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INTRODUCTION
Pyogenic spinal infections are rare and affect 1 to 7% of
all cases of osteomyelitis. However, its incidence has been
increasing, mainly due to the increased longevity of the
population and a higher incidence of comorbidities that
cause immunosuppression.! Discitis predominantly oc-
curs in the lumbar spine, followed by the thoracic spine
and, to a lesser extent, the cervical spine.” The literature
regarding cervical spondylodiscitis is scarce. Its presenta-
tion may be more dramatic and with rapid evolution,
causing early neurological deficits. Emergency treatment
is mandatory, since it can progress to fulminant sepsis
and neurological complications.’

We are reporting an unusual case of cervical pyo-
genic spondylodiscitis. The literature was revised in order
to better understand the subject.

CASE REPORT

Male patient, 59 years old, farmer. The initial complaint
was intense neck pain for 2 months with progressive wors-
ening. This was associated with constitutional symptoms
including weight loss of 10 kg in 45 days, loss of appetite,
fever, adynamia, and night sweats. Upon physical exami-
nation, the patient was emaciated, febrile (38.3°C), pros-
trate, and presented intense pain upon anterior cervical

Spondylodiscitis affecting the cervical spine is the most unusual type. Disease
progression can be dramatic, even causing quadriplegia and death. We present
an unusual case that progressed with osteolytic lesions between C2 and C3,
causing cord compression and epidural abscess. The patient was treated surgically
by a double approach and improved without neurological deficits and with better
inflammatory markers. We reviewed the current literature on the subject.
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palpation with an antalgic posture in semiflexion. Passive
and active cervical mobilization was painful. Muscle
strength, deep tendon reflexes, and sensitivity in the limbs
were preserved.

Laboratory tests on admission showed 8,200 leuko-
cytes with 2% Auer rods, erythrocyte sedimentation rate
(ESR) of 100 mm/h and c-reactive protein (CRP) of 35
mg/L. Blood culture from two samples showed no growth
of microorganisms.

X-ray and computerized axial tomography of the cervi-
cal spine showed lytic lesions between C2 and C3. The
nuclear magnetic resonance imaging (NMR) showed signs
suggestive of spondylodiscitis in C2-C3 associated with
the presence of a massive epidural abscess compressing the
ventral surface of the spinal cord, as well as involvement
of paravertebral and prevertebral soft tissues (Figure 1).
Bone scintigraphy ruled out an expansive tumor process
and confirmed the NMR findings.

A decompressive anterior cervicotomy was performed
at C2-C3 level, with the presence of purulent material. A
discectomy was performed and a tricortical structural
iliac graft was inserted. After 2 weeks, a posterior cervical
arthrodesis was performed with C2-C3 sublaminar wiring
associated with insertion of a posterior iliac tricortical
graft block (Figures 2 and 3). Examinations showed the
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FIGURE 1 Cervical NMR image showing signs of spondylodiscitis

in C2-C3 with spinal cord compression and epidural abscess.

growth of multisensitive Staphylococcus aureus and anato-
mopathological examination confirmed inflammation.

In accordance with the sensitivity spectrum of the
germ, oxacillin 500 mg, intravenous, every 4 hours was
given for 3 weeks, followed by cefalexin 500 mg, peroral,
every 6 hours for another 5 weeks, with a total of 8 weeks
of antibiotic therapy.

The patient progressed satisfactorily with improvement
of the pain, as assessed using a visual pain scale, which was
10 in the preoperative period and fell to 2 on the 5 day
after surgery. The Oswestry 2.0 questionnaires were also
applied before and after surgery, with 49/50 points in the
preoperative period, ranking as an invalid, and 4/50 in the
postoperative period, showing an excellent post-surgical
outcome. The patient was discharged after three weeks
without complaints and with laboratory examinations that
showed a decrease in inflammatory markers. Six weeks
after surgery, the patient was still using a Philadelphia
cervical collar, and already showed signs of osseointegration
of the graft. The patient remained asymptomatic.

Discussion

Cervical spondylodiscitis is rare, given that most vertebral
abscess and cases of discitis occur in the thoracic and lumbar
spine. The annual incidence varies from 0.5 to 2.5 cases per
100,000 inhabitants. Spondylodiscitis is the primary mani-
festation of hematogenous osteomyelitis in patients over 50
years of age, representing 3 to 5% of all cases of osteomyelitis.*

Pathogens can affect the spine by three routes: hema-
togenous, external inoculation or contiguity.

The arterial hematogenous route is the predominant
one, enabling the infection to be disseminated from dis-
tant sites.’

Although a broad spectrum of microorganisms have
been identified (bacteria, mycobacteria, fungi and parasites),
a monobacterial etiology predominates, with S. aureus be-
ing the most common.® The present case reiterates the
higher prevalence of this germ in the literature.

The main risk factors include use of intravenous drugs
and comorbidities such as diabetes and terminal chronic
renal failure.® We found no risk factors in the case re-
ported, which makes it even more atypical.

As shown in the literature,® NMR is the most sensitive
(93-96%) and specific (92.5-97%) test for the early detection
of spondylodiscitis. In most cases, it can differentiate

between pyogenic infections, neoplasms, and tuberculosis.

FIGURE 2 Transoperative image of posterior fixation with the

iliac graft.

FIGURE 3 Profile image of the pre and postoperative radiography.
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Furthermore, it can define the paravertebral and epidural
spaces better.” This complementary examination was used
to diagnose a case that progressed slowly and was funda-
mental for the diagnostic definition, treatment and reso-
lution of the case.

In order to direct the antibiotic therapy, a percutaneous
biopsy, which is a safe and minimally invasive procedure,
may bey performed. If the first sample is negative, some
experts recommend taking another.® Friedman reported
50% positivity in cultures produced from percutaneous
biopsies. Surgical debridement is reserved for patients who
present abscesses and neural compression and need to have
their spine stabilized, a fact that occurred in our case. Oth-
er indications include debridement of devitalized tissue
and removal of infected implant material. Specific antibi-
otics should be administered for 8 to 12 weeks after surgery,
according to the results of the culture. Infections in most
of the patients are resolved using this approach.’

Classically, the standard treatment was corpectomy
and placement of structured grafts without the use of the
implant material. Currently, most surgeons have preferred
techniques that provide greater stability to the targeted site
using implant material in patients treated for spondylo-
discitis. There is preference for the posterior route in the
cervical spine in order to avoid the main complications,
which include graft migration, failure of the synthesis ma-
terial and esophageal fistula. Several authors have reported
no complications related to the use of these implants.'°

Our patient was treated according to this protocol
and recovered satisfactorily.

ConcLusioN

Although cervical spondylodiscitis is a rare disease, it is
a diagnosis that should not be overlooked in patients
who have indolent neck pain associated with constitu-
tional symptoms. Early diagnosis and initiation of ther-
apy are the only means of avoiding disease progression,
thus preventing patients from having sequelae that are
often irreversible.

Resumo

Espondilodiscite da coluna cervical alta: manejo e revisdo
da literatura

A espondilodiscite, que acomete a coluna cervical, é a de
localiza¢do mais rara. Pode ter uma evoluc¢io dramatica,
inclusive causando tetraplegia e 6bito. Apresentamos um
caso atipico que evoluiu com lesdes osteoliticas entre C2
e C3, causando compressio medular e abscesso epidural.
O paciente foi submetido a tratamento cirdrgico por
dupla abordagem e evoluiu bem, sem déficits neuroldgi-
cos e com melhora dos marcadores inflamatérios. Revi-
samos a literatura vigente sobre o assunto.

Palavras-chave: doencas da coluna vertebral, cervical-
gia, discite.
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