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Background: Several types of mycobacteria, including Mycobacterium Tuberculosis, are responsible for the infectious disease known 

as TB. Pott's illness is another name for spinal TB. Poses a serious health risk to people all over the world. Back discomfort, paralysis, 

soreness, paraparesis, and scoliotic or kyphotic deformities are all indications of spinal tuberculosis, an extrapulmonary manifestation 

of T.B. that spreads via the hematogenous system. The most common spinal fractures include central, anterior, paradisiacal, 

subligamentous, and neural arch injuries. Most frequently affected are the thoracic vertebrae, followed by the cervical and lumbar 

spines. Pain X-rays (radiographs) are still the go-to for diagnosing Spinal T. B. bony detail of inappropriate lytic lesion, collapsed disc, 

sclerosis, and disruption can be better observed on a CT scan than on a plain radiograph. Imaging with magnetic resonance technology 

(MRI) also helps diagnose spinal canal constriction, cord compression, and cord edema. 

M.R.I. is widely utilized to demonstrate cold abscess, vertebral wedging collapse, disc collapse destruction, and spinal abnormalities in 

clinical X-ray patients with multilevel involvement due to the lack of ionizing radiation puffy bone marrow. The advantages of M.R.I. 

include increased contrast resolution for bone and soft tissues and the ability to image multiplanar. It is radiation-free, which is especially 

important for youngsters and pregnant people. It can even detect occult multilayer involvement that isn't visible on X-ray. M.R.I. is the 

most accurate and reliable tool for diagnosing spine TB (M.R.I.). The effectiveness of treatment and disease development can be tracked 

with serial M.R.I. images. Diffusion-weighted imaging (D.W.I.) and magnetic resonance imaging (MRI) with apparent diffusion 

coefficient values have been used to identify spinal TB. Necessary imaging modalities for diagnosing and monitoring patients' reactions 

to spinal T.B. treatment include X-ray magnetic resonance imaging. The role it plays in determining spinal tuberculosis (TB) is crucial. 
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INTRODUCTION 

Spinal tuberculosis, sometimes known as "Pott's sickness," is a kind of tuberculosis that has widespread public health 

implications [1]. Spinal TB is the most common skeletal manifestation. TB complicates the already high-risk and complex 

clinical management of HIV-AIDS in many populations [2], including the homeless and recent immigrants. The same 

holds for spinal tuberculosis: cases are typically seen in younger age groups. There has been a recent uptick in the number 

of reported cases of spinal tuberculosis in industrialized nations. There are currently no established protocols for treating 

or diagnosing spinal T.B., despite the widespread incidence of the condition and the high frequency of chronic pain it 

causes. Countries with a high burden of pulmonary tuberculosis also have a higher frequency of spinal disorders. If left 

untreated, spinal tuberculosis can cause permanent neurological damage and be prevented with early diagnosis and 

treatment, which also helps with spinal deformities. Spinal TB was found in Egyptian mummies dating back to 3400 BC 

[3, 4], making it one of the world's oldest documented diseases. Spine tuberculosis, also known as Pott's disease (Pott's 

spine), gets its name from Sir Percival Pott, who in 1779 wrote a lengthy account of T. b. infection of the spine in a 

monograph [5, 6].  
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Computed Tomography (C.T. scan) is a high-tech module that has become a key component in detecting and managing 

spinal T.B. and its complications. Because a joint standard vertebral x-ray may not help detect Tuberculosis in the spine, 

it is still used per standard protocol. It comes first in for routine joint detection. Even in the presence of Tuberculosis in 

the spine, a C.T. scan may be expected to become a valuable diagnostic tool in such cases, especially in abscess detection 

in the spinal canal [6]. 

