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Spondilodiscitis Due to Ankylosing Spondylitis in a Female Patient
with Chronic Relapsing Brucellosis: A Case Report
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ABSTRACT

Ankylosing Spondylitis (AS) and brucellosis are two distinct diseases which may be involved both sacroiliac joints and intervertebral discs. Spinal
involvement in both diseases may be similar sometimes, and differential diagnosis may be difficult. We reported here a female patient with
concomitant AS and brucellosis who was misdiagnosed as spondylodiscitis and sacroiliitis due to brucellosis, because of similar spinal involvement.
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OZET
Kronik Tekrarlayan Bruselloz’lu Kadin Hastada Ankilozan Spondilite Bagh Spondilodiskit: Vaka Sunumu

Ankilozan spondilit (AS) ve bruselloz hem sakroiliak eklemleri hem de intervertebral diskleri etkileyebilen 2 ayr1 hastaliktir. Her iki hastaligrun spinal
tutulumu bazen benzer ve ayirici tamisi zor olabilir. Biz burada benzer spinal tutulum nedeniyle yanlislikla bruselloza bagh spondilit ve sakroileit
tanis1 konmus AS’le birliktelik gosteren bir kadin bruselloz hastasi sunduk.

Anahtar Sozciikler: Ankilozan spondilit, bruselloz, spondilodiskit

Brucellosis is a common and serious infectious disease in
many parts of the world. The most common form of chronic
and relapsing brucellosis is caused by brucella melitensis, and
this species causes most of cases of brucella arthritis. The
clinical manifestations and the severity of disease vary
according to the responsible agent and the host.
Musculoskeletal involvement tends to occur in young patients
with brucellosis. Patterns of joint involvement suggest a
spondyloarthropathy with axial fibrocartilaginous joints and
lower extremity diarthrodial joints predominanting. Spondylitis
was not common in the lumbosacral region, generally affecting
older patients with chronic infection (1-5). Partly resembling
the manifestations of AS, spondylitis and sacroiliitis with or
without peripheral arthritis may be seen in brucellosis (1).

Ankylosing spondylitis (AS) is a prototype of the
seronegative spondyloarthropathies and characterized by
inflammation of the axial skeleton with sacroiliac joint
involvement as its hallmark with or without peripheral joint
involvement and extraarticular features (6). Spondylodiscitis
may develop at any time during the course of AS and may be
asypmtomatic. We report here the case of a female patient
with concomitant AS and brucellosis who was misdiagnosed
as spondylitis and sacroiliitis due to brucellosis, because of
similar spinal involvement.

CASE REPORT

A 30 years old female patient was admitted to our outpatient
clinic because of her buttock and low back pain lasting for 5

years. In 1997 she was diagnosed and treated as Brucellosis.
She had relapses in 1997, 1999 and in 2000. At that times she
complained increasing pain in her low back and buttocks
which became worse by movement and relieved by rest. In
1999, she had undergone magnetic resonance imaging (MRI)
examination which showed sacroiliitis bilaterally and
spondylitis, and she was thought to have sacroiliitis and
spondylitis due to brucellosis (Figure 1).

Our physical examination revealed limitation of lumbar
spinal movement, spasm of lumbar paravertebral muscles,
decrease in lumbar lordosis. Extreme tenderness was on the
spinous process of L,-L; vertebra with palpation. Sacroiliac
compression tests, Gaenslen’s, Mennel’s and Patrick’s tests
were positive bilaterally. Lumbar Schober test was
diminished to 1.5 cm, wall to tragus distance was 10 cm and
chest expansion was 1.5 cm. There was no swelling or
tenderness of peripheral joints. There were no objective
neurological signs. The patient was hospitalized.

Her white blood cell count was 7.2x10° pL, with 56%
neutrophils and 24% lymphocytes; hemoglobin was 11.7g/dl,
hematocrit %, erythrocyte sedimentation rate (ESR) was 31
mm/h. C reactive protein (CRP) level of 9.45 mg/l (normal:
0-6 mg/dl) and rheumatoid factor was negative. Blood urea,
creatinine levels and liver function tests were normal.

Blood cultures were negative, a rose Bengal test was
1/160, Wright’s seroagglutination test was 1/160, Coombs
test for brucella was 1/160.
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Plain anteroposterior radiographs of lumbar spine
showed spinal syndesmophytes and grade 3 sacroiliitis
bilaterally (Figure 2). In 2002 MRI of lumbar spine showed
L,-L3 spondylodiscitis and L5-S1 posterocentral disc
protrusion (Figure 3). Computerized tomography of sacroiliac
joints demonstrated minimal narrowing and destruction
bilaterally (Figure 4). HLA typing showed that HLA B-27
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was positive. Abdominal ultrasonogram was normal.

