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Abstract

Original Research Article

Background: Postoperative discitis is a rare but serious complication following spinal surgery, characterized by
infection and inflammation of the intervertebral disc space. It often presents with back pain, fever, and neurological
deficits, necessitating prompt diagnosis and management. While conservative treatments are standard, surgical
intervention is considered in severe cases. This study aimed to evaluate the outcomes of surgical management in
postoperative discitis. Methods: This prospective observational study was conducted at the Department of Orthopaedic
Surgery, East West Medical College & Hospital, Dhaka, Bangladesh from July 2022 to July 2024. A total of 47 patients,
regardless of age or gender, diagnosed with post-operative discitis and treated at the mentioned hospital were enrolled
in the study through purposive sampling. Demographic and clinical data were collected and analyzed using MS Office
tools. Results: The largest group of patients (40.4%) was aged 31-40 years, with 66% being male. All patients
experienced persistent pain and neurological deficits. Over half (62.7%) had unipolar diathermy burns as a perioperative
complication. The most common cultured organisms were Escherichia coli (23.4%), Methicillin-resistant
staphylococcus aureus (19.1%), and Methicillin-susceptible staphylococcus aureus (17%). According to the modified
Kirkaldy-Willis criteria, outcomes were Excellent in 34.0%, Good in 42.6%, Fair in 19.1%, and Poor in 4.3%.
Conclusion: Unipolar diathermy burn is a very common procedural challenge in managing postoperative discitis by
surgical intervention. Escherichia coli (23.4%), Methicillin-resistant staphylococcus aureus (19.1%), and Methicillin-
susceptible staphylococcus aureus are the most common causative organisms for postoperative discitis. Early diagnosis
and intervention are the key to effective management of such discitis.
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INTRODUCTION

Discitis, an infection of the intervertebral disc
space that occurs post-surgery, primarily affects the
nucleus pulposus and subsequently involves the
cartilaginous endplate and adjacent vertebral body. This
rare complication was first identified as a distinct clinical
condition by Ley Turnbull in 1953 [1]. The reported
incidence of post-surgical discitis is around 0.2%. Pain is
the most frequently observed symptom, characterized by
persistent discomfort that intensifies at night, although
up to 15% of affected individuals may experience no
pain [2]. Typically, patients initially report relief
following surgery, but over time, they experience a

gradual resurgence of back pain, ranging from mild to
severe, often accompanied by a recurrence of their pre-
operative symptoms. The onset of increasing back pain
typically occurs within 1 to 4 weeks post-surgery,
although the range can vary from as early as 2 days to as
late as 10 weeks [3]. This pain is often disproportionate
to physical findings and may be accompanied by referred
pain radiating to the buttocks, thighs, legs, groin,
perineum, or abdomen. Fever is less frequently observed,
occurring in approximately 50% of cases [4]. In most
instances, the surgical incision site appears normal, with
fewer than 10% of patients exhibiting signs of incisional
infection, such as erythema, dehiscence, or purulent
discharge [3]. Discitis is a severe complication that can

2025 Feb 11(2): 244-249.

Citation: Md. Sariful Hasan, Md. Mahmudul Hasan, Mohammad Humayun Rashid, T. A. Manzer, Md. Shohidullah,
Jannatul Mawa Sweety. Evaluation of the Management of Postoperative Discitis by Surgical Intervention. SAS J Surg, 244



