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pointing, should be completed by their culture in the
appropriate milieu (Lowenstein- Jensen- Coletsios). A
lapse of 6 to 8 weeks is usually necessary before any
evaluation of the seeding results.

Histological Study

Fragments of surgical biopsies, under arthroscopy or
scope control or TDM show often tubercular granula-
tion combining an epithelioid and gigantocellular gra-
nulation with a caseus necrosis.

POSITIVE DIAGNOSIS

The research of the tubercular origin of the infection is

based on:

- Certitude arguments with the identification of the tu-
bercular bacillus, yielded by the pathology and / or
bacteriology,

- Presumption arguments by the critical appreciation of
the patient’s antecedents.

The Bacteriologic Proof is based on the bringing out of
the acido-alcoholo-resistant bacillus (AARB), straight
and /or on the positive cultures of KB. This bacterio-
logical proof is more rarely obtained than in the case
of the pulmonary tuberculosis because of the specific
characteristics of OAT.

The negativity of these different investigations more or

less invasive does not exclude at all a tubercular origin

when there is a non classed osteoarticular infection.

Presumption Arguments are in favour of the diagnosis

of tuberculosis:

- Existence of an antecedent or a contagious contact

- Existence of endemic region or country

- Sub-sharp/chronic characteristics

- Absence of hyperleukocytosis

- Existence of other bacillus focuses active and contem-
porary of the osteoarticular attack

- Phlyctenular IDR to Tuberculin.

- Destructive lesions through imaging examinations
with a weak osteocondensation reaction

- Bulky character and / or calcified of the abscesses in
the soft tissues

RESEARCH FOR OTHER ACTIVE BACILLUS FOCUSES

- Pulmonary X rays: It is systematic in all osteoarticular
attacks having an inflammatory form.

- KB research in the sputum and urines.

- Ophthalmologic examination to research Bochut’s
tubercles.

- Gynaecological examination

TREATMENT

Antibiotics

They represent the major element of the medical treatment.
The four anti tubercular of the front line are isonia-
zid, (INH), rifampicin, (RIF), pyrazinamid (PYR),
and ethambutol (ETH). The INH and RIF are the two
major anti-tuberculosis. They are bactericide and active
both against KB’s intra and extra cellular.
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The therapy regimen comprises 3 phases:

First phase

It should compulsorily include four anti tuberculosis,
for 4 months. The INH, RIF, ETH, and PYR are ad-
ministered in a unique take, in the morning, before
breakfast, in order to obtain the highest serous peak.
The ETH is stopped at the 3" month, and the PYR at
the 4%, After 2 or 3 months’ initial treatment, there is
the KB antibiogram, eventually isolated in the culture
and thus, the response of the treatment can be evaluated.
If the initial response is satisfactory and the KB sensi-
tive to INH and RIF, the biotherapy, based on the lat-
ter, can be continued. In a primary resistance to INH,
association of RIE, ETH and PYR is suggested followed
by a therapy with RIF and ETH (or PYR) for at least
12 months.

Second Phase
It associates, from the 5% through the 9" month, the
INH and the RIF which are daily taken.

Third Phase

It lasts 3 months and comprises the taking of INH and
RIF, three times per week.

The whole duration of the treatment lasts 12 to 18
months (Fig 11).

Figure 11 Vertebral fusion after 7 years of treatment

The regular watching of the treatment will concern pa-
tient’s acceptance of the treatment and its toxicity.

Adjuvant Means

The rest which remains vital for the initial phase of the
treatment.

Immobilisation with a plaster is forbidden for joints be-
cause mobility should be preserved at best but its neces-
sary in cervical tuberculosis, vertebral tuberculosis with
neurological complications or vertebral instability.

In case of abscess persistence, under antibiotics, a needle
evacuation of pus, can be undertaken.

Surgery indications in the OAT treatment have consi-
derably diminished owing to an earlier recognition of
the infection and the efficient anti tubercular treat-
ments. Arthroplasties in the old OAT is marked by the
potential risk of a bacillus reactivation. A prophylactic
treatment, started 3 weeks before surgery and prolon-
ged 6 to 8 months, can be discussed.

In Vertebral tuberculosis, surgery can be indicated
if there is a medullar compression. In the absence of
neurological signs, the surgery can be indicated. Either
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because of a compressive paravertebal abscess or an

abscess which does not regress in spite of the medical

treatment or because of the severe destructive vertebral
lesions resulting in a kyphotic deformation and / or an
important instability/ unsteadiness.

In major cases, the vertebral tuberculosis is a surgery via

anterior ways. It comprises the following:

- A large approach,

- An evacuation of abscesses

- The most possible complete excision of necrosed tis-
sues, the disc and bone sequestra

- An eventual neurological decompression

- A correction or stabilisation of the kyphosis,

- A solid anterior athrodesis with bone grafts. In some
cases of important kyphosis, with plural-staged des-
tructive attacks, a double arthrodesis, both anterior
and posterior can be necessary.
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