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almonella is a gram-negative bacillus that penetrates in human from con-
taminated food or water. Sallmonela spondylodiscitis is a rare condition
occur secondary to hematogenous spread after bacteremia episode. We
presented a successful treatment with Levofloxacin in a 26 years old immuno-
competent male with a septic form of sallmonelosis complicated with lumbar
spondylodiscitis without surgery. He was treated with intravenous Levofloxacin
for three weeks and was discharged from the hospital with oral Levofloxacin for
more than two months. Clinical and laboratory evaluation two months after oral
treatment resulted normal. KEY WORDS: SALLMONELA, SPONDYLODISCITIS.
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1. INTRODUCTION

Salmonella is a non-spore-forming
gram-negative bacillus of the family En-
terobacteraciae. In most cases humans
ingest the organism from contaminated
food or water and small bowel becomes
its habitat. Salmonella can be either qui-
escent in an asymptomatic carrier state
or manifest as gastroenteritis, typhoid fe-
ver, or bacteremia (1, 2). Typhoid fever is a
systemic infectious disease caused by the
dissemination of this organism arising
from the gastrointestinal tract and is com-
monly characterized by fever and abdom-
inal pain (3). Salmonella spondylodiscitis
is a rare condition that is more prevalent
in patients with sickle cell disease or im-
munosuppression; however, it can also be
found in immunocompetent patients, too.
Salmonella spondylodiscitis thought to oc-
cur secondary to hematogenous spread af-
ter an episode of bacteremia.
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2. CASEREPORT

A 26 year old male was admitted in
Service of Infectious Diseases with a di-
agnosis of febrile condition with lum-
bago and hepato-lienal syndrome. His
complaints were: temperature 39-40
degrees continua, strong lumbar pain,
unable to walk and move. Symptoms
were start five days ago with fever, lum-
bago and some diarrhea episodes. He

was treated in a regional hospital for 3
days, but the situation wasn’t improv-
ing. He worked as emigrant in Greece
from arrived two weeks ago healthy.
Objective examination showed pale
face, hepato-splenomegaly and unable
to move feet and lumbar region because
of terrible pain. A complete blood count
revealed hemoglobin of 13g/dL, white
blood cell count (WBC) of 13,600 cells/
mm3 (60% neutrophils and 40% lym-
phocytes) and platelet count of 250,000
cells/mm3, Erythrocyte Sedimentation
Rate (ERS) 45mm/h. C-Reactive Pro-
tein (CRP) was 12 mg/dL. Blood sugar
and other blood chemistry tests were
normal. Chest radiography was nor-
mal. Chest sonography examination
were normal. In two cultures of blood
were seen gram negative bacteria, Sal-
monella Group B. Urine culture were
negative. Results in first Widal test
were: TO1:160, TH 1: 320. Other sero-
logical tests: Wright, Wail-Felix, HIV,
ELISA Brucellosis IgM, IgG were neg-
ative. Gamma-interferon test and PPD

Year, country Sexspe  Underlying disesse’  Durstion  Infection Treatrsent Outcomse
(yoars) prodipoing condifion ofilless sl
Medication Surgery
1942, Migeria™ M, 16 Sickle ol anemis Jwocks  L4-5 Penicillin sl Mao Survived witiou newologcal sequeles
streploniyein for & wosks
1965, England™ E45 N consumpion 2months  L1-2 Chlosamphenicol for 2 monts Laminectomy  Swrvived without newological sequelse
of raw oyslers
1981, England™ E 12 MNa Smomths  T11-12  Chlorsmphenicol snd Mo Survived withou newologcal sequelss
amsosded llin for 2 monils
1999, Souh Afics™ F, 12 No Tdsys  L581 Amgicillin for 6 months Mo Survived witioul newological sequelse
1999, South Africa™ M, 13 Mo dweosks  L4-5 Ampicillin for 4 wesks Ma Survived without newologeal sequelss
2004, Mali" M, 50 HNe 2woeks  L2-3, Cellrismeand MNa Survived withoul newrologcal sequelse
moas  cigroflaxscin for 16 weeks
shuceds
004, Indis> E3% Mo Smonths  L4-5 Cefliriaxone for & weeks Laminectomy  Survived withoutnewological sequelss
2006, HmgKong®  F.25  No Swesks  L4-5 Ampicillin for 6 weeks Mo Survived without newological sequelse
2008, Jordan™ M, 56  Dishetes Smomhs T34,  Cefirisvone for 6 weeks Laminectomy  Survived with mild neurologicsl ssquelss
epidaral =nd
abiosis b denvent
2008, Theiland* M, 57 Dishetes, consumption | month  T11-12,  Ciproflovscin for 3 weeks, Laminectonyy, Survived with mild neurologicsl sequelae
afraw vegetables epidural  cprofloacin and discertony
ahiooss  cotimoxamole for 6 months  and