mailto:sarifulhasan48@gmail.com

Md. Sariful Hasan et al, SAS J Surg, Feb, 2025; 11(2): 244-249

lead to significant morbidity and a mortality rate of
0.06%, often due to associated conditions like
septicemia, myocardial infarction, pneumonia, or
embolism [5]. Several factors have been implicated in
the pathogenesis of discitis. Patient-related factors
include advanced age, trauma, diabetes, malnutrition,
immunosuppression, malignancy, obesity, smoking, and
prolonged hospital stays [6]. A wide variety of
microorganisms have been linked to post-surgical
discitis, with Staphylococcus aureus being the most
common causative agent, followed by other
Staphylococcus species and anaerobic organisms. Less
frequently, pathogens such as Streptococcus viridans,
Escherichia coli, Pseudomonas aeruginosa,
Mycobacterium tuberculosis, fungi, and others are
identified. Potential sources of microbial infection
include direct bacterial inoculation during surgery,
contamination of the incision site in the immediate
postoperative period, or hematogenous spread of the
pathogen [7]. Prophylactic antibiotics have been firmly
established as an effective measure to reduce the risk of
surgical site infections [7]. The infection rate varies
depending on the type and site of surgery. For PLID
discectomy in the lumbosacral region, the incidence of
post-surgical discitis ranges from 0.5% to 5% [9].
Surgical site infections following decompression
laminectomy, discectomy, and fusion are reported at
approximately 3% or lower; however, this rate increases
to up to 12% with the inclusion of instrumentation.
Another study noted infection rates for discectomy
between 0.5% and 5% [10]. Fusion procedures without
instrumentation are associated with infection rates of
0.4% to 4.3%, whereas the use of internal fixation
significantly raises the risk of discitis, with rates ranging
from 6.6% to 8.7% [11]. Diagnosing discitis promptly is
often challenging and cannot rely solely on history,
physical examination, laboratory tests, or imaging
studies. Laboratory markers such as ESR, C-reactive
protein, and blood culture, along with imaging
techniques like plain radiographs, MRI, CT, and
radionuclide scans, play a crucial role in diagnosis.
Among these, C-reactive protein and ESR are the most
sensitive markers for detecting infections and monitoring
treatment response [12]. MRI is considered the imaging
modality of choice for diagnosing spinal infections,
including discitis. Most cases can be effectively managed
with targeted antibiotic therapy based on culture results
and spinal immobilization, resulting in favorable long-
term outcomes. However, patients who fail to respond to
conservative treatment may require surgical debridement
followed by antibiotic therapy for optimal recovery. The
widespread implementation of pre-operative
prophylactic antibiotics has significantly decreased the
incidence of postoperative infections, including discitis,
following spinal surgery [13]. Studies reveal that patients
who received prophylactic antibiotics had a lower risk of
developing post-operative discitis compared to those
who did not receive antibiotics. For established post-
operative discitis, there is no universally standardized
treatment protocol, and management strategies often

differ among surgeons and across regions. However,
most experts recommend immobilization with an
orthosis, combined with a six-week course of
intravenous targeted antibiotics, followed by an
additional six weeks of oral antibiotics [14].

METHODOLOGY

This prospective observational study was
conducted at the Department of Orthopaedic Surgery,
East West Medical College & Hospital, Dhaka,
Bangladesh from July 2022 to July 2024. A total of 47
patients, irrespective of age or gender, diagnosed with
post-operative discitis and treated at the specified
hospital, were included in the study. A purposive
sampling technique was used for sample selection.
Postoperative discitis was diagnosed based on specific
clinical signs, laboratory results, and radiographic
findings, with all patients receiving initial intravenous
antibiotics. Written consent was obtained from all
participants before data collection. According to the
inclusion criteria of this study, patients of both genders,
regardless of age, who underwent single-level lumbar
discectomy and developed postoperative discitis were
included. Conversely, patients who had redo surgery for
disc herniation or underwent multi-level discectomy
were excluded as per the exclusion criteria. Functional
outcomes were assessed using the modified criteria of
Kirkaldy-Willis  [14]. Demographic and clinical
information of the participants were recorded, and the
data were analyzed using MS Office.

