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Musculoskeletal (MSK) infections, such as osteomyelitis, infectious arthritis and
spondylitis have variable radiographic findings depending on their underlying cause
and clinical infection stage. Other disease entities, ranging from simple degenerative
lesions to tumorous bone conditions, in which there is no evidence of infectious ori-
gin, can share similar radiographic findings. It is important to be aware, when inter-
preting radiographic features that are typically associated with MSK infections, that
a non-infectious MSK disease may be mimicking the radiographic findings of infec-

tious diseases.
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INTRODUCTION

Musculoskeletal (MSK) infections can cause a range of symp-
toms from simple joint pain to serious, debilitating conditions,
such as sepsis and physical disability. Despite improvements in
personal hygiene, the discovery of antibiotics, and advance-
ments in surgical treatments, MSK infectious diseases are still
frequently encountered in clinical practice. Early and accurate
diagnosis is critical for the best possible outcomes from therapy.
However, diagnosing MSK infections is not always straightfor-
ward and often requires a process of differential diagnosis
among multiple non-infectious disease entities (1). Various di-
agnostic imaging techniques, as well as clinical and laboratory
records, are used in combination to prevent misdiagnosis.
However, a variety of MSK diseases can mimic infection both
radiologically and clinically. For example, atypical manifesta-
tions of common bone tumors such as osteosarcoma and his-

tiocytosis may present with cortical destruction, periosteal re-
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action, and adjacent soft tissue swelling, which are all also
typical of MSK infections.

In this review article, we discuss three infectious MSK diseases
that are considered most important in clinical practice: osteo-
myelitis, infectious arthritis, and infectious spondylitis. Osteo-
myelitis is categorized into three clinical stages (acute, subacute,
and chronic) because each stage has its own distinctive imaging
features. Typical radiographic characteristics of each disease

category are presented, followed by mimicking cases.

ACUTE OSTEOMYELITIS

Osteomyelitis is an inflammation of bone and bone marrow
caused by an infecting organism. When the infection develops
within the first 14 days following an initiating event, such as an
injury, or the start of an underlying disease, it is clinically classi-
fied as acute osteomyelitis (2). On plain radiographs and CT

scans, permeative bone destruction, indistinctiveness of the
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cortex, and periosteal reaction are frequently observed in acute

osteomyelitis cases.

Permeative Bone Destruction and Periosteal Reaction
The earliest osseous change observed in acute osteomyelitis is
indistinctiveness of the cortex, followed by spotty, mottled rar-
efaction, usually on the metaphyses of long bones (3). Periosteal
thickening and new bone apposition are the most common sub-
sequent changes (4). Yet such findings are not specific to acute
osteomyelitis. The following is an example of a mimic.

The proximal humerus of a 10-year-old female patient showed
extensive bone destruction with “moth-eaten” and permeative
patterns on plain radiographs (Fig. 1A). The bony lesion was
located on the terminal metaphysis, on which discontinuous
periosteal reactions were also visible. On MRI scans taken for

further evaluation, soft tissue adjacent to the osteolytic bony le-
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sion showed strong enhancement in contrast-enhanced view,
suggesting the presence of inflammation (Fig. 1B). All these im-
aging appearances led to an initial suspected diagnosis of acute
osteomyelitis. However, this case was confirmed to be an osteo-
sarcoma. It is important to remember that permeative, destruc-
tive bony lesions with peritumoral edema are also typical of ra-

diographic findings seen in osteosarcoma cases.

Perilesional Bone Marrow Edema and Soft Tissue
Swelling

In addition to the osseous changes discussed above, perilesion-
al bone marrow edema and soft tissue abnormalities are also
important indicators of infection in acute osteomyelitis cases.
Furthermore, many other pathologic conditions can share these
imaging appearances, thereby masquerading as an infectious

disease and making accurate diagnosis difficult.

A
Fig. 1. A 10-year-old female with osteosarcoma.

