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A Case of Chronic Inflammation of the Ankle Joint with
Subtle Signs of Inflammation: A Rare Presentation of
Tuberculosis Ankle
Jeevan Pereira1, S Anoop1, George Joy Pettah1
What to Learn from this Article?

Ankle joint tuberculosis is a disorder that can be easily misdiagnosed.
Abstract
Introduction: Tuberculosis (TB) of the ankle is an uncommon presentation of extrapulmonary infection. The early diagnosis of TB
arthritis of the ankle is difficult because of the uncommon site, the ability of TB to mimic other disorders and, all too common, lack
of awareness of about this infection in ankle joint.
Case Report: A 30-year-old male presented with a 1-year history of right ankle pain and swelling. He denied any history of recent
infection but had had recurrent ankle pain that had been treated accordingly. When he visited our outpatient clinic, he was afebrile.
The patient, despite a period of conservative treatment, presented with a localized painful fullness of the ankle. Magnetic resonance
imaging helps for the diagnosis with variable specificity, but TB arthritis was diagnosed through a diagnostic arthroscopic procedure,
and anti-TB therapy eventually eradicated the infection.
Conclusion: It is highly recommended that early biopsy and synovial fluid for polymerase chain reaction GeneXpert be performed
in suspicious cases to confirm and treat accordingly.
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Introduction
In India, pulmonary tuberculosis (TB) is the most common form of TB
accounting for 75-90% of all types of TB. Extrapulmonary TB constitutes
10-25% of TB cases and accounts for more than 50% of all cases of TB in

HIV+ patients [1]. In extrapulmonary of TB, involvement of musculoskeletal
system was only 1-2% out of which major proportion of involvement was seen
in the spine and weight bearing joints such as hip and knee [2]. The incidence
of ankle and foot TB was found to be <5% of all osteoarticular TB and mimic
a wide range of pathology; as a result, it will often misdiagnosed [3].
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The microorganism usually spreads through the bloodstream to the
synovium in TB arthritis. Monoarticular disease is the rule although
polyarticular disease has also been reported [4]. The subsequent infection
causes articular cartilage destruction, resulting in chronic joint morbidity.
Ankle pain is a common presentation in the emergency department
or outpatient clinic and is commonly associated with ankle swelling
following trauma. Diagnosis of ankle pain is largely based on the clinical
presentation. Because of repetitive ankle injury, the underlying problem
may be overlooked by not only the patient himself but also by the doctor,
which may result in the delayed diagnosis of the underlying disease. Here,
we describe an uncommon case of TB arthritis involving the ankle joint.
Case Report
A 30-year-old male presented with a 1-year history of right ankle pain and
swelling. He denied any history of recent infection but had had recurrent
ankle pain that had been treated accordingly. When he visited our outpatient
clinic, he was afebrile but had fullness of the right ankle when compared to
the unaffected side (Fig. 1). There was no skin lesion, and the right ankle
had almost a full range of motion except terminal restriction of dorsiflexion.
Radiographs of the ankle showed apparently normal tibiotalar joint in
comparison to the contralateral side (Fig. 2). We suspected osteochondral
injury of the talus and advised magnetic resonance imaging (MRI) and it
showed lesions over the tibiotalar joint with joint effusion and cartilage
destruction of the ankle joint (Fig. 3). On admission, laboratory findings
included a white blood cell count with normal values. The erythrocyte
sedimentation rate was 30 mm/h and C-reactive protein was slightly
elevated. Rest all laboratory investigations were normal. In view of longstanding symptoms and MRI findings, inflammatory/pyogenic arthritis or
neoplasm like osteoid osteoma of talus was suspected. With the patient in a
supine position, under spinal anesthesia, the tibiotalar joint was visualized
with an arthroscope after placing two standard portals. Arthroscopy was
preferred because it is minimal invasive and was ideal to get tissue of interest
for further investigation. Whole articular cartilage has already destroyed
with lesion in the distal tibia and talus (Fig. 4). Adequate debridement of
the denuded cartilage and loose bodies with synovial tissue was done. In
addition, microfracture of the exposed bone was done, and the specimen
was sent to histopathological analysis and polymerase chain reaction
(PCR)-GeneXpert studies. The patient was advised for nonweight
bearing and ankle joint mobilization. Prophylactic antibiotic treatment
was given postoperatively for 24 h. The GeneXpert for specimen showed
Mycobacterium TB, without resistance for rifampicin (Fig. 5). Four combined
anti-TB drugs (ethambutol, isoniazid, rifampicin, and pyrazinamide) were
used for 9 months, and then reviewed periodically in the outpatient clinic and
was kept nonweight bearing for 1 month. In view of destruction of articular
cartilage, he was proposed for ankle arthrodesis at later date. Clinically,
his range of motion was painless and full, he did complain of joint pain on
weight bearing for long duration. Follow-up evaluation 2 years later showed
no recurrence of infection. Patient has almost full range of movements with
terminal restriction of the ankle dorsiflexion. He can walk for short distances
of about 100 m with ease. He does drive a van with ease for his transport
business. Hence, he is yet to decide for proposed arthrodesis.
Discussion
TB still remains the most common infectious disease encountered in
outdoor patient and has been a major cause of morbidity and disability.
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Figure 1: Clinical picture shows
the fullness of ankle.

Figure 2: X-ray of right ankle - with no radiological abnormality.

Figure 3: Magnetic resonance imaging of the ankle joint with both
T1 and T2 images showing joint effusion and bone edema.

Osteoarticular TB represents 1-5% of all cases of TB disease and 10-18%
of extrapulmonary involvement with the spine being the most commonly
affected followed by major weight bearing joints. Four cases of ankle
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Figure 5: The GeneXpert for synovial tissue and fluid showed Mycobacterium
tuberculosis, without resistance for rifampicin.

X-ray is rarely diagnostic until late stage, computed tomography scan
and MRI should be done on suspicion of ankle-foot TB as signs of bone
destruction, and osteolysis can be seen but the diagnosis is confirmed
only by histopathological examination of bone or soft tissue taken from
the infected site [8]. Treatment is usually conservative with antitubercular
treatment for 9-20 months with immobilization of affected joint by the
cast. In our case, tubercular drugs were given for 12 months as recurrence
is higher after shorter course [9]. As results of conservative treatment are
very good, surgical intervention (debridement and curettage, excision of
sequestrated/destroyed bones and arthrodesis) is reserved only for failure
of conservative therapy.
Figure 4: Arthroscopic images show the
destruction of articular cartilage.

joint TB from Japan had similar clinical presentations as our patient [5].
Diagnosis of foot TB is difficult as it is detected in late stage. Most common
symptoms include pain, swelling, and stiffness while swelling with fullness
around malleoli and tendoachilis insertion, plantar flexion of ankle joint
are the important signs of ankle-foot TB. There may be discharging sinus
or nonhealing ulcer with secondary infection. Most commonly involved
bones are calcaneum, talus, first metatarsal, and navicular. The midtarsal
joint is the most commonly affected joint in this disease. Pulmonary
involvement is uncommon and usually present in <50% of cases [6, 7].

Conclusion
When a patient presents with a localized painful swelling of the ankle
joint which increases on exertion, it should raise the suspicion for chronic
inflammatory disease. In cases where TB is suspected, it is advisable for
early biopsy and PCR-GeneXpert in addition to the routine investigation.
TB of ankle is even rarer in comparison to foot; hence, simple PCRGeneXpert will help in diagnosis and early treatment.

Clinical Message
Ankle TB is a disorder that can be easily misdiagnosed.
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