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Case of tuberculosis acromioclavicular joint presenting 

as lytic lesion in lateral end clavicle: rare case report 
 

Praveen Kumar Pandey, Inder Pawar, Raaghav Rai Verma 
 
Abstract 
Background: Rise in the incidence of tuberculosis (TB) seen in recent years. Skeletal TB accounts for less 
than 10% of all cases of TB. Most of these cases are in the spine and hip. The acromio-clavicular (AC) 
joint is a very uncommon site of skeletal TB. 
Case report: A 30 year old female developed pain in her right shoulder after sustaining trivial trauma. She 
was treated conservatively for six weeks, but patient complaints of increase in the intensity of pain with 
restricted movements. Radiographs repeated after six weeks showed a lytic lesion in the lateral end of 
clavicle with differential diagnosis of a solitary bone cyst or metastatic lesion. FNAC of the swelling done 
and MRI right shoulder advised. Histo-pathological report revealed evidence consistent with TB. The 
patient started on a multidrug anti-tubercular therapy (ATT) regimen with diagnosis of tuberculosis lateral 
end clavicle. MRI report after two weeks showed synovial hypertrophy and capsular distension with mild 
joint effusion in right AC joint. The diagnosis changed to tuberculosis of AC joint with continuation of the 
same treatment. 
Conclusion: The rarity of the occurrence of TB at unusual sites, and the ability of tuberculosis to mimic 
other diseases, combined with a lack of awareness by the treating orthopaedist often leads to diagnostic 
delays. A high index of suspicion should be maintained in cases of swellings around the shoulder, even if 
they lack systemic features of tuberculosis. 
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1. Introduction 
There has been a rise in the incidence of Tuberculosis (TB) in recent years. This increase appears 
to be due to several factors, including development of resistance to commonly used chemo-
therapeutic substances, widespread immigration, HIV infection and illicit drug abuse. This 
resulted in a world-wide resurgence of tuberculosis as an important cause of osteo-articular 
infection [1] and more and more cases are being reported with unusual features. Skeletal TB 
accounts for less than 10 % of all cases of TB. Most of these cases are in the hip & spine while 
involvement of the appendicular skeleton is unusual. The acromioclavicular (AC) joint is an 
uncommon site of skeletal tuberculosis, reportedly accounting for less than one percent of cases 

[2]. Conventional X-rays often fail to detect early skeletal disease in addition, the radiological 
picture is variable and the lytic bony lesions may easily be confused with osseous, inflammatory 
or neoplastic diseases, either primary or metastatic, resulting in a delayed diagnosis and delays 
in appropriate therapy. Very rare occurrence of TB AC joint and coincidental finding of 
tuberculosis acromio-clavicular joint in a patient with pain right shoulder after trivial trauma 
prompted us to report this unusual case. 
 
2. Case Report 
A 30 years/female developed pain in her right shoulder after sustaining trivial trauma, when she 
fell on the ground. She presented to orthopaedics emergency after a fall where shoulder x-rays 
done and diagnosed as soft tissue injury right shoulder with no associated bony injury. She was 
treated with anti-inflammatory medications and arm pouch sling for two weeks, but pain 
persisted in right shoulder. She came back to orthopaedics OPD for the same after two weeks 
where she was advised shoulder physiotherapy. Even after four weeks of intensive shoulder 
physiotherapy patient complaints of increase in the intensity of pain with restricted movement 
of right shoulder. Radiographs were repeated at this stage; they were interpreted by radiologist 
as well as treating orthopaedist as a lytic lesion in the lateral end of clavicle with periosteal 
reaction along the superior border (figure 1) with differential diagnosis of solitary bone cyst, 
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metastatic lesion or skeletal TB in mind. Clinical examination 
of the shoulder revealed a soft tissue swelling (figure 2) and 
tenderness at the lateral end of clavicle with no discharging 
sinuses around, there was no evidence of cervical or axillary 
lymphadenopathy and the chest X-ray was essentially clear. She 
was advised to undergo FNAC of the swelling and MRI right 
shoulder with clavicle and AC joint. 
Laboratory tests showed the complete blood count report within 
normal limits and ESR was 40 mm/hr (Normal- less than 
20mm/hour). 
The FNAC report revealed evidence of epitheloid cell 
granulomas and necrosis consistent with tuberculosis (figure 3). 
The patient was started on a multidrug antitubercular therapy 
regimen(ATT) consisting of four drugs(Rifampicin 600mg/day, 
Isoniazid 300 mg/day, Ethambutol 1000 mg/day and 
Pyrazinamide 1500 mg/day) with diagnosis of tuberculosis 
lateral end clavicle. MRI report ( figure 4) after two weeks of 
starting ATT showed well-defined oval soft tissue lesion 
measuring 9*23*14 mm in the subcutaneous plane of the right 
deltoid region communicating with the right acromio-clavicular 
joint and extend along the bursal surface of myotendinous part 
of supraspinatous muscle. The lesion is hyper-intense on T2 
weighed image. Right AC joint showed synovial hypertrophy 
and capsular distension with mild joint effusion. The diagnosis 
changed to tuberculosis of AC joint with continuation of the 
same treatment. Pain and restriction of movements in the right 
shoulder improved within four weeks of starting anti-tubercular 
therapy. After six months of anti-tubercular therapy patient 
became completely asymptomatic with no restriction of 
movements in the right shoulder and the resolution of lesion 
seen on radiographs (figure 5). Patient was followed up 
regularly after completion of the course of anti-tubercular 
therapy. 

