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ABSTRACT

Objective: Aim of conducting the study was to evaluate the incidence of post op discitis in lumbo-sacral disc
surgeries.

Materials and Methods: This observational prospective study was carried out in Neurosurgery unit Hayatabad
Medical Complex, Peshawar for 12 months (Ist July 2017— 30" June 2019).4 total of 250 patients operated for
lumbar disc surgeries were enrolled in the study, both genders and age range of 16-60 were in inclusion
criteria.Patients with co-morbidities e.g., poorly controlled diabetics and immunosuppressed patients were
excluded from the study. All patients were followed to calculate the frequency of discitis.

Results: Among the 250 cases, 11 (4.4%) were diagnosed with discitis. 15% cases had slight sign and symptoms,
pain and surgical scar tenderness not warranting the diagnosis of discitis. The mean age in this study was 37
years with Standard Deviation of 13.769. Male cases were 133 (53.2%) while females were 117 (46.8%). Discitis
was more common at L4-5.

Conclusion: From this data it was concluded that incidence of discitis is slightly higher in our setup than
international discitis incidence/rates. The possible reason could be (to some extent) due to inefficient/poorly
resourced infection prevention committee and partly due to less standardized OT system in comparison to
international OT complex standards.
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INTRODUCTION

Lumbosacral disc degeneration and herniation is the

endoscopic lumbar disc surgery. Discitis is one of the
dreadful complications of any of the surgeries of

most frequent reason of low backache and lower limp ~ Iumbar discs. It is highly resistant infection/
pain which limits one’s daily activities and work. It is ~ inflammation of intervertebral disc tissues and
a common reason for which most of the surgeries are ~ €ndplates  (secondarily). Which takes months of

antibiotic therapy and prolong bed rest to get cured.
Discitis severe painful condition and usually do not
respond to routine antibiotics. Culture and sensitivity

performed on lower back in young and adult
population. The management of lumbar disc
degeneration is multimodality starting from watchful

waiting, lifestyle modification, conditioning and back
muscle strengthening exercises, various pain killers/
anti-inflammatory medications, local injection therapy
and inappropriately indicated cases disc surgery. There
are several surgical options ranging from open surgery
(full laminectomy/hemi-laminectomy/fenestration) to

reports usually don’t show any growth in 47% of
cases.” The histopathology features of the specimens
from discitis patients often show a mixed histological
picture of acute and chronic inflammation.
Etiopathogenesis of discitis in post operated cases is
postulated to be poor sterilization and instillation/
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transmigration of bacteria from the surrounding
operative field but sometimes it is non infectious
inflammation.**, It is common in all ages and no
gender preference is described in general.Some studies
suggest male predominance as compared to female
counterparts.’

As discussed earlier, tissue cultures in post-
operative discitis are often sterile, but it may grow
Staph Aureus, Gram Negative Bacilli, or Clastridium
Perfringens. There are some rare reports of fungal
infection as well.?> The diagnosis is often clinical, after
an initial period of 2-4 week symptomatic relief
patient presents with severe lower backache, along
with persistently high ESR and CRP, there is often
evidence of MRI T2 hyperintensity in the area of
involved disc-adjacent endplates and vertebral bodies.
The plain radiographs may show vertebral body
collapse or signs of instability.® Postoperative discitis
is treated with a uniform strategy of bed rest and
prolonged antibiotic regimen which includes but not
limited to rifampin. Most of the patients get treated by
this treatment strategy alone in a month or two except
few patients who fail to respond or develop
mechanical instability or an abscess. In such cases
open surgery, debridement and instrumented fusion is
performed.”® Frequency of post op discitis after
lumbar disc surgeries is quoted 1%° to 3% in
literature.’

We are working in a poorly resourced health
system where sterilization and OT setup is not upto the
comparison of international standards. Yet we are
striving hard to maintain high levels of patient care,
both in OT and post-op. The results of this study give
the actual picture of our patient care and efficacy of
sterilization/disinfection/infection control mechanisms
while performing surgeries on lumbar spine. These
results show us the room for improvement to bring
down infection rates and to design further studies to
specifically identify the factors involved in etio-
pathogenesis of discitis in our setup.

MATERIAL AND METHODS

Study Design

This observational prospective study was carried out in
Brain and Spine unit, Hayat Abad Medical Complex,
Peshawar, for 12 months (from 1st July 2017 to 30th
June 2019).

Inclusion Criteria
All patients operated for lumbosacral prolapsed

intervertebral disc (both male and female) in the age
range 16-60 years were included in the study.

Exclusion Criteria

Patients with co-morbidities e.g., poorly controlled
diabetes and immune-suppressed patients were
excluded from the study.

