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Osteoarthritis is a common joint disorder. When
affecting the spine, it becomes one of the leading
health-related causes of disability and diminished
quality of life.! Lumbar spine osteoarthritis affects
approximately 40% to 85% of the population?; it
is the primary differential diagnosis in the case of
chronic back pain. At the other end there is spon-
dylodiscitis, which should be taken into consid-
eration in the event of symptom aggravation or
current/ past history of inflammation. Staphy-
lococcus aureus is the major causative pathogen,
and if no clinical improvement is seen after anti-
microbial treatment, a follow-up radiological ex-
amination should be performed in search of oth-
er possible cause of symptoms.**

We present a case of a 66-year-old male patient
admitted to the emergency department due to ex-
acerbation of recurrent low back pain with lower
limb paresis and loss of sensation below the T8
vertebral body lasting for 3 days.

The medical records indicated recent hospi-
talization (5 months before) in the neurosur-
gery department due to severe pain in the lum-
bosacral area and no history of previous trau-
ma. At that time, computed tomography had
been performed, revealing lowering of the L1
to L4 vertebral body height with L4 body de-
struction and a cystic lesion adjacent bilateral-
ly to the iliac arteries. For this reason, contrast-
-enhanced magnetic resonance imaging (MRI)
had also been carried out. It confirmed verte-
bral destruction and collection of inflammatory
fluid (Ficure 1a-1¢). Laboratory tests had showed
elevated concentrations of C-reactive protein
(135 mg/l; reference range <5 mg/1) and nor-
mal procalcitonin levels (0.18 ng/ml). The pus
culture had been negative for aerobes, anaer-
obes, and tuberculosis. The patient had under-
gone abscess drainage and received antibiot-
ics (ciprofloxacin and rifampicin). His medical

history was also positive for alcohol withdrawal
syndrome and recent-onset arterial thrombosis
of the lower extremities with subacute ischemia
of the left lower limb.

Such extensive medical history prompted
a decision to perform both computed tomogra-
phy and contrast-enhanced MRI of the spine,
which showed complete regression of the pu-
rulent lesions within the paravertebral and dor-
sal muscles. However, progression of the para-
-aortic pathological infiltration was observed.
Pathological areas were found bilaterally with-
in the sacroiliac joints and ilia. Low signal of
the prostate on T2-weighted MRI images was
seen, raising the suspicion of disseminated ma-
lignancy that was previously concealed by in-
flammatory lesions. Such scenario could also
explain multiple T1 and T2 hypointense lesions
of the thoracic vertebrae with pathological con-
trast enhancement—most probably consistent
with metastases causing spinal stenosis, spinal
cord compression, and edema at the T3 and T9
levels (FIGURE 1D-1H).

The level of prostate-specific antigen was found
to be elevated; biopsy revealed prostate cancer
with a Gleason score of 8. The patient received
anti-inflammatory and pain-relief medications,
and was referred to the oncology department to
continue the treatment.

The spine is the most common (90%) localiza-
tion of prostate cancer metastases, especially its
lumbar (97%) and thoracic sections.® The present-
ed clinical case clearly indicates that robust in-
flammatory infiltrations of the spine and paraver-
tebral soft tissues may obscure metastatic lesions.
It seems legitimate to perform further work-up
(contrast-enhanced MRI or biopsy, if required)
and evaluate the primary diagnosis if no clinical
improvement is observed after targeted treat-
ment for spondylodiscitis.
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FIGURE 1 A-C - magnetic resonance imaging (MRI) of the lumbosacral spine during the first hospital stay. Axial (A) and coronal (B) T2-weighted
images with fat saturation visualizing extensive abscesses localized within both iliopsoas and left erector spinae muscles (arrowheads), together with
inflammatory infiltration and destruction of the L4 vertebral body (asterisk) leading to spinal stenosis at this level; C — pathological fractures and
signal intensity of the L1 to L4 vertebral bodies (arrows) and pathological foci within the L5 to S2 vertebral bodies (arrowheads) D—-H — MRI scans of
the thoracic and lumbosacral spine performed during the second hospital admission. Sagittal (D) T2-weighted images with fat saturation visualizing
pathological infiltrations of multiple thoracic vertebrae with spinal stenosis at both the T3 and T9 levels (arrows); compression to the spinal cord with
increased intensity of T2 signal (edema) is visible as well. E — pathological infiltration in the intervertebral foramen on the left side and posterior/left
aspect of the spinal canal (asterisk) leaving the residual anteroposterior diameter of the spinal canal of barely 6 mm (stenosis). Sagittal (F) and
coronal (G) views of the irregular, soft-tissue mass (asterisk) anterior to the left sacroiliac joint that was surrounding the distal aspect of the left
ureter leading to its considerable dilation (up to 18 mm in diameter) (F; arrowheads) and (H) high-grade hydronephrosis (curved arrow). The para-
-aortic masses are more pronounced compared with the previous study (increase in thickness from 19 mm to 30 mm) (H; arrowheads).
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