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Abstract 
Tuberculosis of the bones and joints stays uncommon, accounting for simplest about 1 to a 
few% of all cases of tuberculosis, with comparable occurrence time tendencies.Antituberculous 
chemotherapy is the mainstay of spinal TB remedy. Radical debridement mixed with fusion and 
instrumentation is utilized in patients with Neurological deficit, caseous abscesses, sequestered 
bone formation, instability or a kyphotic angle of more than 30°.But, an issue stays concerning 
the surgical approach and modality of instrumentation. Pott's disorder of the backbone 
commonly involves the mid thoracic spine. Tubercle bacilli attain the spine either 
hematogenously or thru lymphatic channels from the paravertebral lymph nodes or pleural 
area. Pott's ailment of the backbone affect active length of existence, it is an ailment of younger 
person and formative years. In the current study conventional medical therapy was reviewed in 
comparison to that of surgical therapy for Pott’s spine. 
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Introduction 
 

Tuberculosis of the bones and joints stays 
uncommon, accounting for simplest about 1 to a 
few% of all cases of tuberculosis, with 
comparable occurrence time tendencies.[1,2,3,4] 
The present day document from the sector 
health agency (WHO) on tuberculosis manage 
indicates that tuberculosis instances have 
commenced to say no international for the 
primary time.[5] Further, the WHO Tuberculosis 
Surveillance and tracking document issued in 
2012 shows a decrease within the occurrence of 
tuberculosis in latest years.[6,7,8,9,10] Pain is the 
maximum commonplace supplying 
manifestation. Antituberculous chemotherapy is 
the mainstay of spinal TB remedy.[11] Radical 
debridement mixed with fusion and 
instrumentation is utilized in patients with 
Neurological deficit, caseous abscesses, 
sequestered bone formation, instability or a 
kyphotic angle of more than 30°.[12] But, an 
issue stays concerning the surgical approach and 
modality of instrumentation. Pott's disorder of 
the backbone commonly involves the mid 

thoracic spine. Tubercle bacilli attain the spine 
either hematogenously or thru lymphatic 
channels from the paravertebral lymph nodes or 
pleural area.[13] Pott's ailment of the backbone 
affect active length of existence, it is an ailment 
of younger person and formative years.[7,13] 
Weight bearing joints (spine 40%, hips 13%, 
and knee 10%) are most usually affected.[14,15] 

 

Impediments of Pott’s spine 
1. Paraplegia: most dreaded problem. It can 
occur because of mechanical stress on spinal 
twine via abscess, granulation tissue, tubercular 
debris, caseous tissue, or mechanical instability 
via pathological subluxation/dislocation. 
2. Edema of spinal cord, myelomalacia or direct 
involvement of meninges and spinal wire with 
the aid of tubercular infection/inflammation may 
additionally lead to neural loss. 
3. Infective thrombosis/endarteritis of spinal 
vessels. 
4. Kyphosis. 
5. Hemiplegia. 
6. Monoplegia.[16,17,18,19] 
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Medical management of Pott’s spine 
Pharmacological therapy usually consists of 
triple-drug antituberculous chemotherapy (p-
amino salicylic acid, streptomycin, and 
isoniazid) and plays a main role in TB 
treatment, if the lesion is without complications 
and limited to the vertebrae.[20] Some studies 
have reported the worsening of existing 
symptoms or the appearance of new lesions in 
patients who initially responded well to 
antituberculous therapy.[21,22] However, with the 
appropriate indications, surgery is considered 
superior for preventing neurological 
deterioration, maintaining stability, and early 
recovery.[11,23,24,25,26,27,28,29,30,31,32] 
 

Specific Drugs 
 

Streptomycin 
This is one of the aminoglycosides, it is 
bactericidal, it's far almost entirely reserved for 
remedy of tuberculosis in aggregate with 
different capsules. It's given intramuscularly in a 
well-known dose of one gram in line with day, 
reduced to 500- 700 mg in patient underneath 50 
kg body weight. It is excreted through the 
kidneys and must be used cautiously in patient 
with impaired renal feature. Adverse effects are 
ototoxicity and to a lesser extent nephrotoxicity. 
It is contraindicated in patients with myasthenia 
Graves as it can impair neuromuscular 
transmission. 
 