Data Collection

For all enrolled cases, standard operative procedures
(SOPs) were followed for pre-op, post-op and intra-op
care. Single dose IV antibiotics: Cefoperazone +
Sulbactam was given to all patients at the induction of
anesthesia and S5days antibiotics administeredpost
operatively. 30-days follow up was done to look for
any complaints of discitis. If the patient complained
any sign and symptom of discitis at any follow up
visit, he/she was to be subjected to extensive clinical
history, physical examination, X-Ray and MRI
Lumbar spine and lab tests (erythrocytes
sedimentation Rate, C- Reactive Proteins levels,
Complete Blood Counts). Once the diagnosis is
established by senior consultant, the case has to be
treated either as an OPD case or admitted to in patient
facility.

Data Analysis

All data collected in pre-designed Performa. The data
was analyzed through SPSS version 20, and presented
in the form of charts and graphs.

RESULTS

Age Incidence

250 cases were enrolled. 69 (27.6%) cases were in the
age group 16-29 years, 81 (32.4%) cases in the age
group 30-39 years, 66 (26.4%) cases in the age group
40-49 years, 34 (13.6%) cases in the age range 50-
59years.

Gender Distribution

Gender distribution: 133 (53.2%) male cases, while
117 (46.8%) female cases.

Clinical Presentation

170 (68%) patients had levels L4-L5 while 80 (32%)
cases had L5-S1 involvement. Total 11 (4.15%) cases
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had developed post op discitis while 239 (95.85%)
cases didn’t had discitis. Data is presented in tables

below.

Table 1: Age Distribution.

Age Groups Number of Cases Percent
16 -29 69 27.6%
30-39 81 32.4%
40 —49 66 26.4%
50-59 34 13.6%

Table 2: Disc Space Involvement.

Involved Level Number of Cases Percent
L4-15 170 68%
L5-S1 80 32%

Table 3: Post-op Discitis.
Discitis Cases Percent
Involved 11 4.4%
Not involved 239 95.6%

Table 4: Post-op Discitis: Age Distribution (Total =

Table 6: Discitis Rate. Intervertebral Disc Level
(Total = 250 cases).

Discitis L4 5 LS _S1 Total
Involved 6 5 11
Not involved 162 77 239
Total 168 83 250
6-
OMen
HWomen

L4-L5

L5-81

Fig. 1: Discitis rate per Intervertebral Disc level.

6-
Age Group District Rate

44

2]

0-

16-29Yrs 30-39Yrs 40-49Yrs 50-59Yrs
Fig. 2: Age Groups in Discitis Rate.

DISCUSSION

This study indicated that the 15% cases had slight sign
and symptoms of pain and surgical scar tenderness not
warranting the diagnosis of discitis. In 170 (68%)
cases, the level operated was L4-5 while 80 (32%) for
L5-S1. In 5 cases post-operative CSF leak was noted.
The incidence of post op discitis was (11) 4.4% .Two
cases needed instrumental fixation and fusion and 9
cases were managed medically. Among the total 11
discitis cases 5 at L5-S1 level 6 at L4-L5 in which 6
were male and 4 female patients. Moreover 9/11cases

250).
Discitis 16-29 |30-39 |40-49 |s0-59 | Lol
Cases
Involved 0 2 4 5 11
Not involved | 74 75 61 29 239
Total 74 77 65 34 250
Table 5: Post Op Discitis: Gender Distribution (Total
=250 Cases).
Discitis Men Women Total
Involved 6 5 11
Not involved 147 92 239
Total 153 97 250
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diagnosed in cases more than 40 years age and only
two patients wereunder 40 years age limit only. We
compared our results with the study done by Khattak
(2009) in Peshawar, Pakistan. In that study, among the
30 patients studied, only 01 (3.33%) had discitis.!® We
observed 15% cases had a superficial surgical site
infection as compared to Jolles et al that reported 1%
superficial wound infection.!! We observed discitis in
11 (4.4%) cases whereas Wajsfisz et al reported
discitis in 2.94% cases.'?

The frequency of discitis we observed is reaching
the upper limit or slightly above of frequency/
incidence reported globally. The reasons could be less
standardized OT Complex/sterilization systems that
we are currently working on. Cases were operated by
various competency levels of consultants, individual
consultant discitis rates were not calculated which
could have further elaborated study results. We can
conclude that the better OT setup and strict adherence
to infection control mechanisms decreases post-
operative discitis. We suggest multicenter randomized
trial to compare the results and look for the causes.Our
limitation was long term follow up beyond one month.

CONCLUSION

From our study, we can conclude that the slightly
higher incidence of post op discitis may be due to the
lack of international standard OT Complex and lack of
adherence to standardized infection control protocols
which need to be introduced urgently. Further studies
are required to evaluate the role of experience of
operating surgeon on the rate of post op discitis to
further clarify the situation.
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