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ABSTRACT

Introduction. Infectious spondylodiscitis has an incidence of 0.21-3.6%. The best
intervention should be individualized, using antibiotics only or combining them with
stabilizing surgeries.

Case presentation. A 38-year-old man presented with lumbosciatalgia, severe pain
and inability to ambulate. Magnetic resonance imaging (MRI) of the lumbar spine
showed L5-S1 extruded disc herniation and the patient underwent endoscopic
microdiscectomy with complete remission of symptoms. After two weeks, he
reported severe low back pain and a return of difficulty to walk. Laboratory tests
showed an increase in CRP and ESR. MRI showed signs of lumbar spondylodiscitis.
The patient started on broad-spectrum intravenous antibiotic therapy. He evolved
with improvement in laboratory parameters and maintenance of low back pain. Due
to the failure of conservative treatment, anterior approach arthrodesis (ALIF) was
chosen, with the complete improvement of the low back pain and the return of the
ability to walk.

Discussion. Postoperative spondylodiscitis’ frequency depends on the invasiveness
of the operation and the type of surgery performed. The most likely source of
infection is direct inoculation by virulent pathogens during surgery. A diagnosis delay
of more than two months is considered a risk factor for generating adverse results. A
Conservative approach is indicated for the patient who is neurologically intact and
with minimal bone destruction. Surgical indications are the presence of neurological
deficits, intraspinal abscesses, extensive bone destruction, and failure of conservative
management. ALIF is supported in the literature because it allows wide exposure of
the entire disc space through efficient access to the spine with the complete
evacuation of the disc, avoiding dissection of perineural scar tissue and preserving
the articular facets.

Conclusion. Early diagnosis and treatment are crucial, although there is still no
consensus about the best treatment approach. The use of a titanium cage with a
bioglass graft had a good response in pain and infection control in our case.
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INTRODUCTION

Infectious spondylodiscitis is an infection of the
intervertebral disc and adjacent vertebral bodies,
with an postoperative incidence of 0.21-3.6%[1]. The
most recommended diagnostic method is Magnetic
Resonance Imaging (MRI), due to the early
identification of the disease made by this exam[2,3].
The  appropriate intervention  should  be
individualized, using either conservative methods
alone, such as antibiotic therapy, or combined with
stabilizing surgery [2,4]. The purpose of this paper is
to report and discuss the case of a patient who
underwent an anterior approach arthrodesis (ALIF)
using a titanium cage after presenting postoperative
spondylodiscitis from a lumbar microdiscectomy.

CASE PRESENTATION

Male patient, 38 years old, attended the first medical
appointment with lumbosciatalgia on the right side.
He reported severe pain with progressive worsening
and inability to ambulate. Neurological examination
revealed distal paresis of the right lower limb with
achilles hyporeflexia and pain in S1 root territory.
Magnetic resonance imaging (MRI) of the lumbar
spine showed L5-S1 extruded disc herniation with
radicular compression on the right side. Patient
underwent endoscopic microdiscectomy  with
complete remission of symptoms.

After two weeks, the patient reported severe
mechanical low back pain, unresponsive to the use
of opioids. Moreover, there was a return of difficulty
in walking and the need for intravenous analgesia for
pain control. Laboratory tests showed an increase in
C-reactive  protein (CRP) and erythrocyte
sedimentation rate. Control MRI showed signs of
contrast-enhanced L5-S1 lumbar spondylodiscitis,
such as diffuse hyposignal on T1 between the L5 and
S1 vertebral bodies, with irregularity and loss of
definition of the terminal plateaus and compression
of the ventral surface of the dural sac and nerve
roots (Figure 1).

In view of the diagnosis, the patient was
hospitalized and started on broad-spectrum
intravenous antibiotic therapy with Vancomycin
Hydrochloride and Meropenem for eight weeks. He
evolved with improvement in laboratory parameters,
but there was maintenance of intense low back pain.
Due to the failure of conservative treatment, anterior
approach arthrodesis (ALIF) using a titanium cage
and bioglass graft was chosen (Figure 2).

Figure 1. MRI with contrast uptake exposing spondylodiscitis
of the L5 and S1 vertebral bodies.

Figure 2. Postoperative X-ray presence of the titanium cage
and graft.

Three months after the procedure, the patient
presented complete improvement of the low back
pain, return of the ability to walk, and undergoing
rehabilitation for muscle strengthening.
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DiscussioN

Spinal infections are relatively uncommon, but the
incidence is significantly increasing due to the
growing number of spinal interventions, which often
require long operation times and deployment of
significant amounts of instrumentation [3,5].
Postoperative spondylodiscitis is a rare primary
infection of the nucleus pulposus, with secondary
involvement of the cartilaginous endplate and
vertebral bone, mainly affecting single segments in
the lumbar region [1,6]. The frequency depends on
the invasiveness of the operation and is between
0.1% and 0.6% for microsurgical operations, as in the
reported case, and between 1.4% and 3% for
macrosurgical operations [7]. The incidence also
varies with the type of surgery performed, and
usually occurs after minimally invasive spinal
procedures, including laminectomy, discectomy,
discography, myelography, paravertebral injection,
lumbar puncture, and spinal fusion, with or without
instrumentation [1, 6, 8]. In the presented case, the
patient had spondylodiscitis after a microdiscectomy
to treat a herniated disc. The most likely source of
infection for postoperative spondylodiscitis is direct
inoculation by virulent pathogens during surgery, the
most common being Staphylococcus aureus and
Streptococcus epidermidis bacteria, but
hematogenous contamination, although
uncommon, is also a possible cause [6].

