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Recommendation: 

Based on available data, in patients with spinal tuberculosis and neurological deficits, 

there is low-quality evidence to establish an adequate waiting time to evaluate the 

response to drug therapy before deciding on surgery. 

In patients with moderate or severe neurological deficits (MRC ≤ 3/5), we suggest starting 

chemotherapy and performing surgery as soon as possible. 

In patients with mild neurological deficit (MRC ≥ 4/5), we can start chemotherapy and 

re-evaluate the possibility of surgery after 4 to 12 weeks. 

 

Level of Evidence: Low 

 

Delegate Vote: 

 

Rationale: Antituberculous therapy (ATT) remains the standard treatment for Pott 

disease, and cure can be achieved in most patients with strict, standard ATT(1). The spinal 

cord may be affected by compression of bony elements, an expanding abscess, and/or by 

direct involvement of the cord and leptomeninges by granulation tissue. Neurological 

deficits are usually more symmetrical and of more gradual onset than those resulting from 

other pathologies(2). Paraplegia and quadriplegia are some of the serious complications 

seen in approximately 10% of cases with spinal involvement(3). In particular, for patients 

with progressive exacerbation or severe paraplegia, the use of anti-TB drugs alone before 

surgery is not an option(4). 

 

Based on retrospective articles, surgical indications include increased neurological deficit 

during ATT treatment(5)(3)(6)(7)(8)(9)(10)(11) (4) (12) and, for some authors, the lack 

of improvement of the deficit during ATT. Although only some of them establish an 

adequate time for pharmacological therapy before surgery(4)(6)(9)(10), two authors 

establish their criterion at 4 weeks as a cut-off point(4)(9) and a paper in 12 weeks(10). 

 

In addition, we can mention that there is a certain consensus regarding the intensity of the 

neurological deficit for the indication of initial surgery. However, this point is discussed 

in another section of this document. However, it is appropriate to describe that authors 

such as Nene and Bhojraj(12) among their absolute indications for surgery in adults are 

advanced neurological deficit (less than Grade 3 of 5, according to MRC), and 

neurological worsening during anti-tuberculosis chemotherapy. For their part, Bhandari 

et al.(6) defined a minor motor deficit as a muscle power > grade 4 (according to MRC 

classification), while a major motor deficit was defined as a muscle power ⩽ grade 4, in 

which initial surgery would be indicated. Chandra et al.(11) applied a management 

protocol based on the neurological deficit and the subsequent decision on the need for 

surgery depending on the clinical grade (good grade: Frankel C/D/E; poor grade: Frankel 

A/B). Patients with potential deterioration (vertebral body collapse, spinal cord 

compression, deformity, presence of paraspinal abscess with extension to the epidural 

space) and good clinical grade underwent a trial of medical therapy, whereas all patients 

with poor grade underwent surgery. Of 36 of 212 patients started on ATT alone, 38% (14) 



of these required surgery due to lack of response to medical treatment and/or 

clinical/radiological deterioration, and 62% (22) improved with medical therapy alone. 

 

Some studies recommend ATT for at least 4 weeks before patients with spinal 

tuberculosis receive surgical treatment, arguing that during this time the disease status 

can be stabilized and body temperature, erythrocyte sedimentation rate (ESR), C-reactive 

protein level, and other indices can be returned to acceptable ranges(4)(9). In the context 

of patients with neurological deficits, Jia et al.(4) found that ASIA scale scores were 

significantly increased 1 month after surgery in the <4 weeks group compared with the 

≥4 weeks group (P = 0.001), and at 24 months improved to 4.4 ± 0.5 and 4.5 ± 0.4 in 

patients with anti-TB treatment times of ≥4 weeks and <4 weeks, respectively (P = 

0.0895). These authors recommended that early surgical treatment after <4 weeks of 

standard ATT may relieve spinal cord compression and also benefit early recovery of 

neurological function in patients with thoracic spinal TB. Because of safety, surgery is 

performed when symptoms of TB poisoning subside, ESR <40 mmol/h, and hemoglobin 

>100 mmol/L. Liu and Nie(13), retrospectively reviewed 47 adult patients with spinal TB 

and neurological deficits, and concluded that the duration of neurological symptoms 

before surgery, and not the degree of neurological involvement, correlates with the 

neurological recovery of the patients; however, reducing preoperative chemotherapy does 

not result in significant improvement in outcomes; therefore, undergoing four weeks of 

preoperative chemotherapy is acceptable. Safe and effective neurological recovery is an 

important therapeutic goal for surgical intervention.  

Garg et al.(10) described 12 weeks of ATT alone before surgery, of the 1,652 patients, 

19% had neurological deficits. Surgery was required in 10.5% (173) of the patients, of 

which 46 underwent surgery after a period of ATT alone, 26 had neurological worsening 

and 20 did not improve with conservative treatment at 12-16 weeks. In another 

retrospective study by Njoku et al.,(2) the progress of 30 patients with ATT alone is 

described. They were closely monitored in the first twelve weeks of therapy. Six could 

walk unaided within this period, while another eleven could walk with crutches. Another 

thirteen had power between grades 1 and 2. After two weeks of therapy, grade one power 

was seen in 4 patients who were admitted with grade zero power. The first change from 

grade 1 power to grade 3 power was after four weeks of therapy. After another two weeks, 

this patient was able to walk with crutches. The first change from grade 1 power to grade 

4 power was eight weeks in one patient. Most of the others who walked unaided did so 

after twelve weeks of therapy. Still, others took twelve weeks before they were able to 

walk with crutches. Some of these continued to make steady progress until they were able 

to walk unaided. Most of those who did not show any neurological improvement after six 

months of therapy did not show any further neurological improvement. There was no 

definitive recovery in another 10 patients. 
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