Isoniazid drugs 
Dose 5mg/kg/day. It’s miles cheap and 
enormously effective, it ought to be included in 
any antituberculous routine except there may be 
a selected contra-indication. It must take 
delivery of carefully in patient with impaired 
liver or kidneys characteristic, in affected person 
with epilepsy, patient with psychosis or 
alcoholism it's miles contra-indicated in patient 
with drug-prompted liver disorder. The most 
serious side impact of isoniazid is peripheral 
neuritis, which can be prevented by way of 
vitamin B6 l0 mg in line with day. 
 

Rifampicin  
Capsules or pills, 150 mg, 300 mg Dose: 10 
mg/kg/day (maximum of 600 mg/day) as a 
minimum half of an hour earlier than meal. It’s 
contra-indicated in jaundiced affected person, it 
need to be used cautiously in pregnancy, hepatic 
impairment, alcoholism, and we have to display 

liver characteristic. Rifampicin induces hepatic 
enzymes which boost up the metabolism of 
numerous pills which include estrogens, 
corticosteroids, phenytoin, sulphonylureas, and 
anticoagulants. The effectiveness of oral 
contraceptives is decreased and alternative circle 
of relatives planning recommendation should be 
presented. 
The most serious side effect are hepatitis, 
thrombocytopenia, and the affected person must 
be warn that orange-pink discoloration of body 
secretions may additionally arise.  
 

Thiacetazone 
150 mg + 300 mg isoniazid 
Dose: 150 mg/day orally. 
It is indicated in treatment of tuberculosis in 
combination with different pills. It is 
contraindicated in impaired liver characteristic. 
Adverse effect: Nausea, dyspepsia, hepatitis 
(rare) haemolysis (uncommon) and skin rush. 
 

Pyrazinamide capsules 500mg 
Dose 35mg/kg/day 
It is a bactericidal drug simplest energetic 
towards intracellular dividing form of 
mycobacterium tuberculosis, it exert its impact 
most effective in the first two or three months. It 
is specifically beneficial in tuberculous 
meningitis due to excellent meningeal 
penetration. 
Contra-indication in liver sickness. It ought to 
be carefully used in impaired renal function, 
diabetes, and gout. 
Facet impact: hepatoxicity, jaundice, liver 
failure anorexia, nausea & vomiting, 
sideroblastic anemia, urticaria, arthralgia and 
gout. 
 

Ethambutal: 140 mg 
Dose 25 mg/kg/day for no extra than months in 
the initial segment and 15 mg/kg/day inside the 
continuation section. 
Cautions: lessen dose in renal impairment, aged 
and pregnancy. 
Contra-indicated: in younger youngsters beneath 
6 years of age and antique patients. 
Adverse impact: Optic neuritis, 
pink/inexperienced shade blindness, peripheral 
neuritis- patient ought to slop the drug and 
record any visual signs and symptoms. Medical 
treatment has proven nice impact in around 60% 
of uncomplicated instances of Pott’s spine.[33] 



Charde P et al; Conservative Vs Surgical Management of Pott’s Spine 

J Cont Med A Dent January-April 2018 Volume 6 Issue 1 12 

Tuli et al. stated neurological recuperation in 
30% to 40% of patients with neurological 
deficits, submitted to conservative remedy.[34,35] 
Within the 2010 WHO hints, ST is protected in 
category I of treatment and a routine in 2 stages 
is usually recommended for this class. In the 
first 2 months (intensive section) 4 first-line 
tablets (isoniazid, rifampicin, pyrazinamide and 
ethambutol or streptomycin) have to be 
administered, and in the following four months 
(continuation phase), isoniazid and 
rifampicin.[36,37,38] The WHO and the American 
Thoracic Society (ATS), attending to the 
difficulty of tracking the therapeutic response in 
ST, advocate on this unique case, the 
prolongation of the continuation phase for a in 
addition 3 months, for a total of 9 months of 
treatment.[38] The presence of comorbidities also 
does no longer justify any therapeutic change to 
this regimen, even though ability drug 
interactions, mainly with antiretroviral, have to 
be taken into consideration.[39] 

