten-
sion has been reported following THA in the setting of 
polyethylene wear,5 and aseptic bursitis is a commonly 
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seen incidental finding at the time of revision surgery.6  
In this patient, long-standing polyethylene-induced 

synovitis had markedly expanded the hip joints and il-
iopsoas bursae, eventually resulting in superinfection, 
which accounted for the patient’s symptoms. 

Treatment
Based on the imaging findings, interventional radiol-
ogy services were contacted. The interventional radi-
ologist drained the bilateral psoas abscesses. Cultures 
of the fluid were positive for both methicillin-resistant 
Staphylococcus aureus (MRSA) and methicillin-sus-
ceptible S aureus (MSSA). The patient was admitted 
to the hospital for treatment of MRSA and MSSA with 
intravenous antibiotic therapy. He recovered from the 
infection and was discharged on hospital day 2, with 

instructions to follow up with an orthopedic surgeon to 
discuss eventual revision of the bilateral THAs. 
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