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Tuberculosis of the spine masquerading as a spine lymphoma.
A case report and discussion of diagnostic and therapeutic traps
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Abstract

Back pain unrelated to trauma or intervertebral disc disease
might be due to a primary or metastatic neoplasm or an infec-
tion. We report a case treated as an isolated vertebral lym-
phoma which turned out to be vertebral tuberculosis.

A 59-year-old man with girdle-like thoraco-lumbar pain and
impaired function of lower extremities was diagnosed with
an isolated vertebral lymphoma. He was put on complete bed
rest and began to receive chemotherapy and local radiothera-
py- The unexpected clinical improvement led to a reconsidera-
tion of the working diagnosis. The appropriate antimicrobial
treatment combined with bed rest resulted in rapid recovery
and a good functional outcome. The bed rest during the time
he received the chemo- and radiotherapy helped considerably
in the improvement of his tuberculosis.

A definitive diagnosis demands a histopathological examina-
tion which may require a biopsy.

Key words: vertebral lymphoma, tuberculosis of the spine,
diagnostic traps.

Streszczenie

Nieurazowe 1 niezwigzane z chorobg krazka miedzykrego-
wego béle kregostupa sa spowodowane zapaleniem, prze-
rzutami nowotworowymi lub — znacznie rzadziej — guzami
pierwotnymi. Celem pracy byto przedstawienie przypadku
gruzlicy kregostupa na poziomie Th12-1.1 leczonej przez
wiele miesiecy jako chtoniak $rédkostny.

Chory, lat 59, zostal przyjety na oddzial neurologiczny z po-
wodu béléw kregostupa w odcinku piersiowo-ledZwiowym
oraz niedowtadu konczyn dolnych. Na podstawie badania
cytologicznego ptynu mézgowo-rdzeniowego i obrazu rezo-
nansu magnetycznego (RM) rozpoznano chtoniaka $réd-
kostnego z prognozowanym krétkim okresem przezycia.
Wdrozone leczenie polegato na chemio- i radioterapii z od-
cigzeniem kregostupa w t6zku. Stabilny przebieg choroby
z okresami poprawy zmusit onkologéw i radiologéw do ponow-
nej analizy przypadku. Wynik kolejnego badania za pomoca
RM zasugerowat zmiang rozpoznania z choniaka kregostupa
na gruzlicze zapalenie trzonéw kregowych Th12-1.1. Lecze-
nie przeciwpratkowe przeprowadzone na oddziale gruzlicy
kostno-stawowej doprowadzito do szybkiego wyleczenia. Od-
cigzenie kregostupa w t6zku w trakcie chemioterapii sprzyjalo
gojeniu si¢ gruzlicy kregostupa.

‘Tylko badanie histopatologiczne materiatu pobranego podczas
biopsji decyduje o rozpoznaniu.

Stowa kluczowe: chloniak kregostupa, gruzlica kregostupa,
trudnosci diagnostyczne.
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Introduction

Back pain unrelated to trauma or intervertebral disc
disease may be caused among others by primary and
metastatic tumors, as well as by inflammation. Both
acute and pathological fractures, including a high
percentage of spine osteoporotic fractures, should be
mentioned among other reasons. The large number of
possible causes makes diagnosis difficult. Particular
problems arise when the cause of pain is tuberculosis,
as it can mimic divergent disorders.

Case report

A 59-year-old man, a very heavy smoker, began to
complain of girdle-like thoraco-lumbar pain. He devel-
oped hyperthermia, loss of appetite and loss of body
weight, and at 6 weeks from the onset of his symptoms
he began to complain of leg weakness. Disability index
on the Oswestry Scale was 98% (crippled). He was
admitted to the neurosurgical division for investigation
and treatment. His laboratory investigation revealed an
increased erythrocyte sedimentation rate (ESR) of
90 mm after one hour. Examination of the cerebrospinal
fluid (CSF) revealed a glucose level of 30 mg/dL., and
increased protein concentration (5 g/L). Histological
examination revealed a polymorphic image, i.e. large
number of lymphocytes, single macrophages, eosinophils
and neutrophils. The magnetic resonance imaging (IMRI)

Fig. 1. MRI shows proliferation process covering soft meninx in examined part
of the spine (eptomeningitis neoplasmatica), vertebra and pedicles T12 and
probably TI2/LT (arrows). September 2003
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showed the involvement of the vertebra, the pedicles of
T12 and the intervertebral disc between T12 and L1.
There was also a large area of involvement of the sur-
rounding soft tissues (Figs. 1 and 2). The oncologists
diagnosed an isolated vertebral lymphoma with a very
poor prognosis.