 

Directly observed therapy short course (DOTS) 
Direct observation of the medication intake is 
the high-quality approach to make sure that the 
patients comply with the routine, being these 
days facilitated by means of the intermittent 
drugs regimens which allow the medication 
consumption for two or 3 instances every 
week.[36,40] 

 

Multi drug resistant tuberculosis (MDR-TB) 
Isoniazid and rifampicin resistance is termed 
MDR-TB and, if similarly, there is resistance to 
a fluoroquinolone or at the least one 2nd-line 
injectable drug, it is termed substantially multi 
drug resistant tuberculosis (XDR-TB).[41,42] The 
prevalence of resistance in ST remains 
unknown.[39] As there are not any particular 
guidelines for the remedy of MDR-TB in spinal 
infection, the remedy of this pathology ought to 
be accompanied by way of the WHO or ATS 
guidelines for the remedy of MDR pulmonary 
infection, which advocates a healing routine 
lasting no much less than 18-24 months. 
Preferably treatment must be primarily based on 
DST.[43,44] A examine with the aid of 
Rajasekaran describes five factors predictive of 
fulfillment inside the treatment of spinal MDR-
TB, which include:  
i. Progressive medical development at 6 

months, 

ii. Radiographic development throughout 
treatment,  

iii. Multi-resistant contamination to less than 
three tablets,  

iv. The need to use four or fewer second-line 
tablets and,  

v. No want to change the regimen at some stage 
in treatment.[41] 

 

Treatment options for Pott’s spine without 
neurological dearth 
Conservative treatment regarding the usage of 
two or three antituberculous tablets with bed rest 
or ambulant chemotherapy, the novel clearance 
of a lesion and the Hong Kong method of 
anterior debridement and fusion or anterior 
debridement alone, gave comparable lengthy-
time period outcomes without a late relapse or 
past due-onset paraplegia.[45] The most effective 
benefit of the novel operation changed into 
much less overdue deformity compared with 
debridement.[45] Tuberculosis of the spine is a 
medical disease and ought to be treated with 
antituberculous capsules, relaxation and 
mobilization with an appropriate orthosis.[46,47] 
 

Therapeutic options for treatment of 
neurologically complicated Pott’s spine 
Surgical remedy is practiced international even 
for a minimal grade of neurological deficit. Tuli 
found neurological recovery in 30% to forty% 
of sufferers having drug remedy and rest for 
four to 6 weeks whilst watching for surgical 
treatment or being made match for it.[34] 

 

Correction of kyphosis in active disease 
This is indicated while the affected person gives 
with a severe kyphosis of ≥ 60°, or if the 
kyphosis is possibly to heal with this amount of 
deformity. This could arise if  3 or extra 
vertebrae are worried with a loss of 1.5 or more 
vertebral bodies in the dorsal or dorso-lumbar 
backbone.[48,49] Youngsters more youthful than 
seven years of age, with three or more affected 
vertebral bodies in the dorsal or dorso-lumbar 
backbone and two or more ‘at-hazard 
symptoms’, are likely to have progression of the 
kyphosis with boom and have to go through 
correction.[50,51] During the procedure the spinal 
cord have to be saved under vision in case it 
have to become elongated. Correction of the 
kyphosis may be executed by way of: 
a) A one-stage transpedicular method; [52] 
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b) 1 stage anterior decompression and bone 
grafting followed by way of correction of the 
kyphosis and posterior instrumentation [53] or 
c) A single-level correction by means of an 
extra pleural anterolateral approach.[49,54] 

 

Louw achieved transthoracic anterior 
decompression and vascularized rib grafting in 
the course of the identical process, or weeks 
later, through shortening of the posterior column 
with a multilevel posterior osteotomy, 
instrumentation and fusion. The imply pre-
operative kyphosis of 56° turned into corrected 
to 27°, which healed at 30°.[55] 
 

