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Abstract

Objective
The records of 62 patients with clinical and radiographic evidence of vertebral osteomyelitis and positive bacterio-
logical diagnosis, seen between 1979 and 1996, were reviewed in order to gather data on the epidemiology and the
clinical pattern displayed by patients with this condition in northern Spain.

Results
Staphylococcus aureus (15 cases), Mycobacterium tuberculosis (15 cases) and Brucellamelitensis (13 cases) were
the microorganisms most frequently found in our patient series. After improvement of the sanitary and hygienic
control of food products, the role of Brucellamelitensis is decreasing as a causative agent (only 3 casesin the last
6 years). Stapylococcus epidermidis, present in 4 cases (6.6%), should be suspected in elderly patients with
previous intravenous cannulations (3 of 4 cases).

The most frequent risk factors were alcoholism (7 cases), chronic hepatic disease (7 cases), diabetes (6 cases) and
previous surgery (6 cases). Delay in diagnosis was high (the mean number of days between the onset of symptoms
and diagnosis was 125). The lumbar region was the most commonly affected site. Neurologic involvement was
present in 10 patients on admission (16%). ESRwas > 50 mmvhr in a high number of cases. Blood cultures were
found to be the most valuable routine test. Plain x-rays were normal in 10 patients (16%); in 6 of them Staphyloco-
ccus aureus was the responsible organism. Other imaging modalities showed a high sensitivity. Surgical drainage
was necessary in 12 individuals (in 7 due to Mycobacterium tuberculosis). Outcome was good in the majority of
cases. only 2 patients with associated endocarditis died. Neurologic sequelae were present in another 3 patients.

Conclusion
Vertebral osteomyelitis can be caused by a variety of pathogens. Therefore, bacteriological studies are necessary to
establish the etiologic diagnosis and determine the specific antimicrobial treatment required.
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Introduction

Vertebral osteomyelitis (VO) isan infec-
tious disease that affects the vertebral
body and adjacent intervertebral disks;
it usually appears after hematogenous
spread of the infection. Staphylococcus
aureusis the most widely represented
pyogenic organism (1-6). In endemic
areas, Mycobacterium tuberculosis and
Brucella melitensismust also be consid-
ered as possible causative agents of the
process (7).

The aim of our study was to analyse
clinical data, laboratory tests, x-rays and
the outcome of patients with hemato-
genous VO, comparing the data between
different etiological groupsin Spain, a
country with arecognized high number
of cases of tuberculosis (8) and brucel-
losis (9).

Patients and methods

Between 1979 and 1996, 103 cases of
vertebral osteomyelitis were diagnosed
at the rheumatology units of NS Aran-
zazu Hospital and M. de VadecillaHos-
pitalsin northern Spain. In 62 of them
the causative agent was found. The char-
acteristics reviewed in these 62 patients
with VO of confirmed agtiology inclu-
ded: age, sex, risk factors for develop-
ing VO (medical history of tuberculo-
sis, brucellosis, intravenous drug use,
human immunodeficiency virus [HIV]
infection, neoplasm, renal insuficiency,
diabetes, chronic hepatic disease, aco-
holism, use of corticosteroids or other
immunosuppressive drugs, previousin-
travenous access devices, surgical pro-
cedures or genitourinary manipulations),
number of days between the onset of
symptoms and the diagnosis, location of
the spine infection, fever, bacteriologic
diagnostic methods, laboratory tests
(ESR, white blood cell counts, haemo-
globin), the presence of neurologic in-
volvement, treatment and outcome.
Diagnosis was made on the basis of: (i)
compatible signs and symptoms, includ-
ing back pain with or without neurologic
involvement, fever, constitutional symp-
toms, pain and limitation of motion on
examination; (ii) typical changeson sim-
ple x-rays, computed tomography (CT)
or magnetic resonance imaging (MRI);
and (iii) the isolation of a causative agent
in blood cultures (two or more) or sam-
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ples obtained by bone biopsy, disco-
vertebral needle-guided aspiration or
open surgery. We accepted as positive
results: (i) for Mycobacterium tubercu-
losis, isolation of the organism in other
tissues or fluid samples; and (ii) for Bru-
cella spp, positive seroagglutination at
atiter > 1/160. The data were compared
between the three groups with a high
number of cases (Saphylococcus aureus,
Mycobacterium tuberculosis and Bru-
cella melitensis).

The chi-square test, Student’s test and
Kruskall-Wallis test were used. P values
< 0.05 were considered significant.

