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SUMMARY

Osteoarticular tuberculosis (TB); is an infrequent form of the disease and monoarthritis of the wrist ac-
counts for 1% of all cases of skeletal involvement. Herein, we describe a 71-year-old man presented with
progressive right wrist pain and swelling, worsened for the last 9 months. The past medical history was
nonspecific and chest x-ray was normal. Laboratory findings were normal except moderate elevation of
ESR and CRP levels. He had a strong PPD reaction with 17 mm induration. The radiographs of the wrist
illustrated typical features for TB. He had an arthrodesis and the synovial pathology showed granuloma-
tous synovitis. He was started on anti-TB chemotherapy and improved significantly. The differantial di-
agnosis of this rare condition was discussed with the review of the literature. 
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�ZET

EL BÜLEÚÜNDE OSTEOARTÜK�LER T�BERK�LOZ

Osteoartik�ler t�ber�loz (TB) hastalÝÛÝn nadir rastlanan bir formudur ve el bileÛi monoartriti, iskelet tu-
tulumu olan vakalarÝn %1Õini olußturmaktadÝr. Burada, travma sonrasÝ saÛ el bileÛinde aÛrÝ, ßißlik ve has-
sasiyet gelißen ve son 9 aydÝr semptomlarÝ k�t�leßen 71 yaßÝnda bir erkek hasta sunulmaktadÝr. Ge�miß
tÝbbi �yk�s�nde �zellik olmayan ve akciÛer grafisi normal olan hastanÝn orta derecede ESR ve CRP y�k-
sekliÛi dÝßÝndaki laboratuar bulgularÝ da normal bulundu. HastanÝn 17 mm endurasyon tarzÝnda ßiddetli
bir PPD reaksiyonu mevcuttu. El bileÛi grafilerinde TB i�in karakteristik bulgular izlendi. Artrodez uygu-
lanan hastanÝn sinovyal patolojisinde grn�lomat�z sinovit saptandÝ. Hastaya anti-TB kemoterapi baßlan-
dÝ ve hasta belirgin olarak d�zeldi. Bu nadir hastalÝÛÝn ayÝrÝcÝ tanÝsÝ, literat�r g�zden ge�irilerek tartÝßÝldÝ.
Anahtar Kelimeler: Osteoartik�ler t�berk�loz, monoartrit, tedavi
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We describe a patient with right wrist monarthritis

who was diagnosed as TB osteoarthritis and repre-

senting a number of features typical for the conditi-

on.

Clinical History

A 71-year-old man presented with progressive left

wrist pain and swelling,following a trauma two ye-

ars earlier, in which he had fallen on his left upper

extremity. He had been seen by a physician three

INTRODUCTION

Osteoarticular tuberculosis (TB); is an infrequent

form of the disease and accounting for 1-5% of all

cases (1,2). Peripheral joints are the most uncom-

mon site of infection and presents as a low-grade

chronic, progressive local infection with a paucity of

systemic manifestations and most frequently in the

hip or knee (3). Unawareness of the existence of

this disorder and the absence of distinct sign and

symptoms often lead to considerable delay in diag-

nosis and treatment (1,4).
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mal: <20 mm/h) and CRP (8.93 mg/L; normal: <5

mg/L). Serological tests for ANA and hepatite viru-

ses were negative. Tumor markers and an HIV

test, as well as Brucella antibodies were also nega-

tive.

The result of a PPD skin test (5 tuberculin units)

was strongly positive with induration 17 mm diame-

ter (Figure 1). His chest x-ray was normal and

chest CT showed bilateral peribronchial vascular

thickening and minimal fibrotic changes in the right

superior lobe, with no evidence of active pulmonary

disease. 

An antero-posterior radiograph of the left wrist

indicated soft tissue swelling, joint space loss,

gross articular destruction with erosion and cavities

through out the carpus, metacarpal bones, ulna

and radius. Diffuse osteoporosis of the carpal bo-

nes was also observed (Figure 2). A CT scan of the

right wrist showed total disappearance of bony tra-

becula with marked osteoporosis and cortical cysts

and associated with erosive sites in the carpal, me-

tacarpal bones, as well as in the ulna and radius.

Extensive effusion particularly lobular and in con-

tact with the wrist joint, and a hypodense effusion

months after the trauma. At that time he had little

swelling without erythema and mild pain on range

of motion (ROM) of the left wrist. Radiographs of

the wrist was obtained, degenerative changes but

no fracture was observed and he was prescribed

non-steroidal anti-inflammatory agents. No impro-

vement was obtained and the stiffness and pain

were progressively worsened for the last 9 months.

Early medical history was non-significant. He

had no history of TB or any immunsuppressive di-

sease. There was no family history of TB infection

nor of any rheumatic or autoimmune disease. He

had not been immunized with BCG vaccine. Cons-

titutional symptoms such as fever, anorexia, fatigue

or weight loss were absent. He was not receiving a

regular medication.

When seen in our clinic, the general physical

examination was entirely normal. A slight increase

in body temperature was present (37.2¡C). He had

considerable pain and severely restricted range of

motion of the left wrist with a fixed ulnar subluxati-

on deformity (Figure 1). The rest of the musculos-

keletal examination was normal. 

Routine laboratory investigations including bioc-

hemical tests, complete blood cell count were all

normal apart from an elevated ESR (42 mm/h; nor-

Figure 1: The deformity of the left wrist and the result of
the PPD test

Figure 2: An antero-posterior radiograph of the left
wrist indicated soft tissue swelling, joint spa-
ce loss, gross articular destruction with erosi-
on and cavities through out the carpus, meta-
carpal bones, ulna and radius, as well as dif-
fuse osteoporosis of the carpal bones.