The patient was put on complete bed rest and over
the ensuing weeks received 6 chemotherapeutic interven-
tions and two radiotherapy treatments in the Th 12/L.1
area. The clinical condition of the patient showed a sud-
den and unexpected improvement and the weakness of
his lower extremities disappeared. His girdle-like pain
also disappeared and he began to walk. His ESR fell to
20 mm after one hour. A repeated lumbar puncture and
examination of the CSF showed disappearance of the
lymphocytes. New MRI showed a marked decrease of
fluid in the disc and adjacent vertebral bodies. At the
same time, there was an increase in the destruction of the
pedicles and base of the lamina of T12 and L.1. The deci-
sion was made to continue with the radiotherapy of T12
and L.1. The condition of the patient deteriorated. His
pain increased and he began to lose weight and he devel-
oped an allergic ring-like skin reaction over T12.

A third MRI showed a pathological fracture of T12
and L1 with collapse of the vertebrae and the formation
of a typical kyphosis with a marked increase in the
amount of pus in the soft tissues. These findings sug-
gested a revision of the diagnosis and the attending doc-
tors began to consider tuberculosis as a distinct possi-
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Fig. 2. Regression of proliferative changes in cord and meninx and progres-
sion in vertebrae and pedicles of T12-L1. Destruction of infervertebral disc and
posterior part of vertebra is seen (arrows). February 2004
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Fig. 3. MRI shows pathological compression fracture of T12 and L1 and arth-
rodesis between vertebrae T12 and L1, with significant lowering of their height
and angled kyphotic bend

bility (Fig. 3). At this point, the patient was transferred
to the division of bone and joint tuberculosis of the
orthopedic department. The diagnosis of tuberculosis
of the spine with neurological compromise of the lower
extremities was quite clear at this point. The new and
appropriate treatment consisted of 10 weeks of complete
bed rest and antimycobacterial drug therapy. Antimy-
cobacterial drug therapy included: rifampicin (600 mg/
daily for 12 months with ongoing control of liver func-
tion), hydrazide (300 mg daily for 12 months), pyrazin-
amide (1 tablet t.i.d. for 3 months with ongoing moni-
toring of liver function), and ethambutol (5 capsules
daily for 6 months under ophthalmologist surveillance).
Obviously, a definite diagnosis of tuberculosis of the
spine can be risky, because a similar picture occurs in
non-specific inflammation. Antimycobacterial drug ther-
apy applied ex juvantibus and rapid improvement con-
firmed ongoing tuberculous infection. Within 4 weeks
the patient’s pain disappeared and his lower extremity
function showed marked improvement. The patient was
then given a Jewett brace and ambulated. A follow-up
at 2 years revealed that he was pain-free and able to walk
without limits. His disability score on the Oswestry scale
was 16% (minimally disabled) and he scored 9 points
on the Rolland-Morris scale. His skin rash had not
retreated. An X-ray showed a spontaneous fusion of T12
and L1 (Fig. 4).

Discussion

Primary lymphoma of bone represents about 0.5%
of all tumors. About §.8% of all types of lymphomas
involve the vertebral column [1]. Lymphoma affects
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Fig. 4. Sagittal X-ray of thoracic-lumbar spine shows angular bend of verte-
bra and arthrodesis of T12-L1 vertebrae

lymph nodes in 90% of cases, and in the other 10% of
patients it is localized in various parts of the skeleton.
Isolated lymphoma of the vertebral body is very rare
[2-4]. Lymphoma affects younger people between the
second and fourth decade of life [5]. Lymphoma with-
in the spine appears in different forms such as a deposit
outside the disc, within the vertebra, or within the spinal
canal. The radiological appearance of a lymphoma is
variable from purely lytic, to sclerotic or mixed lesions.
It may also appear as a collapsed vertebra (vertebra plana)
[6]. The bone marrow is either normal or hypointense
on T1-weighted MR images, and on T2-weighted images
it is hyperintense in comparison to the surrounding mus-
cles [7]. The histological appearance is one of collec-
tions of small round malignant Reed-Sternberg cells.
The clinical, radiological and histopathological appear-
ance can mimic other diseases, including tuberculosis.
Differential diagnosis of a solitary lymphoma of the ver-
tebra, because of its rare occurrence, should include first-
ly tuberculosis. Our experience indicates that the com-
monest location of spinal tuberculosis is within the
vertebra. It is confirmed by Sandher ¢z a/. [8] who re-
ported 79 cases of tuberculosis of the bones and joints
with the diagnosis based on bacteriological and histo-
pathological studies. In 44%, the tuberculosis involved
the spine alone.

