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INTRODUCTION

Pyogenic spondylodiscitis (PSD) is defined as an
infection of the intervertebral disc(s) and/or adjacent
portion of vertebrae. @

A PSD remains a real challenge despite the recent
advances in early diagnosis and treatment strategies. The
goals of treatment are to eradicate the infection, safeguard
neurological function and halt the occurrence or progression
of deformity. There is neither a uniform orthopedic
classification system nor a treatment algorithm to guide its
management. This could be the reason behind over-treatment
or under-treatment resulting in increased postoperative
complications and increased costs burden to the health
economic system. @

The diagnosis of PSD requires a high index of clinical
suspicion combined with the early microbiological and
radiological investigation. Early diagnosis is important as
spondylodiscitis may be associated with abscess formation in
the epidural space and adjacent soft tissues and muscle. The
effects of local inflammation and abscess formation can lead
to spinal cord compression or bone destruction, resulting in
permanent neurological deficits.
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The majority of patients with spondylodiscitis can be
treated non-surgically with antibiotics, bracing and
immobilization if diagnosed early before bone destruction. ©

However, in some cases, surgery must be performed to
prevent neurologic disability, stabilize the destroyed unstable
spinal segment, correct deformity, eradicate the infection, or
even to establish a diagnosis through microbiological or
histological analysis. ¢

There is a broad range of options for the surgical
management of spinal infections, which include anterior
approach alone, posterior approach alone, or even combined
approach, single-stage or two-stage surgery, with or without
instrumentation.

The anterior approach is adopted by many surgeons
because it allows the direct access to the infected focus and is
highly convenient for debriding infection and reconstructing
stability. The posterior approach is convenient for drainage
of abscesses and instrumentation of posterior implants.
Sometimes a combined approach may be required depending
on the surgical goal that the surgeons want to accomplish. ©

The choice of approach depends on several factors,
such as the level of the disease in the spine, the extent of the
lesion, and the need of spinal reconstruction or stabilization."”