B

A. Proximal metaphysis of the right humerus shows "moth-eaten” and permeative bone destruction (arrows).
B. On contrast-enhanced T1-weighted MRI, strong enhancement of the soft tissue adjacent to the destructive bone lesion is evident, suggesting

inflammation.
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Lesions that Mimic Musculoskeletal Infection

Here is a case of a 21-year-old male patient who had been com-
plaining of right shoulder pain for several months although his
shoulder joint appeared normal on the initial plain radiograph
(Fig. 2A). However, MRI showed bone marrow edema on the
coracoid process and inflammatory changes in adjacent soft tis-

sues (Fig. 2B). After an initial diagnosis of acute osteomyelitis,

A
Fig. 2. A 21-year-old male with osteoid osteoma.
A. Plain radiograph of the right shoulder shows normal findings.

the patient underwent surgery, after which the removed bony
tissues were pathologically confirmed to be consistent with os-
teomyelitis. A year after the surgery, he had a follow-up MRI for
persistent right shoulder pain. On follow-up MRI, a round, mass-

like lesion was clearly visible at the base of the coracoid process.

Meanwhile, reactive sclerosis and bone marrow edema had de-

B. On coronal T2 fat suppression MRI, the high signal intensity of the coracoid process is indicative of bone marrow edema. Inflammatory chang-

es of the adjacent soft tissues are also present (arrow).

C. Axial T2 fat suppression MRI taken one year later shows a well-circumscribed round mass-like lesion (asterisk) at the base of the coracoid pro-
cess. It appears as a low signal intensity lesion with a high-signal-intensity peripheral rim. Reactive sclerosis and bone marrow edema have de-

veloped around the lesion.

Fig. 3. A 65-year-old female with insufficiency fracture of the pelvis.

A. Plain radiograph of the pelvis shows a left pubic bone fracture (arrow) with reactive sclerosis and bone formation.
B. Axial contrast-enhanced MRI shows extensive perilesional bone marrow signal changes. Also, there is localized fluid collection that seems to
be due to a hematoma (asterisk) near the fracture site. Such findings can easily be mistaken for an abscess pocket.
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veloped around the new lesion (Fig. 2C). On a CT scan taken
during the same period, an osteolytic lesion with a nidus was
seen. The patient received a second surgery and the final patho-
logic diagnosis was osteoid osteoma.

In another case of a 65-year-old female patient, the plain ra-
diograph of her pelvis showed a fractured left pubic bone along
with several fractured fragments with irregular margins and re-
active sclerosis (Fig. 3A). However, features observed on MRI
appeared much more aggressive than expected from a simple
insufficiency fracture. There were also perilesional marrow
changes that were accompanied by fracture and hematoma,
which could easily be confused with abscess formation (Fig. 3B).
Such pelvic insufficiency fractures typically occur at the sacral
ala and the parasymphyseal region of the os pubis (5). As seen
in our case, fractures of the parasymphysis and pubic rami of-
ten have aggressive radiographic appearances, including in-
creased lysis and bone fragments. Accompanying marrow ede-
ma and perilesional areas with increased signal intensity on MRI
can increase the difficulty in selecting the correct diagnosis be-

cause such findings overlap with indirect signs of infection.

SUBACUTE OSTEOMYELITIS

Subacute osteomyelitis is a low-grade bone infection that oc-
curs within 3 to 5 weeks of an initiating event. Various factors,
such as increased host resistance, decreased bacterial virulence,
and antibiotic administration contribute to an indolent course
of subacute osteomyelitis. The most important manifestation of
subacute osteomyelitis is a single focus of a geographic osteo-
lytic lesion, known as the Brodie abscess, predominantly found
in metaphyseal locations (6). Histopathologically, a Brodie ab-
scess is walled off by reactive bone proliferation and the abscess
cavity may contain pus, necrotic tissues, and pathogens. On
plain radiographs, a Brodie abscess appears as a radiolucent le-
sion with or without sclerotic margins, whereas on MR, it is
typically seen as a well-demarcated collection of intraosseous
fluid with peripheral enhancement. Below, we describe two
very different conditions with similar radiographic appearances
imitating a Brodie abscess.

A case of a 10-year-old male patient included a plain radio-
graph of his humerus that showed osteolytic lesions in the mid-

dle shaft (Fig. 4A). A periosteal reaction was observed on one
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A B

Fig. 4. A 10-year-old male with Langerhan'’s cell histiocytosis.

A. Plain radiograph of the humerus shows a lobulated osteolytic le-
sion with periosteal reaction (arrow) at the mid shaft. There is no evi-
dence of perilesional reactive sclerosis.

