Tuberculous Spondylitis:
a case report
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A 21 vear old oriental male presented with a one month history
of neck pain associated with neck stiffness and dvsphagia. A
five week course of chiropractic treatment relieved most of his
svmptoms. Due to persistent tenderness in the suboccipital
region and substantial weight loss, he was subsequently hos-
pitalized. Further investigations revealed tuberculous osteo-
myelitis affecting the left lateral mass of C, and likelv the C,
vertebra. Tuberculous spondvlitis accounts for more than 50%
of all cases of skeletal berculosis and is the most common
cause of verrebral infection, particularly in voung people.
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Introduction
Spinal wberculosis was first described by Sir Percivall Pou
(1714-1788), and since then has been widely known as Pott’s
diszase of the spine.’ World-wide. tuberculosis is still a major
medical problem with an estimated 15 to 20 million cases.**
Although the majority of these cases occur in the developing
countries, tuberculosis is not rare in the technically advanced
countries.? Tuberculosis remains endemic in the United States
with an estimated incidence of 15.9 cases per 100.000 popu-
lation.* The incidence of pulmonary tuberculosis has decreased
over the past decade, however. the frequency of extrapulmon-
ary tuberculosis remains unchanged.® Tuberculous spondylitis
is still the most common cause of vertebral infection. partic-
ularly in young people.®

Tuberculosis of bone and joints is dominated by spinal in-
volvement, which accounts for more than 50% of all cases of
skeletal tuberculosis.® Port's disease is often associated with
an insidious onset and nonspecific initial symptoms. factors
which make early diagnosis a challenge. Frequemtly several
months may elapse before the correct diagnosis 1s made. Pro-
gression of untreated spinal tuberculosis may result in profound
skeletal and neurological damage.

Case report

Mr. S.L., a 21 year old oriental male presented with a one
month history of neck pain associated with neck stiffness. As
well he complained of difficulty in swallowing. These svmp-
toms were insidious in nawmre and appeared abruptly upon
awakening one moming. He explained that there was pain in
the cervicooccipital region of the spine that was localized and
more intense with flexion. extension. or a recumbent position.
There was no radiation into the extremities, paraesthesia or
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Un homme dgé de 21 ans, de race orientale, se présente avec
une anamnése de dowleur de lo région cervicale associée 4
une raideur de la nugque et de la dvsphagie. Un traitement de
chiropraxie de 3 semaines soulage la plupart de ses sympiémes.
En raison d une sensibilité persistante de la région sous-occipitale
et d'une perte pondérale importante, il est alors hospitalisé.
Des investigations supplémentaires révélent une ostéomyvélite
tuberculeuse touchant la région latérle gauche de C1 et prob-
ablement la vertébre C2. La spondvlite uberculeuse rend compre
de plus de 50% de tous les cas de wberculose du squelene, et

elle est la cause la plus commune d infection veriébrale, surtow
chez les jeunes.

MOTS-CLEFS: tuberculose. colonne veriébrale, chiropraxie

weakness. He gave no history of arthralgia or arthritis in other
joints. However, he did complain of intermittent difficulty on
opening his mouth due to an apparent stiffness of the tempo-
romandibular joints. a condition generally worse at night.
Coughing or sneezing did not aggravate his pain. Recently he
had noted dizziness with a squatting posture. He was also aware
of a swelling in the submaxillary region that became more
prominent as the day passed. This patient’s dysphagia limited
his dietary intake to liquids only. (And may have accounted
for his loss of 20 pounds because of his inability to swallow
solid foods).

One month prior to the onset of his neck pain, this patient
attended his family physician for an apparent sore throat which
had seemingly not resolved with a course of penicillin. Mr.
S.L. had also been seen by a throat specialist.

Two weeks following onset, Mr. S.L. attended an acu-
puncturist for 5 acupuncture treatments as well as 2 sessions
of spinal manipulation withour relief.

Other past health history is unremarkable and he denied any
continuing health problems prior to consulting this clinic. Both
his parents and his three sisters were alive and well. Mr. S5.L.
was a student in Grade 13.

On examination Mr. 5.L. was 5 foot 11 inches, 145 pounds.
with a BP of 100/80 mm Hg. and a resting pulse rate of 50
beats per minute. His head, neck and shoulder were poorly
postured. The head appeared tilted to the left. Jaw excursion
was moderately limited. Cervical spine palpation revealed pain-
ful restriction in all ranges of motion and ellicited tenderness
in the suboccipital region. No cervical lvmph nodes were palp-
able. Extremity reflexes were 2 + . brisk and symmetrical. Ba-
binski was absent. A provocation test for vertebro-basilar
ischemia failed to ellicit any symptoms.

X-rays of his cervical spine showed altered upper-to mid-
cervical spine kinematics and were otherwise unremarkable,

A diagnosis of upper cervical posterior joint dysfunetion with
hypertonicity of the surrounding musculature was made.

The patient was treated for 5 weeks with mild manual trac-
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Figure 1: Bonre scan Figure 2: Gallium scan

Figure 3: Tomogram Figure 4: Plain film
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tion, trigger point therapy and stretching of the invelved mus-
culature. The patient managed to regain all active ranges of
motion of his cervical spine within 4 treatments, however, an
subsequent visits continued to complain of persistent tenderness
in the suboccipital region. Due to the persistence of the symp-
toms the patient was referred to a physiatrist for further eval-
vation. The patient was hospitalized and a presumptive diagnosis
of tuberculous osteomyelitis affecting the left lateral mass of
C, and likely the C. vertebra was made. This diagnosis was
based on a positive TB skin test, positive bone scan (figure 1)
and gallium scans (figure 2), as well as a definite bone lesion
being apparent on tomography (figure 3). Although this was
not apparent on the plain films (figure 4) and was less definite
on a CT scan, the patient did not agree to an open biopsy which
would have led to a definite diagnosis of this condition. The
apparent pharvngeal lesion turned out to be an area of local
muscle spasm which disappeared under anesthesia. Mr. 5.L.
was then discharged with antituberculous chemotherapy. pre-
scribed for a year's duration. Follow-up revealed that the pa-
tient improved considerably.

