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Unusual presentation of more common disease/injury

CASE REPORT

Campylobacter fetus spondylodiscitis in a patient
with HIV infection and restored CD4 count

Dorien Laenens,' Mark Plazier > Jeroen C H van der Hilst,"* Peter Messiaen'*

SUMMARY

Campylobacter fetus (C. fetus) is a rare condition and
mostly seen in elderly or immunocompromised patients.
We present the first case of C. fetus spondylodiscitis

in a virologically suppressed HIV seropositive patient
with low back pain. MRI was performed and showed
spondylodiscitis of the L4—L5 region. Empirical antibiotic
therapy with flucloxacillin was started after blood
cultures were drawn and an image-guided disc biopsy
was performed. Blood cultures remained negative. The
anaerobic culture of the puncture biopsy of the disc
revealed presence of C. fetus after which the antibiotic
treatment was switched to ceftriaxone. Guided by

the susceptibility results, the therapy was switched to
ciprofloxacin orally for 6 weeks after which the patient
made full clinical, biochemical and radiographic recovery.
Since no other immune-deficient conditions were

noted, it is important to highlight that patients with

HIV infection with restored CD4 counts and complete
virological suppression can still be susceptible for
infections caused by rare pathogens. Low back pain
should raise suspicion for these conditions and should be
examined properly.

BACKGROUND

This case illustrates that a trivial symptom as low
back pain should raise suspicion for severe condi-
tions like spondylodiscitis in HIV seropositive
patients, even though CD4 counts are restored.
Campylobacter fetus (C. fetus) should be consid-
ered as potentialcausative organism, especially in
patients with gram-negative bacteraemia. A punc-
ture biopsy should be performed to confirm
the diagnosis.

CASE PRESENTATION

A 53-year-old patient was admitted to the hospital
because of several weeks of increasing low back
pain without radiation. He was known to be HIV
seropositive for the past 11 years and currently
treated with triple antiretroviral therapy consisting
of dolutegravir, abacavir and lamivudine, resulting
in enduring virological suppression and restoration
of cellular immunity. Five months before presenta-
tion, he had a CD4 count of 580 cells/uL. without
detectable plasma HIV RNA. The CD4 nadir before
start of therapy 7 years earlier was 284 cells/uL. In
addition, his medical history included a basocel-
lular skin carcinoma 12 years earlier with complete
remission after surgery. At presentation, there were
no systemic symptoms: no fever, no weight loss, no

night sweats. He reported no change in behaviour
or a decrease in therapy adherence.

Physical examination of the patient revealed pain
on vertebral percussion L4-L5 without radiation or
loss of motor or sensory function.

INVESTIGATIONS

A laboratory examination showed normocytic
anaemia (haemoglobin 12.4 g/dL), normal leuco-
cyte count and differential count, elevated creat-
inine levels of 1.25 mg/dL with normal lactate
dehydrogenase and liver function tests. There was
an elevated C-reactive protein of 100 mg/L and an
elevated blood sedimentation rate (33 mm/hour).
The HIV plasma viral load was undetectable, while
the CD4 count at presentation was 270 cells/uL,
most probably caused by the inflammatory reaction.
A subsequent MRI of the lumbar spine revealed
diffuse oedema in vertebrae L4 and L5, hyperinten-
sity of the intervertebral disc spaces on inversion
images and inflammation of the surrounding tissue
with small abscesses in the psoas muscles, suggesting
spondylodiscitis of the L4-L5 region with paraver-
tebral abscess (figure 1). Two sets of blood cultures
were obtained at the same time. A puncture biopsy
of the intervertebral discus L4-L5 was performed
to obtain material for microbiological culture.

TREATMENT

After the biopsy, empirical antimicrobial treatment
was initiated with flucloxacillin 1 g six times daily.
The blood cultures later revealed Staphylococcus
epidermidis in one aerobic and one anaerobic bottle
of four culture bottles drawn at the same time,
interpreted as contamination. The aerobic culture
became positive after 27 hours, the anaerobic bottle
became positive after 18hours. The anaerobic
culture of the discus, however, revealed presence
of C. fetus species. The aerobic culture remained
negative. There was no growth of mycobacteria
or fungi. The empirical treatment was switched
to ceftriaxone 2 g intravenously once daily. There
was no need for neurosurgical abscess drainage or
debridement. The subsequent drug susceptibility
tests, performed in the Belgian reference labora-
tory with the Mueller-Hinton broth blood agar disk
diffusion assay, showed a low minimum inhibitory
concentration for ampicillin, amoxicillin-clavulanic
acid, erythromycin, tetracycline and ciprofloxacin
(table 1). After obtaining these results, treatment
was switched to oral ciprofloxacin 500 mg twice
daily for 6 weeks.
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Figure 1

MRI lumbar spine, T1 Fast spin T1 FSE sagittal view (left) and gadolinium contrast image (right) showing diffuse oedema in vertebrae L4

and L5 and inflammation of the surrounding tissue with small abscesses in the psoas muscles.

