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Cervical Pott’s disease is a rare clinical condition whose diagnosis is usually delayed.
We report a series of 3 patients who came to us for cervical pain and diagnosed as cervical pott’s and treated by various 
surgical methods for proper management of individual cases. All three patients improved well and no complications 
reported by this mode of treatment. So we recommend surgical treatment for the same. Close differential diagnosis of this 
atypical forms of spinal TB, such as cervical TB is primary or metastatic cancers and lead to delay of treatment initiation that 
could be fatal. Awareness of this uncommon TB presentation is important to prevent morbidity and mortality associated 
with delayed and improper treatment.
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INTRODUCTION
Percival Pott was the first to throw light on spinal tubercu-
losis (TB) in 1779 (so named ‘Pott's Disease’)[1,2,3,4]. Un-
treated natural disease progression leads to serious mor-
bidity, including permanent neurologic deficits and severe 
deformity[1,2,3,4]. Spinal TB accounts for 2% of all cases 
of TB, 15% of the cases of extrapulmonary TB and 50% 
of the cases of skeletal TB[1].This low prevalence partly 
accounts for the diagnostic delay  of 3 to 12 months after 
the clinical onset [8]. Spinal TB may be primary (rare) or 
secondary to TB elsewhere (lungs or abdomen commonly). 
Lower thoracic and lumbar vertebrae are the most com-
mon sites of spinal TB followed by middle thoracic and 
cervical vertebrae.[7,10,11,12,13,14,15] The second cervi-
cal to seventh cervical region is involved in 3-5% of cas-
es and atlantoaxial articulation is less than 1% cases. The 
propensity of cervical lesions to cause neurologic deficit 
may explained by the fact that the spinal canal in this re-
gion is small relative to the diameter of the cervical cord. 
In TB, involvement of posterior elements due to TB is not 
so uncommon. The lamina is most commonly involved fol-
lowed by pedicles, articular processes, spinous processes, 
and transverse processes[4,5,6,7,11,12,16].

CASE REPORT
Case 1: A 29 year old male came with pain in neck for 
4months with progressing weakness in all four limbs for 
1.5months. He had power of 3/5 in all the limbs and move-
ments of neck were restriced. His blood routine were unre-
markable and MRI Cervical Spine suggested osteitis at C6 and 
C7 vertebral bodies and discitis at C6-C7. He underwent C7 
carpectomy with evacuation of pus and granulation tissue 
with fixation with cage and plate screw. Biopsy confirmed 
pott’s spine and antituberculat treatment(ATT) started. His 
power returned to normal 5/5 post surgery and is living a nor-
mal life with regular follow up.

Figure 1. power post operation of case1

Figure 2 surgery done from anterior for case1 compared 
to posterior in other two cases
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Case 2: A 52 year old female came with pain in neck region 
with radiation to right upper limb. She had bilateral trapezi-
us spasm, neck movements restricted, bilateral weak grip and 
bilateral biceps jerks were sluggish. Routine blood tests were 
normal and MRI cervical spine suggested Pott’s spine(C4-C6 
vertebra end plate erosion, reduced height in C5-C6 vertebra, 
associated with hyperintense signals in intervening disc)and 
anterior epidural abscessC5C6. She underwent C5-C6 carpec-
tomy and removal of pus and fixation with a cage and cervical 
plate on10/02/2016. Biopsy confirmed the diagnosis.ATT was 
started. She improved well after the intervention and is com-
plication free till date. 

 
Case 3: A 20 year old male patient came with history of neck 
pain radiating to both the upper limbs for 4months. His grip 
power was 1/5 on left half  and 3/5 on right half , reflexed 
sluggish. Clinical diagnosis of Cerical Potts’s close diffen-
tial diagnosis lymphoma was made. MRI showed extradural 
compression at C6C7T1 region. He underwent Laminectomy 
C6C7T1 and biopsy of bony tissue of vertebra turned out to 
be tubercular. Hence, diagnosis of Pott’s spine was made and 
ATT started. He responded remarkably well and now he has 
power 4/5 on left and 5/5 on right.

DISCUSSION
Spinal involvement is usually a result of hematogenous spread 
of Mycobacterium tuberculosis into the vertebral bodies. The 
primary infection site is either a pulmonary focus or others 
(viscera etc.)[17,18]. Spread occurs either via the arterial or ve-
nous route(paradiscal type). 

In the central lesion, infection starts in the center of the body 
and spreads along with Batson's venous plexus. Paraplegia is 
the most devastating complication of spinal TB. 

CLINICAL PRESENTATION : 
Constitutional symptoms such as weakness, loss of appetite, 
loss of weight, evening rise of temperature, and night sweats 
generally occur before the symptoms related to the spine 
manifest[24]. Clinical findings included back pain, paraparesis,

kyphosis, sensory disturbance, and bowel and bladder dys-
function[24]. Back pain is the earliest and most common 
symptom in Pott's spine. As the infection progresses, pain 
increases and paraspinal muscle spasm occurs. Muscle spasm 
obliterates the normal spinal curves and all spinal movements 
become restricted and painful.

Physical examination of the spine reveals localized tenderness, 
soft tissue swelling, paravertebral muscle spasm, kyphotic or 
scoliotic deformities due to collapse and anterior wedging 
of vertebral bodies, varying degrees of weakness, nerve root 
compression, and sensory involvement. Involvement of upper 
cervical spine though less common, can cause dangerous and 
rapidly progressive symptoms[6,7,11,16,25,26,27].

DIAGNOSIS : 
Diagnosis of spinal TB is made on the basis of typical clinical 
presentation,skin test and hematological investigations like 
complete blood count (CBC), erythrocyte sedimentation rate 
(ESR), Montoux test, enzyme-linked immunosorbent assay (ELI-
SA), and polymerase chain reaction (PCR)[28]. Bone tissue or 
abscess stained for acid-fast bacilli (AFB) and isolate organisms 
for culture, antibiotic sensitivity, and histopathology; the meth-
od widely used is CT guided or ultrasonography (USG) guided 
needle biopsy and/or aspiration or surgical biopsy[6,7].Plain 
X-radiograph may show narrowing of the disc space, loss of 
paradisc space, kyphotic deformity, and soft tissue shadow[9]. 
CT scan of the cervical spine will show clearly lysis and de-
struction of the vertebral body. It may also reveal paraspinal 
granular tissue[19]. MRI is the most sensitive tool MRI is useful 
in evaluating the presence and extent of compression of neu-
ral structures by the adjacent bone and soft tissues.

TREATMENT :
Combined surgical and medical mode of treatment gives the 
best results. Surgical intervention is optional.

DIFFERENTIAL DIAGNOSIS : 
Differential diagnoses are pyogenic & fungal infections, pri-
mary bone tumors (osteosarcoma, chondrosarcoma, and my-
eloma), Sarcoidosis & giant cell tumors of bone [20]. A close 
differential. Diagnosis is the secondaries of the spine but in 
that case the disc spaces are well preserved [21].Moreover dis-
eases like secondary metastasis and multiple myeloma more 
commonly involve the dorsolumbar spines. Cervical spine in-
volvement is also seen in rheumatoid arthritis but other criteria 
should also be fulfilled.

CONCLUSION
We recommend surgical intervention in the cervical pott’s 
spine to prevent devastating complications in view of the ex-
cellent progress our patients has made.
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