Surgical Treatment of Pott's 
Paraplegia 

 

Undoubtedly neurological complications related 
to tuberculous spondylitis do recover in a few 
instances after scientific treatment alone. The 
surgical technique objectives on the 
debridement of tissues, decompression of 
neurological structures and stabilization of the 
backbone. Those aims may be completed by: 
1. Debridement and/or decompression and 
anterior fusion. 
2. Debridement and/or decompression and 
posterior fusion. 
3. Debridement and/or decompression and 
anterior fusion observed with the aid of 
instrumented simultaneous or sequential 
posterior arthrodesis. 
4. Instrumented posterior arthrodesis followed 
with the aid of debridement and/or 
decompression and anterior fusion.[56] 

According to distinct reviews, considering the 
subsequent elements might be useful with a 
view to pick the approach.[1,57] 
1-affected person’s age  
2-Presence of scientific co-morbidities  
3- Region of bony destruction (anterior, 
posterior or each)  
4- Location of the compressive lesion with 
admire to the dura (anterior, posterior or each)  
5- Density of the compressive lesion (pus or 
strong extradural lesion)  
6- Patient’s bone inventory  
7- Variety of segments involved  
8- Degree of kyphotic deformity  
9- Vicinity of involvement (craniovertebral 
junction, cervical, cervicothoracic junction, 

thoracic, thoracolumbar junction, upper lumbar, 
cauda equina). 
 

Table 1: showing indications of surgery in 
patients with Pott’s spine. 
Rapid onset paraplegia 
Worsening paraplegia despite conventional 
therapy 
Paraplegia despite continuation of conventional 
therapy 
Recurrent paraplegia 
Paraplegia due to disease of posterior neural 
canal 
Spinal tumor syndrome when diagnosis is 
doubtful 
Cases where conservative management is not 
possible. 
 

Indications of surgical treatment of Pott’s spine 
is depicted in table 1. In patients without 
evidence of neurological compromise, the 
remedy is composed in anti-tuberculosis 
capsules and bracing, supplied the sagittal 
alignment of the spine is preserved.[58] Garg et 
al.[59] and Kumar et al.[60] advocated the usage of 
the posterior method by myself to carry out 
spinal canal decompression and abscess 
drainage at some stage in the equal degree as 
internal fixation and fusion. In sum, the surgical 
control of regular spinal tuberculosis rests on 
two standards:  

1. debridement with spinal twine 
decompression and, 

2. Stabilization of the spine.  
Those principles are also accompanied in some 
developing nations, in which surgical remedy 
can prevent the long-time period improvement 
of severe kyphosis.[61]  Spinal TB is traditionally 
handled surgically by way of anterior 
instrumented fusion,[62] combined anterior-
posterior method,[63] extra pleural anterolateral 
technique or posterior manner most effective.[64] 
The probably motive for this might be that 
pedicle screws cross the vertebral body pedicle, 
the most powerful a part of the vertebral body, 
presenting 3-dimensional correction and 
strengthening the spinal three-column balance, 
which is a whole lot stronger than anterior 
instrumentation.[65] Excessive pulmonary 
difficulty quotes had been stated in previous 
anterior thoracic tuberculosis surgical 
procedures.[66] The risk of harm to the 
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pulmonary parenchyma, along with lung 
laceration, atelectasis, pneumonia or empyema 
is significant issues.[67,68] 

 

Anterior approach 
Inside the amazing majority of cases, the 
posterior elements of the spine aren't affected on 
this contamination. Granulation tissue 
specifically reasons the compression of 
neurological systems, caseous material and 
abscesses with anterior origin. It’s far inside this 
idea’s help that the anterior method turned into 
popularized by way of Kandwal et al.[69] The 
authors described 93% of fusion rate in the 
mechanically use of debridement via anterior 
method.[70,71] For the same approach, several 
authors described a good neurological 
recuperation, absence of recurrence of the 
infection at lengthy-time period observe-up, and 
corrections of the kyphotic attitude between 18° 
and 20°.[72,73] The achievement of anterior 
debridement observed through fusion has been 
proven to be inversely associated with the length 
of the reconstruction.[74,75] 
 

