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Abstract
Infectious tuberculous tenosynovitis (TS) is an unusual occurrence in the forearm, wrist, or hand. Here we
report a case of tuberculous TS of the wrist in a 26-year-old male with no comorbidities. The patient
presented with a nonhealing ulcer on the palmar aspect of the proximal part of the left little finger with
restricted mobility. There were no other symptoms to confirm the existence of an active tuberculosis
infection in this patient. This case report helps broaden our knowledge about the different presentations of
tuberculous TS in a patient with no history of exposure to tuberculosis.
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Introduction
Chronic tuberculous tenosynovitis (CTT) is a rare condition affecting the wrist and the hand, especially in
endemic areas. It accounts for 5% of extrapulmonary tuberculous cases involving the musculotendinous
system and skeletal system [1]. Tenosynovitis (TS) of the upper limb could be infectious, noninfectious, or
idiopathic in etiology. Tuberculous TS of the upper limbs is more common in the wrist, especially the ulnar
bursa [1,2]. Of the infective etiology, the most common causative organism of TS is Staphylococcus aureus,
which affects the tendons of flexion in the wrist [3]. Although the clinical presentation of chronic TS due to
tuberculous etiology is not specific, patients generally present with a swelling in the hand and a history of
long-standing dull aching pain. Due to these nonspecific complaints and delayed presentation, this
condition is difficult to diagnose and treat [4].

Histopathological examination is the gold standard for confirmation of the diagnosis, and patients are
generally treated with antituberculosis therapy (ATT). Surgical management in CTT is indicated in patients
with acute secondary infections, nerve compression, or failure of conservative management. Here we
present the case of a 26-year-old male patient with CTT who presented with nerve compression and
underwent surgical management.

Case Presentation
A 26-year-old male presented to the Plastic Surgery outpatient department at Sree Balaji Medical College &
Hospital, Chennai, India, with a nonhealing ulcer at the base of the left little finger. He was a student who
had suffered trauma while lifting a water can. Although the patient did not provide a clear history of trauma,
a swelling developed at the base of his little finger two days after the incident. The swelling, initially
painless and measuring 2 × 2.5 cm (Figure 1), gradually increased in size. Eventually, it spontaneously burst,
releasing serous discharge and leading to the formation of an ulcer in September 2023. The patient sought
care at the local primary health care center twice, where he received a course of antibiotics. Despite this
treatment, the ulcer persisted without reduction in size. In November 2023, he presented to our department
with a nonhealing ulcer (Figure 2) that showed no further enlargement and had no active discharge. He
reported experiencing dull, aching pain and discomfort, which limited the range of motion of his left little
finger. He denied experiencing paresthesia, numbness, or tingling sensations. The patient did not report
symptoms such as an evening rise in temperature, night sweats, breathlessness, or a chronic cough. He also
had no history of tuberculosis contact.
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FIGURE 1: Swelling at the base of the left little finger
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FIGURE 2: Gradual progression of swelling into a nonhealing ulcer

His general examination revealed normal vitals with no evidence of pallor, icterus, or generalized
lymphadenopathy. He appeared moderately built and well nourished. On local examination, a well-defined
ulcer measuring 1 × 0.5 cm was noted on the palmar aspect of the base of his left little finger, covered with
slough and without active discharge. Edema was observed at the base of the left little finger, accompanied
by a 2 × 2.5 cm globular swelling below the hypothenar eminence of the left wrist. The swelling was soft in
consistency, with minimal fluctuation and limited mobility. The clinical assessment indicated restricted
movement at the metacarpophalangeal joint, proximal, and distal interphalangeal joints of the left little
finger, as well as at the wrist during flexion. All other fingers demonstrated a normal range of motion, and
there was no axillary or cervical lymphadenopathy. Laboratory investigations revealed a leukocyte count of

7.7 × 109/L, an erythrocyte sedimentation rate (ESR) of 10 mm/hr, and a hemoglobin level of 14.2 g/dL. The
Mantoux test was negative. A chest X-ray showed no parenchymal lesions, and an X-ray of the left hand
revealed no bony abnormalities or signs of osteomyelitis. MRI findings of the left hand demonstrated diffuse
synovial thickening and enhancement along the flexor digitorum superficialis and flexor digitorum
profundus tendons in the distal forearm, carpal tunnel, palm of the hand, and little finger. Multiple non-
enhancing nodular lesions of mildly T2 intermediate signal intensity, measuring 5-13 mm, were observed
distending the synovium of the affected tendons (Figures 3, 4, 5). Additionally, a soft tissue defect was
identified on the volar aspect of the left finger at the proximal phalanx level. Compression of the median
nerve within the carpal tunnel due to diseased flexor tendons was noted, while other carpal bones,
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metacarpals, phalanges, and extensor tendons appeared normal.

