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Description
Hematogenous vertebral osteomyelitis has increased in recent 

years, likely due to longer life expectancies, higher prevalence of 
chronic disease, better diagnostic techniques, and more frequent use of 
indwelling intravascular catheters and immunosuppressive therapy [1]. 
Vertebral osteomyelitis represents 2% to 7% of all cases of osteomyelitis 
and approximately 50% with spine infections are older than 50 years, 
and two thirds are male [2]. It is associated with significant morbidity, 
including prolonged antimicrobial therapy, risk of recurrence, and 
decreased functional status. Staphylococcus aureus is among the most 
common organisms causing hematogenous vertebral osteomyelitis [1]. 
Medical management is the first choice to spondylodiscitis, patients 
who fail antibiotic therapy and bracing, or present with instability, 
significant deformity, neurologic deficits, or sepsis, were required 
operative debridement and stabilization [2]. ALIF (anterior lumbar 
interbody fusion), PLIF (posterior lumbar interbody fusion) and TLIF 
(transforaminal lumbar interbody fusion) were performed to treat 
lumbar spondylodiscitis respectively to achieve rather good clinical 
results but also causing much morbid [3-7].

XLIF (extreme lateral interbody fusion) is a minimally invasive, 
lateral, transpsoas approach for lumbar interbody fusion and is an 
alternative approach to ALIF [8]. Generally speaking, XLIF was used 
to treat degenerative disease, deformity, trauma, tumor, and total disk 
replacement has also been achieved via this technique [9]. Recently, 
XLIF was a minimally invasive approach surgery, sparing the anterior 
longitudinal ligament, and allowing sufficient visualization of the 
intervertebral discs and bodies to debride and place a large, lordotic 
cage in thoracic or lumbar spine infection [10,11]. Blizzard [12] et al. 
treated 11 spondylodiscitis patients with XLIF for average follow-up 
9.3 months. All patients had improvements in pain and neurological 
symptoms. Fusion was confirmed with CT scans in five of six patients. 
At the last follow-up, all patients had normalization of inflammatory 
markers, no symptoms of  infection was occurred, and none required 
repeat surgical treatment for spondylodiscitis. In our experience treated 
12 cases of pyogenic lumbar vertebral osteomyelitis with XLIF, the 
minimal invasive spine surgery bears the several advantages including 
less tissue dissection, smaller incisions, decreased operative time (58 ± 
17 min), estimated blood loss (95 ± 32 ml), shorter hospital stay (15 ± 
5 d), reduced postoperative pain, which showed a promising future in 
surgery options in vertebral osteomyelitis.

Apart from osteomyelitis, XLIF may play some possible role 
in vertebral abscess, brucellar spondylodiscitis and lumbar spine 
tuberculosis, but there is little evidence to support the assumption. 
Because of the very few references in treatment of lumbar spine infection 
with XLIF, until now, there is no report of persistence or recurrence 
infection rates after XLIF including our cases. The indications of XLIF 
in treatment lumbar spine infection was one or two levels osteomyelitis, 
which can be done through one small incision. The contraindications 
to select the XLIF procedure in order to treat lumbar spine infection 
were severe destroyed vertebral body (>40% vertebral body), 
aggravated deformity (>30° cobb angle in sagittal or coronal plane) , 
multi- levels (≧3 levels) of osteomyelitis and mass of pus. Some special 
complications happened in XLIF. Eight to 10% of patients experience 
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some initial psoas weakness which typically resolves within 1-2 weeks. 
The prevalence of sensory deficits was 1.6%, psoas mechanical deficit 
was 1.6% and lumbar plexus related deficits was 2.9%, these symptoms 
were generally resolved in about 6 weeks [13]. Proper patient selection, 
thorough knowledge of the anatomy, meticulous surgical technique 
and use of intraoperative monitoring can help avoid or decrease these 
complications [14]. 
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