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ABSTRACT... Objectives: To study the occurrence of discitis after lumber disc  surgery and its management. Study Design: Observational
study. Setting: Department of Neurosurgery QAMC/ BVH Bahawalpur. Period: April 2006 to May 2009. Patients and Methods: This study
includes 400 patients who underwent standard laminectomy procedure for disc excision. Patients presenting with backache and leg pain were
thoroughly investigated. For the confirmation of herniated disc MRI or lumber route myelography were performed. All patients underwent either
fenestration, hemilaminectomy or complete laminectomy for disc excision. Patients were followed for two weeks to three years after surgery.
The diagnosis of discitis was on clinical grounds but this condition was confirmed by heamatological examination i.e. ESR, complete blood
count, C-reactive protein and radiological examination i.e. MRI, CT and plain X-rays. Results: Eighteen (4.5%) patients out of four hundred
patients developed disitis after surgery. Initially all patients were managed conservatively i-e. with complete bed rest and antibiotics .Fifteen
(83.33%) patients responded well to this treatment but three (16.67%) patients did not improve and were subjected to surgery. Conclusions:
Discitis after lumber disc surgery is rare. Discitis should be considered in any patient who develops severe backache,leg pain and muscles
spasms after one to four weeks of lumber disc surgery especially accompanied with fever , raised ESR and elevated C-reactive proteins..A
definitive diagnosis is essential for appropriate therapy of discitis.
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INTRODUCTION

Discitis is an inflammation of the vertebral end plates
related to infection. Infection of the disc space must be
considered with vertebral osteomyelitis, as these
conditions are always present together and share much
of the same pathophysiology, symptoms and treatment.
Although discitis and related vertebral osteomyelitis are
uncommon conditions, they are often the cause of
debilitating neurologic iliness. Unfortunately, morbidity
can be exacerbated by a delay in diagnosis and
treatment. The lumber region is most commonly
affected"****. The characteristic symptoms were severe
back pain with muscle spasm and fever. The laboratory
findings were elevated ESR, raised white cell count and
increased C-Reactive proteins. In bacterial culture,
staphylococcus aureus was isolated in one case
Typical radiological findings were narrowing of the disc
space and end plate resorption’. In its early stages,
discitis usually responds favourably to bed rest and
antibiotics treatment. If conservative treatment for more
than 6 weeks fails to provide relief or if patient
deteriorates secondary to paraspinal abscess formation,
sepsis, spinal deformities due to destruction of the end
plates or progressive neurological impairment , operative
treatment should be considered™.

MATERIALAND METHODS

Four hundred patients were selected for lumber disc
surgery from a large group of patients who presented
with backache and leg pain from April 2006 to May
2009.A detailed history was taken from each patient and
a thorough physical and systemic examination was
performed. Routine blood and urine examination were
done. ECG, x-ray chest, blood sugar and serum
electrolytes were performed in selected patients above
40 years of age. For the confirmation of herniated disc
diagnosis , MRI or lumber route myelography were
performed. The following were the selection criteria for
surgery.

1. Caudaequina syndrome.

In these rare cases patients have severe pain and
disability, numbness of buttocks and soles, paraparesis
and incontinence of bladder and bowel. These patients
were operated upon as an emergency

2. Progressive neurologic loss
Patients having loss of muscle power and impaired
feelinginthe legs.
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3.Severe legpain

All those patients who had severe pain in spite of
adequate bed rest and analgesic treatment underwent
surgery for disc excision. fenestration, hemilaminectomy
or complete laminectomy. Most of patients were mobile
on second postoperative day. All these patients were
asked to come for follow up after 2 weeks. After 8 weeks
they were educated to avoid postures and activities
which can lead to future degenerative problems and also
taught exercises toimprove spinal musculature .