B. Contrast-enhanced MRI in the sagittal plane shows osteolytic le-
sions with adjacent cortical destruction and periosteal reaction (arrow).
Swelling and enhancement of the surrounding soft tissues are also
visible.

side but there was no definite evidence of reactive sclerosis. On
MR, cortical destruction, periosteal reaction, and swelling of
the adjacent soft tissues were evident, supporting a suspected
diagnosis of subacute osteomyelitis with an intraosseous ab-
scess (Fig. 4B). However, the osteolytic lesion was finally con-
firmed to be Langerhan’s cell histiocytosis (LCH). In the long
bones, the imaging features of LCH can be correlated with the
stage of the disease. On plain radiographs, LCH initially ap-
pears as ill-defined areas of bone destruction whereas in ad-
vanced stage, lesions develop well-defined margin with limited
sclerosis (7). Also, smooth endosteal scalloping with a “budding
appearance” on CT and MRI may be a useful imaging feature
in diagnosis of LCH (8).

We observed another similar case of histiocytosis at a differ-
ent location in a 19-year-old male patient’s skull. On the axial

CT scan, there was a well-defined osteolytic lesion with a geo-
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graphic margin on the right parietal bone (Fig. 5A). Inside this  patient’s skull showed similar findings, with no evidence of re-
hypodense osteolytic portion, there was an irregular bone den-  active sclerosis (Fig. 5B). Also, there was no significant perios-
sity lesion, which is a typical feature of a devascularized bony  teal reaction because the skull table usually does not undergo

fragment known as a sequestrum. The plain radiograph of the  periosteal reaction. This patient underwent craniectomy of the

A B
Fig. 5. A 19-year-old male with Langerhan's cell histiocytosis.
A. An axial CT image of the skull shows an osteolytic lesion with a lobulated contour (arrow). At the center of the osteolytic lesion, there is a bony
lesion with an irregular margin that is indicative of a sequestrum.
B. Similarly, the plain radiograph of the same patient's skull shows an osteolytic lesion (arrow) with an inner high-density portion. However, nei-
ther reactive sclerosis nor significant periosteal reactions are apparent near the osteolytic lesion.

A c D

Fig. 6. A 58-years-old female with fibroblastic osteosarcoma, grade IV.

A. Plain radiograph shows an ill-defined osteolytic bone lesion (arrow) accompanied by minimal sclerosis at the metaphysis of the left proximal
tibia. There is no periosteal reaction.

B, C. On sagittal T1-weighted (B) and contrast-enhanced T1-spectral presaturation with inversion recovery MRI (C), the bony destructive lesion
has a lobulated contour with inner septa-like structures. There is an inner rim of intermediate to high signal intensity, and an outer rim of dark
signal intensity.

D. CT image of the tibia shows more extensive bone destruction (arrows) than what was observed from MR images. Also, the low signal rim seen
in MRI was not a bony sclerosis.
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right parietal bone, after which the final pathologic diagnosis
turned out to be an eosinophilic granuloma: a solitary, localized
form of LCH confined to bone tissue (9).

Another malignant tumor mimicking a Brodie abscess by
presenting with radiolucency on plain radiography is a variant
of intramedullary osteosarcoma. The proximal tibia of a 58-year-
old female patient showed an ill-defined, osteolytic bone lesion
on plain radiograph. Minimal sclerosis can be seen on the me-
taphysis, but there was no periosteal reaction (Fig. 6A). Sagittal
MRI of the same patient showed a well-defined bony destruc-
tive lesion at the anterior metaphysis of the proximal tibia. The
destructive bony lesion has a lobulated contour with inner sep-
ta-like structures and there was also an inner rim of intermedi-
ate-to-high signal intensity, and an outer rim of dark signal in-
tensity on T1-weighted MRI. Extensive reactive changes were
evident at the bone marrow and the adjacent soft tissues (Fig.
6B, C). However, CT findings of the same lesion were somewhat
different from MRI findings. More extensive bone destruction
was apparent and the outer rim of low signal intensity was not a
real bony sclerosis (Fig. 6D). After surgical excision, the final
pathologic diagnosis was fibroblastic osteosarcoma, grade IV.
Although the typical radiologic feature of an osteosarcoma is
aggressive bone formation, purely osteolytic lesions do exist
and account for approximately 10% of all cases (10). Such lesions
can be observed in osteosarcoma subtypes, including fibroblas-
tic, fibrohistiocytic, and giant-cell rich types (11).

