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PROBABLE MALE ADULT WITH PATHOLOGICAL CHANGES INDICATING POSSIBLE HAEMATAGENOUS OSTEOMYELITIS.
A possible case of haematogenous osteomyelitus from the pathological bone changes and distribution identified in the long bones.  (Bones only present on the right side as the left side were missing post mortem as was the skull).  Aspects of the pathological changes could, however, have also been attributed to the treponemal infection, syphilis.  However, it was not possible to say if the changes were bilateral as the right side was only present.  The tibia was to be x-rayed to see if it provided any more conclusive information with respect to syphilis.

RIGHT HUMERUS, ULNA AND RADIUS

Swelling & thickening of the right humerus at the distal end with microporosity on the anterior surface. The bone surface on the anterior surface also had an undulating appearance. Thickening to the shafts of the ulna & radius, particularly at the distal ends. The shaft surfaces had an increase in porosity (inflammation) and irregular surface with areas of raised bone. The ulna at the proximal end had an increase in porosity & irregular bony spurs on the medial aspect.   With post mortem damage the cross section of the cortical bone of the ulna and radius was visible and appeared thicker, indicating an osteosclerotic response to the pathogen load.  The joint surfaces of the humerus, ulna and radius were not affected by the pathological changes that were limited to the shaft surfaces.

RIGHT TIBIA

 Most pronounced changes were evident in the right tibia with the whole shaft swollen causing the shaft to be enlarged & thickened, there did not appear to be any apparent cloaca or gummatous lesions. Suggesting perhaps, that the bone changes were the result of a chronic inflammation but that they could be the result of either haematogenous osteomyelitus, or a chronic nongranulomatous inflammation.  The bone surface had periosteal changes with irregular layers of new remodelled bone with striae and micro & macro porosity, predominantly on the medial and lateral shaft surfaces.  The posterior shaft surface appeared very smooth, uneven and ‘dense’ with fine areas of microporosity.  A small area of fine woven new bone was visible superior to the nutrient foramen.  On the lateral shaft surface the bony changes were more pronounced causing the bone to be markedly uneven with a protruding bony ridge in the proximal third. The attachment for soleus was also marked with irregular bony spurs.  There were no joint changes to the articular surfaces of the tibia, as was observed in the upper long bones and again the gross changes were confined to the shaft.

RIBS and VERTEBRAE indicating possible tuberculosis

Two rib heads (upper) one left and one right were enlarged with destruction of the heads articular surface causing a sharp and irregular surface with porosity.  On both the rib heads on the superior surface there was a layer of new woven bone indicating an active inflammatory response. There also appeared to be involvement of the thoracic and lumbar vertebral bodies that had new bone growth sitting on the anterior surface of the vertebral body and an increase of porosity.  The vertebrae were generally badly damaged post mortem.

In the thoracic vertebrae there was compression of Th5 and Th6.  There was complete collapse of these two bodies with markedly diminished loss of height on the left side.  There also appeared to be an inflammatory response on the anterior surface of these vertebral bodies. In an attempt to stabalise the vertebrae had fused on the anterior aspect and also the apophyseal joints.  From Ortner 2003 it was noted that syphilitic osteomyelitis of the spine is rare and if present tends to affect the cervical vertebrae more frequently.  However, in this individual the involvement in the spine was in the thoracic and lumbar vertebrae suggesting a different diagnosis. 
The change to the vertebrae with the collapse could be seen to be similar to that found in tuberculosis but there was not the classic scalloped lesion on the anterior aspect of the vertebral bodies and there appeared to be involvement of the arches. There was, however, a small depression on the anterior aspect of Th7 that may be associated with an exit for pus.  On the left side of the collapsed vertebrae of Th5 & Th6 there was some PM damage but could have potentially been a lytic lesion.  The changes observed in these vertebrae and with the vertebral compression there could have been various underlying pathological diseases to cause such changes. Tuberculosis or haemotagenous osteomyelitus, which can also affect the spine and was potentially responsible for the other observed skeletal pathology in this individual, were the more likely options for causing such skeletal changes. They would also be more in keeping with the time period. 
Trauma to right scapula
The right scapula acromial process had os acromiale which may have weakened the area & led to the change in the shape of the bone forming a 'V' shape notch to the end of the bone. Possibly caused through trauma & subsequent involvement of the muscles in this area, the trapezius & deltoid & coraco-acromial ligament. On the superior surface of the acromion there were areas of fine porous new bone. The right humerus mid shaft has a torsion like appearance in the area for deltoid.  This change may have been linked to the changes identified in the scapula.
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