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Poncet's Arthritis in a Patient with Multidrug-Resistant Tuberculosis
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Abstract

A 17-year-old female diagnosed to have multidrug-resistant pulmonary tuberculosis (MDR-TB), presented with Poncet's
arthritis which responded to second-line anti-TB treatment. Poncet's disease is more commonly present in association with
extra-pulmonary TB and involves large and small joints. However, our patient had pulmonary MDR-TB and small joint
involvement. [Indian J Chest Dis Allied Sci 2015;57:195-198]
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Introduction

Poncet’s disease is a rare syndrome described in 1897
by the Frenchman, A. Poncet1. It is characterised by
articular impairment in patients diagnosed with
tuberculosis (TB), not related to direct invasion by the
micro-organism, but to an immune reaction to the TB
protein, constituting a reactive arthritis. In contrast to
the usual TB arthritis which is mono-articular
infectious and destructive, Poncet’s disease is a non-
destructive para-infective polyarthritis occurring in
patients with active TB, which resolves completely on
anti-TB therapy. The literature related to this syndrome
is scarce and restricted to case reports, which
contributes to its under-diagnosis.

Case Report

A 17-year-old female first developed pulmonary TB in
2009, but had defaulted first-line anti-TB treatment
with daily isoniazid (H), rifampicin (R), ethambutol (E),
and pyrazinamide (Z) three months after initiation. In
February 2012 she presented to another hospital with
symptoms of cough with expectoration, fever, weight
loss of 3kg and anorexia. She was diagnosed to have

A

Figure 1. Photographs of the patient's hands before treatment [A- left hand and B- right hand] showing swelling of the inter-phalangeal
joints with hyper-flexion deformity.

B

sputum smear-positive pulmonary TB and was
re-started on a daily regimen consisting of first-line
anti-TB drugs, namely, RHZE.

She presented to us in March 2013 with persistent
symptoms of cough, fever, loss of appetite, weight loss
of 5kg and joint pains mainly involving the small
joints of both hands, despite being on afore-mentioned
treatment for one year.

On physical examination patient had swelling of the
inter-phalangeal joints of both hands with hyper-
flexion deformity at distal inter-phalangeal and hyper-
extension at proximal inter-phalangeal joints of index
finger on both hands (Figure 1). Laboratory
investigations including anti-cyclic citrullinated
peptide (anti-CCP), rheumatoid factor and serum uric
acid were normal; C-reactive protein (CRP) level was
elevated (96mg/dL).

Chest radiograph (Figure 2) showed bilateral upper
zone opacities with a cavity on the right side. Computed
tomography (CT) of the thorax (Figure 3) showed bilateral
consolidation with right upper lobe cavitation.
Radiograph of both hands was normal (Figure 4) with no
evidence of erosions, narrowing of joint space, peri-
articular osteopaenia, subluxation or any gross deformity.
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Figure 2. Chest radiograph (postero-anterior view) showing
bilateral upper zone opacities with a cavity on the right side.

Figure 3. Computed tomography of thorax showing bilateral
consolidation with cavitation of the right upper lobe.

Figure 4. Radiograph of both hands.

Figure 5. Chest radiograph after four months of MDR-TB treatment.

Figure 6. Photograph of both the hands (A-left hand, B-right hand) after four months of MDR-treatment showing complete resolution
of swelling and deformity.

A B

Sputum mycobacterial culture performed at
Microbiology laboratory at the P.D. Hinduja National
Hospital and M.R.C., Mumbai grew Mycobacterium
tuberculosis which was resistant to H, R, streptomycin,
kanamycin and amikacin suggestive of MDR-TB. On the
basis of drug-susceptibility pattern; treatment was
modified and she was treated with individualised
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regimen containing Z, E, capreomycin, moxifloxacin,
para-aminosalicylic acid and ethionamide. After four
months of this treatment the patient improved
radiologically (Figure 5), symptomatically and had
gained 4kg weight. Repeat sputum mycobacterial culture
was negative at four months of treatment. Joint pain and
swelling subsided completely without leaving any
residual deformity (Figure 6).