RESULT

In this study, the largest proportion of patients
(40.4%) were in the 31-40 year’s age group.
Additionally, 29.8%, 19.1%, and 10.6% of patients were
from the 18-30, 41-50, and >51 year’s age groups,
respectively. As per the gender distribution, nearly two-
thirds of the patients (66%) were male. In this study, it
was found that all patients (100%) experienced persistent
pain and neurological deficits (PPND), followed by pain
associated with movement (RPM) in 91.5%, fever with
chills in 89.4%, tenderness over the spine in 85.1%,
paravertebral muscle spasm (PMS) in 83.0%, difficulty
in walking in 80.9%, superficial surgical site infection
(SSSI) in 57.4%, impairment of leg sensation (ISL) in
10.6%, and impairment of bladder and bowel function
(IBB) in 10.6%. In analyzing the patient-related risk
factors, it was observed that nearly half of the patients
(44.7%) had a smoking habit, followed by diabetes
mellitus (23.4%), obesity (19.1%), malnutrition (8.5%),
and immunosuppressive conditions (4.3%). In this study,
the  distribution  of  perioperative  procedural
complications revealed that more than half of the patients
(62.7%) experienced unipolar diathermy burns, followed
by curettage of the end plate (27.7%). Additionally, local
antibiotics were used in 48.9% of cases, local steroids in
31.9%, and cottonoid in 38.3%. The positive cultured
organisms in the study were primarily Escherichia coli
(23.4%), followed by Methicillin-resistant
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staphylococcus aureus (MRSA) (19.1%) and Methicillin
susceptible staphylococcus aureus (MSSA) (17%). Other
organisms identified included Pseudomonas aeruginosa

categorized as follows: Excellent in 34.0% of cases,
Good in 42.6%, Fair in 19.1%, and Poor in 4.3%.

(14.9%), Staphylococcus epidermidis (8.5%), and Table 1: Age of the patients (N=47)
Mycobacterium tuberculosis (6.4%). Less frequent were Age (Years) | n | %
Klebsiella (4.3%), Candida albicans, Aspergillus, and 18-30 Yrs. | 14 | 29.8%
Enterococcus faecium (2.1% each). According to the 31-40 Yrs. 19 | 40.4%
modified criteria of Kirkaldy-Willis, the outcomes were 41-50 Yrs. 9 119.1%
>51 Yrs. 5 |10.6%
Gender distribution of the participants
BMale
Female
Figure I: pie chart showed gender wise patients distribution (N=47)
Table 2: Clinical presentation of patients (N=47)
Findings n | %
PPND 47 | 100%
RPM 43 | 91.5%
Fever with chills 42 | 89.4%
Tenderness over spine | 40 | 85.1%
PMS 39 | 83.0%
Difficulty in walking | 38 | 80.9%
SSSI 27 | 57.4%
ISL 5 | 10.6%
IBB 5 | 10.6%
Distribution of the study patients by clinical presentation
mB [0 106
ISL 10.6
sss1 [ l 57.4
Difficulty in walking L J 80.9
PMS LU ] 83
Tenderness over spine L I 85.1
Fever with chills X D 894
rPM L 0915
PPND L[ U 100

0 20

60

100

Figure 11: Bar chart showed clinical presentation wise patients (N=47)
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Risk factors of the participants
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drugs

Figure 111: Column chart showed patient-related risk factors (N=47)

Table 3: Per-operative procedural complications (N=47)
Complications n | %

Unipolar diathermy burns | 29 | 61.7%
Curettage of the end plate | 13 | 27.7%
Use of local antibiotics 23 | 48.9%
Use of local steroid 15 | 31.9%
Use of cottonoid 18 | 38.3%

Table 4: Positive cultured organisms (N=47

Organisms n | %
MSSA 8 |17.0%
MRSA 9 119.1%
Staphylococcus epidermidis | 4 | 8.5%
Escherichia coli 11 | 23.4%
Enterococcus faecium 1 121%
Pseudomonas Aeruginosa 7 114.9%
Aspergillus 1 121%
Candida Albicans 1 121%
Klebsiella 2 | 4.3%
Mycobacterium tuberculosis | 3 | 6.4%