debridement

TABLE 1. Results of searching of literature about Spondylodiscitis (diagnosis and treatments)
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FiGuRE 1. MRI Sagital and Axial View L5-S1intervertebral disc presented
small hyper signals and irregular margins, associated with an oedema of the
L5 vertebral body and a slight epidural attenuation.

patients following sickle
cell crisis where intestinal
infarctions due to sickling
permits the passage of or-
dinary salmonella gut flora
organisms into the blood
stream, and then to bone
(6). Our case was without
any haemoglobinopathie
or immunosupression.Ac-
cording to (7) Salmonella
spondylodiscitis accounts
for less than 0.5% of all
bone infections, it causes
significant difficulties in
management and can be
associated with increased
morbidity and mortality.
The major clinical mani-
festations and laboratory
findings include fever, back
pain, leukocytosis and el-
evated ESR and CRP as in
our case.

Cases are thought to

were negative, too. Electrophoresis of
proteins and hemoglobin were normal.
MRI: In abdominal images were seen
hepatomegaly and splenomegaly. In ver-
tebral column the L5-S1 intervertebral
disc presented small hypersignals and
irregular margins, associated with an
oedema of the L5 vertebral body and a
slight epidural attenuation (Figure 1).
Widal test repeted after a week were:
TO 1:320, TH 1; 640. We started a com-
plex treatment with Levofloxacin, Flagyl,
Amikacine i/v and Dexametazon. Tem-
perature returned normal on the sixth
day and pain relief in fifteenth day. The
patient gradually improved after three
weeks of intravenous Levofloxacin (400
mg every 12 hours). Than the antimicro-
bial was changed to oral Levofoxacin 750
mg daily for two months more. Clinical
evaluation two months after oral treat-
ment resulted normal. WBC was 5900
cells/mm3, CRP was 0.8 mg/dL and ESR
was 25 mm/h.

3. DISCUSSION

Extraintestinal infections are the
rare complications of Salmonella bac-
teremia, accounting for 5-10% of all
patient (4, 5). Salmonella osteomyelitis
has traditionally been associated with

occur secondary to hema-
togenous spread after an
episode of bacteremia (1, 2, 4, 7) as in
our patient. Blood culture was positive
in 48% of cases (4).

According to (5) no patients in the
literature can recognize a history of
diarrhea prior to their present illness,
probably due to a long incubation pe-
riod of the disease and the ability of Sal-
monella Typhi to penetrate the intesti-
nal wall without causing the diarrheal
symptoms, but in (5) diarrhea was pres-
ent only in 16% of cases, as in our case
with a septic form of the disease. Most
patients in the literature had symp-
toms of illness of less than 3 months,
with the range from two days to three
months. The mortality of spondylitis
caused by Salmonella spp. or pyogenic
bacteria in other studies varied between
5% and 40% (4). In our case the patient
had high temperature tree days before
started pain in lumbar region. MRI ten
days after beginning complains, showed
irregular margin associated with an oe-
dema of the L5 vertebral body and hy-
persignals in L5-S1 intervertebral disc,
but without epidural abscess and sur-
gery intervention as in (8, 11). In os-
teomyelitis patients without sickle-cell
anemia the infection is attributed to
Salmonella in only 0.5% of the cases,

