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Abstract
Background: Suppurative spondylitis is 4% of all osteomyelitis, including discitis, epidural abscess, and vertebral
osteomyelitis. It is generally seen in young adults and elderly persons and specifically persons with weak immune
systems. Suppurative Spondylitis patients, after experiencing a failure in the medicinal therapy, choose to undergo
surgery. Few patients have deplorable conditions for surgery.
Objective: The objective of this study is to find out the effectiveness of the surgery procedure in the patient’s
body.
Methods: The most recently published research was collected, and the surgery information and their aftermaths
of Percutaneous Endoscopic Discectomy (PED) was summarized. Data was taken from the previously published
journal and analyzed and plotted using Excel software.
Results and Discussions: Recently, several studies have reported the positive outcomes of endoscopy treatments
in the suppurative spondylitis, which allows for the drainage of the epidural abscess without opening the infected
area, and this is applicable irrespective of the patient's condition. In article, the findings, and the different kinds of
suppurative spondylitis were reviewed using the previously published data and the applicability of the
percutaneous spondylitis in the patient’s body and their side effects were examined (paralysis, weakness and
epidural abscess formation).
Conclusion: After summarising all the effects, we can conclude that endoscopy must be an alternative to surgery
for suppurative spondylitis. [Ethiop. J. Health Dev. 2021; 35(3): 244-248]
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Introduction

Suppurative spondylitis, is generally found in young
adults, and is also reported in older people with weak
immune systems [1]. Suppurative spondylitis is 4% of
all osteomyelitis, including discitis, epidural abscess,
and vertebral osteomyelitis. Early diagnosis of
suppurative myelitis is difficult because pathogenesis is
masked and unusual and has no specific symptoms [2].
If it is misdiagnosed in the early stages, it can cause
death. So, diagnosis at the early stage and the necessary
treatment plan for the disease is necessary. To date, its
only therapy for suppurative spondylitis is open
surgery and conservative treatment (Physical therapy
and pain management). Treatment is very safe and
effective, as this treatment is without involving the
spinal cord. In some Staphylococcus aureus infected
patients, backache and lumbago have been found due
to late diagnosis. According to some researchers, due
to blood supply disorder and hard bone, bactericidal
drugs cannot reach the infected area properly [3]. So,
the treatment becomes lengthy and drug-resistant
mutation happens very quickly. If the disease
continues, pseudo-articular formation occurs, and
approximately 50% of lumber instability happens [4].
Later, if the disease persists for more than four weeks,
then adjacent segmental destruction occurs, which
results in the change in sequence of the spine. Surgical

treatment is very effective for removing the lesion,
spinal deformity cure, sepsis prevention and pain
removal. However, open surgery has some
disadvantages like postoperative complications, slow
recovery, excessive bleeding, and comorbidity for
elderly patients.  Percutaneous transformational
endoscopy application in the medical field has
advanced. The advantages and disadvantages of
endoscopy are yet to be explored.

Materials and methods

The most published research study was gathered, and
the operation details and PED aftereffects were
summarized. Data were extracted from a previously
published article then evaluated and displayed in Excel.

Results

Diagnosis of spondylitis

According to Sapico and Montegomarie, Spondylitis
symptoms have lasted for more than three months
before diagnosis in 50% of cases [5]. The pain was
observed in the >90% cases, and only fever was
present in the >50% patients, but fever spikes were
observed in rare cases. Pain is radiated from central
locations, i.e. from the spine to leg, hip, scrotum, etc
[6]. In 45-95% of cases, radicular symptoms
(numbness, tingling, and muscle weakness) are present
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[7]. Along with the pain, spasm, paravertebral muscle
tenderness and limited spine movement are significant
symptoms of spondylodiscitis. About 10-15% of
patients show neurologic symptoms like meningitis and
nerve root compression [8]. Symptoms like pain
radiation from the spine to radicular signs along with
paralysis and weakness were found in cases with
epidural abscess formation [9]. According to Eismont
et al., due to anterior cord compression, motor and
long-tract symptoms are more prominent than sensory
involvement [10]. Infectious spondylitis has several
non-specific symptoms like fever, back pain with
sciatica or without sciatica, and malaise. Spondylitis
should be identified by several disease symptoms, such
as Erythrocyte sedimentation rate C-reactive protein
values, MRI (Magnetic Resonance Imaging) findings,
and histopathologic tests. The primary radiographic
proof of infectious spondylitis is generally malformed
intervertebral disc space with minor attrition of
vertebral endplate. In severe case shortening of the
vertebral body occurs due to osteolysis. In that case, a
positive organism culture plate is required for diagnosis
and treatment [11].

Percutaneous endoscopic discectomy (PED)

In the year 1980, a Percutaneous endoscopic
discectomy (PED) was first applied for herniated disc
treatment [12]. Nowadays, various endoscopic
procedures have evolved for the herniation of the
lumbar disc. The clinical result of endoscopic
discectomy is equivalent to open surgery [13]. The
minor intrusion and ease of the technique is directed to
the application of PED techniques for the treatment of
infectious spondylodiscitis. With the help of this
technique, endoscopic observation and microbiological
sample collection from the contaminated region are
possible. Infected and necrotic tissue removal from the
infected area, such as epidural space and disc, is
possible under direct endoscopic observation.

Additionally, Hemovac drainage can regularly
eliminate the abscess and pathogens in the infected part
[14]. Efficient and antimicrobial treatment can cure
patients. Negligible percutaneous therapy is used in the
suppurative spondylitis in patients in cases of increased
abscess formation in the vertebrae.

