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Figure 2: Microbiological aetiology in native and implant-associated infections
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Objectives: i
- Describe the cohort of spinal infections, including native and implant-associated
. . _ . . . . . . . . TISSUE CULTURES - NATIVE TISSUE CULTURES - IMPLANT-ASSOCIATED
- Describe the microbiological aetiology of infections including proportion of culture-confirmed
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versus culture-negative cases gsjf/mwpp <A
- Describe antimicrobial therapy, including choice, duration and oral switch Sl i e
- Describe clinical outcomes of native and implant-associated spinal infection cases, including e : itdbmt/pppp
how antimicrobial treatment choices and surgical management affect patient outcomes - ;;btmpp ii‘ztm:ppp
Methods: Results:
Eligible patients were identified from spinal infection MDT lists. * 213 patients were included in the analysis (table 1); 159 native infections,

INCLUSION CRITERIA: and 54 implant-associated infections (33 defined as early onset <6 weeks,

and 21 late onset >6 weeks).
- All adult patients (over 18-years) with spinal infection managed at LTHT

during study period (January 2022-December 2025)
EXCLUSION CRITERIA:

* Native infections were more likely to present systemically unwell compared
to implant-associated, with SIRS criteria present in 49.7% compared to
25.9% in implants (p=0.002), and 11.9% of native infections presented with

- Children under 18-years of age a QSOFA score of 22 compared to 1.9% in implant-associated (p=0.028).

- Infection caused by mycobacterial species, Brucella species and fungl * Empirical and targeted antimicrobial choice including choice of oral switch

Data was collected using electronic health records and laboratory systems and durations are outlined in table 2 and figure 1.

and recorded on an excel data collection form and stored on an NHS secure - Microbiological diagnosis was established in 84% of native cases and 87%

drive. Statistical analysis was performed using excel and GraphPad Prism. of implant-associated infections with causative organisms in figure 2.

Polymicrobial infection was more frequent in implant-associated compared
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Table 1: Patient demographics and characteristics at . to native infections, 25.9% versus 0.6% (p<0.001). Infection with AMR-
presentation. Values are median (IQR) unless otherwise Native Implants
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n (%) antibiotics in days . ] .
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Post-operative 4 (8%) 12 (27%) ] ) .
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(p=0.65). There was no significant difference in relapse in those receiving
Figure 1: Summary of empirical, targeted and oral switch antimicrobial prescribing practice
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Bars show percentage of each infection group; labels show patient counts. Combination regimens contribute to more than one agent. Twelve most frequently prescribed agents shown. Rifampicin and metronidazole in the 0 10 20 30 40 50 60
oral-switch series were administered orally. Teicoplanin and aztreonam were excluded from oral-switch counts because they have no oral formulation. . &
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Conclusion:

The management of spinal infections is complex and associated with significant treatment burden, morbidity and mortality. Native infections presented with
greater systemic inflammatory responses. Whereas implant-associated infections were more frequently polymicrobial. Our data supports that 6-week
courses of antimicrobials are sufficient for native infections and oral switch is not associated with poorer outcomes although further analysis is ongoing. Next

steps include quality improvement interventions focusing on antimicrobial stewardship and optimal tissue sampling, and further data analysis to gain a
greater understanding of risk of relapse and mortality in native and implant-associated infections.
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