CHRONIC OSTEOMYELITIS

The chronic osteomyelitis stage involves bone infections that
persist for over 6 weeks despite appropriate treatment. Charac-
teristic bony lesions at this stage include involucrum, seques-
trum, and cloaca. An involucrum is new bone growth by the
periosteum surrounding a sequestrum, which is a devascular-
ized bone fragment (12). A cloaca is a defect in an involucrum
through which purulent and necrotic materials escape. The best
diagnostic clue for chronic osteomyelitis is thickened, irregular
bone sclerosis, accompanied by periostitis. A progressive scle-
rosis develops around the areas of lytic bone destruction seen
in the earlier disease stages. As the disease progresses with in-
termittent exacerbations, new areas of osteolysis, as well as peri-

osteal reactions appear, resulting in sclerosis with associated
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hyperostosis (13).

A plain radiograph of a 73-year-old male patient’s left lower
extremity showed thickened and heterogeneously sclerotic bone
at the tibial shaft (Fig. 7A). T1-weighted MRI showed diffuse
thickening of the cortex with increased signal intensity. Also,
changes in bone marrow signal intensity can be observed (Fig.

7B). The first diagnostic impression was chronic osteomyelitis

A B

Fig. 7. A 73-year-old male with bone metastasis.

A. Plain radiograph of the left lower extremity shows irreqular cortical
thickening with extensive sclerosis along the distal shaft of the tibia.
B. T1-weighted MRI in the coronal plane shows diffuse thickening of
the cortex with increased signal intensity. Also, the bone marrow sig-
nal intensity is darker than normal (arrows).
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of the tibial shaft. However, the chest CT scan of the same pa-
tient showed a cavitary lung mass that was later confirmed to
be malignant. The bone scan taken for cancer work-up showed
multifocal metastatic foci, including the ribs, sternum, pelvic
bones, femurs, and tibia. Thus, the sclerotic bony lesion at the

tibial shaft was in fact a metastatic lesion.

INFECTIOUS ARTHRITIS

Infectious arthritis, also known as septic arthritis, represents
an invasion of the joint space by infectious organisms, such as
bacteria or fungus. Being a hypervascular tissue without a base-
ment membrane, the synovium is particularly vulnerable to bac-
terial invasion. Auto-digestion of the joint cartilage occurs by
various proteinases, cytokines, and reactive oxygen species pro-
duced from reactions between the causative agent and the host’s
synovial and cartilaginous tissues. The infection of synovial or
periarticular tissues produces various clinical symptoms, such
as joint pain and swelling, effusion, and decreased range of mo-
tion. The first detectable radiographic sign of infectious arthritis
is joint effusion, followed by joint space narrowing and cortical
bone destruction. Diffuse periarticular bone marrow enhance-
ment can also be seen. The following three cases demonstrate
such findings.

On the initial plain radiograph of an 80-year-old female pa-

A o B
Fig. 8. An 80-year-old female with neurotrophic arthropathy.
A. Plain radiograph of the patient's right shoulder shows only mild degenerative changes without joint space narrowing.

tient’s right shoulder, only mild degenerative changes without
significant joint space narrowing were observed. Yet during the
course of the following 8 months, rapid progression in the de-
struction of articular margins followed resulting in a markedly
reduced joint space with multifocal detached osseous fragments
(Fig. 8A, B). MRI of her shoulder showed severe narrowing of
the joint space with destruction of the subchondral bone. Also,
a large amount of effusion with fluid signal intensity was seen
to cause capsular distension in her shoulder joint. After contrast
enhancement, the joint capsule as well as the subchondral por-
tion adjacent to the destroyed articular bone showed diffuse en-
hancement, although periarticular soft tissue changes were not
prominent (Fig. 8C). Unlike the initially suspected diagnosis of
infectious arthritis, this patient was diagnosed with neurotroph-
ic arthritis. Often, radiologists face a major dilemma when at-
tempting to distinguish neurotrophic arthritis from bone infec-
tions, such as septic arthritis, because the radiographic findings
overlap substantially. An additional diagnostic challenge is found
when a bone infection is superimposed on top of underlying
neurotrophic arthropathy (14). Neurotrophic, as well as infec-
tious joints, both have an extremely rapid course of bone destruc-
tion with a large amount of joint effusion and bony enhance-
ment. However, fluid collections in infectious joints may contain
less prominent osseous debris compared with neurotrophic ar-

thropathy.

B. After 8 months, her right shoulder joint shows rapid destruction of its articular margins. Multifocal detached osseous fragments are visible.