PED procedures
PED is done through posterolateral percutaneous
methods under local anaesthesia with the help of the

Yeung Endoscopic Spinal System. The patient is
placed on the radiolucent frame, which is needed for
intraoperative fluoroscopy. The target site entry point
is determined under fluoroscopy. The patient is
covered with a sterile barrier. After that, local
anaesthesia is provided, and a spinal needle is directly
placed into the targeted site, and an abscess is taken for
microorganism culture [15]. A guidewire is placed into
the disc space via a spinal needle, and after that the
spinal needle is removed. Approximately a 1-
centimetre stab wound incision is created and a
cannulated sleeve is directed over the guidewire and
placed serially in the disc place. To confirm the correct
position of the dilator tip, a Fluoroscopic test is made
in two orthogonal planes. Then the tissue dilator is
removed, and a cutting tool is introduced to take a
biopsy specimen. Later discectomy forceps are also
introduced via the cannulated disc to take the excess
tissue from the infected disc [16]. The tissue mainly
consists of necrotic disc material and adjacent vertebral
endplate fragments. The sample underwent fungal
culture, histopathologic tests, anaerobic and aerobic
cultures, polymerase chain reaction, etc. Normal saline
is used after debridement, biopsy and intradiscal
lesions is examined using endoscopy. After that, a
negative pressure pump-connected drainage tube is
introduced into the disc space. Tubes are left for three
days or until the drainage reduces to 10ml/ day or
stops. However, the patient can walk with the help of a
Taylor’s brace.

The clinical result of Endoscopic focal cleaning
According to a study among six patients who had
spinal pain detected, five patients were completely free
from pain after a week. The remaining one patient had
persistent back pain. This patient died one month after
surgery. There were no complications due to PED
which were observed. PED also helps in the
identification of the causative organisms among the
patients. The figure 1 expresses the histopathological
features of different types of Spondylitis. In
predominat neutrophil infiltration shows more than
80% of Phyogenic spondylitis and predominat
lymphocyte infiltration showed above 70% of Brucella
spondylitis and tuberculous spondylitis. Figure 2
express the MRI findings of a different kind of
Spondylitis. In MRI, Lumbar vertebrae shows above
70% of Brucella spondylitis and tuberculous
spondylitis. Figure 3: express the comparison of local
lesions of different types of spondylitis.
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Figure 1: Histopathological features of different types of Spondylitis [17]
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Figure 3: comparison of local lesions of different types of spondylitis [17]

Discussion

For Infectious spondylitis treatment, conservative
endoscopy method is satisfactory for early detection
patients. Surgery is needed for significant epidural
cases, substantial neurological disorder and vast
vertebral body destruction, spinal instability, or
antibiotic treatment failure [18]. For spinal infection
and bone destruction, better results were reported by
autograft fusion and anterior debridement [19-21].
Spinal reconstruction surgery for spinal infection
treatment shows a better result, while in the case of the
immunocompromised patients, cardiac arrest case

patients show significant complications [22]. There are
some reports about postoperative mortality which were
also found. Patients with significant comorbidity and
high consequences were reported following major
spinal surgery, thus these treatments are not promising
for the treatment of spinal infection. PED shows some
promising treatments for bone destruction or high
abscess formation patients. PED is more precise in
detecting the causative organism and minor operative
change in the infected vertebrae [17-29]. Many
techniques have been used for infectious spondylitis
treatment. Among all the other techniques, Computed
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tomography-guided catheter drainage is accepted as an
effective and safe method in the early stage of
spondylitis treatment [30]. According to Haaker et al.,
percutaneous lumbar discectomy is an advantageous
method for lumbar discitis [28, 29].

For pyogenic spondylitis patients, percutaneous
suction, aspiration, drainage, and local antibiotic
administration are also very effective treatments. This
treatment is also used for iliopsoas abscess-containing
pyogenic  spondylitis patients [30]. Howeuver,
continuous irrigation limits postoperative ambulation.
PED or Percutaneous endoscopic discectomy was first
applied in 1980 for treating herniated discs. Nowadays,
this technique has been applied to treating suppurative
spondylitis or infectious spondylitis for its simplicity
and minimum invasiveness. In the endoscopic
treatment, direct observation and microbe collection
from the infected area is possible. Under endoscopic
monitoring, necrotic tissue eradication can be
accomplished.

Furthermore, Hemovac drainage can draw the abscess
and pathogens from the infected area after the
operation. In a study, patients with spondylodiscitis
with huge paraspinal abscess or epidural abscess were
successfully treated with a Percutaneous endoscopic
discectomy as the paraspinal and epidural abscess is
initiated from the anterior spinal column and well
connect with the infected area that will be successfully
drained out by infected disc level treatment. The minor
invasive method causes significantly less morbidity
than the available treatment method and relieves the
patients from reducing back pain effectively by
reducing intradiscal pressure and maintaining stability.
These patients early ambulate with brace protection
after PED treatment. After PED, progressive
indications have been reported from suppurative
spondylitis and discitis patients. After a study by Fu et
al., with the five different patients after PED treatment
postoperative MRI study report, they recommend PED
as an effective alternative for open surgery to treat
infectious disease, especially with multiple comorbid
patients. Open surgery treatment is not always needed
in spondylitis therapy and the clinical progression can
be re-assessed after the PED treatment.

Conclusion

PED is usually successful for suppurative spondylitis
and epidural abscess. As a result, we believe that PED
should be available to patients with suppurative
spondylitis and those who are unable to receive
anaesthesia owing to medical issues.
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