Patient was cured after completing 24 months of
second-line anti-TB treatment.

Discussion

In 1887 Poncet described an inflammatory arthritis in
the joints of the hands and feet in 12 patients with past
or present history of extra-pulmonary TB.1 Poncet’s
disease has been defined as a “polyarthritis associated
with visceral TB in which there is no evidence of
bacteriologic involvement of the joints themselves.”2

Tuberculosis can affect the joints in any of the
following three ways: (i) direct musculo-skeletal
involvement by the Mycobacterium tuberculosis, such as,
spondylitis, osteomyelitis, septic arthritis, and
tenosynovitis; (ii) anti-TB drug-induced rheumatologic
syndromes, such as tendinopathies and drug-induced
lupus; and (iii) reactive immune phenomena, such as
reactive arthritis, erythema nodosum.

The TB septic mono-arthritis, in which the
Mycobacterium can be isolated from the culture of the
affected joint, is the more widely recognised form.3 The
involvement may be either by direct joint invasion of
Mycobacterium or by immune reaction to TB protein.

Poncet’s is mainly a disease of children or young
adults with a slight female preponderance. These
patients present with fever and constitutional
symptoms associated with acute or sub-acute,
symmetrical, peripheral inflammatory poly-arthritis
predominantly involving the large joints. The knees are
most commonly affected followed by ankles and then
the wrists. Small joints may be affected in a symmetrical
fashion resembling rheumatoid arthritis, but
asymmetric involvement is also frequently seen.
Although Poncet’s  is described as a polyarthritis, a
review of the recent literature reveals Poncet’s disease
to be more often a pauci-articular, symmetrical, arthritis
of predominantly the large joints. Joint effusions are
very rare.2,4,5 There is no microbiological evidence of
mycobacterial invasion in the affected joint, the
serological tests for autoimmunity are negative; the
tuberculin test is positive, and acute phase proteins are
elevated.6 The most common extra-pulmonary focus of
TB associated with Poncet’s is  lymph node.7,8 Poncet’s
disease patients may go on to develop pleural or
pulmonary TB during their course of illness.7,9,10

The following diagnostic criteria11 have been
proposed for the diagnosis of Poncet’s arthritis: (i)
evidence of active extra-articular TB; (ii) rheumatic
manifestations in more than one join; (iii) absence of

personal and family antecedents; (iv) lack of axial,
vertebral column and sacroiliac impairment; (v)
complete remission of the rheumatic manifestations with
anti-TB treatment, and no permanent articular sequelae;
and (vi) exclusion of other rheumatic diseases.

Our patient had small joint involvement of the hands,
mainly inter-phalangeal joints with swelling, tenderness
and flexion deformity at distal inter-phalangeal joints of
the index fingers. Though many reports point towards
the association of Poncet’s with extra-pulmonary TB, it
can be associated with active pulmonary TB as well.5,12

In such cases the arthritis responds rapidly to the
treatment than the pulmonary TB.13

Our patient had MDR-TB and bilateral involvement
of more than one joint of the hands. There was no
personal or family history suggestive of rheumatologic
disease. There was no spine involvement. Anti-CCP
and rheumatoid factor were negative, serum uric acid
levels were normal and CRP levels were increased.
With four months of second-line anti-TB treatment she
had improved without any residual joint deformity.
This rapid response is well documented, in patients
with Poncet’s arthritis compared to those with TB
septic arthritis.3,6 Many case reports document the
disappearance of reactive arthritis soon after the
initiation of anti-TB treatment,14 but recurrent Poncet’s
arthritis has also been reported.15

In a review16 of 198 cases with Poncet’s arthritis, 35%
of cases were from India. In a large series17 from All
India Institute of Medical Sciences, New Delhi (n=25),
all the patients had mediastinal lymphadenopathy
with bilateral ankle arthritis; histopathological
confirmation of diagnosis of TB was established in nine
patients. In another review,18 of the 18 north Indian
patients with ankle arthritis, eight had Poncet’s disease
which responded clinically and radiologically to
anti-TB treatment.19-28
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