C. Contrast-enhanced T1-spectral presaturation with inversion recovery MRI in the coronal plane shows diffuse enhancement along the sub-
chondral portion and the joint capsule (arrows). Also, capsular distension caused by a large amount of effusion (asterisk) can be seen. However, peri-
articular soft tissue changes are not prominent.
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Fig. 9. A 35-year-old male with ankylosing spondylitis involvement of hip joints.
A. Axial contrast-enhanced T1-spectral presaturation with inversion recovery MRI of the right hip joint shows periarticular soft tissue edema.
Joint effusion with capsular distension and the narrowing of the joint space are also evident. However, there are no significant signal changes in

the bony structures.

B. Plain radiograph of the pelvis in the same patient shows complete ankylosis of both sacroiliac joints. This patient has an underlying ankylosing

spondylitis with involvement of both hip joints.

The second case mimicking infectious arthritis was a 35-year-
old male patient’s right hip joint, accompanied by joint effusion
with a distended joint capsule that was evident on MRI. Also,
significant narrowing of the joint space and subchondral bone
erosion were observed. Periarticular soft tissue edema was pres-
ent on the contrast-enhanced MRI, but there was no significant
signal change in the bony structures (Fig. 9A). Considering
such radiographic appearances, the initial diagnostic impres-
sion was septic arthritis of the hip joint. However, on the plain
radiograph of the same patient’s pelvis, bilateral hip joint space
narrowing with axial migration of femoral heads and a collar of
osteophytes at the femoral head-neck junction suggest that he
has an underlying ankylosing spondylitis (Fig. 9B). In fact, the
lesions observed in his right hip joint did not result from a sep-
tic condition. Along with the sacroiliac joints, his right hip joint
was also being invaded by ankylosing spondylitis. Ankylosing
spondylitis is a chronic inflammatory arthropathy that primari-
ly affects the axial skeleton. The prevalence of hip involvement
in patients with ankylosing spondylitis is relatively high, being
reported in approximately 24-36% of patients (15). Unlike syn-
desmophyte formation in the vertebral columns, synovial in-
flammation within the involved peripheral joints, such as hips

and shoulders, causes cartilage loss and bone erosion, thereby

jksronline.org J Korean Soc Radiol 2018;78(3):200-211

Fig. 10. An 8-year-old female with transient synovitis of the hip. Ul-
trasound findings of the right hip joint include joint effusion with sy-
novial hypertrophy and capsular distention (arrows). However, the
capsular margin is well preserved and there are few pericapsular
changes.

resulting in narrowing of the joint space (16).

In another case, the hip joint of an 8-year-old female patient
showed joint effusion with synovial hypertrophy and capsular
distension on ultrasonography (Fig. 10). Similar radiographic
findings can be observed in cases with Legg-Calve-Perthes dis-
ease and septic arthritis. However, the margin of this patient’s
hip joint capsule was relatively well-defined with scarce peri-

capsular changes. Considering that septic arthritis normally
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presents with indistinct capsular margins and prominent peri-
capsular inflammatory changes, the absence of such appear-
ances could be an indicator that septic conditions can be ex-
cluded from the candidate diagnoses, in favor of less aggressive

conditions, such as a transient synovitis of the hip.

INFECTIOUS SPONDYLITIS

A spinal infection can occur via various contamination routes.
Most commonly, infectious organisms can be lodged in the
bone marrow of the vertebrae via hematogenous spread. Other
sources of infection include a direct spread from contiguous
septic foci, postoperative infection, or penetrating trauma (17).
Along with clinical manifestations and laboratory data, imaging
plays an important role in localization and characterization of

vertebral and intervertebral disc infections.

Loss of Intervertebral Disc Space, Paravertebral
Masses and Abscess Formation

The early abnormalities of infectious spondylitis are rapid re-
duction in intervertebral disc height accompanied by subchon-
dral bone erosion at adjacent endplates. Involvement of at least
two consecutive vertebrae is typical because the infection spreads
through the intervening disc space. Identification of paraverte-
bral soft tissue masses and abscesses is also indicative of the in-
fectious nature of the condition.

The plain radiograph of a 68-year-old male patient’s T-L spine
showed bony ankylosis of the T11 and T12 vertebral bodies
(Fig. 11A), which is a frequently observed sequelae of infectious
spondylitis. On sagittal views of T1-weighted MRI, the body
heights of T11 and T12 vertebrae appeared decreased, accom-
panied by partial bony ankylosis. There were also fat marrow
signal changes at the right lateral portions and the pedicles of
the concerned vertebrae, and a paravertebral mass formation
was evident on the right side (Fig. 11B). CT-guided aspiration
of this paravertebral mass was performed using an 18-G biopsy
needle, and the pathologic diagnosis was metastatic adenocar-
cinoma.

