
International Journal of Surgery Case Reports 96 (2022) 107236

Available online 11 June 2022
2210-2612/© 2022 The Author(s). Published by Elsevier Ltd on behalf of IJS Publishing Group Ltd. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).

Case report 

Knee tuberculosis: A misleading clinical entity (case report) 

Ahmed Zendeoui a,*, Achraf Oueslati a, Ahmed Tounsi b, Saber Saadi a, Talel Znagui a, 
Lotfi Nouisri a 

a Orthopaedic department, Military hospital of instruction-Tunis, Tunisia 
b Orthopaedic department, Military hospital of Gabes, Tunisia   

A R T I C L E  I N F O   

Keywords: 
Tuberculosis 
Knee joint 
Septic arthritis 
Skeletal 
Case report 

A B S T R A C T   

Introduction: Bone and joint infections are rare localizations of tuberculosis, and its diagnosis is challenging. The 
atypical clinical presentation may lead to delayed diagnosis and severe complications. 
Case presentation: We report the case of a 72-year-old female diagnosed with tuberculosis of the knee. She was 
complaining of progressive right knee pain and swelling without systemic signs. She was misdiagnosed as having 
a flare-up of osteoarthritis, which led to a delayed diagnosis and a septic subluxation of the knee. We performed a 
knee arthrotomy, lavage, and stabilization with an external fixator. The microbiologic tests did not isolate any 
germs. However, a histological examination confirmed the diagnosis by revealing a caseating granuloma sur
rounded by epithelioid cells. The patient treated with anti-tuberculosis therapy had a good evolution. Three 
months post-surgery, the external fixator was replaced with a removable knee brace. 
Discussion: Osteoarticular tuberculosis is often caused by the hematogenous route. The lack of specificity in 
clinical and radiological signs makes the diagnosis difficult, especially at the early stage, leading to delays in 
diagnosis and complications. 
Nevertheless, the recognition of predisposing factors to tuberculosis, with persisting symptoms despite treatment, 
should draw the intention of further investigation. 
The treatment of osteoarticular tuberculosis is primary medical with antituberculosis chemotherapy. However, 
surgical treatment is reserved for specific indications and mostly to treat complications. 
Conclusion: The lack of specificity in clinical and radiological signs in osteoarticular tuberculosis may mislead the 
physician. Nevertheless, focusing on predisposing factors, especially in endemic areas, may guide diagnosis and 
avoid complications.   

1. Introduction 

Each year, around 10 million people are infected with M. tuberculosis, 
and death occurs in 1.4 million [1]. Despite the progress in the medical 
treatment of tuberculosis, it remains a public health challenge in un
derdeveloped countries [2]. Populations with poor socio-economic 
conditions and multimorbid subjects are more likely to be affected [3]. 

In most cases, tuberculosis involves the lung [4]. The skeletal system 
is only involved in 1 to 3% of cases [5,6]. The most frequently involved 
sites in osteoarticular tuberculosis are the spine (40%), hip (25%), and 
knee (8%), respectively [7]. Osteoarticular tuberculosis remains a 
challenging diagnosis, because of the following reasons: atypical clinical 
symptoms, low specificity of diagnostic methods or tools, wide use of 
antibiotics, and uninformed clinicians regarding tuberculosis epidemi
ology [8]. As a result, the diagnosis is often made at a late stage, to the 

detriment of complications that can affect the functional or even vital 
prognosis. 

We report the case of an elderly multimorbid patient who had 
tuberculous arthritis of the knee. Clinical presentation with insidious 
and atypical symptoms leads to a misdiagnosis as a flare-up of osteo
arthritis. She was treated with symptomatic treatment, which resulted in 
knee joint destruction and septic dislocation. 

This case report has been reported in line with the SCARE Criteria 
[9]. 

2. Case presentation 

We present the case of a 72-year-old patient of rural origin with poor 
socioeconomic conditions. She had a medical history of arterial hyper
tension, diabetes, dyslipidaemia, and Alzheimer's disease; otherwise, no 
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previous history of tuberculosis. She complained of continuous and 
progressive right knee pain and swelling in the last three months, which 
forced her to use a crutch to walk. No constitutional symptoms were 
reported, no fever or deterioration of the general condition. She con
sulted a primary care physician, and she was treated for a flare-up of 
osteoarthritis with symptomatic treatment. The evolution was marked 
by worsening pain and functional impairment. 