RESULTS

In this study out of four hundred patients two hundred
ninty (72.5%) were male and one hundred ten (27.5%)
were female, Table |. The youngest patient was 14 years
old and the oldest was 86 year old. The majority of the
patients presentedin 3rd and fourth decade of life. Table
II. Two hundred twenty( 55%) had disc lesion at L4-5,0ne
hundred ( 25%) had disc lesion at L 5-S1,seventy
(17.5%) had disc lesion at L3-4 and ten patients had
disclesion atotherlevels .Table Ill.

Table-l. Sex distribution

Sex No. of patients %age

Male 290 72.5

Female 110 275

Total 400 100

Age of patient in years No. of patients %age

14-20 3 0.75
21-30 40 10.00
31-40 155 38.75
41-50 100 25.00
51-60 60 15.00
61-70 35 8.75
71-80 6 1.50
81-90 1 0.25
Total 400 100

2

Table-lll. Level of disic lesion

Disc lesion level No. of patients %age
L4-5 220 55.0
L5-S1 100 25.0
L34 70 17.5
Other level 10 25
Total 400 100

Out of four hundred patients 17 (4.25%) patients had
dural tears during surgery. In all these patients dura was
repaired with 4/0 silk and fibrin glue was used to seal the
defect .Wound infection was present in twenty
five(6.25%). Twenty (5%) were operated for recurrent
disc. Two(0.5%) patients had skin burns due to
diathermy. Twelve(3%) patients complained of increase
weakness of leg after surgery (with one case having
complete foot drop) and thirty seven (9.25%)patients
complained of increased numbness and paresthesia
after surgery. Eighteen (4.5%) patients developed
discitis during the follow up period .It was observed that
the rate of discitis was high in patients with recurrent
lumber disc surgery and also in those patients where
curette was used. Table V.

Table-1V. Complications

Complication No. of patients %age
Dural tear 17 4.25
Wound infection 25 6.25
Recurrent disc 20 5.00
Increased weakness of leg 12 3.00
Increased numbness and 37 9.25
paresthesia
Dithermy burn 2 0.50
Discitis 18 450

Eleven (61.11%) patients presented within 2 weeks,
seven (38.89%) patients at 2 and 4 weeks. The
characteristics symptoms were severe back pain,
muscle spasm. There was local tenderness on the
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Table-V. Investigations in patients of discitis (total 18)

Investigation No. of patients %age
Increased ESR 15 83.33
Increased WBC 8 44.44
Increased C-reactive proteins 14 77.78
Positive x-ray findings 7 38.89
Positive MR findings 17 94.44

affected area. ESR was elevatedin 15(83.33 %) patients
and elevated white cell count in 8(44.44%) of patients.
CRP was elevated in 14( 77.78%)of patients . Narrowing
of disc space and end plate resorption was present in
seven (38.89%) patients. CT scan was done in one
patient ,there was erosion of vertebral end plates and
paravertebral fluid collection (abscess).At the time of
diagnosis signs of florid inflammation (decrease signal
onT1andincrease signalon T2 were seen in seventeen
(94.44%) MRI scans. All eighteen patients were advised
complete bed rest, and put on analgesics , oral and IV
antibiotics ,the most common drugs used were fucidin
(500mg/8hourly orally), cloxacillin (500mg/6 hourly
orally) and ceftriaxone 2 gm IV od . Fifteen (83.33%)out
of 18 patients improved in six weeks time with some
backache, slightly muscle spasm and mild residual
neurological deficit but treatment was continued for more
than 12 weeks. Three patients(16.67%) did not respond
to this conservative treatment and were treated with
posterior interbody fusion and transpedicular. Culture
and sensitivity was done in two patients, in one
staphylococcus aureus was grown and in the other
patient report was no growth.

