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Abstract
Tuberculous dactylitis is an unusual form of bone tuberculosis characterized by non-specific clinical and imaging
features. Tissue pathological and microbiological examination represent the hallmark of diagnosis. This is the case
of a woman on tumour necrosis alpha blocker presenting with chronic osteomyelitis and arthritis of a finger caused
by Mycobacterium tuberculosis.
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Introduction
Tuberculous dactylitis, first described in 1886 [1], represents
an uncommon form of bone tuberculous infection predominant in
childhood. Tuberculosis of the hand usually starts as tenosynovitis,
and eventually spreads to bones and joints [2]. Atraumatic digital
fractures caused by this condition are previously described [3]. The
recommended workup is focused on the assessment of a chronic
joint inflammation, and includes a combination of images and tissue
pathology and culture. This is the case of an adult on treatment with
etanercept that presented with a protracted digital osteomyelitis caused
by M.tuberculosis.

Case Report
A 72 year old Chinese woman from Baton Rouge, Louisiana,
with history of hypertension and adult’s Still’s disease on etanercept
and prednisone 15 mg/day, complained of a 1 year history of swelling
around the Proximal Interphalangeal (PIP) joint of the right middle
finger. She was not aware of previous PPD or gamma-interferon
based assay. She didn’t recall having taken latent-tuberculous therapy.
The swelling started a few days after a blunt trauma while gardening.
The patient recalled some early blisters full with clear fluid. After 3
months of topical neomycin with progression of symptoms a dorsal
incision over the PIP joint was performed; no cultures were sent.
After a stable period, the swelling worsened progressively decreasing
the range of motion. Six months later a granulomatous mass was
excised in an outside hospital. The biopsy reported non-necrotic micro
granulomas. Fungal and acid-fast stains were negative. The culture
grew Pseudomonas aeruginosa sensitive to quinolones. Fourteen days
of ciprofloxacin did not modify the picture. One month later, in 2005,
presented to our hospital’s Plastic Surgery clinic in Houston, Texas. The
remainder of her review of systems was negative, but for intermittent
papular 4 limb rash. Temperature was 36.9°C, pulse 68/min, blood
pressure was 118/68 mmHg, weight 62 kg. There was no thrush, no
palpable lymph nodes, normal heart sounds with a 2/6 systolic aortic
murmur; clear lung breath sounds; no palpable liver or spleen over a
non-tender abdomen; tiny macular rash on the anterior aspect of both
forearms and knees. Exposure of the right PIP joint with destruction
of its cartilaginous surface was noticed on hand examination. The
extensor tendon was liquefied (Figure 1).
Laboratory showed WBC 6300/l (76% neutrophil, 21%
lymphocytes); haemoglobin 13.5g/dL; platelets 130,000/l; glucose 121
mg/dL; creatinine 0.8 mg/dL; normal liver function tests. A plain film
of the affected hand done (Figure 2) on the clinic day showed erosion
of proximal and distal aspects of the bone around the affected PIP.
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Stitches from the previous surgery were also visible. Chest X-ray was
normal. Two days after this visit the mycobacterial culture from the
synovial biopsy done in the previous hospital was positive. Two days
later DNA amplification identified the organism as Mycobacterium
tuberculosis. Patient started treatment with rifampin 600 mg/day,
isoniazide 300 mg/day, pyrazinamide 1000 mg/day, ethambutol 800
mg/day, and pyridoxine, planned to receive 9 months of treatment. Her
condition did not change 2 weeks later. After that visit she returned to
Louisiana and got lost of follow up.

Discussion
Skeletal tuberculosis accounts for 1-5% of extrapulmonary
tuberculosis. It results from reactivation of latent foci seeded during
the primary illness; or new hematogenous or lymphatic spread from
newly reactivated tuberculosis. The compromise of the phalanxes,
this is tuberculous dactylitis, is an unusual form, more common in
children. The diagnosis is usually delayed due to the lack of specific
signs or symptoms. Radiographic manifestations include soft tissue

Figure 1: Exposure of the right PIP joint with destruction of its
cartilaginous surface on hand examination. The extensor tendon
appears liquefied.
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more common for infliximab than for etanercept, drug that this patient
was using [8,9].

Conclusion
Tuberculous dactylitis is an unusual form of bone tuberculosis.
The clinical presentations and imaging studies are non-specific. Tissue
pathological and microbiological examination represent the hallmark
of diagnosis.
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Figure 2: Plain film of the hand with amplification of the affected finger
shows erosion of proximal and distal aspects of the bone around the
affected PIP. Stitches from the previous surgery are also visible.

swelling (90%), osteopenia (72%), joint space narrowing (66%), cysts
(66%), erosions (64%), bony sclerosis (20%), periostitis (15%) or
calcifications (5%) [4]. Radionuclide scanning usually shows uptake of
Technetium 99 diphosphonate, and T2-weighted images in magnetic
resonance may show bone marrow expansion. Though abnormal,
these findings lack enough diagnostic specificity [5,6]. Granulomata
in synovial biopsy are present in about 80% of patients; synovial fluid
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recall bias. The use of TNF alpha-blockers is reportedly associated with
an increased relative risk of tuberculosis reactivation. This seems to be
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