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Abstract

We present an atypical case of tuberculosis in an immunocompetent man from New Delhi, India. The
patient entered the hospital with pain in left hip for two months. He had a history of joint pains involving
both small and large joints for past two months, which was migratory in nature. There were no
constitutional symptoms of fever, night sweats, weight loss or loss of appetite. Diagnosis of tuberculosis
was made by full body FDG-PETCT Scan, followed by histopathology of the biopsy from the enlarged
supraclavicular lymph node. Tuberculosis cases with such presentation are rather known with
immunodeficient patients. Extrapulmonary tuberculosis, especially skeletal tuberculosis is seen more
frequent in young immunocompetent patients. The migratory nature of the joint pains is rather unknown in

cases of skeletal tuberculosis and needs more evaluation of such cases in the future.

Introduction

Worldwide, TB is one of the major causes of
death and the leading cause from a single
infectious agent (above HIV/AIDS). The
incidence and prevalence of this disease are
directly related to the degree of poverty and
eradication requires prevention, early diagnosis
and institutional support. TB with pulmonary
involvement is the most common form of
presentation, and in extrapulmonary sites, lymph
nodes are the most common, followed by pleural,
osteoarticular, military, genitourinary, peritoneal
and central nervous system involvement.
Pulmonary TB can spread by contiguity,
hematogenous dissemination or by swallowing
infected lung secretions. TB presents with
symptoms like fever, night sweats, cough (in
pulmonary involvement) which may be absent at
disease onset and may be productive or not,

anorexia and weight loss. In case of
extrapulmonary involvement, the symptoms are
pertaining to the organ involved.

We report a case study of disseminated
tuberculosis in an immunocompetent patient
where severe migratory joint pain without joint
effusion was the dominating feature.

Case Report

A 26-year old male was admitted with a history of
severe pain in his right hip, which he described to
be insidious to begin with, gradually progressive
in intensity, stabbing in nature and located closer
to the midline. There was no history of radiation
of this pain to either of the thighs. He gave a two-
month long history of multiple joint pains
involving both small and large joints mainly of the
left side and was migratory in nature. The small
joints of left foot were involved first, followed by
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left hip, left shoulder, left elbow, left wrist and
then the right foot was involved. There was no
history of any prolonged fever, night sweats,
weight loss, loss of appetite, cough or any other
respiratory symptom. There was no history of any
kind of trauma to the back. There was no history
of lower back pain. There was no prolonged
history of taking any drug. The patient denied
having undergone any dental procedure or any
history pertaining to throat or skin infections in
his childhood. He was non-diabetic and
normotensive.

On physical examination, he was afebrile and
there was no remarkable finding apart from
palpable supraclavicular and axillary lymph
nodes, and tenderness over left sacroiliac region
and left foot along fourth and fifth
carpometacarpal joints. Rest of the involved joints
were non-tender on presentation. No other lymph
nodes were palpable.

Blood investigations showed a raised ESR (70mm
in first hour), raised CRP (35.8 mg/L), raised
alkaline phosphatase (222 U/L) and raised Serum
ferritin levels (3404 ng/mL). Rest of the blood
investigations came out to be within normal
limits. Serology for Scrub Typhus, leptospirosis,
EBV Tetrapanel, Malarial parasite, Widal,
Typhidot IgM, Weil-Felix Test, NS1 Antigen,
ANA came out negative. HLA-B27 was negative.
ACE levels were within normal limits. Blood
culture and urine culture were negative.
Coagulation profile was normal. Montoux test was
negative. HIV(l & Il), HBsAg, Anti-HCV were
negative. Induced sputum was sent for ZN
staining that came out to be negative. ASO titres
were also raised (false positive).

X-rays were done for chest, left foot, right foot,
left hip joint, left elbow and left wrist. All the x-
rays came out clear except for right foot that
showed lytic lesions at the base of second
metatarsal and distal tibia.

USG-Abdomen and pelvis was done that showed
splenomegaly along with multiple subcentimetric
hypoechoic areas seen throughout splenic
parenchyma. There were multiple enlarged

peripancreatic and periportal lymph nodes. There
was also evidence of hypoechoic nodules in
prostate.