OUTCOME AND FOLLOW-UP

The patient made full clinical recovery without any residual
symptoms. MRI was performed 1month after diagnosis and
showed regression of the previous findings. Three months later
during routine HIV follow-up, the blood results showed an
undetectable viral load with CD4 counts back to 540 cells/uL.

DISCUSSION
Spondylodiscitis due to C. fetus is rare. A literature search
resulted in only six reports of C. fetus spondylodiscitis.'® C.
fetus is a gram-negative, microaerophilic, curved rod with three
subspecies that cause infections in humans, C. fetus subsp. fetus,
C. fetus subsp. venerealis and C. fetus subsp. testudinum. C. fetus
subsp. fetus is the most commonly detected species of the genus
Campylobacter to cause infections in humans and Campylo-
bacter bacteraemia. Patients with high age (median age of 78
years in the cohort of Gazaigne et al) and underlying disease,
such as cardiovascular disease, diabetes or an immune-deficient
condition, have a higher risk for Campylobacter bacteraemia.”
However, in the other case reports, median age was 61 years
(range 37-91 years), and no underlying condition was reported
in any of the cases. The main source of C. fetus infections is
thought to be animal products from cattle or sheep.® The portal
of entry is believed to be the gastrointestinal tract,® but the
urinary tract is also described as a source of infection.® In our
case, no gastrointestinal symptoms were apparent which does
not exclude a subclinical enteritis with subsequent haematogenic
spread. There is a possible role of person-to-person transmission
among men who have sex with men.’

C. fetus has a preference for endovascular surfaces, leading to
vascular pathology as mycotic aneurysms and endocarditis. The
vascular tropism of C. fetus has been linked to a surface layer

Table 1 Minimal inhibitory concentration (MIC) values of the
Campylobacter fetus strain

Antimicrobial tested MIC (pg/mL)

Ampicillin 1.0
Amoxicillin/clavulanic acid 0.38

Tetracycline 0.25

Ciprofloxacin 0.125

Erythromycin 0.75

Gentamicin 0.25

protein with high affinity for the endothelium and to the produc-
tion of a local pro-coagulant that promotes thrombus forma-
tion.'* It is important to highlight the need for blood cultures
and evaluation for a potential cardiovascular focus when bacte-
raemia caused by C. fetus is diagnosed. Other possible manifes-
tations are neurological infections,* cellulitis, osteomyelitis and
arthritis.®

Spondylodiscitis is most commonly detected with MRI. Patients
with C. fetus bacteraemia and low back pain should undergo
MRI examination. In accordance with the IDSA guidelines'! an
image-guided aspirate biopsy was performed, and we started
empiric antibiotic therapy with flucloxacillin targeting gram-pos-
itive organisms since methicillin-sensitive Staphylococcus aureus
is the most frequent pathogen to cause spondylodiscitis in our
population. Antibiotic therapy was switched to ceftriaxone when
the anaerobic culture of the discus biopsy yielded C. fetus. The
treatment was further streamlined following the results of the
susceptibility testing while also considering tissue penetration.
In the other case reports, antibiotic treatment was also selected
based on sensitivity results since therapeutic management is not
standardised due to the rarity of the disease.'* The organism is
generally susceptible to ampicillin, cephalosporins, aminogly-
cosides and carbapenems. Fluoroquinolone resistance is rare.
The antibiotics used in the mentioned case reports were tetra-
cyclines, quinolones, erythromycin and amoxicillin. Duration of
treatment was guided by clinical signs, inflammatory parameters
and improvement of image findings. Our patient was treated
for 6 weeks, based on Infectious Diseases Society of America
(IDSA) guidelines,'" and made full clinical, biochemical and
radiographic recovery.

Although the presence of Campylobacter infections in patients
with HIV infection is reduced since the introduction of antiret-
roviral therapy, there is still a higher incidence in comparison
with the normal population.” The patient in our case had a viro-
logical suppressed HIV infection and restored CD4 count, but
this chronic condition made him more susceptible to infection
with C. fetus . No other risk factors for an immunosuppressive
state were noted.

CONCLUSION

Low back pain with elevated inflammatory markers in a patient
with HIV infection should raise suspicion for an underlying
infection. MRI should be performed to diagnose spondylodis-
citis. Blood cultures and an aspirate biopsy are necessary to
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identify the pathogenic organism, including rare pathogens like
C. fetus. Empirical antibiotic therapy should include covering
of gram-negative bacteria and should be switched on microbi-
ological results. Duration of treatment is guided by the clinical,
biochemical and radiographic evaluation of the patient. In case
of ongoing bacteraemia or unsuspected clinical progression,
investigation should be performed to rule out cardiovascular
sources.

Patient’s perspective

| feel glad and happy to contribute to the increase in scientific
insight. Although my condition is now much improved, | sincerely
hope this report might help other people or doctors in coping
with unforeseen circumstances!

Learning points

» When spondylodiscitis is diagnosed based on imaging, blood
cultures should be drawn and a puncture biopsy is indicated
when the causing agent cannot be identified by other less
invasive means.

» Antibiotic treatment of Campylobacter fetus infections
should be guided by susceptibility results since there are no
standardised treatment regimens.

» HIV seropositive patients are still susceptible for infections
caused by rare pathogens, even with restored CD4 count.
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