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Ancient disease, but not a thing of the past: 
Pott’s paraplegia in an HIV-positive health-care worker
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Each minute, three people die of tuberculosis in the 
world. This disease has affected the human race for 
about 70,000 years and now continues to be one 
of the biggest challenges in global health. In 2014, 
there were 9.6 million cases of active tuberculosis 
(12% of them were HIV-positive) and 1.5 million 
of tuberculosis-related deaths (0.4 million among 
HIV-infected patients), which makes it the leading 
cause of death in people living with HIV (1).

We describe the case of a 40-year-old physician, 
who was working for a humanitarian organization 
in the Colombian jungle. He presented to the emer-
gency room after developing a mass in the lumbar 
region (6 x 5 cm) without local inflammatory changes, 
and subjective weight loss in the previous 20 days. 
He had a recent diagnosis of HIV infection and was 
already receiving highly active antiretroviral therapy 
(HAART). No fever or other systemic signs of an 
inflammatory response were found. 

His chest X-ray was normal, his CD4 cell count was 
346 cells/µl and his HIV viral load was undetectable. 
The tuberculin skin test showed a 20 mm cutaneous 
induration after 18 hours of application. 

A contrast-enhanced spine MRI showed an ill-
defined lesion that affected predominantly the L4 
and L5 vertebral bodies and adjacent discs with 
epidural extension resulting in spinal canal stenosis. 
Additionally, there were multiple abscesses in the 
psoas muscles bilaterally, communicating poste-
riorly with a dorsal paraspinal and subcutaneous 
collection (figures 1 and 2). 

A CT-guided needle aspiration of the abscesses 
was performed and the samples were sent for 
microbiological and cytological studies. Ziehl-
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Figure 1. Sagittal T2-weighted (A) and post-contrast fat 
suppressed T1-weighted (B) images demonstrate L4 and L5 
spondylodiscitis with anterior epidural phlegmon/abscess 
formation behind the L3-L5 vertebral bodies (blue arrow). 
Additional abscesses are seen in the prevertebral space (L4-L5) 
and dorsal subcutaneous soft tissues (L5/S1) (yellow arrow). 

Figure 2. Axial non-fat suppressed T1-weighted image shows 
multiple abscesses affecting both psoas muscles and right 
posterior paravertebral muscles.
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Neelsen staining showed acid-fast bacilli, and a four 
drug regimen for TB treatment (rifampin, isoniazid, 
pyrazinamide and ethambutol) was started along 
with HAART. The solid media culture was positive 
after 20 days of incubation and, using biochemical 
and molecular tests, the isolate was identified as 
Mycobacterium tuberculosis susceptible to first-
line drugs. 

Due to the spinal mechanical compromise, surgical 
stabilization was performed. After three months of 
quad tuberculosis treatment, 10 months of dual 
(rifampin and isoniazid) therapy was prescribed, 
resulting in healing of the lesions and weight gain, 
without neurological sequelae to date.

Spinal tuberculosis was initially described in 1779 
by Sir Percival Pott (2) as an uncommon, but highly 
destructive form of extrapulmonary tuberculosis. 
Around 10% of individuals who develop extrapul-
monary tuberculosis have skeletal involvement, 
with the spine being the most frequently affected 
anatomical structure, followed by the hip and knee. 
Pott’s disease accounts for approximately 50% of 
cases of skeletal tuberculosis (3).

Tuberculosis is a main cause of death in people 
infected with HIV, and its risk among people living 
with HIV is estimated to be 40 times greater than 
among those without HIV infection; conversely, 
individuals with a new diagnosis of tuberculosis are 
nearly 20 times more likely to be co-infected with 
HIV than those without tuberculosis (4). 

Tuberculosis transmission between patients and 
health care workers inside and outside health care 
facilities has been reported in virtually every country 
in the world (5). Our patient, thus, had an increased 
risk of tuberculosis (infection and disease), because 
of his occupation.

Characteristically, the clinical features of spinal 
tuberculosis include local pain and tenderness, 
peripheral neurological symptoms, while constitu-
tional symptoms (weight and appetite loss, night 
sweats, general discomfort) are present in 20-30% 
of the cases (6). However, our patient only presented 
with one of these symptoms (weight loss). 

Destructive changes of the intervertebral disc and 
the adjacent vertebral bodies, with subsequent 
development of paravertebral abscess were seen 
in our patient. However, the typical collapse of the 
spinal elements and spinal kyphotic deformity (6) 
were not present (figures 1 and 2).

The evolution of spinal tuberculosis is slow and 
insidious, ranging from few months to a few years, 
the average duration varies from 4 to 11 months 
(6). This case is particularly interesting because of 
the rapid progression of the disease, as previously 
reported in HIV-positive patients (4). HIV infection 
is able to modify the initial clinical presentation and 
evolution of tuberculosis (4).

Tuberculosis remains a major cause of death world-
wide and constitutes, along with malaria and HIV 
infections, a huge challenge for global health (7). 
The emergence and spread of tuberculosis/HIV co-
infection, as well as the increasing prevalence of 
drug-resistant mycobacterial strains, further hinder 
the efforts for global tuberculosis control. Despite 
the increasing public awareness and clinical efforts 
aimed at reducing the global burden of tuberculosis, 
much remains to be done.
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