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Erosive spondylopathy
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SUMMARY Seven patients with chronic dorsolumbar pain, stiffness and some restriction of spinal
movements are described. Multiple lesions of the vertebral bodies were present. The lesions occurred
at various levels and all had similar radiological characteristics, often returning to normal after
several years. Vertebral changes of this type may be seen in patients with ankylosing spondylitis
but for a variety of cogent reasons presented in this report our patients did not readily fall into this
diagnostic group. The aetiology of these vertebral lesions is unknown but available evidence indicates
that they should not be attributed to an infectious or neoplastic process.

Lesions of the vertebral bodies having an erosive
radiological appearance are well known in anky-
losing spondylitis and have been designated by many
authors as erosive or destructive spondylitides or
spondylodiscitides.'22 Although they are frequently
considered as late manifestations,3 6 7 11 13 19 they
can occur during the early years of this rheumatic
disease.9 13 16 18 23 In addition, their radiomorpho-
logical aspects have been classified into different
stages by Jacqueline,7 Cawlev et al.,13 Bartunkova
et al.,15 and Dihlmann and Delling.23 Other, rather
different, isolated vertebral lesions have been attri-
buted to osteoarthrosis.2426
During the last 7 years we have observed 7 patients

with the type of erosive lesions seen in ankylosing
spondylitis in the absence of most of the commoner
clinical and radiological features of this disease.
The features of these patients suggest that they do
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not have real ankylosing spondylitis but rather a
distinct entity. These vertebral lesions could be
a particular expression of a rheumatic spondylitis,
which would not necessarily belong to another
classical rheumatic syndrome.

Patients and methods

A total of 7 patients were studied-4 women and 3
men. Their average age was 39 * 5 years (range 22 to
54). All had moderate back pain, mostly localised
to the lumbar segment, sometimes with unilateral
or bilateral sciatic pain oscillating from one side to
the other. In 2 cases there was in addition dorsal
discomfort (Table 1). One patient (case 1) had
marked morning stiffness of the spine: this was
present but moderate in the other 6. The duration
of these symptoms varied between 5 and 15 years in
6 cases (average 9 5 years). Tn case 3 they started
only 7 months prior to examination.
On clinical examination (Table 1) slight to

moderate dorsal or low back pain could be elicited

Table 1 Age, sex, and reasons for medical consultation; clinicalfindings and radiological appearance of sacroiliac joints
No. Case Low back Oscillating Low Thoracic Clinical examination Sacroiliitis Classification

and sciatic pain back back pain according to
unilateral pain Thoracic low Limitation of Chest Radiological AS diagnostic
sciatic pain back pain dorsolumbar expansion stage (NY) criteria (NY)

movement (cm)

1 F 54yr + i +++ 4 0
2 F 53 yr + + + + 6 3 (Unilat.)
3 F 23 yr + ++ +± 5 3 Definite
4 F 44 yr + + + + 6 2*
5 M 22yr + + + 7 0
6 M 33 yr + i + 6 3 Definite
7 M 48 yr + + 5 3 Definite

*Tomograms were interpreted as grade 3 changes.
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by transverse local pressure of the spine or by
active movements of the trunk. In only 1 patient
(case 1) was there marked limitation of all spinal
movements. In the others the mobility of the spine
was slightly to moderately restricted in all 3 planes.
In 6 patients the chest expansion was normal. In
case 1 it was restricted, but not below 2- 5 cm. One
patient suffered from psoriasis (case 3); none had
Reiter's syndrome, Crohn's disease, or ulcerative
colitis, and none had peripheral joint lesions.
The erythrocyte sedimentation rate (Westergren)

was moderately elevated in all 4 women and normal
in the 3 men (Table 2). The white blood count
ranged between 5-8 and 12-5 x 109/l (average
8-0 x 109/l)). The latex fixation test was negative in
6 patients, slightly positive (1 :40) in 1 (case 3). The
Waaler-Rose test was negative in all patients. Intra-
dermal reaction to 2 U of tuberculin was negative in
4 patients, strongly positive in 1 (case 1), and not
tested in 2 (cases 5 and 6). Brucella and salmonella
agglutination tests were negative in 5 cases; they
were not performed in 2 (cases 1 and 6). HLA B27
antigen was present in 1 patient only (case 6) (Table 2).
A punch biopsy including bone and disc was

performed in 3 patients (cases 1, 3, and 4). In case
I the histological examination showed fibrocartila-
ginous tissue with nonspecific scar remodelling.
In case 3 no histological examination could be made,
and in case 4 the structure of the trabecular and

cortical bone was normal. In all 3 cases culture of the
biopsied material remained sterile for pyogens and
acid-fast organisms.

