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A Rare Case Presentation of Spina Ventosa Associated with Lichen
Scrofulosorum and A Tuberculoma

Rohit Mahesh Sane', Prakash Dattatray Samant', Bandhavi Muppalla’

Learning Point of the Article:
When presented with a case of spina ventosa, do not forget to examine other systems.

Introduction: Tuberculosis (TB) can present in different ways and should be regarded as one of the possible diagnoses of several bony,
cutaneous, and neurological pathologies.

Case Report: We present a case report of a 13-year-old female, who presented with swelling of the left index finger, then diagnosed to have
Pulmonary and extra-pulmonary TB (Spina Ventosa, Lichen scrofulosorum, cervical lymphadenitis, mediastinal lymphadenopathy, and a
frontal lobe Tuberculoma). We further discuss its features and management. The patient’s condition improved on the initiation of Anti Koch’s
Treatment, and debridement of the leftindexfinger’slesion.

Conclusion: Patients can be asymptomatic with widespread TB. As TB can present in different ways, when examining a patient, always consider
the possibility of multiple organs being involved.

Keywords: Spina ventosa, lichen scrofulosorum, cervical lymphadenitis, mediastinal lymphadenopathy, pulmonary tuberculosis, tuberculoma.

Introduction

Tuberculous dactylitis, involving the short tubular bones of the
hands and feet, is seen commonly in children [1]. It is a rare
presentation of extra-pulmonary tuberculosis (TB) and it
constitutes <1% of skeletal TB [2]. Lichen scrofulosorum is also
known as TB cutis lichenoides, is a rare tuberculid that presents
as a lichenoid eruption of minute papules in children and
adolescents with TB [3]. The eruption is usually associated with
astrongly positive tuberculin test [4].

TB can present in different ways and should be regarded as one of
the possible diagnoses of several bony, cutaneous neurological
pathologies [1]. Here, we present a case report of a 13-year-old
female with pulmonary and extra-pulmonary TB.

Case Report

A 13-year-old female was brought to the Out Patient Department
of a tertiary level hospital, with complaints of swelling of the left
index finger for 3 months, and pain in the left index finger for 2
months. There was no history of trauma. The patient was
apparently all right 3 months back when she started developing a
small, firm swelling on the left index finger, over the Proximal
Inter Phalangeal (PIP) joint. Initially, it was 1x1 cm, which
progressed to the currentsize (3 x 2 cm). The swelling was firm in
consistency and tender. The patient also complained of pain on
touching the finger and on movement. The pain was insidious in
onset and dull aching in nature. The patient also complained of
asymptomatic skin lesions on both the flanks, back and itchy
lesions on both thelegs, for 3 months.

The patienthad no similar episodesin the past. There wasno past
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Figure 1: Clinical picture, and Pre-op and Post-op X-ray of lefthand.

history of TB or contact. The patient gave a history of weight
loss and evening rise of temperature for 3 months. She had no
other associated symptoms. There is no history of similar
episodesin the family.

On examination

A swelling was present involving the PIP of the left 2nd phalanx
(Fig. 1). The skin over the swelling was hyperpigmented and
tense. There was no discharge of any kind. The swelling was
fixed, non-mobile and firm. Tenderness was present over the
PIP of the left 2nd phalynx. She had multiple non-tender,
bilateral palpable cervical lymph nodes. She had multiple well-
defined small closely grouped skin colored to hyperpigmented
papules with a smooth surface over both flank regions and back
(Fig. 2). She also had a few well-defined hyper-pigmented
papules and macules over both legs, (suggestive of Prurigo
mitis) (Fig.2).

Figure 3: MRIleftindex finger.

Figure 2: Clinical picture oflesions over the back and lesions over the legs.

On investigating

Her Complete Blood Count was within normal limits.
Erythrocyte Sedimentary Rate and C-Reactive Protein were 50
mm at 1 h, and 16.92 mg/], respectively (raised). The patient
was seronegative. High-Resolution Computed Tomography
Thorax showed fibrotic changes with adjacent pleural
thickeninginvolving both lung parenchymas. A 1.5 x 1.3 cm soft
tissue density, smooth marginated, subpleural, airless
parenchyma involving the superior segment of the left lower
lobe was noted, suggestive of old infective etiology sequel.
Mediastinal lymphadenopathy was also noted.
Ultrasonography neck revealed multiple discrete and
conglomerated non-necrotic and partially necrotic, enlarged
lymph nodes in bilateral cervical level 1b, 2, 3, 4, S and
supraclavicular region; with the largest measuring 2.2 x 1.4 cm
in the left supraclavicular region. Magnetic Resonance Imaging
(MRI) of the left index finger showed, fusiform area of altered
signal intensity measuring approximately 1.9 X 1.6 cm at PIP
joint, which was hypointense on T1W, iso-hyperintense on

Figure 4: Mantoux test.
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Figure 5: Bone biopsy.

