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INTRODUCTION

Kyphoplasty and vertebroplasty are controversial 
topics for osteoporotic vertebral compression 
fractures. It is reserved for patients with pain 
confirmed to be secondary to the known fracture 
refractory to usual medical therapy including 
opioids. Extravasation of cement, acceleration of bone 
reabsorption, increased risk of fracture in adjacent 
vertebra and infectious complications are the most 
acknowledged complications.
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CASE DESCRIPTION

This abstract describes a rare infectious complication 
of vertebral augmentation involving Candida. A 59-
year-old male with history of intravenous drug use 
in remission and COPD exacerbation requiring steroid 
therapy presented to the emergency department with 
acute back pain after an injury. CT spine 
demonstrated a new anterior wedging at T6 with 
stable chronic T1, T4, T7 anterior compression 
fractures. He was treated conservatively with non-
steroidal anti-inflammatories and short courses of 
opioids that initially improved symptoms but then 
progressively worsened. Ultimately, he underwent T7 
vertebroplasty. One week after vertebral 
augmentation he developed 10/10 acute on chronic 
back pain associated with generalized malaise and 
subjective fevers requiring admission. Infectious 
workup revealed Candidemia, and imaging 
demonstrated acute discitis and osteomyelitis at T7-
T8 surrounding the previous vertebroplasty site. In 
retrospective review, the patient had also been 
treated for several episodes of oral candidiasis 
secondary to chronic inhaled steroid use. It remains
unclear if the patient had systemic infection prior to 
or as a result of the vertebroplasty.

DISCUSSION
Infectious complications have an estimated incidence 
of 0.36 to 0.46%, but the degree of severity and 
secondary complications is often very debilitating for 
patients as described in this case. Systematic reviews 
comparing vertebroplasty with usual medical 
treatment show a significant reduction in pain. Other 
reviews comparing vertebroplasty to sham procedures 
have showed no significant benefit regarding pain and 
disability. Based on those results, there is an ongoing 
discussion whether clinical benefit is driven by a 
placebo effect.

CONCLUSION

Clarifying specific indications and procedural timing is 
crucial for successful patient outcomes regarding  
vertebral augmentation for compression fractures to 
help avoid complications including life threatening 
infections as evidenced in this case.

Figure 2: Transverse view 
MRI thoracic spine 

demonstrating acute discitis 
and osteomyelitis.

Figure 3: Sagittal 
MRI with  T7 
discitis and 

osteomyelitis.

IMAGING

Figure 1: Fluoroscopy 
assisted vertebroplasty.

Figure 4: Illustration of the varying techniques for vertebral augmentation including 
kyphoplasty with balloon inflation and  vertebroplasty with cement injection.