Results

The sacroiliac joints were investigated by routine
radiographs and by antero-posterior tomograms
(Tables 1 and 2). The interpretation of standard
radiographs was made according to the grading of

Table 3 Types of vertebral lesions (according to
Cawley et al.'3)
No. Type a Type b Types c and d Type e

1 L5 L3, L4
L4, L4

2 L5-S1 L3, L5 T8, T8-T9

_ L5
L3,

3 L2 (- e) L3 L2
4 L4 Fi-L2, L3, L4

- L2,L3-
5 L2 L3

TT12, L1, CY,
6 L2 L2, L3
7 Tll-T12 L2, U T12-LI

L2 -

LI =one lesion at the upper rim of LI. L3 =one lesion at the lower
L4

rim of L3. =one lesion at the upper rim of L4 and two lesionsL4, L4
at the lower rim of L4.

Table 2 HLA B27 typing in relation to the number of vertebral lesions; presence ofsyndesmophytes and concomitant
involvement of the sacroiliac joints
No. Sex Number of Syndesmo- Sacroiliitis Classification according ESR (Westergren) HLA B27

vertebral phytosis to AS diagnostic (mm/h)
lesions criteria (NY)

I Female 5 0 Absent - 22 0
2 Female 9 Isolated Unilat. - 40 0
3 Female 3 0 Bilat. Definite 29 0
4 Female 7 0 Bilat. - 20 0
5 Male 5 0 Absent - 3 0
6 Male 3 0 Bilat. Definite 7 +
7 Male 7 Isolated Bilat. Definite 4 0

a b c d
Fig. 1 Types ofdestructive lesions as seen in lateral view, anterior margin to right. xxx= cartilage plate,
111=osteosclerosis (after Cawley et al.'3).

e
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464 Courtois, Fallet, Vischer, Wettstein

Table 4 Number and location of vertebral lesions

No. Thoracic Lumbar Sacral

1 0 5 0
2 3 5 1
3 0 3 0
4 0 7 0
5 1 4 0
6 0 3 0
7 3 4 0
Total 7 31 1

Fig. 2 Case 1, September 1972. Lateral tomogram
showing erosive lesions ofL3 and L4 and of the
superior margin ofL5, with zones of sclerosis in the
vertebral bone surrounding the defects. Narrowing of
the L4/5 disc.

the New York diagnostic criteria for ankylosing
spondylitis.27 The vertebral lesions were analysed
on standard radiographs and on tomograms, and
described in accordance with the classification of
Cawley et al.13 In the classification (Fig. 1) vertebral
lesions are differentiated according to their locali-
sation in the vertebral endplate.

Multiple lesions with an erosive appearance were
observed in all cases (3 to 9 lesions per patient).
These were localised at different levels involving
mainly the lumbar segment (Figs 2-6). More
rarely, they were found in the thoracic and sacral
regions (Tables 3 and 4). They had the following
radiological characteristics:

Areas of apparent erosion were present in the
vertebral end-plates (Figs 2-7). They were almost
always focal but at times involved the end-plates

Fig. 3 Case 2, April 1977. Type e lesion of T8/9 and at
the upper end plate of T8. Widening of T8/9 disc space.
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Fig. 4 Case 2, March 1975. Lateral view showing a Fig. 5 Case 2, June 1977. Tomogram of the lumbar
type a lesion of L5/SJ with reactive bone sclerosis and spine showing the progression o the type a lesion
an incomplete syndesmophyte. fOL5/SJ. New lesion of type b at the lower anterior rim

ofL3 and at the upper anterior rim ofL5 with
diffusely (Figs. 2, 3, 5, and 7). The lesions were
frequently surrounded by an expanding zone of
bone sclerosis which could spread to involve most
or even all of the vertebral body (Figs. 2, 3, 5, and 6).
The adjacent end plates, whether above or below,

frequently remained intact (Fig. 5).
The intervertebral spaces appeared to remain

unaffected or only slightly narrowed (Figs. 5 and 6).
However, at times they were even enlarged (Figs. 3
and 5).
Syndesmophytes were rare. Two of the 7 patients

had syndesmophytes, but these were isolated and
different from those seen in the classical bamboo
spine (Figs. 4 and 5). On the other hand, neither
reactional osteophytosis nor intervertebral synos-
tosis as seen in osteoarthrosis were observed.
The radiological course of the erosive-appearing

lesions was of interest. They showed an impressive
dynamic activity both in their formation and in their
regression (Figs. 4, 5, and 7). Many developed in
sites previously shown to be radiologically intact
(Figs. 4, 5, and 7). In some patients the lesions were
already pre-existent. Each lesion appeared to have
its own individual evolution which was not uniform.

incomplete syndesmophytes. No narrowing of the disc
spaces. Note the integrity of the L4 endplates.

The following possible sequences were observed:
(1) Condensation, repair, or sclerosis. (2) Recovery
with complete restitution of the vertebral integrity.
(3) Appearance of atypical isolated syndesmophytes.
(4) Persistence of vertebral lesions.

Since patients frequently complained of minor
back pain which did not cause them to seek medical
advice, it was difficult to determine the exact delay
between the first clinical manifestations and the
radiological discovery of the vertebral lesions.