NATURAL HISTORY OF THE DISEASE  

Spinal involvement occurs when mycobacterium tuberculosis spreads hematogenous into the dense vascular network of 

the vertebral columns of cancellous bone [7, 8]. Spinal Tuberculosis is mainly influenced by the following factors, 

alcoholism, drug misuse, malnutrition (poor nutrition), illiteracy, Poverty, overcrowding, H.I.V., chronic peritoneal 

dialysis, diabetic disorders such as diabetes mellitus, immunosuppressive treatment, and pre-tuberculosis infection are just 

a few of the issues that people face [9]. The principal route for disease transmission is through the venous or arterial 

system. The posterior and anterior spinal arteries in the vertebral subchondral zone aid in the hematogenous spread of 

infection in the past discal region. First, the condition travels through the central vertebral body lesions via the intraosseous 

venous system. Spinal T.B. develops on the front lower portion of the spinal disc/body. Eventually, it spreads quickly 

across the disc/core body region [10, 11]. 

CLINICAL PRESENTATION  

Symptoms of spinal tuberculosis are unnoticeable, resulting in injury, and disease progression is slow. Signs Before 

diagnosis, the period can range from a few weeks to several years. This time difference used to be at least 12 months on 

average, but it is now between 3 and 6 months in the modern day. Symptoms relating to the spine often precede those 

relating to the stage of disease, location of illness severity, the existence of complications like sinus tracts, abscesses tracts, 

neurological disease, and related symptoms like weakness, loss of appetite, weight loss, increase in body temperature, and 

Night Sweats [12]. Pain in the back, kyphosis, paralysis, loss of sensation, and bowel or bladder problems are all symptoms 

[12]. 

Back discomfort is a frequent and early symptom of Pott's disease. Muscle relaxation during sleep allows for excruciating 

movement, and the agony increases with activity. As the infection worsens and paraspinal muscular spasm ensues, soft 

tissue edema, pain, paravertebral muscular spasm, and kyphotic and scoliotic anomalies will be discovered during a 

physical examination of the spine. Imaging helps evaluate and determine spinal involvement and Imaging [13]. Modules 

aid in providing accurate information and problems for specific spinal involvement. 

DIAGNOSIS 

The presence of specific clinical and imaging findings (Neuroimaging findings) are two factors that influence the diagnosis 

of spinal T.B. Systemic constitutional manifestation, in addition to this evidence of previous T.B. exposure [10], aids in 

the diagnosis of spinal T.B. Several clinical tests, including the C.B.C. count, ESR (erythrocyte sedimentation rate), ELISA 

(enzyme-linked immunosorbent assay), and Mantoux test (A test for tuberculosis immunity using intradermal injection of 

tuberculin), and PCR (Polymerase chain reaction), a good and effective method for tuberculosis bacteriological diagnosis 

[13], require skin tests or hematological investigations. A bone tissue sample and an abscess sample are taken to stain for 

A.F.B. (Acid-fast Bacilli). Etiological confirmation aids in acid-fast Bacilli demonstration under the microscope. A whole 

spine screening is also performed to look for non-contiguous and vertebral lesions. 

IMAGING 

Joint radiographs provide a more comprehensive picture. MRI (Magnetic Resonance Imaging) can assist in determining 

how far a disease has penetrated soft tissue and how much damage it has done to the spinal cord. Computed tomography 

(C.T.) pictures help to visualize paravertebral Abscesses and disco-vertebral lesions. This way, imaging modules such as 

X-ray, CT, and M.R.I. can significantly aid in diagnosing spinal tuberculosis. A significant advancement in creating these 

modules has resulted in a more transparent, more effective image quality that makes it easier to detect spinal involvement 

[13]. 

PLAIN RADIOGRAPH 

Plain radiographs are often the starting point for evaluating patients with spinal T.B. Radiolucent lesions are only 

detectable on plain radiographs if there is at least 30% bone mineral loss [1, 13]. The first radiographic signs of a paradisal 

lesion are a reduction in joint space and an indistinct paradisical edge of the vertebral body as the disc tissue atrophy or 

prolapses into the vertebral body and the disc gap narrows. As the disease worsens, anterior wedging or collapse occurs, 
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culminating in varying degrees of kyphosis [13]. A paravertebral abscess arises in the anterior type of lesion due to the 

build-up of tuberculous granulation tissue and necrotic debris [13].  

On a plain chest x-ray, it appears as a Fusiform or globular radio thick shadow, sometimes known as a Bird's nest, in the 

thoracic spine region. Standing lengthy abscess may develop a patch. Anterior margins of vertebral bodies that have been 

eroded concavely give off a scalloped look. 