Three months later, she presented to our hospital for pain in her right 
knee with total functional impotence. The physical examination 
revealed painful, swollen right knee with local redness and heat. The 
patellar tap test was positive. Knee mobilization revealed joint insta
bility in both the coronal and sagittal planes. The vascular and neuro
logical examinations didn't show any complications. General 
examination: asthenia with no fever and no respiratory symptoms. 
Biology revealed a positive inflammatory syndrome (WBC = 13,000, 
CRP = 120). An X-ray of the knee showed joint destruction with sub
luxation of the knee (Fig. 1). Computed tomography (CT) scans (Fig. 2) 
was performed showing a cortical bone interruption surrounded by 
areas of osteolysis. 

We proceeded to an arthrotomy performed by a senior surgeon with 
lavage and synovectomy. In per-operative, we found frank pus, an 
inflamed and hypertrophied synovial, a massive chondrolysis, and 
extensive ligamentous destruction. We took multiple bacteriological 
samples, synovial biopsies, and we stabilize the knee with an external 
fixator (Fig. 3). 

The bacteriological examination using Gram and acid-fast stain did 
not isolate any germs. Histopathologic examination with hematoxylin 
and eosin stain revealed multiple granulomas with multi-nucleated giant 
cells and foci of caseous necrosis. The diagnosis of skeletal tuberculosis 
was then established. 

An extension assessment by thoraco-abdomino-pelvic tomography 
looking for another location of tuberculosis revealed concomitant peri
toneal involvement. The patient was put on anti-tuberculosis therapy, 
with a good and rapid response to the treatment. 

Three months post-surgery, the patient was bothered by the external 
fixator, and the knee was relatively more stable with the constitution of 
periarticular fibrosis. Thus, we removed the external fixator and stabi
lized the knee with a removable knee brace (Fig. 4). 

At the last follow-up, eight months post-surgery, the patient reported 
relief from pain and swelling, and she was able to walk with a crutch. 

Given the patient's unfavourable socio-economic conditions, rural 
origin, and the extensive destruction of the joint, a knee arthrodesis will 
be planned after nine months of antibiotic treatment. 

3. Discussion 

Osteoarticular infection by Mycobacterium tuberculosis usually occurs 
by the hematogenous route [10]. Generally, after bacteraemia. The 
apparent or latent primary focus is pulmonary, lymphatic, or visceral. 
The intra-articular passage mainly occurs through the sub-synovial 
vessels or indirectly through epiphysial lesions, which erode into the 
joint-space. The immune response to tuberculosis infection results in the 
formation of a cold abscess made up of serum, leukocytes, caseous 
material, and tuberculosis bacilli [10]. Osteoarticular tuberculosis 
frequently affects the spine, up to 50% in some series [3,11]. Extra- 
spinal involvement such as knee tuberculosis is rare, and it is often 
chronic, slow-progressing and destructive. 

Systemic tuberculosis symptoms, primarily anorexia, weight loss, 
night fever and sweats are only present in 20 to 30% of cases [3]. Local 
symptoms are dominated by pain and tenderness [3,11]. Limitation of 
motion is usually present in advanced arthritis [3]. 

A plain x-ray is usually non-conclusive. Three radiographic features 
are seen classically with tuberculous arthropathy, called the triad of 
Phemister. This triad includes juxta-articular osteoporosis, peripheral 
osseous erosion, and gradual narrowing of the intra-articular space [12]. 
These features are not pathognomonic for tuberculosis. They mimic 
other osteoarticular lesions, such as rheumatoid arthritis and fungal 
disease [3]. Objective abnormalities in computed tomography are 
detected earlier than in plain x-ray. It is more accurate for the diagnosis 
and evaluation of lesion assessment [3]. 

Clinical and radiological signs of knee tuberculosis are not specific, 
especially at an early stage. That leads to misdiagnosis of other more 
common pathologies, like osteoarthritis in our case. This situation usu
ally delays the diagnosis and causes complications, like the extensive 
joint destruction in the presented case. 

However, a history of predisposing factors to tuberculosis is usually 

Fig. 1. An X-ray of the knee shows joint destruction and subluxation of the knee.  
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present in patients with osteoarticular tuberculosis. I. Procopie et al. [3] 
studied these factors and grouped them into individual and socioeco
nomic factors. Individual factors relative to the patient, like the presence 
of immunosuppressive diseases such as diabetes in our elderly and 
multimorbid patients. Socioeconomic factors: relative to the leaving 
environment like our patient who was from endemic area, and leaving in 
poor socioeconomic condition with poor sanitation and overcrowded 
house [3]. 