CECT-Chest and abdomen were done which
showed multiple, enlarged, necrotic, conglomerate
left paratracheal, subcarinal, axillary, azygo-
esophageal and left hilar lymph nodes. Liver was
mildly enlarged in size. Spleen was enlarged and
showed multiple rounded non-enhancing
hypodense areas. There were multiple enlarged
paraportal,  peripancreatic and  mesenteric
lymphnodes.

CEMRI-Pelvis and Lumbosacral spine was done
which showed multiple variable sized lesions
involving sacrum, ilium and lumbar vertebrae.
There was thickening of bilateral S1 nerve roots
with post contrast enhancement. There was ill-
defined area in prostate on left side showing post
contrast enhancement, likely prostatic abscess.
There was thickened wurinary bladder wall
suggestive of cystitis. Possibilities of disseminated
tuberculosis, sarcoidosis and fungal infection were
included.

Whole Body FDG-PETCT was done which
revealed hypermetabolic lesions involving bones
(both axial and appendicular skeleton), spleen,
right posterior and lateral pharyngeal wall and left
paralaryngeal space, lymph nodes (supra and
infradiaphragmatic) and prostate. Tubercular
etiology was suspected and lymph node biopsy
planned.

Left supraclavicular lymph node biopsy was done
for confirmation which showed many epithelioid
cell granulomas with Langhan’s giant cells and
areas of necrosis. ZN Stain for AFB was positive.
A diagnosis of disseminated tuberculosis,
involving bones, spleen, lymph nodes, pharynx
and prostate, was made. Category | Antitubercular
drugs were started along with analgesics for pain
management. The patient is improving on ATT
and is showing decrease in pain and regression of
lymph nodes which were earlier palpable.
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Osteoarticular Tuberculosis

Osteoarticular tuberculosis is relatively rare
extrapulmonary complication of Mycobacterium
tuberculosis. 1-3% of patients with TB present
with skeletal involvement.! Around half of these
have spinal involvement and the rest have
extraspinal osteoarticular joint involvement.”
"Monoarticular TB arthritis is usually more
common from where the organism can be isolated
from the joint.®Osteoarticular TB occurs majorly
by hematogenous spread from a primary focus
like lung, kidney, lymph node, etc. or less
commonly by direct spread from adjacent
tissues.>™ Direct invasion of synovium may also
cause TB of joint, e.g. Poncet’s arthritis.>™* Non
weight-bearing joint may also be involved such as
wrist, elbow, and small joints of hands. These
transmit via hematogenous route from visceral
foci such as the lung, kidneys, lymph node or
other viscera.**

Mild local and constitutional symptoms are more
common that may lead to delays in diagnosis. The
varied clinical presentation of the disease and
sometimes lack of constitutional features
contribute to the delay in the diagnosis of
tubercular arthritis.>**?° This may result in
additional bone or joint destruction, especially in
patients with septic arthritis due to infection
caused by mycobacterial species.®**??
Osteoarticular TB can mimic other disease due to
its varied clinical presentation and radiographic
appearance leading to long delay in diagnosis.?***
There is also lack of awareness, insidious in onset,
and often lack of constitutional or pulmonary
involvement. Early diagnosis, specific and
adequate treatment can be rewarding for
maintaining good joint function by preserving the
articular cartilage and joint space. Osteoarticular
TB should be strongly suspected in the context of
persistent monoarthritis in a susceptible host. The
individuals who are imunocompromised, elderly
or children in close contact to TB or those
individuals who are under treatment with
corticosteroid and/or immunosuppressive and
biologic agent or those with history of trauma

should undergo microbiological or histological
tests for TB which remains the gold standard in
the diagnosis of TB.

Conclusion

Tuberculosis is an old disease known for its varied
clinical presentations. This disease is still a global
medical emergency and should not be taken
lightly by the clinicians, epidemiologists and
microbiologists, more so in the emergence of HIV
and diabetes. Tuberculosis should be considered
in any patient with persistent pyrexia in high-
burden countries like India. Osteoarticular
tuberculosis should always be kept among the
differential diagnoses for the patients not
responding to conventional analgesics and
laboratory investigations are inconclusive for
other diseases involving bones and joints. Delay
of therapy should be avoided for want of definite
microbiological diagnosis. Earlier administration
of ATT in the appropriate dosage and for the
recommended period reduces the morbidity and
mortality of this global disease.
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