Results

The mean age of our VO patients was
57 years (range 14 - 84 years). Thirty-
seven (59.7%) were mae and 25 (41.3%)
were female. The average follow up pe-
riod was 6.2 years (range 1 - 17 years).
A previous history of tuberculosis was
present in 13% (2/15) of the patients with
tuberculous VO. Of the patients with
brucellar VO, 77% (10/13) lived in ru-
ral areas, 46% (5/13) were cattle work-
ers, and 69% (9/13) habitually consum-
ed unfermented fresh milk and cheese.
Other risk factors identified in 27 pa-
tients (43.5%) are summarized in Table
I. Alcoholism (7 cases), chronic hepatic
disease (7), diabetes (6) and previous sur-
gery (6) were the most frequent factors.
The organismsisolated and the diagnos-
tic methods used are shown in Tablel1.
Material from the disco-vertebra lesion
was obtained by bone biopsy, guided-
needle aspiration or open surgery in 24
patients: culture was positive in 15 of

Tablel. Risk factorsidentified in 27 patients.

Risk factor

Alcoholism 7
Chronic hepatic disease 7
Diabetes 6
Previous surgery 6
Previousi.v. cannulation 3
Renal insuficiency 2
HIV-positivei.v. drug addict 2
Neoplasm 2
Corticosteroids 2
HIV-positive non-i.v. drug addict 1

HIV: Human immunodeficiency virus.
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Tablell. The microorganismsisolated and the diagnostic methods used.

Organism (n = 62 patients)

Diagnostic method

Staphylococcus aureus: 15 pts.

Mycobacterium tuberculosis 15 pts.

Brucella melitensis: 13 pts.

Escherichia coli: 7 pts.

Streptococcus 5 pts.

Staphylococcus epidermidis: 4 pts.

Pseudomona aeruginosa: 1 pt.
Haemophilus influenzae: 1 pt.

Escherichia coli + Proteus mirabilis: 1 pt.

Blood culture (13 pts.)
Bone biopsy* + blood culture (2 pts.)

Bone biopsy (8 pts.)
Other cultures (5 pts.)
Bone biopsy + other cultures (2 pts.)

Blood culture + serology (6 pts.)
Serology (6 pts.)
Other cultures + serology: (1 pt.)

Blood culture (3 pts.)

Blood culture + other cultures (3 pts.)
Bone biopsy (1 pt.)

Blood culture (5 pts.)

Bone biopsy + blood culture (2 pts.)
Blood culture (2 pts.)

Blood culture (1 pt.)
Blood culture + other cultures (1 pt.)

Blood culture + other cultures (1 pt.)

*Bone biopsy, local aspiration or material obtained by open surgery.

them (62%). In the 4 patients with in-
fection due to Saphylococcus epider-
midis three or more cultures were posi-
tive. All 4 were elderly individuals and
in 3 of them previous intravenous can-
nulations were present. Immunosup-
pression was evident in 3 of the cases;
2/4 patients suffered from a prostatic car-
cinoma and one was being treated with
methotrexate (7.5 mg/week) and pred-
nisone (7.5 mg daily) for rheumatoid
arthritis.

The mean number of days between the
onset of symptoms and the diagnosiswas
125 (range 1 - 620). Inflammatory pain
was present in 44 (71%) patients. Fever
before admission was reported by 36 of
54 (66%) individuals. Fever during hos-
pitalisation was present in 72.5% (45/
62).

The sites at which VO was documented
were lumbosacral in 42 patients, dorsa
in 18 and cervical in 2. In 5 cases (2 Sa-
phylococcus aureus, 2 Mycobacterium
tuberculosis and one Brucella meliten-
sis) several siteswere involved. Neuro-
logical involvement on admission was
present in 10 cases (16%); the isolated
organisms were Mycobacterium tuber-
culosis (5 cases), Saphylococcus aureus
(3 cases), Brucella melitensis (1 case)

and Streptococcus agalactiae (1 case).
The mean ESR was 72 mm/hr (range 12-
120 mm/hr), leukocyte count 8.4 109/
(range 4.2 - 16.5 109/l and haemoglobin
116 g/l (range 87 - 145 g/l). Simple x-
rays were normal in 10 cases (16%): in
6 of them Staphylococcus aureus was the
responsible organism, in two Brucella
melitensis, and in one case each Escher-
ichia coli and Streptococcus agalactiae.
9mTc scintigraphy was performed in 20
patients, 67Ga scintigraphy in 6, CT in
23 and MRI in 27, with 19 (95%), 4
(75%), 21 (87%) and 26 (92.6%) posi-
tive results respectively.

Patients with tuberculous VO were ini-
tially treated with a combination of ri-
fampin (10 mg/kg/day), isoniazid (5 mg/
kg/day) and ethambutol (15 mg/kg/day).
After 3 months of this treatment, the pa-
tients were given rifampin and isoniazid
alone for 8-12 months (median total du-
ration 12 months). The cases of brucel-
losis were treated with a 3-month course
of oral doxycycline (200 mg/day) plus
rifampin (900 mg/day). VO due to Sa-
phylococcus aureuswas treated with in-
travenous cloxacillin (2 gr every 6 hrs)
for 2 weeks, followed by oral cloxacil-
lin (1 gr every 6 hrs) for 10 weeks. The
patients with other pyogenic infections
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received specific (after antibiograms) i.v.
induction treatment for 2 weeks, fol-
lowed by oral maintenance therapy: the
mean total duration of this treatment was
3.2 months (range 1.6 - 4.2 months). No
relapses were documented.

