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Abstract
Isolatedextra pulmonary tuberculous osteomyelitis of the phalanx is rare as compared to

that of proximal bones. We report acase of tubercular osteomyelitis of the middle phalanx of
the toe in a 74 year old lady, presenting as post traumatic chronic ulcer which is even morerare.
The difficulty in diagnosis and the related problems, the need to have a high index of suspicion
of tuberculosis as one of the causes of chronic foot ulcer especially in developing countries has
been emphasized.
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Introduction

Skeletal tuberculousosteomyelitis hasbeen
described, but involvement of the bones of
hands and feet is rare while that of phalanx of
the toe presenting as post traumatic non
healing ulcer is very rare. There are very few
reports regarding isolated involvement of
phalanges [1,2]. It is a major health concern in
developing countries even today. The increased
incidence of immune-suppression due to
various reasons hasagain led to the rise in
tuberculosis.[3]

Musculoskeletal involvement may occur
along with pulmonary lesion or as a delayed
primary extra pulmonary lesion after many
years. The chances of missing the diagnosis and
progress of the disease are high in chronic ulcer.
We hereby present a rare and isolated case of
tuberculous osteomyelitis of toe which came
to notice following a trivial injury.

Case presentation
A 74 year old lady presented to our hospital

with chronic non healing ulcer of one year
duration, on the third toe of her right foot
following trivial trauma. She complained of
pain, discharge and swelling of the toe which
was treated conservatively with dressings and
analgesics. Intermittent courses of antibiotics
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were administered based on culture and
sensitivity reports by her family physician.
There was no history of fever but she had loss
of appetite and loss of about 3 kgs of weight in
a period of six months. Physical examination
revealed an ulcer of 1cm diameter overlying
the dorsum of third toe of her right foot. (Fig
1) Interphalangeal joint movements were
restricted and painful. There was surrounding
oedema. Dorsalis pedis and posterior tibial
artery pulsations were well felt bilaterally.
There was no regional lymphadenopathy. The
chest and abdomen were clinically normal.
Plain radiograph of right foot which was done
one month after trauma was found to be
normal. Six months later it revealed cortical
erosion of middle phalanx of third toe with
osteoporosis of distal and proximal phalanges.
(Fig 2) A diagnosisof post traumatic non
healing ulcer due to chronic osteomyelitis was

made having  Marjolin’s ulcer as differential
diagnosis. On admission Haemoglobin was
11.1gms%, Random blood sugar 104.4 mg/dL
and E.S.R. 8mm/hour. Chest roentgenogram
was normal.

The involved toe was disarticulated at the
metatarsophalangeal joint and closed with
Fillet flaps. The specimen of bone and soft tissue
was found to be infiltrated with granulomas
composed of epitheloid cells, multinucleated
giant cells and lymphocytes without caseous
foci on histopathological examination which
suggested tuberculous osteomyelitis.(Fig3)
Bacteriological examination did not reveal any
growth on culture and subsequent ZN stain
was negative for AFB.The wound healed in a
weeks’ time. (Fig 4)   Patient was treated with
four drugs Rifampicin,Isoniazid,Ethambutol

Fig 1:  Chronic non healing ulcer dorsum of
third toe – right foot

Fig 2:  X-ray showing cortical erosion of
middle phalanx

Fig 3:  Histopathology (High power)
showing confluent tuberculous granulomas

composed of epithelioid cells,Langhans
giant cells and lymphocytes .A spicule of

bone is seen (arrow)

Fig 4:  5 years later – well settled scar
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and Pyrazinamide from the tenth post-
operative day  for two months followed by two
drugs Isoniazid and Rifampicin in combination
with Pyridoxine for another four months after
prior liver function tests and ultrasound
abdomen which were normal. Her appetite
improved and she regained 4 kgs of weight in
five months.

Discussion

Extra pulmonary skeletal tuberculosis
comprises of 1 to 5 percent of all tuberculous
infections and usually occurs due to lympho
haematogenous spread from lungs [4]. It may
also  affect otherwise healthy individuals.  Long
bones are less commonly involved compared
to vertebral bodies due to the sluggish
circulation. Tuberculous osteomyelitis of
metatarsal bones and phalanges are rare but
has been reported[5] whereas there are no
reports on tuberculous osteomyelitis of
phalanx presenting as post traumatic non
healing ulcer. The common clinical symptoms
are localised pain, swelling and discharge like
in our patient. Occasionally it may be
accompanied by constitutional symptoms such
as fever and weight loss. Diagnosis of
tuberculous osteomyelitis is usually delayed
because the signs and symptoms are subtle [6].
The delay in diagnosis and administration of
anti-tubercular drugs resulted in progress of
the disease leading to loss of the toe in our
patient. Laboratory tests, like erythrocyte
sedimentation rate, complete blood count and
fine needle aspirationmay not be conclusive.
Radiological changes on plain X-ray are not
seen initially. However, typical radiological
appearances likeosteolytic areas with
osteoporosis and periosteitis on x ray is difficult
todifferentiate from chronic pyogenic
osteomyelitis and tumours. An MRI scan is
more sensitive in localising the lesion in the
early stages [7] but has to be confirmed by an
open biopsy.

Histopathological diagnosis was an
incidental diagnosis in our patient, as the
surgical specimen was sent for histopathology
with Marjolin’s ulcer and chronic pyogenic

osteomyelitis as differential diagnosis.
Subsequent Zeil Neilson.staining was done to
confirm the histopathology report but did not
reveal AFB. The diagnosis is said to be more
accurate with histopathology of the specimen
and PCR [8]. AFB may be absent on stain and
culture as tuberculous osteiomyelitis is usually
paucibacillary [9]. Hence, histopathological
diagnosis in correlation with clinical and
radiological findings prompted anti-tubercular
therapy and healing of the surgical wounds
with cure of the disease in our patient.
Tuberculosis still remains a major health
problem in developing countries despite the
advances in anti-tuberculous drugs. In fact, the
incidence of tuberculosis has risen again,
which is probably associated with increase in
incidence of diabetes[10],viral fever, HIV,
increasing number of patients on
immunosuppressive agents and emergence of
drug resistant strains of mycobacterium.

Hence, we recommend the clinicians
especially in developing countries to have a
high index of suspicion and do an open biopsy
for bacteriological and histological examination
in chronic ulcers not responding to antibiotics
and analgesics in otherwise healthy
individuals. This helps in detecting
asymptomatic cases,early diagnosis and timely
administration of anti-tuberculous drugs
which along with the required surgical
procedure aids in wound healing and
resolution of the disease.
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