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Pott’s Disease

 Saranapoom Klomjit MD, Hawa Edriss MD

	  A 21-year-old man with no significant past 
medical history came to the emergency department 
with abdominal pain. He stated he had intermittent 
back pain, abdominal pain, and a 35 pound uninten-
tional weight loss over the past year. He denied any 
recent travel. He admitted that he was exposed to tu-
berculosis a year and a half ago through a friend in 
college who was diagnosed with pulmonary tubercu-
losis. His physical examination was unremarkable.

	 Laboratory tests included an elevated eryth-
rocyte sedimentation rate (35 mm/h) and C-reactive 
protein (14.1 mg/L). His HIV test was negative; his 
QuantiFERON-TB Gold In-Tube was positive at >0.35 

Figure 1. MRI spine. There is a 2.1 x 3.2 cm left paraspinal abscess on L3-4 and ill-de-
fined enhancing fluid collection/abscess in the pre and paraspinal regions of L5 extend-
ing along the neural foramen causing mild bilateral neural foraminal narrowing

Figure 2. Abnormal enhancement at anterior as-
pect of L3 and L4 vertebral bodies and abnormal 
enhancement in the left half of the L5 vertebral 
body extending to the pedicle, transverse, and 
articular processes of L3-L5
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IU/ml. This assay is an interferon-gamma release as-
say (IGRA) and has a normal cut off <0.35 IU/ml. His 
chest x-ray showed small bilateral pleural effusions. A 
MRI of the spine is shown in Figures 1 and 2. A surgi-
cal procedure with fluoroscopically guided spinal bi-
opsy and aspiration using an 18 gauge Chiba needle 
recovered 30 milliliters of pus near the left L4 vertebral 
body. Laboratory tests included an AFB stain of the 
fluid with 1+ acid-fast bacilliusing the Ziehl-Neelsen 
method and a positive culture and PCR for Mycobac-
terium tuberculosis from the aspiration fluid.

Discussion
 

	 Spinal tuberculosis is the most common skel-
etal tuberculosis and accounts for 50% of all cases.1 
The hematogenous dissemination to the culprit spine 
probably explains the pathogenesis of the disease.2 

The thoracolumbar spine is the most common site, 
and the infection often spreads longitudinally adjacent 
to the vertebral bodies.1,3 Back pain is the most com-
mon symptom. Nonspecific complaints, such as fever 
and weight loss, frequently occur. Neurologic deficits 
develop in some cases.3,4 Our patient presented with 
abdominal pain which is atypical for spinal tuberculo-
sis. He had a positive QuantiFERON assay. This is 
a diagnostic test for TB infection and measures the 
cell-mediated response to specific M. tuberculosis an-
tigens. It cannot distinguish latent TB infection from 
active tuberculosis disease (which usually requires a 
microbiological diagnosis). A positive QFT test result 
does not necessarily indicate active TB, but a nega-
tive IGRA significantly reduces the possibility of both 
active and latent tuberculosis. The test is not affected 
by prior bacille Calmette-Guérin vaccination.5 It has 
a sensitivity of 84% and the specificity of 95% in pa-
tients with spinal TB.6  Approximately 70% of patients 
with spinal tuberculosis have a history of pulmonary 
tuberculosis or radiographic findings consistent with 
pulmonary tuberculosis. Our patient had small pleu-
ral effusions on his chest x-ray. Plain bone films can 
identify skeletal infection in patients with advanced 
disease, and typical radiographic findings include 
osteolysis of vertebral endplates, loss of disc height, 
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