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Figure 1   Swelling of the right foot and the right ankle joint

The results of the blood test were as follows: 
hemoglobin 9.0 gr/dl, WBC 18,700/ul, platelet 
350,000/ul, ESR 27 mm/Ist hr, triglyceride 90 
mg/dl, total cholesterol 80 mg/dl, HDL 28 mg/
dl, LDL 34 mg/dl, uric acid 3.5 mg/dl, creatinine 
1.3 mg/dl, SGPT 19 U/L, random blood glucose 
106 mg/dl,  Na 123 mEq/L, K 4.7 mEq/L, Cl 93 
mEq/L, CK 189 mg/dl, CKMB 11 mg/dl. Serial 
of 3 times electrocardiogram test showed sinus 
rhythm, normal axis, QRS rate 107 times/minute, 
and no ST change. Peripheral blood morphological 
examination revealed normocytic normochromic 
anemia. Microbiologic examination of her 
sputum was positive for acid-fast bacilli (AFB). 
The result of chest X-Ray examination was 
duplex lung tuberculosis (fi gure 2).  The X-ray 
examination of the right foot was suggestive for 
chronic destructive arthritis (fi gure 3). 

Figure 2  Plain Chest X-ray in posteroanterior view. 
There were bilateral fi broinfi ltrates.

Extrapulmonary tuberculosis (TB) involving the 
musculoskeletal system occurs in approximately 
1% to 3% of patients with extrapulmonary 
TB. Concurrent pulmonary or intrathoracic 
TB is present in less than 50% of cases.1 Spine 
is the most frequent site of osseous tuberculous 
involvement. Other affected sites include the 
hip, knee, foot, elbow, hand, and bursal sheaths.2 
Tuberculosis of the foot and ankle remains an 
uncommon site of the infection, present in 8% to 
10% of osteoarticular infection. The diagnosis of 
osteoarticular tuberculosis is often delayed due to 
a lack of familiarity with the disease.3 We describe 
a patient with foot pain and swelling without any 
respiratory symptom as initial presentation of 
pulmonary and osteoarticular tuberculosis. 

CASE REPORT
A 60-year-old woman was admitted to Cipto 
Mangunkusumo Hospital with complaint of chest 
pain for two days. Chest pain was mainly felt when 
she inhaled. The pain was accompanied by cough 
and dyspnea. There were decreasing of appetite 
with 12 kg weight loss in the last 4 months, 
intermittent fever, and diffi culty to fall asleep. 
The patient denied having night sweats. She had 
also complained of swelling and tenderness of 
the right foot since 2 years ago. There was no 
history of pulmonary tuberculosis previously. 
She was a smoker, 12 sticks/day, started from the 
age of 25 and had stopped when she was 40. On 
physical examination we found that she was alert 
with poor nutritional status, blood pressure was 
120/80 mmHg, pulse rate was 104 times/minute, 
respiratory rate was 28 times/minute, and body 
temperature was 38°C. The conjunctiva was 
pale. On lung examination, the main respiratory 
sound was bronchovesicular in both of the lungs 
with rales in the top and basal of the lung. On 
extremities examination, the right foot and right 
ankle appeared swollen and painful upon palpation 
with limitation of the range of motion of ankle 
joint (fi gure 1). The clinical examination of the 
rest of the systems revealed no abnormality. 
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 Figure 3  X-ray of right foot. It showed destruction of tarsal bone and 
proximal third, fourth, and fi fth metatarsal bones, the more porotic 
fi rst metatarsal bone, tarsometatarsal joint space narrowing, soft 
tissue swelling, and calcifi cation.

Surgery was conducted in this case for diagnostic and as 
well as treatment purposes (fi gure 4). The result of microscopic 
examination of pus that was obtained from debridement 
procedure was positive AFB. The anatomical pathology 
examination showed non specifi c chronic osteomyelitis. The 
patient was given the diagnosis of pulmonary and osteoarticular 
tuberculosis of the right foot and received the medication of 
the anti-TB drug of fi xed dose combination (INH 300 mg/day, 
rifampicin 450 mg/day, ethambutol 1,5 g/day, pyrazinamide 
1,5 g/day) for two months as the intensive phase. Then the 
medication will be continued to the maintenance phase 
for 9 to 12 months based on the clinical and radiographic 
improvement. After 3 month treatment, the foot swelling and 
pain are reduced and the range of motion of right ankle joint 
is improved.

 Figure 4  Intraoperative photo showed pus and mass with 
dimension of 1 x 1 cm.

DISCUSSION
Clinical symptoms of osteoarticular tuberculosis may be 
nonspecifi c early in the course of infection: low-grade fever, 
weight loss, and night sweats being the most common. Patients 
with more advance disease may exhibit local pain, atrophy 
of affected limb due to immobilization, muscle spasms, and 
regional lympadenophaty.4 The diagnosis of osteoarticular TB is 
made based on clinical and imaging fi ndings, histopathological 
examinations, culture identifi cation, and polymerase chain 
reaction.5,6,7 The mainstay of the treatment is multidrug 
antituberculosis chemotherapy and active or assisted non-
weigh bearing exercises of the involved joint throughout the 
period of healing. An initial period of rest is to be followed by 
supervised gradual mobilization. Adequate nutritional support 
is also essential, as in all forms of TB. Tuberculosis of the foot 
occurs in various forms. Granulomatous infection adjacent 
to a joint is the most common form. The second is a central 
granuloma, especially in the phalanges or the metatarsals. Up 
to 33% of patients have multiple metatarsals involvement.4 
In this case report the patient had multiple metatarsals 
involvement. Based on plain radiography of right foot, there 
was involvement of tarsal and third, fourth, and fi fth metatarsal 
bones which are destructed. The patient had swelling and 
joint pain of the right foot since two years before admission. 
No history of diagnosed lung TB, but clinical and imaging 
fi ndings at the admission time revealed active lung TB. It is 
similar with those reported by Huang et al. In Taiwan’s tertiary 
teaching hospital, they found joint pain (96.1%) and swelling 
(90.2%) as two major presentations of arthritis TB. Twenty six 
(51.0%) patients had radiologic evidence of pulmonary TB.3 
Plain fi lms of involved extraaxial joints may show a normal, 
widened (from effusion), or narrowed joint space (in advanced 
disease). Periarticular osteoporosis may be severe.4 Plain photo 
in this case revealed periarticular osteopororis where was found 
destruction of tarsal and proximal metatarsal bone. Diagnosis 
of the patient was established by the microscopic examination 
of pus obtained from debridement procedure that showed 
AFB positive.  Response to the treatment of osteoarticular 
tuberculosis is diffi cult to assess. Resolution of systemic 
symptoms, local pain, swelling, or effusion in addition to 
radiographic improvement are helpful in determining duration 
of therapy.4 Interestingly, there was a delayed diagnosis in this 
case.  Swelling, joint pain, and tenderness of the right foot 
had been suffered since 2 years before admission. Similar case 
was reported by Erdem et al, a gonitis TB that was diagnosed 
after 4 year evaluation with various tests.3
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