Surgical drainage was necessary in 12
cases (7 due to Mycobacterium tuber cu-
losis, 3 to Saphylococcus aureus, 1 to
Brucella melitensisand 1 to Sreptococ-
cus agalactiae) because of: (i) the new
presence or aworsening of neurologic
involvement (3 Staphylococcus aureus,
3 Mycobacteriumtuberculosis, 1 Bru-
cella melitensis); (i) large size of the ab-
scess (1 Streptococcus agalactiae, 1
Mycobacterium tuberculosis); or (iii)
involvement of the psoas muscle (3 My-
cobacterium tuberculosis).
Neurological involvement was present
one year after treatment in one patient
who received only antimicrobial drugs
(Staphylococcus aureus) and in two pa-
tients who required surgical drainage
(Mycobacterium tuberculosis). One year
after treatment mild or moderate back
pain was reported by 16 patients being
treated only with antimicrobia drugsand
by 8 patients who underwent surgery.
Statical problems with kyphotic deformi-
ties were present in 5 cases of tubercu-
lous origin. Two individuals suffering
from associated endocarditis died after
surgical procedures (1 with Saphyloco-
ccus epidermidisand 1 with Streptococ-
cus agalactiae associated VO).

Table Il compares the data for the pa-
tients with VO due to Saphylococcus
aureus, Mycobacterium tuberculosisand
Brucella melitensis. The delay in diag-
nosiswas high in al patients. Fewer pa-
tientsin the group with VO of tubercu-
lous origin had fever compared to the
other groups. Simple x-rays were nor-
mal in 40% of the patients with VO due
to Staphylococcus aureus. Surgical
drainage was necessary in a high percent-
age of the tuberculous VO patients. The
remaining data did not show any statis-
tically significant differences.

Figure 1 shows the relationship between
the three groups and the years of our
study. Brucella melitensis was the only
decreasing category in the last 6 years.

Discussion
Hematogenous VO is an uncommon in-
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Tablelll.Comparative data on the three causative agents most frequently found in our patient series.

Saphylococcus Mycobacterium Brucella
aureus tuberculosis melitensis
M/F 114 9/6 8/5
Age (years) 48 (16-69) 50 (19-84) 60 (43-77)
Risk factors 8/15 3/15 3/13
Fever before the admission* 9 (60%) 4 (27%) 10 (77%)
Fever while in hospital** 14/15 (93%) 6/15 (60%) 10/13 (76%)
Days between the onset of symptoms and the diagnosis& 43 218 118
Laboratory tests
ESR (mmv/hr) 90 56 53
Hemoglobin (g/l) 120 120 113
Leukocytes (10%1) 104 7.38 6.59
Location
Cervica 1 0 1
Dorsal 5 5 2
Lumbar 9 10 10
Abnormal simple x-rays&& 9/15 14/15 11/13
Narrowing of the disk 9/15 14/15 11/13
Adjacent lysis of bone 6/15 8/15 8/13
Sclerosis 2/15 5/15 3/13
Soft tissue extension 2/15 3/15 113
Osteophytosis 4/15 115 3/13
Abnormal imaging modalities
9Tc bone scan 6/7 3 U1
CT 4/5 8/15
MRI 911 6/7 3/3
Surgery$ 3/15 7115 113

* p (Fisher'stest) = 0.0058, comparing the M. tuberculosis group with the St. aureus + B. melitensis group.
** p (Fisher'stest) = 0.0089, comparing the M. tuberculosis group with the St. aureus + B. melitensis group.
& p (Kruskall-Wallis test) = 0.018 comparing the St. aureus group with the M. tuberculosis + B. melitensis group.
&& p (Fisher'stest) = 0.048 comparing the St. aureus group with the M. tuberculosis + B. melitensis group.
$ p (Fisher'stest) = 0.011 comparing the M. tuberculosis group with the St. aureus + B. melitensis group.

Number of infactions

Years of the study

M st. auraus
M. tuberculosis

¥ B. malitensis

Fig. 1. Comparative data on the three microorganisms most commonly found in our patient series.

fectious entity, although in recent years
its presence seemsto be increasing. In
our series, Staphylococcus aureus, My-
cobacterium tuberculosis and Brucella
melitensi swere the organisms most com-
monly found. Staphylococcus aureusis
the most frequent microorganism iso-
lated in the majority of studies.