The presence of predisposing factors to tuberculosis with persistent 
symptoms of the knee, in our patient despite treatments, should draw 
attention to further investigation. Simple tests, such as chest radiology, 
the Tuberculin Skin Test, and the interferon gamma-release test, have a 
reasonable level of sensibility [11], and may guide the diagnosis. 

The gold standard for the diagnosis of knee tuberculosis is the 
isolation of acid-fast bacilli by Ziehl and Neelsen stain on microscopy 
and culture from bone, synovial, soft tissue, or synovial fluid. But, 
negative cultures are frequent, and Koch bacilli is only isolated in 
10–30% of culture specimens [1,3]. 

Histological examination with isolation of caseating granulomas 
surrounded by epithelioid cells, lymphocytes, plasma cells, and giant 
cells gives a significant value to the diagnosis. Histological examination 
has a greater sensitivity than microbiologic tests and may confirm the 
diagnosis in up to 80% of cases [1]. 

In our case, a knee arthrocentesis with microbiological examination 
or better yet, a synovial biopsy of the knee could establish an early 
diagnosis of knee tuberculosis and avoid complications. 

Indication for synovial biopsies has developed and expended in 
clinical practice over the past few years, especially after the develop
ment of ultra-sound guided biopsy, which has good reliability and a low 
rate of complications [13]. 

The treatment of knee tuberculosis is primary medical with antitu
berculosis chemotherapy. The selection of drugs is usually the same as 
that for pulmonary tuberculosis (isoniazid, rifampin, pyrazinamide, and 
streptomycin or ethambutol). This treatment is divided into two phases: 
An initial phase based on quadruple therapy that lasts two months. A 
secondary phase with dual therapy lasts from 4 to 7 months or longer in 
specific cases [14]. The optimal duration of treatment for musculo
skeletal tuberculosis is uncertain. For most patients, 6 to 9 months of 
treatment is enough [8], but extended treatment (9–12 months) is 
warranted for patients with extensive or advanced disease [15]. 

However, surgical treatment of osteoarticular tuberculosis is 
reserved for specific indications and mostly to treat complications [3]. In 

Fig. 2. A CT scan of the knee reveals a cortical bone defect.  

Fig. 3. An X-ray shows stabilization of the knee with an external fixator.  
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the case of our patient, surgical treatment was mandatory to drain the 
joint abscess, complete debridement, and total synovectomy, which are 
essential for effective treatment of tuberculosis arthritis and lower risks 
of disease reactivation [16]. 

4. Conclusion 

Osteoarticular tuberculosis is a challenging diagnosis. Lack of spec
ificity in clinical and radiological signs with insidious and progressive 
evolution may mislead the physician. Despite the absence of systemic 
and pulmonary symptoms, the diagnosis of osteoarticular tuberculosis 
should be considered in endemic area especially with a persistent 
osteoarticular symptomatology in a multimorbid patient, from a poor 
socio-economic condition. So, further investigation may avoid late 
diagnosis of osteoarticular tuberculosis and its devastating 
complications. 
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F. Mureșan, V. Onțică, I.E. Pleșea, D.N. Anușca, Osteoraticular tuberculosis-brief 
review of clinical morphological and therapeutic profiles, Curr. Health Sci. J. 43 
(2017) 171–190. 

[4] P.C. Hopewell, A clinical view of tuberculosis, Radiol. Clin. N. Am. 33 (1995) 
641–653. 

[5] H. Senarathna, K. Deshapriya, Delayed diagnosis: Tuberculous arthritis of right 
knee joint in a patient with rheumatoid arthritis, Case Rep. Rheumatol. 2021 
(2021), e7751509. 

[6] R. Golsha, F. Mehravar, A. Alinezhad Esboie, S. Rafiee, S. Rafiee, The epidemiology 
of skeletal tuberculosis in northeast of Iran: a review of 229 cases, Iran. J Med. Sci. 
43 (2018) 380–385. 

[7] F.M. Uboldi, S. Limonta, P. Ferrua, A. Manunta, A. Pellegrini, Tuberculosis of the 
knee: a case Report and literature review, Joints 05 (2017) 180–183. 

