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so no sputum for culture could be collected. An aggressive 
surgery was performed: resection arthroplasty and surgical 
debridement of abscesses. The patient is still under antituber-
culosis treatment with rifampicin and isoniazid (27 months to 
day). Antituberculosis treatment has not yet been stopped be-
cause there was a delay in surgical treatment, all caseous ma-
terial could not be removed and osteomyelitis focuses could 
have remained after surgery. Despite a positive clinical, ana-
lytical and radiological evolution after surgery, it has not been 
so fast as to ensure the microbiological cure with a standard 
treatment course. 

Osteoarticular tuberculosis accounts for 10-11% of all 
extrapulmonary tuberculosis and 1-3% of all tuberculosis di-
agnoses [1]. Tuberculous arthritis is the second cause of osteo-
articular tuberculosis after vertebral tuberculosis. Tuberculous 
arthritis usually affects joints that support large weight such 
as the hip or knee, and is usually a monoarticular condition. 
The delay in the diagnosis can be related to the assumption 
that the skin fistula colonizer is a colonizing fungus or bacte-
ria, as in our case. In these cases a biopsy is mandatory in order 
to send samples for mycobacterial culture and PCR, in addition 
to routine bacterial cultures [2]. Diagnostic of osteoarticular 
tuberculosis can be challenging so a high index of suspicion 
is necessary and using deep biopsies not only for bacterial 
cultures, but also for mycobacterial cultures and PCR could 
help reducing delays in diagnosis [3]. Despite major advances 
in the diagnosis of mycobacterial infections, microscopic ex-
amination for AAFB remains a primary tool because it iden-
tifies infections with positive-AAFB smear cases. However, it 
is of less utility for paucibacillary disease such as in pediatric 
patients, HIV and those with extrapulmonary disease.  Myco-
bacterial culture has a high sensitivity and is the test of choice 
for the microbiological diagnosis of tuberculosis. Although the 
specificity of NAAT is very high, sensitivities vary widely and 
depend on both the AAFB smear status of the specimen (posi-
tive or negative) and the origin of the sample. The results take 
1-2 days. Its use is indicated when the degree of suspicion is 

Sir, 

A 54 year-old male patient, born in Ecuador, without any 
previous disease had been suffering from left hip pain and 
lameness that did not allow him to do his job as a farmer. Three  
cutaneous fistulas were persistently suppurating a caseous 
material, whose samples had been initially sent for bacterial 
culture and had yielded a coagulase-negative Staphylococcus 
that was treated with several antibiotics including fluoro-
quinolones. He had no fevers, sweats or gain loss. Three years 
after his initial consult, the patient was re-evaluated with a 
hip X-ray, hip CT-scan and Tc99m-scintigraphy. They showed a 
destructive infectious process affecting the left femur and ac-
etabular cavity with loss of bone substance and collections in 
the thigh root (figure 1A, B, and C). A surgical biopsy was per-
formed and sent for bacterial culture (negative) and mycobac-
terial culture. This last study allowed highlighting the presence 
of acid alcohol fast bacilli (AAFB) in the Ziehl-Neelsen (ZN) 
method and detection of the presence of DNA of Mycobacteri-
um tuberculosis through nucleic acid amplification test (NAAT) 
(Fluorotype MTB, Hain Lifescience). Mutations of resistance to 
isoniazid and rifampicin were not detected by the technique 
Genotype MTBDRplus (Hain Lifescience).  The antibiogram per-
formed in the system BD Bactec MGIT 960 (Becton Dickinson) 
showed sensitivity for the five antibiotics tested: streptomycin 
(STR), isoniazid (INH), rifampin (RIF), ethambutol (EMB), and 
pyrazinamide (PZA).

The patient started to be treated with 4 first-line antitu-
berculosis drugs (INH, RIF, PZA and EMB). A chest-CT scan was 
performed and a 15 mm upper-left lobe nodule with central 
calcification was found, consistent with a tuberculous gran-
uloma (figure 1D). The patient had no respiratory symptoms 
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tiveness of the treatment, and there is an increasing evidence 
about it [8–10]. In any case, it is not usually necessary to use 
such a long treatment pattern and most cases could benefit 
from a shorter treatment.

We believe that this may be an illustrative case of this 
extrapulmonary manifestation of tuberculosis, with serious 
consequences in terms of severity of infection and subsequent 
physical disability.
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moderate to high [4]. A few studies have shown the effective-
ness of NAAT in the diagnosis of extrapulmonary tuberculosis, 
in which the reported sensitivities ranged from 87.3% to 97 
% (positive ZN) to 68% (negative ZN) and the specificity was 
over 97% [4]. Early determination of the identity and sensitivy 
of the mycobacteria is very important not just from a public 
health and epidemiological perspective, but also to guide the 
treatment and management [5].

Current Spanish consensus document about the treatment 
of tuberculosis recommend a 9-month standard treatment for 
tuberculous spondylitis and there is no specific pattern for tu-
berculous osteoarthritis of other location [6]. In addition, there 
is no optimal duration of therapy for patients with bone and 
soft tissue tuberculosis in which all caseous material cannot 
be removed with surgery and all studies about antituberculous 
treatment duration for osteoarticular tuberculosis have been 
performed in spinal tuberculosis. Some authors recommend to 
extent antituberculous treatment beyond the recommended 
6-9 months in patients with a significant burden of disease, 
like in our case [2,7]. A logical approach would be to assess 
the effectiveness of the treatment by periodic blood tests and 
a CT-scan. PET-CT could be a useful tool to monitor the effec-

Figure 1  (A) Hip X-ray indicating destruction of the left proximal femur and loss of 
the joint space. (B) Tc99m-scintygraphy revealing chronic inflammation in 
acetabulum and femoral head. (C) Destruction with loss of bone density in 
the left proximal femur and collections in the thigh root in a hip CT-scan. 
(D) Chest CT-scan revealing an upper left lobe 15 mm nodule with central 
calcification, consistent with a tuberculous granuloma (arrow). 
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