Discussion

Lesions similar to those present in the 7 patients
reviewed are occasionally seen in patients with
classical ankylosing spondylitis. Under these cir-
cumstances two hypotheses have been advanced to
explain their pathogenesis, one suggesting an
inflammatory process and the other a degenerative
reaction.
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466 Courtois, Fallet, Vischer, Wettstein

Most authors agree that there is an inflammatory
basis for the anterior spondylitis described by
Romanus and Yden,2 which can be the initial
stage of syndesmophyte production.2 619 28-30 Some
have concluded that the spondylodiscitis of anky-
losing spondylitis is secondary to an inflammatory

Fig. 6 Case 4, September 1972. Tomogram of the
lumbar spine showing type c and d lesions from Li
to L4 with surrounding bony sclerosis. Little alteration
of the disc spaces. No syndesmophytes are seen.

extension of the anterior spondylitis to the discs and
end plates.'-42028 30 More recent studies have
suggested that these are degenerative changes
secondary to repeated mechanical trauma which
cause localised microfractures of osteoporotic bone
and penetration of the disc into the vertebral body.
10 11 13 19 21 31 32 For the latter group of authors
there does not exist a transition from the anterior
spondylitis to the spondylodiscitis. Dihlmann and
Delling23 in a recent study classified these destructive
vertebral lesions seen during the course of anky-
losing spondylitis into 3 types: one inflammatory,
a second non-inflammatory (which can be dis-
tinguished radiologically, histologically, and by the
time of its appearance), and a third type that these
authors qualify as 'ambivalent', i.e., showing both
types of change.

In the present investigation all the 7 patients
studied suffered from an erosive-appearing spondy-
lopathy localised at multiple levels of the spine and
showing a course frequently leading to complete
radiological recovery. The clinical picture resembles
that of ankylosing spondylitis with back-ache,
morning stiffness, and mild or marked restric-
tion of movement of the dorsolumbar spine.
However, there were major differences which strongly
suggest that this spondylopathy may not necessarily
be related to ankylosing spondylitis. Four of the 7
patients were female. All the patients had normal
chest expansion, 2 had completely normal sacro-
iliac radiographs (Table 1), one 5 years, the other 7
years after the onset of the low back pain. Only 1
patient was HLA B27 positive (Table 2). Finally,
in no case was there an evolution of the classical
ossification of the spinal ligaments seen in anky-
losing spondylitis.

*::...

l......

LV

Fig. 7 Case 4. Lateral view showing the progression ofa type b lesion of the upper anterior rim ofL4. A. February
1971: type b lesion ofL4. The lower end plate ofL3 is not altered. The L3/4 disc is not narrowed. B. September 1972:
type c lesion at the lower end-plate ofL3 and type d lesion at the upper end-plate ofL4. Increased bony sclerosis
surrounding the type b defect which already involved the upper end plate ofL4. C. June 1974: regression of the erosive
lesions and the bony sclerosis ofL4. D. February 1979: complete healing ofL4.
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Based on theNewYorkdiagnostic criteria proposed
by Bennett and Wood27 the diagnosis of definite
ankylosing spondylitis could be made in 3 patients,
but only because they had sacroiliitis (Table 1). The
2 subjects with completely normal sacroiliac joints
(cases 1 and 5) nevertheless had the same clinical
and radiological features as the other patients. Thus,
if the present series of patients could be said to have
ankylosing spondylitis, this disease would have to be
present in a very atypical form. Moreover, it would
be very difficult to accept this diagnosis in patients
1 and 5, who had completely normal sacroiliac
radiographs years after the beginning of their disease.

Cases resembling those here presented have been
observed previously by Verhaeghe and Lebeurre33
and by De Seze et al.34 Verhaeghe and Lebeurre33
described them under the term 'chronic evolutive
spondylodiscitides' and De Seze et al.34 under
'isolated rheumatic spondylodiscitides.' We would
prefer to call this condition an erosive spondylopathy
and not a spondylodiscitis, since the intervertebral
space appears to be preserved or only slightly
altered.
The absence of significant changes in the inter-

vertebral discs, the slow development, the tendency
towards spontaneous healing of some vertebral
lesions, as well as their multiplicity, make a bacterial
process highly improbable. It also seems likely that
the lesions here described are not of a mechanical
origin and thus do not correspond to those observed
by Martel24 25 and more recently by Lagier et al.26
The latter involve mostly one spinal level and are
associated with a narrowed disc giving the radiological
picture of a true 'pseudospondylodiscitis'.
The vertebral pathology present in the 7 patients

of this series cannot be precisely defined. Deter-
mination of whether this is an inflammatory disease
or a purely degenerative process will be possible only
from very early histological observations. It is
important at present, however, to avoid attributing
these spinal lesions to an infectious process35 or to a

tumour,23 with all the therapeutic consequences that
such interpretations may involve.

We express our gratitude to Dr M. I. D. Cawley, consultant
rheumatologist, Southampton General Hospital, for per-
mitting us to reproduce Fig. 1 of this article.
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