Another case of a 73-year-old male patient’s cervical spine also
presented with confusing radiographic findings. On the plain
radiograph, a collapsed C5 vertebral body was visible with an-
terior displacement upon C6 (Fig. 12A). On an MRI taken for
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Fig. 11. A 68-year-old male with vertebral metastasis.

A. Plain radiograph of T-L spine in the lateral view shows bony anky-
losis at the T10-T12 levels. This finding is suggestive of sequelae of in-
fectious spondylitis.

B. Sagittal T1-weighted MRI shows decreased body heights of T11 and
T12 as well as partial ankylosis. The right lateral portions and the pedi-
cles are seen as low signal intensity and there is also a paravertebral
mass formation on the right side.

further evaluation, the collapsed C5 with marrow signal chang-
es seemed to be a result of a pathologic compression fracture.
An epidural mass formation at the same level was also detected,
which supported the initial diagnosis of metastasis (Fig. 12B).
However, the same patient’s CT image showed osteolytic bone
destruction predominantly confined to the central portion of
the vertebral body and reactive sclerosis on the remaining un-
involved bones (Fig. 12C). Such findings raised the possibility
of this disease being an infectious one, and considering the rela-
tively less noticeable inflammatory changes in the adjacent soft
tissue, tuberculous spondylitis seemed an appropriate diagnosis
for this patient’s condition. However, the final diagnosis was con-
sistent with the initial presumptive impression: bony metastasis.

Differentiating vertebral metastasis from infectious spondylitis
is crucial because their therapeutic managements are significant-
ly different. On MRI, spinal metastasis is more likely to involve

non-contiguous vertebrae, causing a more aggressive destruction

J Korean Soc Radiol 2018;78(3):200-211  jksronline.org



A
Fig. 12. A 73-year-old male with vertebral metastasis.
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c

A. Plain radiograph of the C-spine in the lateral view shows a collapsed C5 body with severe anterolisthesis upon C6 (arrow).
B. Sagittal T2-weighted MRI of the C-spine shows a pathologic compression fracture at the C5 body (asterisk) as well as an epidural mass formation.
C. Sagittal CT image of the same patient shows osteolytic bone destruction with reactive sclerosis on the remaining bones (arrow). Such findings

may be seen in infectious lesions like tuberculosis.

of vertebral bodies and endplates with overt paravertebral soft
tissue mass formation when compared with infectious spondy-
litis (18). Moreover, a decrease in height of the involved vertebral
bodies is a common finding despite the fact that the interverte-

bral disc space is usually preserved in spinal metastasis (19).

Sclerosis or Eburnation

As infectious spondylitis progresses, regenerative changes take
place and reactive sclerosis or eburnation of vertebral endplates
may subsequently appear. Such osteosclerotic responses are typi-
cally more prominent in pyogenic spondylitis, but they can also
be seen in tuberculous types.

A 60-year-old male patient’s L-spine MRI showed severe disc
degeneration at the L5-S1 level with subchondral bone erosion
at the adjacent endplates. Disc extrusion was evident (Fig. 13A).
On the CT scans of the same patient, secondary reactive sclero-
sis at the endplates of L5 and S1 seemed very prominent, ac-
companied by vacuum phenomenon features (Fig. 13B). Such
nonspecific findings can be easily observed in the late stages of
infectious spondylitis. However, the underlying mechanism of
bone destruction is very different between the two disease enti-
ties. During the course of degeneration, bone destruction can
result from continuous mechanical forces, such as abrasion.
However, similar results can be obtained through the osteolysis

process caused by infection.

jksronline.org J Korean Soc Radiol 2018;78(3):200-211

A

Fig. 13. A 60-year-old male with degenerative changes of L-spine.

A. Sagittal T2-weighted MRI of the L-spine shows severe disc degener-
ation with bone erosion (arrow) caused by mechanical forces at L5-S1.
B. Sagittal CT image of the same patient shows disc herniation at L5-
S1, with secondary sclerotic changes in the adjacent vertebral bodies.

CONCLUSION

Infectious diseases of the MSK system share many radio-
graphic findings with various other disease entities. An aware-
ness of potential infection mimics is helpful to avoid diagnostic

errors, which could lead to catastrophic results for the patient.
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