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Introduction
Salmonella enteritidis, a non-
Rarely, it can cause focal infe
occur in patients with predispo.
solid organ malignancige

involved immunocompromised hosts[i-91. In Tiirkiye, only one case has been reported,
nosuppressive therapy for rheumatoid arthritis(ol.

ase of S. enteritidis-associated thoracic spondylodiscitis with paraspinal abscess in an
iirkiye, contributing to the limited literature on this uncommon clinical presentation.

healthy male presented with a three-month history of progressive thoracic back pain. The pain was
and was not associated with fever, weight loss, night sweats, or gastrointestinal symptoms. Physical
evealed mild tenderness over the thoracic spine without deformity or scoliosis. Neurological examination was
nd other systemic findings were within normal limits.

), and C-reactive protein level of 8.7 mg/L (reference < 5 mg/L). Thoracic magnetic resonance imaging (MRI)

ted spondylodiscitis at the T7—T8 level with a right-sided paraspinal abscess. Imaging showed T1 hypointense and
ort tau inversion recovery (STIR) hyperintense signal changes predominantly involving the T7 and T8 endplates, with
ased T2/STIR signal intensity in the intervertebral disc space. Post-contrast images revealed marked enhancement of the
dplates and disc. A right-sided paraspinal lesion measuring approximately 9 mm, consistent with an abscess extending
anteriorly, was also observed. These findings were compatible with spondylodiscitis and paraspinal abscess.

Given the endemic nature of tuberculosis and brucellosis in Tiirkiye, these infections were initially considered; however, both
Quantiferon-TB Gold and Brucella agglutination tests were negative. Blood cultures remained sterile.

The patient underwent surgical drainage, debridement, and posterior stabilization due to progressive symptoms and the
presence of the paraspinal abscess. Cultures of intraoperatively obtained abscess material yielded bacterial growth. Colonies
were identified as Salmonella spp. using matrix-assisted laser desorption/ionization-time-of-flight mass spectrometry (MALDI-
TOF MS; Bruker Daltonics, USA), and serotyping according to the Kauffmann—White—Le Minor scheme (SSI Diagnostica,
Denmark) confirmed the isolate as S. enteritidis. Histopathological examination of the abscess wall revealed acute inflammatory
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infiltrates with abundant polymorphonuclear leukocytes. Antimicrobial susceptibility testing showed the isolate was susceptible
to ampicillin, trimethoprim-sulfamethoxazole, chloramphenicol, ceftriaxone, and ciprofloxacin.

Further evaluation excluded hematologic disorders, immunosuppressive conditions, and vascular pathologies, including
infected aortic aneurysm. Transthoracic echocardiography showed no evidence of endocarditis or cardiac involvement.

The patient received intravenous ceftriaxone for two weeks, followed by oral ciprofloxacin for six weeks, totaling eight weeks of
targeted antimicrobial therapy according to the 2015 Infectious Diseases Society of America (IDSA) guidelines. This treatment
resulted in full clinical, laboratory, and radiological resolution. Follow-up MRI demonstrated complete resolution, and no
recurrence was observed during one year of follow-up. Written informed consent was obtained from the patient for publication
of this case and accompanying clinical data.

Discussion

Spondylodiscitis is a severe spinal infection associated with significant morbidity, particularly when the thoracic spine is
involved. Globally, the most common causative agents are Staphylococcus aureus, Mycobacterium tuberculosis, and Brucella
species, with geographical and epidemiological factors influencing this distribution(s1. In Tiirkiye, both tuberculosis and
brucellosis remain endemic, with Brucella seroprevalence estimated at approximately 4.5%!12l. Accordingly, these pathogen§a
typically prioritized in the initial differential diagnosis of spinal infections.

The 2015 IDSA Clinical Practice Guidelines for Native Vertebral Osteomyelitis recommend serologic testing for Brucella and
interferon-gamma release assays for M. tuberculosis in patients presenting with vertebral infections, particularly j
regionsl. However, when these tests are negative or the clinical presentation is atypical, less common pathogens
NTS, should be considered.
In our case, both blood cultures and standard serological tests for Brucella and tuberculosis were negative.
identified only after surgical drainage of a paraspinal abscess, highlighting the limitations of relying sol
endemic pathogens for diagnosis. This emphasizes the importance of direct sampling from the infected si
confirmation.

Vertebral involvement due to S. enteritidis is extremely rare, particularly in immunocompetent i
involve immunosuppressed patients or those with significant comorbidities such as hematologie

aneurysm in a patient with chronic lymphocytic leukemia. In contrast, our patien
condition, making this presentation particularly unusual.

Diagnostic confirmation was achieved by MALDI-TOF MS and serotyping after sfe <
approach aligns with the 2015 IDSA guidelines and the comprehensive review b aldvogel, both emphasizing early
MRI-based imaging and microbiological confirmation for pathogen-specific diag
The patient received two weeks of intravenous ceftriaxone followed by six al cipFofloxacin, totaling eight weeks of
targeted antimicrobial therapy in accordance with IDSA recommenda d to full clinical, laboratory, and
radiological recovery and is consistent with IDSA guidance suggestin, sjof pathogen-specific therapy for vertebral
osteomyelitis, depending on clinical responselil.
To our knowledge, this is the first reported case of S. enteriti
specifically involving the thoracic spine with a paraspinal abs
Clinical implications of this case include:

« In endemic regions, Brucella and M. tuberculosis sho,
should be considered in atypical or culture-negative ¢
« Blood cultures may not always detect the causatlve p
« Treatment should follow pathogen- spec1f1c g §
« Clinicians must recognize that invasive Saly
This case broadens the clinical spectrum of
and therapeutic strategies in spinal infgétio

n occur even in immunocompetent individuals.
fections and highlights the importance of guideline-based diagnostic
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