Among the risk factors, malnutrition, neoplasms,
obesity, alcoholism, smoking, chemotherapy,
immunosuppression, advanced age, diabetes
mellitus, and spinal trauma have been reported in
the literature to predispose patients to postsurgical
discitis [1, 6]. In addition, several studies report a
bimodal age distribution among patients with
spondylodiscitis, with peaks in the under 20 age
group and the 50 to 70-year-old group, although all
ages can be affected [9]. Spondylodiscitis also has a
male preponderance, with a female/male ratio of
1.5-2:1.9[9].

The main symptom is low back pain [2, 10, 11].
The pain is not always severe, but tends to be
persistent, often preceded by a febrile episode [10,
111. In the patient, the febrile episode was not
reported, but there was intense low back pain.
Among the diagnostic procedures described in the
literature, MRI, in particular, is able to show the
expansion of inflammatory processes into the spinal
canal and soft tissues. ESR, CRP and the white blood

cell count are key parameters for monitoring disease
activity and the suspicion of associated infection [2,
11, 12]. Early diagnosis including assessment of the
extent of infection is crucial [2, 3]. A delay of more
than two months is considered a risk factor for
generating adverse results [9].

The treatment possibilities  consist  of
conservative  or  surgical ~management. A
conservative approach is indicated for the patient
who is neurologically intact and with minimal bone
destruction. Therapeutic options are based on the
culture and use of antibiotics, immobilization,
analgesics and orthoses [3]. Despite having a good
outcome in most cases, the prolonged period of
immobilization and the long duration of antibiotic
regimens in the conservative approach can lead to
medical - such as renal failure and allergic reactions
- and psychosocial consequences [2].

Surgical indications are the presence of
neurological deficits, intraspinal abscesses, extensive
bone destruction, and failure of conservative
management [3, 9, 13, 14]. The objectives of surgical
treatment are root decompression, debridement,
eradication of the focus of infection, identification of
pathogens, correction of deformity, and restoration
of the physiologic profile of the spine [3, 14]. Based
on the treatment of 75 Postoperative Discitis, Ahsan
et al. reported that the success rate of surgical
treatment was 90% and, compared to conservative
treatment, required a shorter hospital stay, shorter
immobilization period and administration of
antibiotics and greater symptom relief with lower
complication rates, similar to other studies [2].
However, there is still no consensus about the
decision between proceeding conservatively or
surgically and, like the procedure of choice, these are
topics still under discussion [3].

The technique chosen in this case was anterior
lumbar (interbody) fusion (ALIF), which is supported
in the literature because it allows wide exposure of
the entire disc space through efficient access to the
spine with complete evacuation of the disc, avoiding
dissection of perineural scar tissue and preserving
the articular facets. This facilitates the insertion of
the cage -correcting the overload of the structure
and relieving pain - and the restoration of the disc
height, which increases the foraminal volume,
indirectly decompressing the nerve roots and
relieving radicular symptoms [9, 15, 16, 17].
However, the longer surgery time and the
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consequent increased risk of infection were also
exposed as negative points of ALIF [17]. Jagersberg et
al. reported, in a German retrospective study in
which 83 patients with post-discectomy lumbar
complications between 2005 and 2011 were
analyzed, that from 2008, due to the previously
mentioned advantages, the ALIF technique was
applied in preference to the others - except in
patients with risk factors that complicated the
previous approach, such as extreme overweight and
men who spoke out against this approach due to the
risk, although low, of retrograde ejaculation [17].

The recorded mortality of spondylodiscitis is less
than 5% [11]. Although uncommon, postoperative
spondylodiscitis can be associated with severe long-
term sequelae, such as neurological deficit and
severe pain resulting in disability, which occurs in
about 30% of cases [1, 5, 9]. In addition, it has
complex diagnosis and treatment, usually resulting
in prolonged hospital stays and recovery time [14].
However, most cases reported in the literature,
especially those undergoing surgical treatment and
without delay in diagnosis, had good outcomes with
significant - but partial - reduction of symptoms,
especially low back pain. The studies by Chang et al.,
Ahsan et al. and Jagersberg et. al. reported positive
results in 80%, 90% and 76% of patients, respectively
[2, 8, 17]. For conservative treatments, on the other
hand, the overall prognosis is successful in about 70-
83% of cases [2].

Finally, in the literature, the only factor found to
prevent infection was pre- and intraoperative
antibiotic prophylaxis. Brown et al. recommend first
or second generation cephalosporin. Vancomycin
associated with Gentamicin is advised in patients
allergic to cephalosporins or colonized by methicillin-
resistant Staphylococcus aureus and in long
operative procedures, and for this last group, the use
of frequent saline irrigation, with or without
povidone-iodine to reduce wound contamination, is
also recommended [1].

CONCLUSION

In our report, a patient who underwent an
arthrodesis for the treatment of postoperative
spondylodiscitis was presented. Early diagnosis and
treatment are crucial, although there is still no
consensus about the best treatment approach. The
use of titanium cage with bioglass graft had a good
response in pain and infection control in our case.
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