[8] American Thoracic Society, CDC, Infectious Diseases Society of America, treatment 
of tuberculosis, MMWR recomm, Rep. Morb. Mortal. Wkly. Rep. Recomm. Rep. 52 
(2003) 1–77. 

[9] R.A. Agha, T. Franchi, C. Sohrabi, G. Mathew, A. Kerwan, A. Thoma, A.J. Beamish, 
A. Noureldin, A. Rao, B. Vasudevan, B. Challacombe, B. Perakath, B. Kirshtein, 
B. Ekser, C.S. Pramesh, D.M. Laskin, D. Machado-Aranda, D. Miguel, D. Pagano, F. 
H. Millham, G. Roy, H. Kadioglu, I.J. Nixon, I. Mukherjee, J.A. McCaul, J.Chi- 

Yong Ngu, J. Albrecht, J.G. Rivas, K. Raveendran, L. Derbyshire, M.H. Ather, M. 
A. Thorat, M. Valmasoni, M. Bashashati, M. Chalkoo, N.Z. Teo, N. Raison, O. 
J. Muensterer, P.J. Bradley, P. Goel, P.S. Pai, R.Y. Afifi, R.D. Rosin, R. Coppola, 
R. Klappenbach, R. Wynn, R.L.De Wilde, S. Surani, S. Giordano, S. Massarut, S. 
G. Raja, S. Basu, S.A. Enam, T.G. Manning, T. Cross, V. Kasivisvanathan, Z. Mei, V. 
K.L. Karanth, The SCARE 2020 guideline: updating consensus Surgical CAse REport 
(SCARE) guidelines, Int. J. Surg. 84 (2020) 226–230. 

[10] S.M. Tuli, General principles of osteoarticular tuberculosis, Clin. Orthop. Relat. 
Res. 398 (2002) 11–19. 

[11] I.S. Johansen, S.L. Nielsen, M. Hove, M. Kehrer, S. Shakar, A.V.T. Wøyen, P. 
H. Andersen, S. Bjerrum, C. Wejse, Å.B. Andersen, Characteristics and clinical 
outcome of bone and joint tuberculosis from 1994 to 2011: a retrospective register- 
based study in Denmark, Clin. Infect. Dis. 61 (2015) 554–562. 

[12] D.B. Phemister, The effect of pressure on articular surfaces in pyogenic and 
tuberculous arthritides and its bearing on treatment, Ann. Surg. 80 (1924) 
481–500. 

[13] H. Johnsson, A. Najm, Synovial biopsies in clinical practice and research: current 
developments and perspectives, Clin. Rheumatol. 40 (2021) 2593–2600. 

[14] W. Sequeira, H. Co, J.A. Block, Osteoarticular tuberculosis: current diagnosis and 
treatment, Am. J. Ther. 7 (2000) 393–398. 

[15] H.M. Blumberg, M.K. Leonard, R.M. Jasmer, Update on the treatment of 
tuberculosis and latent tuberculosis infection, JAMA 293 (2005) 2776–2784. 

[16] U. Akgun B. Erol C. Cimsit M. Karahan , Tuberculosis of the knee joint: a case 
report, Acta Orthop. Traumatol. Turc. (n.d.) 5. 

A. Zendeoui et al.                                                                                                                                                                                                                               

http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191932204121
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191932204121
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191932204121
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191932204121
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191932217866
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191932217866
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191932217866
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191932217866
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191932231396
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191932231396
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191928545799
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191928545799
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191928545799
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191928566658
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191928566658
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191928566658
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191929049559
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191929049559
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191929071449
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191929071449
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191929071449
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191930282331
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191930282331
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191930282331
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191930282331
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191930282331
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191930282331
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191930282331
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191930282331
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191930282331
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191930282331
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191930282331
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191932244529
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191932244529
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191931531584
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191931531584
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191931531584
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191931531584
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191932264651
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191932264651
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191932264651
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191932273583
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191932273583
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191932310329
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191932310329
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191930306056
http://refhub.elsevier.com/S2210-2612(22)00482-5/rf202205191930306056

	Knee tuberculosis: A misleading clinical entity (case report)
	1 Introduction
	2 Case presentation
	3 Discussion
	4 Conclusion
	Consent statement
	Ethical approval
	Guarantor
	Funding
	Provenance and peer review
	CRediT authorship contribution statement
	Declaration of competing interest
	References