COMPUTED TOMOGRAPHY 

Bony detail of lytic lesions, compressed disc, sclerosis, and bone disruption circumferential are better visualized on 

computed tomographic scan pictures than on plain radiography (x-rays). The form and calcification of soft tissue abscesses 

are more clearly defined with C.T. Although CT has many uses, one area where it falls short is identifying the epidural 

spread of illness and its impact on brain structures. Computed tomography [14] provides clear images of the various 

patterns of bone deterioration (subperiosteal, sclerotic, fragmented, and osteolytic). 

It works wonderfully to get a percutaneous diagnostic needle into tight or inaccessible spaces. In nearly all cases of spinal 

TB, calcification within the abscess is evident. C.T. myelography was once one of the methods for assessing spinal T.B. 

cord compression. However, it has since been supplanted by M.R.I. today. 

MAGNETIC RESONANCE IMAGING 

Spinal TB is diagnosed with great success by magnetic resonance imaging due to the imaging technique's high specificity 

and sensitivity. Magnetic resonance imaging employs non-contrast axial, sagittal, and coronal T1-weighted, T2-weighted, 

and short tau inversion recovery (STIR) sequences. Following intravenous gadolinium contrast agent administration, it is 

followed by contrast-enhanced T1W rows. Pott's spine MRI results include abnormal signal intensities that appear 

hypointense on T1W lines but hyperintense on T2W lines and heterogeneous vertebral body augmentation. In non-contrast 

sequences, STIR sequences can assist in distinguishing fluid from fatty components [15, 16]. The M.R.I. findings were 

meticulously documented. All cases showed radiological evidence of spinal canal narrowing, cord compression, edema, 

kyphosis, scoliosis, bone density, vertebral body height reduction, vertebral body calcification, wedging, and compression 

fractures. Spinal cord tumors, edema, cavitation, and other non-contiguous lesions can be detected by magnetic resonance 

imaging (MRI). Paraspinal mass extension into sub-ligaments and adjacent bones is possible, and MRI is a powerful tool 

for demonstrating intramedullary spinal alterations. Thus, such Advance Modules Play a vital role in detecting servals 

spine problems and aid in detecting tuberculosis in the spine; evaluation in the radiological field gives much more to 

visualization and aids in seeing divide T.B Increased a prevertebral soft tissue shadow on a radiograph is an indication of 

a good indicator that T.B. of the cervical spine has to be diagnosed with a C.T. scan or M.R.I. Valuable markers of 

tuberculous involvement at the cervicodorsal area include anteroposterior X-rays show anterior convexity and forward 

displacement of the tracheal Shadow of more than 8 mm from the vertebral bodies, as well as expansion of the upper 

mediastinum. 

The coexistence of sacroiliac joint T.B. with spinal T.B. is exceedingly unusual, with only a few examples documented in 

the literature. Magnetic resonance imaging is the most sensitive and specific imaging technique for diagnosing sacroiliitis 

at an early stage (M.R.I.). If diagnosis and treatment are put off, sacroiliac joint tuberculosis can proceed to advanced 

settings, resulting in extensive joint damage and periarticular abscesses. Adding to the coronal STIR T2 weighted sequence 

performed in the regular M.R.I. screening of individuals getting examined for lumbar disc disease should help detect 

sacroiliac joint pathology early. 

TREATMENT 

The results of the combined surgical and medicinal treatment were excellent. In this operation, the anterior spine was 

debrided and fused with a cage for reconstruction; the posterior spine was significantly decompressed and combined with 

instruments, and the rear three levels of the spine were removed. To no avail, medically, a patient with worsening Pott's 

paraplegia and severe kyphotic deformity had posterior spinal column resection, multiple level posterior decompression, 

instrumented fusion, and eventually an anterior interbody fusion with cage [17,18, 19]. The goals of this procedure were 

to debride the infection, restore sagittal alignment, and reduce pressure on the spinal cord. Currently, curing spinal 

tuberculosis necessitates the collaboration of an infectious disease expert, a neuroradiologist, and a spine surgeon. 

