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Case Report

Fungal  Infect ion of  Pelvis :  an Uncommon Cause for  Low 
Backache
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ABSTRACT
This study reports a case of 43 years male with low back ache which on investigation proved to be due to cryptococcus 
fungal infection of ilium which is an uncommon cause of low backache. The focus of infection was evacuated, and the bone 
debrided along with administration of anti-fungal drugs. On follow up of 9 months after surgery and antifungal treatment, the 
patient had no symptoms and there was regression in size of the lesion in the left iliac bone. 
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INTRODUCTION
Cryptococcus is a disseminated infection caused by Crypto-
coccus neoformans. Cryptococcus is an encapsulated yeast 
like fungus with common reservoirs being soil and pigeon 
feces.1 Although nearly any organ can be affected, the most 
affected organs by this infection are the lungs and central 
nervous system. Cryptococcal osteomyelitis is rare, having 
an incidence of 5-10 % in patients with systemic Cryptococ-
cosis. Isolated Cryptococcal skeletal infection is rare but can 
lead to significant morbidity and mortality if left untreated.2 
We present here a rare case of isolated cryptococcal infec-
tion of the iliac bone in an immunocompetent host.

CASE REPORT
A 43-year-old male, businessman by profession, presented 
to us with low back ache for 4 years which was radiating to 
the left hip and thigh. There were no constitutional symptoms 
and no history of trauma. Patient did not have any co-mor-
bidities as well as significant travel history. The patient had 
visited multiple centers in the last 4 years for management 
of low back ache. All blood investigations including multiple 
X-rays and MRI L/S spine were normal. He got temporary 
relief with analgesics and physiotherapy but for 3 months 
prior to presentation, there was an increase in the severity 
of pain. An USG abdomen, CT scan abdomen and MRI pel-
vis were done. USG abdomen showed an oval, lobulated, 
heterogenous lesion with solid component and septations 
in left iliac fossa that signified either a neoplastic or infective 
pathology.
CT scan abdomen showed focal expansile lytic lesion with 
sclerotic margin in the left iliac blade. MRI pelvis showed 

destructive lesion in the left iliac bone ( 32 x 24 mm) with 
large exophytic tissue component causing infiltration into the 
overlying iliac muscle and the finding was suggestive of a 
neoplastic lesion.
The patient referred to us for the management of the neo-
plastic lesion. On examination, there was mild tenderness 
around the left iliac fossa and PSIS, and the terminal flexion 
of left hip was painful. All other systemic and local exam-
inations were normal. We repeated the MRI pelvis, which 
showed complex lytic lesion in left iliac bone along with large 
cystic area under the left iliac muscle in continuity with the 
intraosseous component displaying restricted diffusion and 
findings suggestive of abscess with osteomyelitis (Figure 1 
and 2). 

Figure 1. Representative coronal section of MRI demonstrating a cys-
tic lesion underneath the iliac muscle.
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Figure 2. Axial section demonstrating lytic lesion in left iliac bone 
along with large cystic area under the left iliac muscle in continuity 
with the intraosseous component.

Figure 3. A. Intraoperative pictures showing pus (white arrow). B. 
Necrotic tissue and osteomyelitis of iliac bone.
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An USG guided biopsy was done. No pyogenic bacteria were 
isolated in pus culture whereas granulation tissue with deep 
fungal infection was seen in histopathology which was sug-
gestive of cryptococcus infection. 

We consulted our physician to rule out any systemic involve-
ment and started antifungal ( IV Amphotericin 50mg x OD ) for 
5 days before going for surgical exploration. Intraoperatively 
we found pus and necrotic tissue.

Evacuation of pus and debridement of the lesion was done to 
decrease the fungal load.Pus was sent for culture and tissue 
for biopsy (Figure 3).

There was no growth in pus culture but findings suggestive 
of Cryptococcus was seen in histopathology. Fungal culture 
from the pus showed no growth.

Patient’s symptoms improved postoperatively and he was dis-
charged with Tab Voriconazole x 200mg x BD x 9 months. He  
had no symptoms on 9 months follow up and the MRI shows 
regression of size of the lesion of left iliac bone and significant 
decrease in collection in left iliac muscle (Figure 4).

Figure 4. Representative section of MRI at 9 months follow up demon-
strating significant regression of lesion.

DISCUSSION
Cryptococcus is usually a disseminated infection caused by 
Cryptococcus neoformans. Cryptococcus is an encapsulat-
ed yeast like fungus with common reservoirs being soil and 
pigeon feces.1 The earliest reported case of human bone 
disease due to C. neoformans was in 1894 by Busse and 
Buchke, who isolated the organism from a tumor like lesion 
in tibia.3

Cryptococcal skeletal infection was first reviewed in the liter-
ature by Collins in 1950. He reported skeletal involvement in 
10% of patients with systemic cryptococcal disease but isolat-
ed skeletal entity was rare.4

Cryptococcal skeletal infections although rare, can lead to sig-
nificant morbidity and mortality if left untreated. In a review of 
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CONCLUSION
Intrapelvic pathology should be ruled out as one of the 
causes of low back ache. Cryptococcal infection should be 
considered as a differential diagnosis in osteolytic lesions 
without periosteal reaction in both immunocompromised and 
immunocompetent individuals. Surgical debridement along 
with systemic antifungal therapy can be useful in treatment 
of isolated cryptococcal iliac infection.

