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Introduction

Septic arthritis of the sternoclavicular joint 
(SCJ) is a rare disease.1–3 The risk factors for this 
disease include immuno-compromising diseases, 
injection drug use, fracture of the clavicle bone, 
subclavian vein catheterization, rheumatoid arthritis, 
primary and secondary malignant lesions, diabetes 
and hemodialysis.2–5

 Given the rarity and insidious onset of this dis-
ease, its diagnosis may be delayed or even missed 
until complications occur.1,2,6–8 Because of the seri-
ous and life-threatening complications of this dis-
ease,6–7 early recognition and diagnosis followed by 
immediate treatment is of utmost importance. This 
report describes an injecting  drug user who devel-
oped septic sternoclavicular arthritis, thus becoming 
the 25th patient with culture-proven staphylococcal 
arthritis of the SCJ.9

Case Report

A 25-year-old man referred to the emergency de-
partment with complaints of a seven day history of 

severe pain in the right upper limb, right shoulder 
and upper right chest. He indicated that the symp-
toms had increased in intensity over the previous 
week, such that on the last day he was not able to 
move his right upper limb. During this period he ex-
perienced fever and chills. He described the chills 
as a chill sensation, not as shaking. He had visited 
a general physician the week prior who prescribed 
intra-muscular benzathin penicillin and oral cepha-
lexin. The patient refused to take oral cephalexin. 
He was a driver and had begun injection drug use 
three months before this illness. Also, he smoked 
ten cigarettes daily.

On examination, the patient had a toxic appear-
ance with the following vital signs: T=39.5°C, 
RR=18/min, PR=84/min, BP=130/80 mmHg. Ex-
amination of head and neck, eyes, ears, nose, and 
pharynx were normal. Chest examination was unre-
markable except for severe tenderness on the right 
SCJ. Cutaneous tracks and scars were evident at the 
right elbow, re�ecting chronic intravenous drug use. 
No carotid thrills and bruits were detected. Jugu-
lar venous pulse was not visible. Laboratory tests 
showed the following results: WBC 13800/mm3 

(PMN 80%), ESR 46 mm/hr, Hgb 12.1g/dL, CRP 
3+. FBS, urinalysis, BUN/Cr, Wright and Coomb’s 
Wright tests were all within normal limits. The chest 
X-ray was normal. Three blood cultures were ob-
tained and  treatment with ceftazidim, vancomycin 
and gentamicin was immediately started. Blood cul-
ture results were positive for methicillin-sensitive 
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Staphylococcus aureus (MSSA) that was sensitive 
to cipro�oxacin, vancomycin, gentamycin, co-tri-
moxazole, ceftriaxone and resistant to penicillin and 
clindamycin. Therefore we modi�ed the patient’s 
antibiotic therapy regimen by discontinuing ceftazi-
dim and gentamicin, and adding ceftriaxone to the 
treatment protocol to form the combination therapy 
of ceftriaxone and vancomycin. 

Echocardiography was performed, but did not 
reveal any valvular vegetations or pericardial ef-
fusions. An MRI of the SCJ demonstrated articular 
space distension with effusion without evidence of 
bone involvement (Figure 1). Doppler sonography 
of the carotid  arteries and jugular veins were nor-
mal. His general condition improved signi�cantly 
after 48 hours and the fever subsided after four days. 
After one week of antibiotic therapy, the patient’s 
blood culture was negative for MSSA. The labo-
ratory results normalized 12 days after treatment 
(WBC 8600/mm3 and ESR 25). Antibiotic therapy 
was continued for two weeks. The patient was dis-
charged with clinical and laboratory improvement 
and continued treatment with oral ce�xime. 

Figure 1. MRI of the SCJ in a 25-year-old man, demonstrating  
joint space widening and intra-articular effusion

Discussion 

Septic arthritis of the SCJ is rare. It comprises ap-
proximately 0.5 – 1% of all joint infections1,4; how-
ever, for unclear reasons, 17% of the infections are 
in intravenous drug users.4 Bacteria may enter the 
SCJ from the adjacent valves of the subclavian vein 
after injection of contaminated drugs into the upper 
extremity, or the joint may become infected after 
attempted drug injection between the heads of the 
sternocleidomastoid muscle.4,8 

Septic arthritis of the SCJ most commonly affects 
the younger age group10 but can affect individu-

als with no known risk factors.4 From a systematic 
review of the literature on septic arthritis, Wohl-
gethon et al.6 found that, in a high percentage of 
cases (20%), infection of the SCJ leads to an ab-
scess.6 The time elapsed before diagnosis is estab-
lished can be from a few days up to two months.2 It 
may appear several weeks after subclavian venous 
catheterization.8 In our case the clinical �ndings of 
fever, chest pain, shoulder pain and severe pain in 
the SCJ are consistent with other reports. In the case 
of delayed diagnosis and treatment, complications 
may develop which include mediastinitis, retroster-
nal abscess, phlegmon formation in the chest wall, 
osteomyelitis, septic shock, and superior vena cava 
syndrome.2,4 Diagnosis is established through clini-
cal �ndings, bone and joint radiography, bone and 
joint CT/MRI, and blood culture.4,8,11 Bone scan and 
MRI are more sensitive for the earlier diagnosis of 
SCJ involvement than plain radiography and CT. 
Other diseases to be differentiated from SCJ ar-
thritis include: rheumatoid arthritis, osteoarthritis, 
Tietze syndrome, rheumatic fever, gout and tumor 
lesions and less common etiologies such as brucel-
losis, prevotella and Mycobacterium tuberculosis.2,7 
Empirical antibiotic treatment covering methicil-
lin-resistant Staphylococcus aureus is required for 
all patients. Surgical follow-up is necessary in the 
case of phlegmon formation in the chest wall and 
retrosternal abscess.2

Even though SCJ septic arthritis is an uncommon 
disease, it should be considered in any injecting drug 
user and immunocompromised patient that present 
with shoulder and chest discomfort. Given the se-
rious and life-threatening consequences of this dis-
ease, early detection and diagnosis is recommended. 
Patients will respond better to early treatment.
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