Borman ve ark. 183

in radius, which is three centimeters away from the

wrist joint, indicating an abscess formation were al-

so observed (Figure 3 A-B).

The abscess cavity was drained. An open syno-

vial biopsy was obtained. Surgical debridement,

including proximal row carpectomy, followed by

arhrodesis of the left wrist was performed. Cultures

for the synovial fluid was negative, whereas syno-

vial biopsy revealed granulomatous synovitis (Figu-

re 4,5). 

Figures 3 A-B: A CT scan of the right left showed total
disappearance of bony trabecula with
marked osteoporosis and cortical cysts
and associated with erosive sites in the
carpal, metacarpal bones, as well as in
the ulna and radius. Extensive effusion
particularly lobular and in contact with
the wrist joint, and a hipodense effusion
in radius, which is three centimeters
away from the wrist joint, indicating an
abscess formation were also observed.

A

B

Figure 4: Granulomas composed of epitheloid histiocy-
tes, lymphocytes and scattered giant cells
(HE x 40).

Figure 5: Granulomas with central necrosis and Lang-
hans type giant cell (HE x 200).

A diagnosis of osteoarticular TB was made de-

pending on the clinical, radiological and pathologi-

cal findings and he was started on antitubercular

treatment with isoniazide, rifampin, pyrazinamide

and streptomycin. Over a three-month period; his

symptoms and functional disability regressed, ESR

returned to normal. He continues to follow-up as an

out-patient in the clinics of PMR and Infectious Di-

seases.

DISCUSSION

Although TB is rarely seen in developed countries,

it is still common in developing countries as a ca-
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use of osteoarticular infection (1,5). TB arthritis

most frequently causes a monarthritis with a predi-

lection for weight-bearing joints such as hip, knee,

shoulders or elbow (6). The wrist is an unusual si-

te for osteoarticular TB. Isolated involvement of the

wrist is rare and accounts for only 1 % of all cases

of peripheral osteoarticular TB (7).

Our case represents a number of typical featu-

res for this condition: 1) Only about one third of pa-

tients who have osteoarticular TB, have evidence

of pulmonary disease and the majority of the cases

have normal chest x-rays (4). 2) A history of trauma

is commonly followed by inert progressive inflam-

mation, weeks or months later (8). 3) Recent re-

ports suggest a shift to an older population with

skeletal involvement in unusual sites accompanied

by periarticular abscess formation (9). 4) Constitu-

tional symptoms are usually absent and signs of

inflammation are mild (10). 5) Although the symp-

toms may not be dramatic, chronic infection tends

to be progressive and eventually results in radiog-

raphically evident destruction of cartilage and bone

(1,10). 6) Synovial fluid culture for mycobacteria is

positive in only 60-80% of cases and an open syno-

vial biopsy is frequently required to establish the di-

agnosis of the arthritis in the vast majority of cases

(6,10). 7) A positive PPD test result can be helpful

in confirming a suspicious TB, but a negative result

can not rule it out. 8) The diagnosis is often dela-

yed and surgical intervention may be indicated es-

pecially when there is extensive bone and articular

destruction (6,11). 

Persistent monarticular inflammation should ra-

ise concern about chronic infection or malignancy.

The differential diagnosis of this case includes;

septic arthritis, lyme arthritis, chronic infection or

malignancy. Septic arthritis produces dramatic inf-

lammation followed by irreversible destruction of

cartilage and bone.

There are no specific radiographic features that

are pathognomic of TB infection of bones and joints

and no clinical features that distinguish TB synovi-

tis from other rheumatologic condition such as rhe-

umatoid arthritis or osteomyelitis. Common radiolo-

gical findings that should arouse suspicion of TB

arthritis include, soft tissue swelling with little peri-

osteal reaction and periarticular osteopenia; later

joint effusion, narrowing of the joint space, and fi-

nally subchondral erosion involving both sides of

the joint, cortical irregularity and large areas of cys-

tic osteolysis (6,8,12). Our patient had all these ex-

tensive radiological findings. A triad of radiographic

findings (PhemisterÕs triad) is characteristic of TB

arthritis: Juxtra-articular osteoporosis, peripheral

osseous erosion and gradual narrowing of interos-

seous space (6). CT images also support the diag-

nosis by demonstrating the irregular disappearan-

ce of bony trabecula (12), as seen in our patient.

Diagnosis of TB of the peripheral joints requires a

high index of suspicion in the elderly (13). Tumors

should always be suspected when there is chronic

monarticular inflammation with soft tissue mass

and cartilage and bone destruction.

Osteoarticular TB is a treatable condition, with

the course and progression resting on early recog-

nition and aggressive treatment (14). Extrapulmo-

nary TB should be managed according to the prin-

ciples used for pulmonary TB. Initial treatment inc-

ludes combination therapy with four drugs (isoni-

azid, rifampin, pyrazinamide and streptomycin or

ethambutol) because of frequency to isoniazid re-

sistance. Antimicrobial therapy should be of at le-

ast 9 monthsÕ duration (6,8,14). Surgical interventi-

on may also be indicated for treatment of intra and

extraarticular destruction, large abscess or joint de-

formity and to restore movement (3,14,15), as per-

formed in our patient. Debridement, curettage and

arthrolysis, followed by vigorous physiotherapy are

essential to achive a better ROM (10,11). A prog-
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ram of isometric and ROM exercises should be es-

tablished to preserve muscle development and jo-

int function (10,13). 

In conclusion we report a patient who illustrate

typical features and the aggressive nature of oste-
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