DISCUSSION

Discitis after spinal disc surgery is considered to be a
rare complication. Eighteen patients developed discitis
during the study period of three years (6/year) .In a
review of literature by Sapio  Montgomerie two
cases/year were diagnosed in a tertiary care hospital.
Kapeller et al decribed 41 cases with in 7 years in a
district general hospital giving an incidence rate of
1/100000°.The higher detection rate in our study may be
due to excess use of curette and not properly covered
microscopea. Zink PM et al in their study observed that

3

discitis is a well known complication with frequency 0.1
to3% . According to the authors etiological factors are
combination of the operated segment instability, damage
to the upper and lower end plates due to disc space
curettage and transmission of germs"”.This has good
relation to the results of our study.

Discitis was identified in 8 male 10 female patients
during the study period. Age range was 40 to 70 years.
Out of these 18 patients 6 were obese ,4 were of old age
/4 diabetics ,2 having degenerative spinal disease and 1
was hepatitis B positive .The rate of discitis was high in
patients of recurrent disc surgery and in those in which
curette and microscope were used .All the above risk
factors increased the incidence of discitis. Our study
confirmed the reports of others"".

In our study the characteristic symptoms were severe
back pain ,muscle spasm and increased
temperature.Frank AM et al in their study found the main
symptom is increasing low back pain, with difficulty in
forward flexion of the body with a raised ESR. This
correlates to our study.

In our study 15 patients had increased ESR (between 50
tol00 mm/hour) white cell count was raised in 8
(44.44%)patients and C-reactive protein was elevated in
14 (77.78%) patients. Similar results are reported by
Fouquet B et al. and Kapp and Jonsson B™"*", Bircher
MD et al in their study concluded that if the ESR is
routinely measured preoperatively and at 2 weeks
postoperatively this condition should not be missed”.
Imae S et al in their study concluded that low back pain
gradually receded along with ESR and C-reactive
protein”. In one study it was concluded that CRP is
possibly the most sensitive indicator of  postoperative

infection'".

In our study mildly elevated white cell count was present
in 8 (44.44 %) patients. In one study it was concluded that
mildly elevated white cell count is a unreliable parameter
inisolation”.

Signs of florid inflammation were presentin 17 (94.44%)
out of 12 MRI scans. Wirtz DC et al were of the view that
at the time of diagnosis signs of florid inflammation were
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seenin 60 % x—ray ,93% CT and all MRI scans. This has
good co- relation to results of our study™.In an other study
Frank AM et al made the final conclusion to their study
that MRI is proved to be the most sensitive and reliable
investigation™.In an other study Van Goethen JW et al
inferred that discitis is a serious complication of surgery,
the diagnosis depending on the correlation of clinical
Jlaboratory and imaging findings. They also concluded
that MRI appears to be more useful for exclusion rather
conclusion of postop discitis”".

In our study culture and sensitivity was done in two
patients who underwent surgery .In one patient the
etiological agent was staph. Aureus and in second
patient the report was no growth. In a study conducted
by Silber JS et al concluded that fortunately the
incidence of discitis is low around 2%,the commonest
etiological agent is staph aureus and the most sensitive
test for diagnosis as well assessment of treatment is C-
reactive protein. This has a good relation to the results of
our study”.

Regarding treatment all patients were advised complete
bed rest, analgesics, oral, and i-v antibiotics . Ten patients
improved within 2 weeks but treatment was continued for
more than 6 weeks . In a study by Silber J Set al
observed good long term outcome with antibiotics and

complication™,

CONCLUSIONS

The final conclusion is that post operative discitis is rare
and serious complication of spine surgery for disc
excision. Considering the septic and aseptic form of
discitis every precaution should be taken to prevent it.
Discitis should be suspected in any patient with
exaggerated symptoms after surgery and should be
properly investigated to confirm the diagnosis. Once the
diagnosis is confirmed strict bed rest with early oral and
parental antibiotics (cloxacillin, fucidin, ceftriaxone)
should be administered. For prevention careful operative
technique ,avoidance of curette use, perioperative
antibiotics and proper sterilization is mandatory.
Copyright©22 Oct, 2010.
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