Table 5: Outcomes as per the modified criteria of Kirkaldy-Willis (N=47)
Outcome | n | %
Excellent | 16 | 34.0%
Good 20 | 42.6%
Fair 9 [19.1%
Poor 2 | 43%
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Figure 1V: Ring chart showed outcomes as per the modified criteria of Kirkaldy-Willis (N=47)

DiscussION

In this study, the highest proportion of patients
(40.4%) were in the 31-40 years’ age group.
Additionally, 29.8%, 19.1%, and 10.6% of patients
belonged to the 18-30, 41-50, and >51 years’ age groups,
respectively. A nearly similar age range was observed in
another study [15]. Upon analyzing the gender
distribution, it was found that nearly two-thirds of the
patients (66%) were male. Similar results were observed
in another study [16]. In this study, all patients (100%)
experienced persistent pain and neurological deficits
(PPND), with 91.5% reporting pain associated with
movement (RPM), 89.4% experiencing fever with chills,
85.1% reporting tenderness over the spine, 83.0% with
paravertebral muscle spasm (PMS), and 80.9%
experiencing difficulty in walking. Such a trend was
supported by another previous study [15]. In our study,
analyzing the patient-related risk factors, it was observed
that nearly half of the patients had a smoking habit,
followed by diabetes mellitus, obesity, malnutrition, and
immunosuppressive conditions. These findings were
aligned with the findings of a previous study [6]. In this
study, the distribution of perioperative procedural
complications showed that more than half of the patients
experienced unipolar diathermy burns, followed by
curettage of the end plate. Local antibiotics were
administered in nearly half of cases. In the study
conducted by [15] comparative management was
observed. In our study, the most commonly cultured
organisms were Escherichia coli (23.4%), followed by
Methicillin-resistant Staphylococcus aureus (MRSA)
(19.1%) and Methicillin-susceptible Staphylococcus
aureus (MSSA) (17%). Other identified organisms
included Pseudomonas aeruginosa (14.9%),
Staphylococcus epidermidis (8.5%), and Mycobacterium
tuberculosis (6.4%). Less frequently, Klebsiella (4.3%),
Candida albicans, Aspergillus, and Enterococcus

faecium (2.1% each) were found. Comparative findings
were observed in another study [17]. In this study, based
on the madified criteria of Kirkaldy-Willis, the outcomes
were categorized as follows: 34.0% of cases were
classified as Excellent, 42.6% as Good, 19.1% as Fair,
and 4.3% as Poor. Such results were supported by the
findings of another study [18]. The choice of surgical
approach is influenced by factors such as the severity of
the infection, the presence of comorbidities, and the
anatomical location of the affected disc. Studies have
shown that early surgical intervention can lead to faster
resolution of symptoms and reduced long-term
complications [19]. In some cases, combining surgical
intervention with targeted antibiotic therapy has been
shown to yield superior results, particularly in reducing
recurrence rates [20]. However, surgical management is
not without risks, including the potential for reinfection,
hardware failure, and adjacent segment degeneration
[21]. In developing countries like Bangladesh, the
management of postoperative discitis is further
complicated by challenges such as delayed diagnosis,
limited access to advanced imaging facilities, and
variability in surgical expertise. These factors often lead
to suboptimal outcomes, underscoring the need for
region-specific data and tailored treatment protocols
[22]. Furthermore, the lack of standardized guidelines for
managing postoperative discitis exacerbates the
variability in clinical outcomes [23].

CONCLUSION & RECOMMENDATION

Unipolar diathermy burns are a common
challenge encountered in the management of
postoperative discitis following surgical intervention.
The most prevalent causative organisms for
postoperative discitis include Escherichia coli (23.4%),
Methicillin-resistant Staphylococcus aureus (19.1%),
and Methicillin-susceptible Staphylococcus aureus.
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Early diagnosis and prompt intervention are crucial for
the effective management of postoperative discitis,
preventing complications, and ensuring optimal recovery
outcomes. Timely antimicrobial therapy and surgical
measures, when necessary, are essential for controlling
infection and mitigating the impact of this condition on
patient health.
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