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ABSTRACT

Charcot joints of the spine are rare entities which mimic low grade soft tissue malignancies by appearing as a destruc-
tive mass lesion on radiographic studies. We report a 42-year-old diabetic female, who presented with a mass-like
lesion of the thoracic spine extending into the posterior mediastinum. She presented with hemiplegia. With conserva-
tive treatment and without mechanical stabilization or instrumentation of the spine, the patient was able to undergo
rehabilitation and is alive ten years after presentation.
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OZET
Omurga Charcot Ekleminde Uzun Siireli Sagkalim ve Fonksiyonlarin Tama Yakin Geri Kazanim

Omurgalarda goriilen Charcot eklemleri olduk¢a nadir goriilen lezyonlardir ve radyografik incelemelerde diisiik
grade’li kas iskelet sistemi tiimorlerini taklit eden destriiktif kitle lezyonu seklinde goriintiilenirler. Bu olgu sunumun-
da torasik vertebradan posterior mediastene uzanan bir kitle lezyonu ile bagvuran 42 yasinda diabetik bir kadin hasta
rapor edilmektedir. Bu olguda hemipleji mevcuttu ve omurga stabilizasyonu ile birlikte konservatif tedavi uygulanan
hasta, rehabilitasyon altinda, tan1 kondugu andan itibaren on yildir yagamaktadir.

Anahtar Kelimeler: Charcot eklemi, Yumusak doku malignansileri
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INTRODUCTION

Charcot joints are characterized by joint destruction
and denervation in the affected area. Charcot joints
of the spine can appear to be low grade musculos-
keletal malignancies both by their destructive appe-
arance on imaging studies and by their histologic
appearance. This “painless destruction” may occur
anywhere in the body, though “tabes dorsalis” in
the diabetic patient is the most common clinical
presentation. A mass lesion may result, with frag-
mented bone and cartilage. Neuropathic spinal arth-
ropathy, or charcot joint of the spine has been desc-
ribed in case reports and small series."" Spinal
charcot arthropathy is usually post-traumatic in ori-
gin, and often there is underlying systemic disease,
such as diabetes mellitus, collagen vascular dise-
ase, quadriplegia or paraplegia."" Charcot joints
typically develop slowly in areas of painless insta-
bility without inflammation, but infection can su-
pervene. Generally, instrumentation is required as
instability is progressive.

CASE REPORT

A 53-year-old female initially presented with lower
extremity paralysis and serum glucose of over 600.
Computed tomography revealed a destructive mass
anterior to the T-4 vertebral body compressing the

spinal cord with extension into the posterior medi-
astinum. She also had numbness of the legs, which
progressed until the patient could feel nothing be-
low the mid-thoracic region. Though she had no
sensation, she felt “electric shocks™ traveling up
and down her spine. She could neither stand nor
support her weight. Bowel and bladder control we-
re intact. She had chronic, non-radiating lower back
pain. Her greatest weight was 525 pounds, secon-
dary to an eating disorder.

Laboratory studies were normal at the time of pre-
sentation except for the hyperglycemia noted abo-
ve. A chest x-ray initially revealed a small pneumo-
nia on the right side, as well as a possible retrocar-
diac chest mass. CT scans of the chest and myelog-
rams showed an 8 cm mass anterior to the spine
with partial destruction of the T3 and the T4 verteb-
ral bodies. There was obliteration of a fat plane bet-
ween the posterior mediastinum and anterior ver-
tebral body (Figures 1A, 1B). This mass was conti-
nuous, surrounding T3 and T4. Air pockets were
seen and there was destruction of bone and impin-
gement on the spinal cord.

Both an open biopsy from a posterior approach and
a biopsy of the posterior mediastinal mass from a
mediastinoscopy procedure were initially non-diag-
nostic. The patient underwent decompression lami-
nectomy because of her hemiplegia. At the time of

Figure 1 A and 1 B. Axial scans from a thoracic spine CT with intrathecal contrast demonstrating a prevertebral soft tissue
mass with vertebral body bone destruction and epidural extension of tumor. Bilateral pleural effusions are present. There is
narrowing and encasement of bilateral mainstem bronchi. Abnormal soft tissue also surrounds the descending aorta.
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Figure 2. Sagittal T2, with imagine showing obliteration
of T3-4 disc with prevertebral mass involving the posteri-
or element, with changes from T2-3 to T4-5 and a sug-
gestion of local expansion and distortion of cord at the
level of surgery. Spinal cord is displaced anteriorly in this
image taken five years after surgery.

the operation, a firm mass within the posterior me-
diastinum was confirmed to have destroyed porti-
ons of T3 and T4. The mass was continuous, with
the lesion anterior to and lateral to the spine. No
instrumentation was placed. Stability has been no-
ted ten years after presentation. (Figure 2) Biopsies
were initially felt to represent chronic inflammati-
on; the possibility of a low grade sarcoma (chond-
rosarcoma or myxoid fibrosarcoma) was raised be-
cause of a mass lesion which invaded and compro-
mised the spinal canal. Microscopic specimens sho-
wed metaplastic bone and cartilage on a backgro-
und of a fibrous stroma (Figures 3, 4). Few mitotic
figures and no cellular atypia were seen. Tissue sta-
ins were negative for bacteria, viral inclusions and
fungi. There were no granulomas. No sulfur crys-
tals were seen. Both long-term and short-term cul-
tures were negative for bacteria, fungi and viruses.
A charcot joint, originating in one of the facet jo-
ints, was felt to be the best explanation for the pa-
inless, destructive mass. The patient has been stab-
le, has lost weight, and is walking short distances
with the aid of a walker. Previously the patient had
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Figure 3. Low power view revealing metaplastic carti-
lage with acute and chronic inflammatory tissue on the
background of a dense, fibroma-like stroma.

worked as a hotel manager, but since the diagnosis
of charcot spinal arthropathy, she has been unable
to work.

DISCUSSION

Charcot joint of the spine is a rare diagnosis. Treat-
ment is largely surgical and of a supportive nature.
With the growing population of traumatic spinal
cord injuries, more charcot joints of the spine will
be diagnosed, and this diagnosis should be in the
differential diagnosis of destructive spinal lesions
in debilitated patients.

The patient gained a great deal of weight and deve-
loped diabetes before presenting with charcot arth-
ropathy. In many of the patients previously descri-
bed, an associated traumatic injury resulting in a
painless arthropathy and instability led to the deve-
lopment of spinal charcot joints.**'" Unlike the case
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Figure 4. Higher power view reveals dense matrix of
chronic inflammation without cellar atypia or other evi-
dence of malignancy.

presented here, many prior cases have required mo-
re extensive surgery, including anterior and posteri-
or stabilization procedures and reconstruction with
hardware.""" Most cases of true charcot arthropathy
do, however, require stabilization. Currently, the
patient is doing well, with some residual lower ext-
remity weakness and diet-controlled diabetes melli-
tus. We believe our case illustrates the importance
of having this uncommon entity in the differential
diagnosis of a spinal cord mass with associated
destruction of the vertebral body. Though it may
appear to be a low-grade musculoskeletal tumor on
initial pathologic examination, it is not, of course, a
neoplasm and hence treatment is primarily surgical
and does not involve chemotherapy or radiation
therapy. Charcot arthropathy of the spine mimics
soft tissue tumors both by appearing as a destructi-
ve mass lesion on radiographic studies, and histolo-
gically by appearing to show low grade malig-
nancy, suggesting either a low grade chondrosarco-
ma or a low grade fibrosarcoma.
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