Inflammatory markers, such as CRP and ESR| are
increased both in tuberculosis and lymphoma. In one
case of a 7-year-old boy who had a primary lymphoma
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of the L1 in the vertebra and lamina, the CRP was
27.5 mg/L and ESR reached 90 mm after an hour [9].

Tuberculosis of the spine appears most often between
the fifth and seventh decade of life and is most often
found in association with a primary focus in the kidneys
or digestive tract. The radiological appearance is very
characteristic. There is the characteristic destruction of
the end-plates of two adjacent involved vertebrae and
involvement of the disc space itself associated with a col-
lection of pus. The early MRI picture is hypointense on
T1-weighted images and hyperintense on T2-weighted
images, according to Brant-Zawadzki [6]. Thus, dur-
ing the early phase the appearance shares some features
with lymphoma.

The patient reported here went through several
unanticipated occurrences. He was admitted to the on-
cological division despite his infection, back pain and
loss of function of his lower extremities. The analysis of
his CSF revealed the presence of large lymphoid-like
cells which were judged to represent the typical appear-
ance of a lymphoma. Every cytological study, such as
that of the CSE must be supported with a histopatholo-
gical examination of the tissues. A biopsy is a must [9-
12]. Sucu et al. [12] reported on 229 percutaneous bio-
psies in 201 patients. These needle biopsies were done
with computed tomography guidance using various ap-
proaches, including transthoracic. The needle biopsies
allowed a clear definition of entities such as metastases,
infections, tuberculosis, etc. L.ymphoma was diagnosed
in 8 cases.

Unfortunately, in our case the initial studies did not
make use of a computed tomography-guided needle
biopsy, although this examination is necessary [12].
Citow ez al. [4] described a case of a §4-year-old woman
with back pain and compression of her spinal cord who
was diagnosed as having tuberculosis [4]. When med-
ical antimicrobial treatment failed they resorted to new
biopsy and diagnosed correctly a lymphoma. Our oncol-
ogists were taken aback by the survival of our patient
who was anticipated to have a quick demise. The sur-
vival and clinical improvement did not fit and the sec-
ond MRI did not show the expected progress of the dis-
ease. On the contrary, it put in doubt the accuracy of the
interpretation of the first MRI. One should be extreme-
ly cautious about diagnosis of cancer based on MRI
image. The diagnosis must be confirmed by histopatho-
logical examination. Bed rest for 6 weeks coupled with
appropriate antimicrobial treatment resulted in a rapid
improvement. The patient could come off morphine as
his pain abated. Nine months later the disease was arrest-
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ed and the tuberculosis focus was healed with the clas-
sical appearance of interbody fusion of the involved ver-
tebra and the classic angular deformity [13].

In the literature, removal of inflammatory changes
with decompression of spinal canal, reconstruction of
vertebral body with implants and transpedicular stabi-
lization to prevent spinal deformity is described [14,15].
This surgical method is appropriate in comminuted,
burst and dislocated fractures of vertebrae with neuro-
logical disorders and in a single tumor metastasis. This
operation could not be done in our case because of
the radiant inflammation with persistent active fistula at
the T12-1.1 levels. The authors are critical of this type
of operation, since there is an increased risk of recur-
rence of infection. The authors described the process of
reactivation of tuberculosis after total hip replacement
58 years after primary infection [16].

In the literature, descriptions of tuberculosis of the
spine are rare. In the Polish Journal of Neurology and Neu-
rosurgery, only two cases of tuberculosis of the spine have
been described. One involved tuberculosis of the cen-
tral nervous system [17] and one reported tuberculosis
of the spinal canal [18].

Tuberculosis must always figure in the differential
diagnosis of such disparate diseases as angina pectoris
and gall stones. In such cases, a good history and phys-
ical examination coupled with a good diagnostic X-ray
of the spine and first of all histopathology examination
is all that is necessary to make the correct diagnosis.
The described case could be an illustration of how not
to proceed in similar cases.

In conclusion, bed rest during the period of chemo-
therapy and radiation helped the healing of the tubercu-
losis. A good clinical examination is the foundation of
a clinical diagnosis. Supportive laboratory and imag-
ing studies should be carried out in a logical sequence.
The final diagnosis can only be made on the basis of
a good biopsy and careful examination of the histologi-
cal findings. One must never forget that tuberculosis can
masquerade as a number of different disease processes.
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