Early identification and timely and prudent surgical surgery are critical to successful care, with decision-making based on 

the spinal cord and nerve root compression, patient age, and antitubercular therapy responsiveness [20, 21, 22]. 
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DISCUSSION 

Spinal tuberculosis is widespread in developing nations where tuberculosis is rampant, and it is also becoming more 

common in developed countries [2, 3]. Although skeletal tuberculosis is most common in the spine, hips, knees, and foot 

or ankle, the epidemiology of extrapulmonary tuberculosis, particularly musculoskeletal tuberculosis, is mainly unknown 

in areas where tuberculosis is common [4]. Back tuberculosis has been around for a very long time. Paravertebral abscess 

and the surgical treatment of spinal tuberculosis were topics of a 1782 article by Sir Percival Pott. Thus, the name "Pott's 

Disease" was given to spinal tuberculosis, which accounts for half of all skeletal tuberculosis, fifteen percent of 

extrapulmonary tuberculosis, and two percent of all tuberculosis [1, 3]. Spinal tuberculosis now threatens the elderly in 

the United States and Europe and children in developing countries [5]. Fewer people are getting spinal tuberculosis due to 

the HIV pandemic's comeback of tuberculosis. There were no cases of spinal tuberculosis found in ample French research. 

Were HIV-positive; none of the 82 patients tested positive for HIV [6]. 

In 35.4 % (23 instances), a chest X-ray indicated indications of a healed or active pulmonary lesion in conjunction with 

the imaging results in the spinal T.B. Several publications have previously suggested that 33-50 % of individuals with 

spinal tuberculosis have the main lung focus or a history of pulmonary tuberculosis. [23-35] 

The most common form of involvement in this study was a paradisiacal type, found in 51 instances (78.5%), followed by 

the anterior subligamentous type, found in 14 cases (21.5 %). Nine patients (13.8%) had a central lesion, while three 

(7.7%) had a posterior element lesion. In their study, Ansari Set al1. The paradisiacal type was the most common, 

accounting for 83.3 % of all instances, followed by central, anterior subligamentous, and neural arch types. Paradisiacal 

lesions are the most prevalent kind of spinal T.B., according to Tuli et al. Radiographs revealed intervertebral disc 

involvement, abscess formation, endplate irregularity, Calsac indentation, spinal cord compression, canal stenosis, cord 

edema, calcification, reduced bone density, wedging, compression fracture, vertebral body height reduction, kyphosis, and 

scoliosis. Capillary-rich abscesses [35-40] are almost always due to spinal tuberculosis. 

On M.R.I., disc involvement, abscess, and end plate irregularity were statistically better seen than on X-rays in patients 

with spinal tuberculosis. Only an X-Ray could reveal bone density and calcification, whereas an M.R.I. could reveal spinal 

canal constriction, cord compression, and compressive myelopathy. 

Although MRI is a better and more informative imaging modality for examining people with Pott's spine, X-rays and MRI 

have diagnostic value, advantages, and limitations. They are complementary in diagnosing TB of the spine [41-49]. 

CONCLUSION 

Critical imaging techniques for detecting and following patients after spinal T.B. treatment. Diagnostic procedures that 

can be used in medicine are MRIs and regular X-rays (M.R.I.). Traditional X-rays are still the gold standard for diagnosing 

illness. It's a cheap and simple test that may be performed on many patients. Crucial diagnostic information can be gleaned 

from an X-ray, such as the presence of calcification and a lack of bone density. However, there are constraints to plain 

radiography because radiographs are usually normal in the early stages of the disease, and the patient has already advanced 

by the time the disease is seen on a basic X-Ray. A minor spinal canal, compressed spinal cord, or cord edema is not 

visible on standard radiographs. However, X-rays are not as sensitive as M.R.I. in detecting spinal soft tissue involvement, 

abscesses, and end plate anomalies. X-rays and magnetic resonance imaging (MRI) are in the spine diagnostic procedure 

for TB of the spine. Still, MRI is the imaging modality of choice for examining patients with Pott's disease of the spine. 
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