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Abstract Background Fungal spondylodiscitis is not common but should be suspected in some
cases. Candida tropicalis infections are being more frequently diagnosed due to some
factors related to the microorganism.
Case Description A C. tropicalis spondylodiscitis is described in a 72-year-old man who
was treated with a combination of echinocandin (micafungin) and surgery.
Conclusion The presence of some risk factors should promptly raise the suspicion of
fungal spondylodiscitis. Treatment should be instituted as early as possible for the best
outcome for the patient.

Palavras-chave

► espondilodiscite
► candida tropicalis
► espondilodiscite

fúngica

Resumo Introdução A espondilodiscite fúngica é uma doença incomum, porém deve ser
suspeitada em algumas situações. As infecções por Candida tropicalis são cada vez mais
diagnosticadas devido a alguns fatores relacionados ao agente.
Descrição do Caso É descrito o caso de um homem de 72 anos, com diagnóstico de
espondilodiscite causada por C. tropicalis, o qual foi tratado por cirurgia associada a
uma equinocandina (micanfungina).
Conclusão A presença de alguns fatores de risco deve levantar a suspeita do
diagnóstico de espondilodiscite fúngica. O tratamento deve ser instituído o mais
precocemente possível, de maneira a obter melhor prognóstico aos pacientes.
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Introduction

Spondylodiscitis is a severe infection of the spine, and
fungal etiology is uncommon. The most prevalent yeasts
are Aspergillus and Candida.1,2 Despite being usually diag-
nosed in immunocompromised people, fungal invasive
infections may develop due to the presence of some risk
factors in immunocompetent people. Candida tropicalis
is a pathogen increasingly found in invasive fungal
diseases.3,4

In the present article, we report the case of a 72-year-old
man who presented with severe C. tropicalis spondylodiscitis.
We review the literature related to the etiology, diagnosis, and
treatment of fungal spondylodiscitis.

Case Report

A 72-year-old man developed low back pain associated with
weakness in the lower limbs with progressive worsening.
During the investigation, he was diagnosed with thoraco-
lumbar spondylodiscitis. Two months before, the patient
suffered intestinal perforation and peritonitis at the time
he underwent cholecystectomy. He evolved after surgery
with a severe abdominal infection and long-term use of
antibiotics.

Once spondylodiscitis was diagnosed, he was initially
treated with antibiotics (meropenemþvancomycin) at an-
other hospital. Since the neurological deficits of the patient
did not improve and the magnetic resonance imaging (MRI)
exam showedworsening of the spinal infection 8weeks after
treatment, he was forwarded for neurosurgical evaluation.
(►Figs. 1 and 2)

On neurological examination, motor weakness (grade ⅗

strength on both lower limbs) and hypoesthesia below T10
dermatome were observed.

Since the previous antibiotic treatment failed and there
were signs of instability, it was decided to perform surgery to
collect tissue for microbiological analysis and spinal
arthrodesis.

The patient underwent T9-L4 laminectomy, T9-L4 ar-
throdesis, and epidural abscess drainage. Microbiological
culture showed C. tropicalis yeasts. Micafungin was started
because the fungus was sensitive in vitro. He was tested for
HIV, which was negative.

Unfortunately, the patient developed sepsis and acute
renal failure and died 4 weeks after surgery.

Discussion

Spinal infections are usually classified according to the
etiologic agent or to the site of the infection. The most related
microorganisms are bacteria, mycobacterium tuberculosis,
and fungi. Some articles have also reported parasites (Echi-
nococcosis) as pathogens causing spondylodiscitis. Pyogenic
infections are the most common, mainly by Staphylococcus
aureus, Escherichia coli, Proteus, Klebsiella, and Enterobacter
spp.5–7 Related to location on spine structures infections may
be classified as discitis, spondylitis, spondylodiscitis, facet
joint infection, and epidural abscess.5 Spontaneous spondy-
lodiscitis is usually located on the thoracic and lumbar spine
and is rare on the cervical spine, although the incidence of
epidural abscesses is higher in cervical cases. Complications
and mortality are not related to spine site infection.5,8

Fig. 1 Contrast-enhanced T1-weighted MRI before antibiotic treat-
ment shows vertebral body and intervertebral disk infection.