In the light of these clinical findings, we decided that
the patient had a delayed diagnosis of AS and thus we started
2000 mg/day sulfasalazin and 15 mg/day meloxicam
treatment. After 3 months her back pain reduced. Her ESR
was 26 mm/h and her CRP level was 2.3 mg/dl.

Figure 1. Sagittal and axial magnetic resonance images of the
lumbar spine showing L3-L4 intervertebral spondilodiscitis in 1999.

Figure 2. Anterior-posterior radiograph of the lumbar spine showing
bilateral symmetric sacroiliiitis.

Figure 3. Sagittal and axial magnetic resonance images of the lumbar spine showing L3-L4 intervertebral spondilodiscitis in 2002.
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Figure 4. Computerized Tomography images of the sacroiliac joints
showing bilateral symmetric sacroiliitis.

DISCUSSION

Brucellosis often affects the musculoskeletal system and is
included in the differential diagnosis of variety of clinical
pictures (7, 8). Osteoarticular complications of brucellosis
occur in 10%-85% patients (9-12). The spine is the most
common affected site and back pain is the most common
clinical manifestation of brucellosis (11, 13-15). Colmenero
et al. found that; spondylitis occured in 58%, sacroiliitis in
45% of their patients who had osteoarticular complications of
brucellosis (16).

Sacroiliitis of brucellosis usually occurs unilaterally in
young patients, and is asymmetric in cases with bilateral
involvement. (1, 7, 12, 17). In brucellosis, there is no radiologic
progression changes and ankylosis in sacroiliac joint and it is
resolved the problem without residual damage (1, 7, 8). Tagova
et al. reported that sacroiliitis has been determined as the most
frequently osteoarticular complication of brucellosis in Turkey.
They found that concomitant sacroiliitis and spondylitis were
only in 6 of 238 patients (7). Sacroiliitis is significantly
associated with lumbar or sacral spondylitis in the elderly
patients (4).

Brucellar spondylitis may be difficult to diagnose and
can be concomitant with connective tissue diseases and
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spondylarthropathies and changes in plain radiographs can be
difficult to differentiate from degenerative diseases (8-10).
The incidence of spondylitis reported in the literature ranges
from 10% to 50%. It is seen especially in elderly men over 50
years of age (7, 14, 18, 19).

If both sacroiliitis and spondylitis are seen in young
patients, the noninfectious causes of sacroiliitis and
spondylitis should be considered. Most patients with
brucellar spondylitis and sacroiliitis respond to antibiotic
treatment (10, 14). Sacroiliitis and spondilitis are not related
to the presence of HLA-B27 antigen (4) but HLA B27 was
positive in our case. Additionally our patient has bilateral
simetric sacroiliitis and spondilitis which did not respond to
antibiotic treatment.

Destructive lesions of spondylodiscitis involving an
intervertebral disc space and adjoining vertebral bodies are
seen in AS. Radiological estimates of the prevalence of
spondylodiscitis are reported in a range of 1-28%. Destructive
change at the discovertebral junction may be predominately
peripheral, central or both. Spondylodiscitis in AS is often
asymptomatic (20, 21). But if an AS patient presents pain
increasing after movements and improving at rest,
spondilodiscitis should be considered (21). The low back pain
in brucellosis does not reduce with rest and exercise (8). As
in our case, the altering character of the inflammatory low
back pain in the presence of spondilodiscitis in the patients
with spondylitis leads to difficulties in differential diagnosis.

MRI plays an important role in the diagnosis,
assesment, and management of patients with spondylitis (10).
MRI is noninvasive, involves no radiation exposure and
provides excellent multiplanar views of osseous and soft
tissues (2, 22). In the spine, MRI findings of AS includes
sacroiliitis, spondylodiscitis, pseudoarthrosis, fractures,
atlantoaxial subluxation, ossification of ligaments and cauda
equina syndrome. The spectrum of infections of the spinal
column includes vertebral osteomyelitis, discitis and
paravertebral and epidural phlegmon or abscess (2).

After successfull treatment of infectious spondylitis, the
MRI findings slowly change to normal (2). But in our case,
the spine involvement had the characteristics of
spondylarthropathy, the radiologic progress was continued in
spite of the treatment, bilateral and symmetric sacroiliitis was
present and HLA-B27 was positive. In the light of these
clinical findings, the lesion at L,-L; vertebrae was accepted
as ‘spondilodiscitis’ associated with AS.

In conclusion, in endemic regions, coexistance with AS
and brucellosis should always be in mind of the physicians
and diagnosis of brucellosis alone should not be regarded as
satisfying all the time especially in cases resistant to trea.
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