Tuberculous spondylitis remains com-
mon worldwide (10) and Spain isacoun-
try with a high number of cases of tu-
berculosis, although current data regard-
ing its incidence and prevalence are not
available (8). Brucellosisis endemicin
Mediterranean areas and has been docu-
mented extensively. VO was present in
38 (14%) of 265 cases of brucellosis re-
cently reported by Colmeneroet al. (11).
In Spain, after improvement of the sani-
tary and hygienic control of food prod-
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ucts involved in the transmission of mi-
croorganisms (mainly the production and
distribution of unfermented fresh milk
and cheese), the frequency of brucello-
sisis decreasing; its annual incidence
was 22 per 100,000 in 1983 and 8 per
100,000 in 1991 (9). Our data confirm
this finding.

Surgical procedures and genito-urinary
procedures underlay the majority of in-
fections due to Gram negative organ-
isms. Interestingly, the only 4 infections
caused by Staphylococcus epidermidis
were in elderly patients. Immunosup-
pression (prostatic neoplasm and rheu-
matoid arthritis treated with low doses
of prednisone) was also present in 3 of
these 4 patients. Haemodialysisin dia-
betic patients (12), i.v. drug abuse (13),
and (as in the case of 3 of our patients)
intravenous cannulations in elderly pa-
tients (3), are recognized predisposing
factors for the development of hema-
togenous VO due to Staphylococcus epi-
dermidis. The increasing use in recent
years of intravascular devices by clini-
ciansin different fields has been ac-
companied by significant morbidity and
mortality associated with catheter-re-
lated sepsis (14); one of our 4 patients
suffered from an associated endocardi-
tisand died.

Delay in diagnosisis probably correlat-
ed with the vague symptoms typical of
VO and with the high incidence of back
pain in the general population. Further-
more, fever was not present in 27.5% of
our cases (40% of tuberculous origin).
Alcohalism, chronic hepatic disease, pre-
vious surgery and diabetes were the most
highly represented risk factors in our
group, asin other reported series.
Culture of disco-vertebral material ob-
tained by biopsy, local aspiration or open
surgery was positive in 62% of our cases.
Perronne et al. reported 70% positive
cultures from purulent fluid obtained by
local aspiration with a Laredo-Bard type
needle (15). Blood cultures are the most
valuable routine tests. They were posi-
tivein 33 of 34 patients with non-tuber-
culous, non-brucellar VO and in 46% of
the brucellar infectionsin our study. Se-
rology was positivein dl 13 patients with
brucellar VO.

The lumbosacral region isthe most com-
monly affected site in patients with bac-

terial VO, followed by the thoracic and
cervical regions. Spinal tuberculosis,
however, seems to be more frequent in
the thoracic segment (7, 16). The ESR
is frequently greater than 50 mm/hour.

84% of our patients had abnormal plain
X-rays on admission; this percentage is
correlated with the delay in diagnosis.
Saphylococcus aureus was responsible
for the infection in 60% of our patients
with normal x-rays. MRI seemsto be the
best imaging modality for the diagnosis
of VO (17, 18), although good results
have also been reported with CT (19).

Furthermore, MRI can show nheurologi-
cal compression of the spinal cord, and
paravertebral and/or epidural extension
of the infection (18).

Neurological involvement, present in
16% of our cases, is an important com-
plication of VO. It has been reported in
4% to 40% of patientsin other series (2).
Surgical intervention with anterior spi-
nal debridement isindicated for patients
with severe neurologic deficit, or when
an abscess of large size is present, insta-
bility becomes afactor, or the medical
trestment fails (20-22). Surgery was nec-
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essary in 19% of our patients. The need
for surgical treatment seems to be less
frequent in patients with brucellar VO
(only one patient in our study) thanin
the groups with VO of pyogenic and tu-

berculous origin (7). In 3 of our cases of

tuberculous VO, surgical drainage was
necessary because of the presence of a
psoas abscess, a well recognized com-

plication of Pott’s disease.

The outcome of patients with vertebrtal

osteomyelitisis usualy good despite fre-

guent delays in diagnosis, and most pa-

tients with neurologic deficit recover.

However, statical problems are not un-

common, especially in patients with

Pott’s disease (7, 23). Mild or moderate
residual back pain is also frequent after

the completion of therapy. The associa-
tion between VO and bacterial endocar-
ditis has been widely described in the lit-

erature (24, 25). The latter was the cause
of death in two of our patients. There-

fore, a complete physical examination

and inquiry for aprevious history of heart
disease or murmurs are also necessary.

Echocardiograms must be carried out

when endocarditis is suspected.

We conclude that VO is a serious medi-

cal problem. Microbiological investi-

gations (blood cultures, serology for B.

melitensis, needle aspiration) are neces-
sary to establish the etiology and select
the most appropriate antimicrobial treat-
ment. Figure 2 shows an algorithm for

the diagnosis and management of VO.
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