Fig. 2 Eight weeks after treatment, MRI shows T12 and L1 vertebral
body collapse and epidural abscess.
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The incidence of fungal spondylodiscitis has been pro-
gressively increasing due to an elevation of exposure to risk
factors.1 The main risk factors for fungal invasive infections
are immunosuppression, sepsis, broad-spectrum antibiotics,
total parenteral nutrition, fungal colonization, mechanical
ventilation, and diabetes.9–11 The most common agents for
fungal spinal infections are Aspergillus fumigatus, Aspergillus
flavus and Candida albicans. C. tropicalis, Candida glabrata,
Candida parapsilosis, Candida krusei, and Cryptococcus are
other possible fungi that may cause spinal infections.1

C. tropicalis is one of the most common non-Candida
Albicans Candida (NCAC) yeast. Infections by this microorgan-
ism has been progressively increasing and, nowadays, it is
considered the second most virulent Candida species. Com-
pared with other NCACs, C. tropicalis is more virulent because
it exhibitsdimorphism,proteinases secretion, and it is a strong
biofilm producer. C. tropicalis infections are associated with
highermortality than othersNCACs and are usually diagnosed
in oncological patients with neutropenia.3,4

Gamal Tsou et al. observed that almost all fungal spondy-
lodiscitis cases present local symptoms such as pain, tender-
ness, and edema. Back and lumbar pain may occasionally
irradiate to the lower limbs. Fever is observed in half of the
patients suffering from pyogenic spondylodiscitis, and in
only � 30% of the fungal spine infections. One third of the
patients present neurological symptoms, such as motor
weakness and sensory deficits.5,12

Laboratory studies show leukocytosis, anemia, and eleva-
tion of C-reactive protein and erythrocyte sedimentation rate
levels.12

In a review of articles published up to 2016, Rami et al.
studied all cases of C. tropicalis spondylodiscitis. Sixteen
patients were>50 years old. They found one cervicothoracic
case; nine thoracic cases; four thoracolumbar cases; and five
lumbar cases. Regarding risk factors, nine patients had
received antibiotic therapy and six patients had previous
malignancy or chemotherapy. Six patients were treated with
antifungal agents; 11 were treated with drugs associated to
surgery; 1 patient underwent surgery alone; and treatment
was not reported in 1 case. Neurological deficits were not
reported, and only one patient died.13–19

The guidelines of the Infectious Diseases Society of Amer-
ica recommend fluconazole, 400mg for between 6 to
12 months or an echinocandin (spongin, micafungin or
anidulafungin) for at least 2 weeks followed by fluconazole,
400mg daily, for between 6 to 12 months as the first choice
for fungal spinal osteomyelitis.

Lipid formulation amphotericin B for at least 2 weeks
followed byfluconazole for between 6 and 12monthsmaybe
applied as an alternative regimen. Surgical treatment is
suggested for spinal instability, severe kyphosis, large epi-
dural abscesses, and for patients who have neurological
deficits and worsening or persistent symptoms despite ade-
quate treatment.1,6,20

Ganesh et al. observed that patients who underwent
antifungal therapy in combination with surgery presented
lower mortality in Candida and Aspergil’s infections.2

Conclusions

Spondylodiscitis is a life-threatening disease that must be
diagnosed and treated as soon as possible.

Although uncommon, fungal spondylodiscitis should be
suspected in patients with risk factors, that is, diabetes,
broad-spectrum antibiotics, immunosuppression, sepsis,
and others. The incidence of C. tropicalis infection increases
over the years because it is a biofilm producer and exhibits
proteinase secretion and dimorphism.

The combination of antifungal therapy and surgery tends
to have a better prognosis for the treatment of fungal
spondylodiscitis patients.
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