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An Unusual Case of Extrapulmonary Tuberculosis in 
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A 66-year-old man presented with fever, night sweats, weight loss, pain, and swelling in his hands and 
left leg. He had a history of hypersensitivity pneumonia, requiring high-dose steroid therapy. After 3 
months of 32 mg/day methylprednisolone use, he had complaints of fatigue and night sweats, and 

he had a weight loss of 23 kg. He had pain and swellings on his hands, limbs, particularly on his left knee. 
He had been referred to rheumatology with the possibility of systemic rheumatic disease.

On physical examination, his temperature was 38.3˚C, and oxygen saturation was 92%. There were bilateral 
rhonchi and diffuse areas of swelling on the hands and left lower extremity, significantly warm with ery-
thema, and widespread pain on palpation. The swelling was located in the posteromedial side of the calf 
and medial aspect of the leg. There were neutrophilic leukocytosis (21 200 and 21 900/mm3), high acute 
phase reactants (C-reactive protein: 121 mg/L, erythrocyte sedimentation rate 110 mm/h), and rheumatoid 
factor (65 IU/mL) in laboratory tests. Multiple newly developed nodules in both lung parenchyma were 
observed in thorax computerized tomography (CT), some of the old nodules disappeared and cavitation 
developed in some. Microbiological examination of the samples taken by bronchoalveolar lavage was ster-
ile. Leg magnetic resonance imaging revealed large, 25 × 4.5 cm heterogeneous fluid collection involving 
the subcutaneous soft tissues and abscess formation in hamstring muscles (Figure 1). A fine-needle aspira-
tion showed acid-fast staining bacteria with Ziehl–Neelsen (ZN) stain. In culture, Mycobacterium tuberculo-
sis was isolated. Polymerase chain reaction testing was positive for M. tuberculosis. The patient was started 
on antituberculosis therapy (anti-TB). Surgical intervention to drain the abscess in the posterior femur was 
performed. After 1 year of anti-TB treatment had been completed, there was no active lesion in the control 
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Figure 1. a, b.  (a) Turbo inversion recovery magnitude (TIRM), non-contrast, fat suppressed, 
coronary section of the thighs. Abscess formation and soft tissue edema in the posterior 
compartment of left thigh, involving Hamstring muscles. (b) T1-weighted, contrast enhanced, fat 
suppressed, coronary section of the thighs. Following the contrast agent injection, peripheral 
enhancement in abscess formation.

https://creativecommons.org/licenses/by-nc/4.0/
https://creativecommons.org/licenses/by-nc/4.0/
https://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0001-5089-4653
http://orcid.org/0000-0003-2965-7690
http://orcid.org/0000-0002-4115-3914
http://orcid.org/0000-0002-6131-157X
http://orcid.org/0000-0003-3604-6791
http://orcid.org/0000-0003-1185-5816
mailto:nilalpay@gmail.com


Somay et al. Extrapulmonary tuberculosis� Eur J Rheumatol 2022;9(4):227-228

228

thorax CT. The patient, whose condition has 
gradually improved with physical therapy and 
rehabilitation, does not currently have any 
active complaints or problems.

About 3% of tuberculosis cases are extrapul-
monary, and the musculoskeletal (MS) involve-
ment is observed in 1-5% of those cases.1,2 
Muscle tissues are known as “forbidden tissue” 
for tuberculosis bacilli, due to the low oxygen 
content with high lactic acid concentration 
and lack of reticuloendothelial cells.1 Therefore, 
MS involvement usually, in most cases, occurs 
via direct contact with the underlying bone 
tissue. A wide variety of MS can be involved, 
such as tuberculosis, arthritis, tenosynovitis, 
and bursitis. As in our case, pyomyositis is very 
rare.3 In the early stages of pyomyositis, con-
stitutional symptoms do not generally appear, 
while in the progressive stages, abscess and 
cellulite formations are usual.4 Since the prob-
ability of hematogenous spread is high, other 

foci are possible. Although we could not show 
the bacillus in the lung, we think that hema-
togenous spread from the lungs is a possible 
cause in our case. Tuberculosis can be a dif-
ferential diagnosis confounder in rheumatol-
ogy practice, especially in MS problems. Our 
case also reminded us that in such cases, it 
is important to continue with the necessary 
drainage and persistent anti-TB medication in  
the treatment.
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