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An elusive mimic of sacroiliitis: diagnostic
dilemma for the rheumatologist
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Case presentation

A 42-year-old woman was evaluated in the orthopedic clinic
because of persistent dull pain, worse at night, in the lower
back and left buttock. At physical examination, FABER test
(Patrick’s test) and sacroiliac compression test were positive
on the left side, while straight leg raise test (Lasègue’s sign)
was negative. Laboratory tests were unremarkable, with eryth-
rocyte sedimentation rate and C-reactive protein within nor-
mal limits. HLA-B27 was absent. MRI revealed a left iliac
bone area of signal hyperintensity in STIR sequences
(Fig. 1, panel A). Two years before current presentation, the
patient had been treated with endoscopic resection for recur-
rent low-grade urothelial carcinoma, raising the possibility of
a bone metastasis. FDG PET/CT was obtained and the lesion
had a SUV of 6.4. No other areas of abnormal FDG uptake
were detected. A CT-guided percutaneous needle biopsy
showed non-specific eosinophilic inflammatory infiltrate and
no evidence of neoplastic disease. After 3 months, repeat MRI
revealed an increase of the known lesion and a new area with
similar characteristics in the contralateral sacral bone (Fig. 1,
panel B). The case was then re-evaluated in a multidisciplin-
ary discussion with two rheumatologists. A differential diag-
nosis of active sacroiliitis in axial spondyloarthritis was

considered likely and treatment with celecoxib 200 mg daily
was initiated. However, after 3 months, the patient reported no
response to treatment and, due to persisting concerns of ma-
lignancy, a third biopsy was performed, disclosing the real
nature of the elusive lesion. An indolent B cell lymphoma
was finally diagnosed and the patient was referred to the he-
matology unit. At the time of writing, radiation therapy was
initiated to treat the left iliac bone lesion while close follow-up
was decided for the right sacral lesion.

Fig. 1 Panel a: axial magnetic resonance imaging (MRI) short-tau
inversion recovery (STIR) sequence showing signal hyperintensity in
the left iliac bone. Panel b: axial STIR sequence showing signal
hyperintensity in the left iliac bone and right sacral bone

* Jacopo Ciaffi
jacopo.ciaffi91@gmail.com

1 Medicine & Rheumatology Unit, IRCCS Istituto Ortopedico Rizzoli,
Bologna, Italy

2 Radiology Unit, Department of Experimental, Diagnostic and
Specialty Medicine, S. Orsola Malpighi University Hospital,
Bologna, Italy

3 Diagnostic and Interventional Radiology Unit, IRCCS Istituto
Ortopedico Rizzoli, Bologna, Italy

4 Department of Biomedical and Neuromotor sciences (DIBINEM),
University of Bologna, Bologna, Italy

https://doi.org/10.1007/s10067-021-05714-7

/ Published online: 5 April 2021

Clinical Rheumatology (2021) 40:4357–4358

http://crossmark.crossref.org/dialog/?doi=10.1007/s10067-021-05714-7&domain=pdf
http://orcid.org/0000-0002-9446-7351
mailto:jacopo.ciaffi91@gmail.com


Discussion

The presence of active sacroiliitis [1] is pivotal to diagnose
axial spondyloarthritis [2]. However, different mimics of
sacroiliitis have been described. Paget disease, diffuse idio-
pathic skeletal hyperostosis, sarcoidosis, infections [3], and
also bone and hematologic tumors [4–6] might present with
radiologic features suggestive of sacroiliitis. As highlighted
by our report, finding the correct diagnosis may be challeng-
ing in these cases. Rheumatologists should keep a high level
of suspicion for malignancy in particular in patients with a
prior history of cancer, with atypical presentation of
sacroiliitis, or with unrelieved symptoms despite non-
steroidal anti-inflammatory drugs.
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