T2W, and hyperintense on Proton Density Fat Saturation and
Short-Ti Inversion Recovery images, suggestive of
contusion/marrow edema (Fig. 3). Gen Xpert revealed no
Mycobacterium complex and TB Mycobacteria Growth
Indicator Tube was negative for Acid-Fast bacilli. The Mantoux
test was strongly positive with ulceration and induration
measuring 4.2 X 4.3 cm (Fig. 4). Cervical node Fine Needle
Aspiration Cytology revealed scanty cellularity with caseous
necrosis suggestive of tuberculous lymphadenitis. Finger bone-
biopsy revealed mild chronic inflammatory infiltrate
comprising of lymphocytes and histiocytes, with occasionally
ill-formed epithelioid cell granuloma with foci of caseous
necrosis, suggestive of spina ventosa (Fig. S). The skin biopsy of
her left flank lesion revealed keratinized stratified squamous
epithelium showing hyperkeratosis, epidermal thinning, and
elongation of rete ridges. Superficial dermis shows a non-
necrotizing ill-formed epithelioid cell granuloma adjacent to
hair follicles, comprising epithelioid cells, Langhans giant cells,
and lymphocytes, suggestive of Lichen scrofulosorum (Fig. 6).

N

Figure 7: CT brain.

Figure 6: Skin biopsy.

Management

Debridement and bone biopsy were done for the left index
finger lesion, and a Joshi’s External Stabilization System (JESS)
fixator was applied (Fig. 1). Anti-Koch’s Treatment (AKT) was
initiated comprising Isoniazid (75 x 3/day), Rifampicin (150 x
3/day), Pyrazinamide (400 x 3/day), and Ethambutol (275 x
3/day) for 2 months. This is to be followed by Isoniazid (75 x
3/day), Rifampicin (150 x 3/day), Ethambutol (275 x 3/day)
foranother4 months.

Post initiation of management

Two days after initiation of treatment, the patient experienced
an episode of absent seizure. Inj. Epzoin 100mg was given to
counter the seizure. Her Electroencephalography (EEG) and
Computed Tomography (CT) Brain (plain + contrast) were
done. As she had an implant in her hand, an MRI could not be
done. EEG was within normal limits but CT Brain (Fig. 7)
showed a 1.7 X 1.6 cm well-defined conglomerate of ring and
disc enhancinglesion involving the left frontal subcortical white
matter with mild perilesional edema and overlying gyral
thickening and effacement, suggestive of a Tuberculoma. The
patient was started on Tab. Levipil 250 mg (morning) and 500
mg (evening). The patient was advised to follow-up every
month.

The patient’s condition improved on the initiation of AKT, and
debridement of the left index finger lesion. At 2 months follow-
up, the patient did not experience another episode of seizure,
and the condition was improving. The patient was on AKT for
the remainder of the treatment. JESS was removed and the
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finger was put in a splint for a week. Active and passive range of
motion exercises was initiated right after.

Discussion

Tubercular dactylitis is a rare presentation of extrapulmonary
TB and it constitutes less than 1% of skeletal TB [2]. It is more
common in children, although it is typically uncommon after
the age of 6 years [ 1]. The disease is slowly progressive [ 5], and
diagnosis is often delayed due to multiple factors, including the
paucibacillary nature of the lesion, as smears are often negative;
non-specific clinical manifestations of the disease; the ability of
occurrence of the disease in the absence of pulmonary TB; the
lack of a rapid microbiological diagnostic method; and poor
awareness among treating physicians and surgeons who do not
have much experience with this disease [1].

Itis commonly seen in the short bones of the hands, then in the
feet. During childhood, these bones have a good blood supply
through a large nutrient artery entering almost in the middle of
the bone [6]. The first inoculum of infection is lodged in the
center of the marrow cavity and the interior of the short tubular
bone is converted gradually into a TB granuloma [6]. Thisleads
to a spindle-shaped expansion of the bone with the occlusion of
the nutrient artery of the involved bone and the destruction of
internallamellae [6].

Similarly, Lichen scrofulosorum is also a rare tuberculid,
initially described by Hebra in 1860 [7]. Lichen scrofulosorum
is usually seen in children and young adults suffering from
systemic TB, either pulmonary or extrapulmonary, and very
rarely after BCG vaccination [8]. Diagnosis of Lichen
scrofulosorum mainly lies in histopathology, tuberculin skin

testing, and evidence of systemic TB in the body [9]. Treatment
ofLichenscrofulosorumis the same as that for systemic TB.

Management of Spina Ventosa is also with the help of AKT.
Surgical debridementis necessaryin those cases, where ajointis
involved and ankylosed. If a metacarpophalangeal,
metatarsophalangeal or interphalangeal joint is ankylosed in
awkward position excision arthroplasty or a corrective
osteotomy is indicated [6]. As the PIP joint of the 2nd left index
finger was involved in this case, we carried out debridement of
the joint, and followed it with a corrective procedure via JESS
fixation.

Tuberculomas are usually located at the corticomedullary
junction and periventricular region, as expected for
hematogenous dissemination [10]. Our patient presented with
a lesion involving the left frontal subcortical white matter. The
patient was started on AKT and was on it for the remainder of
the treatment period.

Conclusion

Patients can be asymptomatic with widespread TB. As TB can
present in different ways, when examining a patient, always
consider the possibility of multiple organs being involved.

Clinical Message

A thorough examination of the patient presenting with a case
of spina ventosa, will minimize the error of not spotting its
asymptomatic presentations; thus decreasing morbidity and
acceleratingrecovery.
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