INTRODUCTION

Axial back pain is a commonly encountered complaint for the pain interventionalist who
must identify and treat the primary source.

An estimated 619 million people worldwide experienced low back in in 2020, with
prevalence expected to increase to 843 million by 2050.1

Prevalence of low back pain increases with age and peak rate is at 85 years old.!

Spondylodiscitis is infection of the vertebrae and intervertebral discs which may have
catastrophic consequences if not treated appropriately including paralysis and death.

Spondylodiscitis accounts for less than one percent of lower back pain complaints and
often has insidious onset which may result in delayed diagnosis and complications.?

Risk factors for developing spondylodiscitis include advanced age, diabetes,
immunosuppression, IV drug use, indwelling catheters/central lines, recent bacteremia or
spinal instrumentation, and hemodialysis.?

We present a rare case of lumbosacral spondylodiscitis from hematogenous seeding from
presumed gastrointestinal source, highlighting the importance of considering this
diagnosis on the differential of nonspecific back pain.

MATERIALS AND METHODS

 Written informed patient consent was provided prior to writing of the case report.

* Per the Institutional Review Board (IRB) of University of California, Irvine, case reports
typically involve retrospective medical record reviews of three or less patients and are not
considered human subjects research and do not require IRB approval.

CASE PRESENTATION

An 80-year-old male being treated with home IV antibiotics for questionable prosthetic mitral
and aortic valve endocarditis presented with low back pain and lower extremity weakness.
MRI of the lumbar spine revealed spondylodiscitis of L5-S1 with paraspinal and epidural
phlegmon. Although the patient remained afebrile without leukocytosis, there was persistent
elevation of inflammatory markers including ESR/CRP. Repeat MRI of the lumbar spine was
performed given significantly worsening pain and weakness which demonstrated progression
of the L5-S1 process despite appropriate coverage for lactobacillus paracasei isolated on
initial blood cultures (Fig 1).

Notably, transesophageal echocardiogram did not reveal valvular growth and the patient had
no recent dental work. The patient did have transient gastrointestinal bleeding as a potential
etiology for bacterial translocation, however colonoscopy and esophagogastroduodenoscopy
were unremarkable except for a small polyp found on colonoscopy. Image-guided biopsies of
the spine did not have microbial growth, prompting polymerase chain reaction sequencing of
the sample which also did not isolate a pathogen. The patient’s symptoms improved
throughout a prolonged admission with broad range antibiotics and he was subsequently
discharged home in stable condition. At the patient’s follow up appointment several weeks
thereafter, he reported persistent but improved back pain and was transitioned to chronic
suppression antibiotics.
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Figure 1. Lumbar spine MRl demonstrating L5-S1 spondylodiscitis with epidural and
paraspinal involvement. Each row is displayed as (left) T1-weighted, (middle) T1-weighted post-
gadolinium {contrast-enhanced), and (right) T2-weighted sequences.

Top row (sagittal view): Sagittal images through the lumbosacral spine show endplate and disc

signal abnormality centered at L5-S1, with T1 hypointensity, T2 hyperintensity, and post-contrast
enhancement at the affected level.

Middle row (axial view at the LS vertebral body): Axial images at the level of the LS vertebral body
demonstrate anterior and posterior paraspinal soft-tissue edema with enhancement, and
involvement of the anterior epidural space.

Bottom row (axial view at the L5-S1 intervertebral disc space): Axial images at the L5-51 disc

space confirms disc and adjacent paraspinal involvement, with anterior and posterior paraspinal
edema and enhancement extending into the anterior epidural space.

Spondylodiscitis: An Important Differential Diagnosis

ASRA

PAIN MEDICINE

——" N |
j3 =
25th Annual
Pain Medicine Meeting
November 5-7, 2026 | Tampa, Florida
~ #ASRAFALL26 ‘

H-7, 2026

DISCUSSION

Spondylodiscitis remains an underrecognized cause of nonspecific low back pain, owing
to its rarity and often insidious presentation without fever or leukocytosis, as seen in this
patient.?

As cultures are negative in approximately 42% of spondylodiscitis cases, contrast-
enhanced MRI is the diagnostic gold standard (sensitivity ~92%, specificity ~96%) for
early detection of spondylodiscitis.>:%:7

Lumbar spine involvement is the most prevalent location for spondylodiscitis accounting
for approximately 60% of cases, followed by thoracic spine at approximately 30% of
cases.”

Hematogenous spread is the primary pathway leading to spondylodiscitis and this
diagnosis should be more strongly considered in setting of bacteremia. Further,
gastrointestinal infections and bleeding are a potential source of hematogenous seeding of
bacteria. Other methods of spondylodiscitis include direct external inoculation and
spread from contiguous tissues.*

Pain can serve as a significant indicator of clinical response but also as a source of long-
term residual disability.>°

Chronic symptoms after appropriate treatment for spondylodiscitis may support the
hypothesis that persistent low-grade infection contributes to back pain.®

Most cases of spondylodiscitis can be managed conservatively. Indications for surgery
include failure of conservative management, mechanical instability, and compression of
neurological structures.

Limitations of this case report include the single-patient design, which restricts
generalizability, and the relatively short 3-month follow-up.

CONCLUSIONS
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