MED ARH 2011; 65(3): 252-253 = CASE REPORT

one forth of which involves the spinal
column (9). The most common infec-
tion sites of typhoid spondylitis were
the lumbar region (5) and our case was
one of them. Treatment applied with i/v
Levofloxacin for three weeks and more
than two months with oral Levofloxacin
resulted successful. Sallmonela is sen-
sible to Ciprofloxacin, Ceftriaxon, Le-
vofloxacin (2, 8, 10, 11, 12). Summary
of ten patients with Typhoid spondy-
litis from English literature showed in
Table 1 (3).

4. CONCLUSION

We presented a successful treat-
ment with Levofloxacin in a 26 years
old immunocompetent male with a sep-
tic form of sallmonelosis complicated
with lumbar spondylodiscitis without
surgery intervention.

REFERENCES

1. CobosJA., Calhoun JH, Mader JT. Salmonella
typhi osteomyelitis in a nonsickle cell patient:
A casereport. Clin. Orthop. 1993;288:277-281.

2. Gupta SK, Pandit A, White DG, Evans PD. Sal-
monella osteomyelitis of the thoracic spine: An
unusual presentation. Postgrad Med J. 2004;
80:110-111.

3. Suwanpimolkul G, Nilgate S, Suankratay C. Ty-
phoid Spondylodiscitis: the First Reported Case
in Southeast Asia and Review of the Literature.
] Med Assoc Thai. 2010; 93(1): 137-41.

4.  Santos EM, Sapico FL. Vertebral osteomyelitis
due to salmonellae: report of two cases and re-
view. Clin Infect Dis. 1998; 27: 287-95.

5. Cohen JI, Bartlett JA, Corey GR. Extra-intes-
tinal manifestations of salmonella infections.
Medicine (Baltimore). 1987; 66: 349-88.

6.  Amritanand R, Venkatesh K, Sundararaj GD,
Salmonella Spondylodiscitis in the Immuno-
competent: Our Experience with Eleven Pa-
tients” Spine. 2010; 35(23): E1317- E1321.

7. Ozturk C, Tezer M, Mirzanli C, Bilen FE, Aydo-
gan M. et al., An uncommon cause of paraple-
gia: Salmonella spondylodiskitis. ] Spinal Cord
Med. 2006; 29: 234-236.

8. Abdullah SH, Ata OA, El Adwan N. Thoracic
spinal epidural abscess caused by Salmo-
nella typhi. Neurol Med Chir (Tokyo). 2008;
48: 140-2.

9. Bekelis K, Gottfried O, Gokaslan ZL, Mar-
kopoulos P, Omeis I. A Case of Refractory Sal-
monella Spondylodiscitis in an Immunocom-
petent Patient Treated Via an Extracavitary
Approach, Corpectomy and Placement of Ex-
pandable Cage. American Journal of Infectious
Diseases. 2010; 6(2): 44.-49.

10. Nilgate S, Suankratay C. Typhoid Spondylodis-
citis: the First Reported Case in Southeast Asia
and Review of the Literature. ] Med Assoc Thai.
2010; 93(1): 137-41.

11. Ozturk C, Tezer M, Mirzanli C,Bilen FE, Aydo-
gan M, Hamzaoglu A. An Uncommon Cause of
Paraplegia: Salmonella Spondylodiskitis. J Spi-
nal Cord Med. 2006; 29(3): 234-236.

12. Viale P, Furlanut M, Scudeller L, Pavan F, Negri
C, Crapis M, ZampariniE, Zuiani C, Cristini F,
Pea F. Treatment of pyogenic (non-tuberculous)
spondylodiscitis with tailored high-dose levo-
floxacin plus rifampicin. International Journal
of Antimicrobial Agents, 2009; 33(4): 379-382.

253