 

 
 

Fig 1: X-ray chest with right clavicle AP view showing lytic lesion in 
lateral end of right clavicle. 

 

 
 

Fig 2: clinical photograph of the patient showing swelling over lateral 
end of clavicle region 

 

 
 

Fig 3: FNAC report of swelling right lateral end clavicle consistent 
with tuberculosis 

 

 
 

Fig 4: MRI right shoulder joint with clavicle coronal cuts showing 
pathology in right acromio-clavicular joint 
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Fig 5: X-ray chest with right clavicle AP view after six months of 
ATT showing resolution of lytic lesion in lateral end clavicle 

 
3. Discussion 
Out of all TB cases, about 15 % of them occur at extra-
pulmonary sites and about 3-5% of them seen in osteo-articular 
system [9]. Most of osteo-articular TB cases occur in the hip & 
spine. Involvement of the appendicular skeleton is unusual. 
With the increasing incidence of immune-compromised 
patients, a significantly older population, and the emergence of 
multidrug resistant strains, the problem of osteo-articular TB is 
becoming more prominent. Richter et al. reported an average 
delay of fifteen months between the beginning of symptoms and 
diagnosis [4]. This delay could be attributed to the slow, insi 
dious pathologic process [5, 6]. Radiologically osteo-articular TB 
presented as a lesion showing osteoporosis, subchondral 
erosions, diminished joint space, reactive sclerosis and 
progressive joint destruction [7]. This is unfortunate that with the 
passage of time there is development of either a sinus or 
involvement of the adjacent joint which is worse than the purely 
osteomyelitis stage, in terms of superimposed infections or 
decreased joint motion after healing. The rarity of the 
occurrence of tuberculosis at unusual sites and the ability of 
tuberculosis to mimic other diseases, combined with a lack of 
suspicion by the treating orthopaedist, especially in 
communities where the disease is not routinely prevalent, often 
leads to diagnostic delays. This frequently poses diagnostic 
difficulties [2], as the clinician may not keep the possibility of 
TB primarily in mind when disease occurs at unusual sites. 
Tubercular involvement of the AC joint is extremely rare [8], [9] 
which prompt us to report our case of TB AC joint. A literature 
review revealed only three cases of TB AC joint reported in the 
last 60 years [10-12], one case associated with miliary TB [10], 
another case associated with scrofuloderma [12]. Recently mittal 
et al. reported two cases of acromioclavicular joint tuberculosis 

[13]. Tuberculosis of the AC joint may differ clinically and 
pathologically from tuberculosis of other joints and is difficult 
to diagnose in the early stages. Infection at this site (AC joint) 
has been reported to be more frequently of the destructive or 
proliferative type and may also be complicated by pathologic 
fracture [8, 14]. Even the joint space reduction and the surrounding 
rarefaction, a feature typical of osteoarticular TB elsewhere in 
the body, is not so commonly observed at this site. Diagnostic 
problems are confounded by the fact that this site is more prone 
to the development of neoplasms as compared to infections [1, 

15]. Osteo-articular TB is almost always secondary to a primary 
focus elsewhere in the body [15, 16], which may be dormant or 
active in state and a definite attempt should be made to screen 
the pulmonary, GIT and renal systems for evidence of disease. 
In our case, we didn’t find any primary focus. The basis for an 
accurate diagnosis of TB is obtaining representative tissue from 
the focus or the isolation of Mycobacterium tuberculosis on 
culture which we get using FNAC method in our case. In our 
experience with such cases, as well as that of leading workers 
in this field [9, 17], there is a high incidence of false-negative 
culture reports. This is because of the reason that osteo-articular 
tuberculosis is a paucibacillary disease in comparison to the 
number of bacilli seen in pulmonary lesions. In most of the 
cases, however, the diagnosis has to be made by clinical 
features, concomitant pathology, histo-pathological evidence of 
granulomatous tissue, and a high index of suspicion [1, 15]. In our 
case we found AC joint subluxation, absence of systemic 
manifestations, and a lytic lesion in metaphyseal location on 
radiographs which were certain peculiarities that confused the 
picture. The treatment of skeletal TB is medical, and surgical 
intervention is needed only for the purpose of obtaining tissue 
for diagnosis. Once the appropriate anti-TB therapy is started, 
the symptoms resolve within 6 to 8 weeks, and most discharging 
sinuses heal. We recommend a four-drug regimen for a 
minimum period of 3-4 months, and once the clinical features 
settle, the patient should be maintained on a two-drug regimen 
for an additional 9 to12 months.  
In conclusion, we would like to emphasize the fact that a 
radiological picture of a lytic lesion in the lateral end of clavicle 
should include tuberculosis in its differential diagnosis. A high 
index of suspicion should be maintained in cases of gradually 
progressive swelling around the shoulder, even if they lack 
systemic features of tuberculosis. AFB culture is not essential 
for diagnosis and once a histopathology report confirms the 
diagnosis of tuberculosis, multidrug medical therapy for a 
prolonged period should be started. 
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