REFERENCES

1.	 Liu P Y, et al.: Cryptococcal osteomyelitis: Case re-
port and review. Diagn Microbial Inf 1998; 30:33-35. https://doi.
org/10.1016/s0732-8893(97)00190-9
2.	 Behrman RE, et al.: Cryptococcal skeletal infections: case 
report and review. Rev Infect Dis 1990; 12:181-190. https://doi.
org/10.1093/clinids/12.2.181
3.	 Lewis JL, et al.: The wide spectrum of cryptococcal in-
fections. Am J Med 1972; 53:315-22. https://doi.org/0.1016/0002-
9343(72)90174-x
4.	 Collins VP, et al.: Bone involvement in cryptococcosis. 
AJR 1950; 63:102-12
5.	 Sang J, et al.: Isolated iliac cryptococcosis in a immuno-
competent patient. PLOS Negl Trop Dis 2018; 12(3). https://doi.
org/10.1371/journal.pntd.0006206
6.	 Govender S, et al.: Localized osseous cryptococcal in-
fection. Acta Orthop Scand 1988; 59(6):720-22. https://doi.
org/10.3109/17453678809149434
7.	 Pappas PG, et al.: Cryptococcus in human immunodefi-
ciency virus neagtive patients in the era of effective azole therapy. 
Clin Infect Dis 2001; 33:690. https://doi.org/10.1086/322597
8.	 Burch KH, et al.: Cryptococcus neoformans as a source of 
lytic bone lesions. JAMA 1975; 231:1057-1059.
9.	 Perfect JR, et al.: Cryptococcus neoformans. Mandell, 
Douglas and Bennetts Principles and Practice of Infectious Diseas-
es. Philadelphia: Churchill Livingstone Elsevier 2009:2202-3287.
10.	 Perfect JR, et al.: Clinical practice guidelines for the 
management of cryptococcal disease: 2010 update by the Infec-
tious Disease Society of America. Clin Infec Dis 2010; 50:291-322. 
https://doi.org/10.1086/649858
11.	 Fialk MA, et al.: Cryptococcal bone disease: a manifesta-
tion of disseminated cryptococcosis. Clin Orthop 1981; 158:219-
223.

40 patients with skeletal infections caused by Cryptococcus, 
the vertebrae were the most common site involved, followed 
by femur, tibia and ribs. In this review, only 5 patients had 
the involvement of ilium.1 Isolated skeletal cryptococcosis is 
rare but may occur in healthy individuals after daily expo-
sure to the organism. The development of cryptococcosis 
was associated with the interaction of fungal agent and the 
host immunity.5 There are essential two types of cryptococ-
cal infections, but the manifestation depends on the host re-
sponse rather than the strain of the organism.6

Cryptococcal skeletal infection is rarely diagnosed at the 
time of presentation. Infection in immunocompetent individ-
uals is usually mild or subclinical; however overt infection 
has been described in 10-40%  of cases.7 In this case, the 
patient was initially treated for back ache for 4 years without 
any constitutional symptoms.

Involvement of bone  typically manifests as lytic bone lesion 
with irregular but discrete margins and an absence of peri-
osteal reaction.8 The lack of periosteal reaction can be mis-
taken for noninfectious etiologies such as neoplastic lesion. 
Histopathology can also establish the diagnosis, but defin-
itive diagnosis is established by culture of the fungus from 
infected material.9 Since in our case the fungal culture was 
negative, but histopathology finding was suggestive of cryp-
tococcus, we treated this patient for fungal infection.

There is no standardized treatment protocol for Cryptococ-
cal infection of specific body sites, except for lung and CNS 
infection.

 The Infectious Disease Society of America ( IDSA ) 2010 
guidelines recommend that treatment of non-meningeal, 
non-pulmonary cryptococcal infection limited to a single site 
can be treated with oral fluconazole 400 mg daily for 6-12 months in a 
immunocompetent host. Treatment similar to that for central nervous 
system infection is recommended in patients with cryptococcemia 
with involvement of 2 contiguous sites.10

 It is generally felt that most patients with skeletal cryptococcosis war-
rant some form of systemic therapy and the surgery is important to 
decrease the fungal burden.11

We treated  this case with IV antifungal therapy preoperatively, surgical 
debridement of the lesion and oral antifungal drugs for 9 months.
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