Discussion

Spinal tuberculosis may originate from hematogenous spread
of pulmonary infection or direct extension from invelved lymph
nodes. The majority of sources support the hematogenous spread
as the primary mode of spinal involvement.”*” The lower tho-
racic and the lumbar spine are the most common areas to be
affected. In one series of 123 patients, 137 areas of spinal
involvement were detected. Nineteen of the spinal tuberculosis
lesions were located in the cervical spine. 76 in the thoracic
spine and 36 in the lumbar spine* (table 1). The focus of
infection begins usually in the anterior third of the veriebral
bodv or within the paraspinal soft tissues directly adjacent.
Frequently more than one vertebral body is involved. The in-
fection tends to spread beneath both the anterior and the pos-
terior longitudinal ligaments to involve the adjacent veriebrae,
Intervertebral disc space narrowing is felt to be a secondary
phenomenon that occurs when destruction of the cancellous
bone permits herniation of the disc into the affected vertebral
body.* The disc space is maintained longer in tuberculous spon-
dylitis than in pyvogenic infection apparently because tuber-
culosis does not produce proteolytic enzymes.® Less common

Table 1:

LoCATION OF SPINAL LESIONS

£ =0 7
C; - C' ]:_r
T, =15 27
Ts — Ty 44
L, = §, 3
No Bone Lesion 6
TOTAL 137
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Tuberculous Spewmafviitis

spinal tuberculosis may have an atvpical presentation with its
infective focus being in the neural arch without affecting the
disc space or the vertebral bodies. This is frequently accom-
panied by signs and symptoms of compression of the spinal
cord or cauda equina.®"

Tuberculous spondylitis is a disease primarily of older adults
of more than 40 years of age. However, in settings such as
Africa or Asia, it is much more frequently encountered in
children and voung adults. The clinical presentation usually
includes the insidious onset of pain with tenderness overlying
the affected vertebrae, weight loss. anorexia, local swelling.
low grade fevers, chills and nonspecific constitutional symp-
toms of varying duration. In more advanced stages the disease
may present with neurological deficits. clinically apparent cold
abscesses and sinus tracts, and kyphotic deformities of the
spine. The duration of symptoms before presentation may range
from weeks to vears with an average duration of approximately
one vear.

The chest roentgenogram in patients with spinal twberculosis
may frequently show active or healed tberculous foci, how-
ever, a diagnosis of spinal tuberculosis cannot be ruled out on
the basis of a normal chest film (figure 3. 6). Roentgenozraphic
examination of the spine may initially reveal rarefaction of the
veriebral end-plates and paraveriebral abscesses with a char-
acteristic fusiform soft tissue swelling. These abscesses do not
usually pass through the level of the diaphragm, but mayv extend
extra-pleurally producing the radiologic appearance of em-
pvema. As an extension of cervical spine involvement, a cold
abscess may present in the posterior triangle of the neck or as
a retropharvngeal abscess.” Pus may also track along soft ussue
planes 1o produce a fascial abscess. The psoas muscle abscess
is a fascial abscess which appears on the X-ray as a lateral
bowing of the psoas margin. This mayv lead to contracture of
the psoas muscle and flexion deformity of the hip because of
resultant intramuscular fibrosis.” More advanced radiographic
signs include vertebral body destruction. ofien with anterior
wedging. disc space narrowing and gibbus deformity. Com-
puterized tomography and radionuclide scintiscans are valuable
in the diagnosis of spinal tuberculosis. extent of involvement
and response 1o therapy. The plain film, including tomography.
remain the single most valuable and simple tools for deter-
mining osseous destruction. including number of vertebral bod-
ies affected. presence of soft tissue abscesses and delineation
of which portion of the vertebra are affected.”

The routine lab work-up should include a CBC. ESR. and
tuberculin skin test. A definite bacteriologic diagnosis is made
by culturing the infecting mycobacteria after having them ob-
tained from the involved site either bv needle aspiration or by
biopsy..*

The differential diagnosis of lesions that can be confused
with ruberculous spondylitis may include: pvogenic and fungal
osteomyelitis. benign and malignant neoplasms, metastatic tu-
mors. multiple myveloma. aneurvsmal bone cvst. eosinophilic
granuloma and schevermann disease.
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Figure 3: Normal PA chest

Once the diagnosis is established, anti-tuberculous chemo-
therapeutic agents are the cornerstone of therapy. Indications
for surgical intervention and the extent of surgery remain con-
troversial. Surgical decompression of the spinal cord appears

indicated in situations where rapid loss of neurologic function
15 evident or in which progressive deterioration in spinal cord
function continues in face of apparently adequate drug therapy.’

Conclusion

In the patient that presents with spinal pain and nonspecific
constitutional symptoms of insidious onset. wberculous spon-
dylius 15 still an important diagnostic consideration. Conven-
tional radiography, including tomographv. remain important
diagnostic aids. If spinal uberculosis is considered in the clin-
ical impression, prompt referral to the appropriate health fa-
ities is of importance. Spinal mberculosis is a curable disease.

but early treatment demands early diagnosis.

Cl

Figure 6: Normal lateral chest b
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