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1   |   INTRODUCTION

Low back pain is an often encountered complaint among 
clinical physicians. Although it can be caused by various 
conditions, there may be diseases that, if overlooked, could 
lead to serious consequences. Examples include aortic an-
eurysm, pyogenic spondylitis, metastatic spinal tumors, 
etc. Charcot spine, which occurs as a result of syphilis or 
spinal cord injury, exhibits severe deformity despite mild 
lower back pain. Infected charcot spine (ICS), even if ac-
companied by fever, may not present lower back pain or 
only exhibit mild symptoms. As a result, the diagnosis 
may not be accurately made until the vertebral destruction 
progress severely and neurological paralysis emerges.

2   |   CASE

A 44-year-old man was admitted with complaints of weak-
ness in the lower extremities. He had no lower back pain 
and walked unaided. Although he had no history of diabe-
tes or spinal trauma, he had positive syphilis in serology. 
A physical examination revealed right tibialis anterior 
muscle weakness, decreased pain sensation in the lateral 

thigh, decreased vibration sensation in both medial calves, 
and bladder dysfunction. There was no heat or redness in 
the lumbar region. Blood tests showed C-reactive protein 
(CRP) 30 mg/μL. X-rays showed severe destruction of the 
L3 and L4 vertebra (Figure  1, arrow) and angulated ky-
phosis, and magnetic resonance imaging revealed fluid 
retention in the destroyed L3 and L4 vertebra (Figure 2, 
arrow). Under X-ray fluoroscopy, the L3/4 intervertebral 
disc puncture revealed a small number of Gram-negative 
rods in the fluid sample, and subsequent culture tests re-
vealed Enterobacter cloacae. The severe spinal destruction 
without back pain was diagnosed as an ICS, and an ante-
rior–posterior lumbar fusion was performed.

3   |   DISCUSSION

Tabes dorsalis occurs 20–30 years after the initial infec-
tion of syphilis, causing progressive degeneration of 
the posterior columns and posterior nerve roots. As a 
result, proprioception and vibratory sensation are lost, 
contributing to the development of charcot spine and 
charcot joints. In this case, the patient had no low back 
pain, despite a paralyzing severe spinal deformity. The 
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Key Clinical Message
Patients with an infected charcot spine (ICS) may experience little or no back 
pain despite severe vertebral destruction. Understanding the pathophysiology 
underlying ICS and its differential diagnoses is crucial for its accurate diagno-
sis. Worsening symptoms of chronic charcot spine should raise suspicions of an 
infection.
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reason for facing difficulty in diagnosing such a condi-
tion lies in the pathophysiology of ICS, which results 
in few complaints of back pain due to diminished sen-
sation, and the rapid progression of vertebral destruc-
tion due to concurrent infection.1 Due to the paucity of 
symptoms, comprehensive examination by a physician 
may not be performed, resulting in a delayed diagnosis 
until there is evidence of progressive vertebral destruc-
tion or the onset of nerve palsy. What points should 
be noted when diagnosing ICS? First, it is crucial to 
understand the symptoms of charcot spine. Churruca 
et al.2 reported that 92% of charcot spine cases exhibit 
any symptoms. Specifically, these include increased 
spasticity, reflex disorders, autonomic nervous system 
symptoms, and pain. Second, having knowledge of dif-
ferential diagnosis is essential. Differential diagnoses 
should include pyogenic vertebrates, osteomyelitis, 

Paget's disease of bone, and destructive tumors.3 While 
ICS is rare, it should be included in the differential di-
agnoses for febrile patients with a history of syphilis or 
spinal cord injury. Early diagnosis allows prompt ini-
tiation of suitable treatments, preventing severe spinal 
damage and nerve paralysis.
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F I G U R E  1   X-ray of a 44-year-old man with infected charcot 
spine, showing severe destruction of the L4 vertebra(arrow) and 
angulated kyphosis.

F I G U R E  2   Magnetic resonance imaging showed fluid 
retention in the destroyed L4 vertebra(arrow).
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