Posterior approach 
Its exceptional advantages are the familiarity of 
the method and the decrease morbidity, making 
sure top-quality exposure for circumferential 
decompression both by way of transforaminal 
and by transpedicular path. It additionally 
allows the extension of the instrumentation to 
more than one ranges and provides a greater 
protection for the anterior reconstruction, 
keeping off the complications inherent to the 
opening of the thoracic and abdominal 
cavities.[41,76] 
 

Combined approaches 
Numerous research describe precise to 
wonderful consequences with anterior 
decompression accompanied by using anterior 
or posterior instrumentation.[74] Posterior 
instrumentation after anterior decompression 
and reconstruction, in a simultaneous or 
sequential manner, is indicated to prevent 
complications related to the anterior graft, in 
patients with long segments affected (> 4 
segments), in cases of pan vertebral ailment or 
while good sized kyphosis correction is 
important.[41] 

 

 
 

Osteotomies and vertebral resection 
Remedy of established kyphotic deformities 
may be hard and requires osteotomies for good 
enough correction, which may be executed via 
anterior-best, posterior-handiest or mixed 
techniques.[74]Rajasekaran describes a final-
beginning wedge osteotomy that is powerful for 
the correction of extreme put up tubercular 
kyphosis permitting deformity correction with 
minimal complications.[78] Osteotomies are 
technically worrying and feature a hardship 
charge that is as high as 40%, together with 
dural tears, temporary or everlasting 
neurological deficits, pulmonary headaches, and 
blood loss. For that reason, this manner is best 
advocated in the case of extreme kyphosis, each 
inside the active and restoration ailment.[69] 

 

Minimal invasive spine surgery 
Minimally invasive strategies are automatically 
utilized in degenerative pathology and have 
been more and more utilized in ST.[78] Video 
assisted thoracoscopy is accomplished to 
decrease the headaches associated with 
thoracotomy, with similar outcomes to the open 
techniques in scoliosis. This minimal invasive 
approach is likewise being utilized in surgical 
control of spinal tuberculosis however few 
studies have addressed its function.[69,79] 

 

Complications of surgery 
1. Superficial wound infection. 
2. Transient intercostal neuralgia. 
3. Laceration of lung parenchyma. 
4. Pulmonary atelectasis. 
5. Pleural effusion. 
6. Empyema. 
7. Pneumothorax.[80] 
 

Multiple Vertebral Disease 
A couple of stage spinal TB may additionally 
occur as continuous involvement of  to 4 
contiguous vertebrae, or may also affect special 
levels in special parts of the backbone. The 
lesion in continuity usually is visible in 
immunodeficient sufferers and in patients with 
hemoglobinopathies.[73,81] 
The non-operative treatment of patients with 
multilevel spinal TB without neurologic deficit 
is the same as the remedy of an affected person 
with a normal spinal TB. Accurate neurologic 
exam and MRI before scheduling surgical 
procedure in patients with multilevel spinal TB 
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is essential to determine the level of 
compression.[82] 
Several surgical strategies were used for the 
management of multilevel spinal TB. Cavuşoğlu 
et al. said long-time period outcomes on anterior 
radical debridement, decompression, and fusion 
using anterior spinal instrumentation and tibial 
allograft replacement for control of multilevel 
spinal TB in 22 sufferers.[83] 

 

Conclusion 
 

Spinal tuberculosis (Pott’s disease) 
predominantly impacts the thoracic backbone 
and is often identified late. The remedy is based 
chiefly on anti-tuberculosis capsules with the 
equal regimens as for pulmonary tuberculosis, 
although a remedy-length of 9 months is often 
used in everyday practice. Inside the absence of 
a neurological emergency, surgical procedure is 
indicated to prevent secondary spinal cord 
compression in patients with great abscess 
formation and/or sagittal spinal crumble. Both 
the anterior and the posterior processes may be 
used. Additional posterior fusion is needed best 
inpatients with marked osteolysis chargeable for 
severe instability. 
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