Title : The usually missed ANDERSSON LESION of Ankylosis Spondylitis

Aim  : To highlight the Importance of proper diagnosis of an Anderson lesion in Ankylosing spondylitis to avoid this complications.

Objective :

1)Emphasis on connecting the dots from various evidences.

2) To classify it as inflammatory or traumatic AL lesion because treatment varies 

Case study :

-Forty years Male patient with chronic mid back pain without trauma since 6 years  and on and off right sided chest pain.,recently severe increase in mid back pain with work induced radiation into the  T11 dermatome since 6 months aggrevating now.

-Inflammatory markers were normal.

-No evening raise of temperature or old Tuberculosis H/0.

-No trauma  History or no history of injury to the spine at any time .

-Gives History of playing tennis ,till 7  months ago .

-HLA B27 is positive. 

-No distal deficits.

High uncontrolled diabetic using medicines without check up since 4 years but on regular medication .

-Xray for the T L Spine was reported as  scoliosis  with diffuse osteopenia ,faint Calcified anterior longitudinal ligament ,fused facets. With reduced disc space at  T11-T12 with end plate sclerosis: degenerative /inflammation/infection/Anderson Lesion..

-CHEST X ray showed features of fibrosis, opacities ,paraspinal soft tissue lesion in lower dorsal region on the left side .(No pulmology referral was given and even after I advised, the patient did not go for the pulmonology visit )
{ extra articular manifestations of A S }.

-MRI SCAN was reported in favour of a CHANCE fracture.- MILD KYPHOSIS with focal changes at D11-D 12 with endplate changes extending to the posterior arches.
A S was mentioned in the MRI scan .

Important points here: 

1)Radiologist failed to mention the kyphosis angle or cobbs angle .

If a IIIA three column failure pattern is reported as a MILD KYPHOSIS this is not only misleading for the treating consultant but also very dangerous for the  patient as he could develop serious consequences if the films are not counter checked by the surgeon.

2) The clinician’s failure to refer this patient to a pulmonologist is notable  so is the patients own disregard to my referral for the same .

3). High uncontrolled diabetic using medicines without check up since 4 years but on regular medication .

4) Patient refused spinal stabilization surgery and opted to take bed rest for 6 weeks.{ THE ONSET OF THIS PROBLEM IS ALREADY MORE THAN 6 MONTHS –
WITH PROGRESSION NOT UNION)  .This is HYPERTROPHIC NON UNION.
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                     Anderson lesion -Spondylodiscitis of AS.

1ST Orthopedic surgeon treated him in the lines of a ‘CHANCE fracture vertebra’ with conservative management 

2nd Orthopedic surgeon – Me -I  diagnosed it as a spondylo discitis and suspected infection but was perturbed by normal inflammatory markers ,,I Noted his diffuse osteopenia state . and I was connecting the DOTS and referring articles and literature and referred him to a neurologist . (TELECONFERENCING ONLY ). Referred him to the Neurologist, neurosurgeon , pulmonologist (Lung Lesions ) as I believe in Team work.

3rd  Neurologist who suspected Infection advised blood tests and C T scan .

4rth Neuro Surgeon  was consulted for his 40 degrees localised kyphosis and increasing radiculapthy  into the T11 dermatome.
Neurosurgeon suspected POTT’s spine and advised CT guided Biopsy.

5th and 6th are the radiologists . 

Finally a CT scan was done and reported to be ANDERSON LESION .

This is an elusive diagnosis indeed.

DISCUSSION :
14- 28 % of  A S Patients may develop this PROGRESSIVE THREE COLUMN DISTRUCTIVE ANDERSON LESION which needs instrumentation as the pseudoarthrosis .at the stress riser site and pathological fracture will not allow normal healing and the ensuing kyphosis could be detrimental if the conservative methods fail.

Patient refused spinal stabilization surgery and opted to take bed rest for 6 weeks..

Conclusion :

In most cases the diagnosis stares at us in the eye and the right person picks it up. 

His records showed enough evidences about the articular and extra articular manifestations mentioned in A S .

Andersson-like lesions (ALLs) in DISH are not to be forgotten.
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