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A total of 2% of tuberculosis cases involve bone
and joint tuberculosis, which is the third most
common extrapulmonary localization of the dis-
ease."? In Poland, 32 new cases of bone and joint
tuberculosis were reported in 2019, including
14 patients with spinal tuberculosis, which con-
stitutes 13% of extrapulmonary tuberculosis cas-
es.? In clinical practice, pediatricians encounter
bone and joint tuberculosis less frequently. Tuber-
culosis has become a disease somewhat less sig-
nificant, often not even considered in the diag-
nostic workup.* Diagnostic assessment is based
on microbiological tests and detection of typi-
cal granulomas in pathological examination. To
confirm the etiology of lesions, molecular test-
ing for the presence of the Mycobacterium tuber-
culosis complex with the use of fresh specimen
or paraffin-embedded specimen blocks is recom-
mended.® The rapid Xpert MTB/RIF assay allows
clinicians to detect the genetic material of the ba-
cilli within 2 hours.*

A 16-year-old, BCG-vaccinated male patient
without confirmed exposure to tuberculosis re-
ported lumbar pain since November 2019. No
lung parenchyma lesions were seen on the chest
X-ray or computed tomography, and abdom-
inal ultrasound did not reveal any abnormali-
ties. A contrast-enhanced magnetic resonance
imaging (MRI) of the chest was performed, which
showed bone marrow edema and increased con-
trast uptake in vertebral end plates (Th1l and
Th12 vertebrae) as well as end plate erosions
similar to Schmorl nodes (FIGURE 1A and 1B). After
a week since the initial assessment, rapid wors-
ening of health status was observed, with fever
and markedly elevated inflammatory markers
(C-reactive protein, 168 mg/1 [reference range,
0-10 mg/1], procalcitonin, 17 ng/ml [reference
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range, 0.05-0.1 ng/ml]). In blood cultures, only
coagulase-negative staphylococci were detect-
ed. Clindamycin treatment was started as stan-
dard therapy used to prevent and treat infections.
The main advantages of clindamycin are its high
bioavailability and good distribution to the bone.
Neurological and ophthalmological consultations
did not reveal any abnormalities. The tuberculo-
sis skin test (TST) and the interferon-gamma re-
lease assay (IGRA; T-SPOT.TB) were negative. Af-
ter 2 months, another MRI scan was performed
and progression of lesions at Th11 and Th12 ver-
tebrae was observed (FIGURE 1¢ and 1D). Following
an orthopedic consultation, further antibiotic
therapy was recommended along with a Jewett
spinal brace to be used for 3 to 4 months. The pa-
tient underwent a biopsy of vertebral bodies and
soft tissue. Histological analysis revealed a non-
-neoplastic inflammatory process and presence
of eosinophils; M. tuberculosis was not detected
in microbiological tests. Spinal MRI performed 5
months after the initial assessment revealed in-
flammatory infiltration and intervertebral disc ab-
scess at Th1l and Th12 vertebrae as well as fluid
collection within the soft tissue at Th10 through
Th12 vertebrae (FIGURE 1E and 1F).

The TST and IGRA (QFT) tests were per-
formed again, with negative results. The rapid
Xpert MTB/RIF molecular assay was performed,
with the use of a paraffin-embedded block con-
taining a specimen collected 3 months earlier
during the vertebral body biopsy. The findings
demonstrated the presence of genetic material
of the M. tuberculosis complex. The patient was
diagnosed with bone and joint tuberculosis in-
volving Th1l and Th12 vertebrae and a suspi-
cion of cold abscess. After 4 weeks of antituber-
culous treatment, readmission to the hospital
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FIGURE 1 Magnetic resonance imaging (MRI) scans of the thoracic spine; contrast-enhanced T1-weighted fat sat images: sagittal (A, G) and axial
(B, D, F, H) and short tau inversion recovery sagittal images (C, E); A, B — baseline MRI scans showing end plate bone marrow edema as well as
irregular end plate erosions and increased contrast uptake in Th11 and Th12 vertebrae (arrow) (A) and the paravertebral soft tissue (arrow) (B),
suggestive of inflammatory lesions; C, D — follow-up MRI scans performed 2 months after the initial assessment showing progression of

the inflammatory lesions at Th11 and Th12 vertebrae—local edema within the intervertebral disc (arrow) and increased bone marrow edema (C) as
well as increased contrast uptake in the vertebral bodies and the paravertebral soft tissue (arrow) (D); E, F — follow-up MRI scans performed after

the vertebral body and soft tissue biopsy showing infiltration and disc abscess (arrow) (E) as well as left-sided, thick-walled fluid collection within

the paraspinal soft tissue at Th10 through Th12 vertebrae, with strong wall enhancement (E, F); G, H — follow-up MRI performed after 4 weeks of
antituberculous treatment showing marked partial regression of the inflammatory lesions in the vertebral bodies, intervertebral disc (G), and soft tissue
(H); slight anterior vertebral body collapse was also found (arrow) as a characteristic feature of spinal tuberculosis (G).

was scheduled to perform a follow-up MRI and
to qualify the patient for surgical fluid collec-
tion removal from the paraspinal soft tissue
(FiIGure 16 and 1H). A considerable regression of the
inflammatory lesions was observed, suggesting
proper tuberculosis diagnosis and reasonable an-
tituberculous treatment that was prolonged to
12 months. The surgery was abandoned.

In the case described, tuberculosis was diag-
nosed after 8 months following the pain onset
and initial assessment. The diagnosis was ham-
pered by lesion localization as well as negative
microbiological, TST, and IGRA tests. The specif-
ic infection was found owing to ineffective anti-
biotic therapy, progression of MRI-detected le-
sions as well as histological analysis and genet-
ic findings based on paraffin-embedded biopsy
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specimen examinations. Tuberculosis was con-
firmed by histological examination and mo-
lecular tests using a paraffin-embedded biop-
Sy specimen.
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