FIGURE 3: MRI of the left hand in coronal view showing diffuse
thickening and enhancement of the tendon sheath of the flexor
digitorum superficialis
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FIGURE 4: MRI of the left hand in sagittal view showing diffuse
thickening and non-enhancing nodules in the tendon sheath of the
flexor digitorum profundus and flexor digitorum superficialis
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FIGURE 5: MRI of the left hand in axial view showing diffuse thickening
of the synovium and non-enhancing nodules in the tendon sheath of the
flexor digitorum superficialis

Following inconclusive investigations, a differential diagnosis of CTT, or giant cell tumor of the tendon
sheath, was considered due to the evident swelling, ulceration, and nerve compression. Given the need for
tissue diagnosis, surgical excision was planned. After obtaining anesthesia clearance, the patient underwent
exploration and excision of the soft tissue swelling in the left hand under regional anesthesia. A zigzag
incision was made from the tip of the little finger to 2 cm below the thenar eminence (Figure 6). Skin flaps
were carefully raised, revealing inflamed tendon sheaths surrounding the flexor digitorum profundus, flexor
digitorum superficialis, and synovium. Numerous soft, globular swellings were identified along the tendon
sheaths (Figures 7, 8), which were excised meticulously in a piece-meal manner along the length of the
tendons. This approach allowed for the careful removal of the swellings while preserving the integrity of the
tendons (Figure 9).
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FIGURE 6: Preoperative marking of the zigzag incision using a sterile
marker
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FIGURE 7: Intraoperative image showing multiple marked swellings
surrounding the tendons
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FIGURE 8: Intraoperative image showing several swellings within the
carpal tunnel, potentially causing compression of the median nerve
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FIGURE 9: Excised specimen surrounding the synovial sheath

The contents of the swelling were multiple soft, glistening, smooth lobules that were golden yellow in color
(Figure 10). After a thorough saline wash, hemostasis was secured. Capillary refill time was checked, and the
skin was closed with segmuller drains. Specimens of the swelling, along with its contents, were separately
sent for microbiology and histopathology. The histopathology report revealed multiple fragments of
fibrocollagenous tissue composed of Langhans-type giant cells (Figure 11), along with lymphocytes and a
few epithelioid cells, showing areas of necrosis and granulomatous inflammation consistent with Koch’s
bacillus (Figure 12). The contents of the swelling displayed eosinophilic material with mostly acellular
necrosis, suggestive of rice bodies typical of tuberculous etiology. Postoperatively, his capillary refill time
remained normal. He was initiated on an ATT regimen for six months and discharged on postoperative day
4. The patient underwent follow-up visits at one week, one month, and three months post-surgery. The
wound had healed with a healthy scar (Figure 13), and he had regained partial range of motion in his left
little finger (Figure 14).
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FIGURE 10: Contents of the swelling consisting of multiple golden-
yellow, soft, glistening, and smooth lobules
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FIGURE 11: Histopathological image at 10x magnification, stained with
H&E, depicting fibrocollagenous tissue with Langhans-type giant cells
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FIGURE 12: Histopathological image at 40x magnification, stained with
H&E, revealing areas of necrosis accompanied by granulomatous
inflammation
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FIGURE 13: Image of a healthy scar taken three months post-surgery
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FIGURE 14: Follow-up image showing the left hand after regaining
partial function

Discussion
In 2022, according to the WHO, approximately 10.6 million cases of tuberculosis are reported annually
worldwide, with around 6 million cases affecting males and 3.5 million affecting females [5]. Musculoskeletal
tuberculosis has an age distribution ranging from 45 to 60 years [6], although some studies show a bimodal
age distribution peaking in the third and sixth decades of life [7]. TS is the disruption of the sheath
surrounding the tendon, or synovium. A condition that may be infectious, noninfectious, inflammatory, or
idiopathic in nature due to inflammatory pathology can be an autoimmune disease, rheumatoid arthritis,
trauma, or idiopathic, in which case it generally affects the wrist. Non-inflammatory TS can be stenosing TS
or De Quervain TS. Infectious TS is more common in the flexor tendons than the extensor tendons [8]. The
most common causative organism of TS is methicillin-sensitive S. aureus, followed by methicillin-resistant
S. aureus [3], but Mycobacterium tuberculosis is fairly rare [9]. In general, tuberculosis spreads through the
lymphatic or hematogenous route [10]. Some patients could have an active tuberculosis infection, whereas
others may be asymptomatic and have latent tuberculosis. In both cases, the infection could be primarily
pulmonary in origin or could have pulmonary and extrapulmonary manifestations. In extrapulmonary
tuberculosis, lymph nodes and pleura are most commonly affected [11]. Although approximately 3% of
extrapulmonary tuberculosis involves the bone and joint system, its presentation in the hand is as rare as 1%
[12].

Most patients with tuberculous TS present with painless swelling and restricted movements in a particular
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joint. All labs are generally normal except for raised ESR and CRP. The tuberculin test is positive in some
cases, and almost half the patients show normal X-ray findings [13]. Despite the fact that ultrasound
identifies the thickening of the synovial sheath, MRI is the most valuable tool to identify nerve compression,
bone destruction, and abscesses [14]. In the above case, the obvious swelling and history of nonhealing
ulcers led to a diagnosis of tuberculous TS. The clinical findings, along with nerve compression, showed a
definite need for tissue diagnosis, and hence surgical excision was planned. Confirmation of tuberculous TS
is done by excision, biopsy, and tissue culture. Generally, histopathology shows caseating granulomas with
multinucleated giant cells; less than 30% of cases show non-caseating granulomas [15]. Rice bodies may be
seen during surgery; however, rice bodies are not characteristic of tuberculous TS. They are also seen in
synovial chondromatosis, seronegative arthritis, and rheumatoid arthritis. A single standard treatment route
is debatable. Some physicians advise debridement of the surrounding tissue and decompression of the
tendon sheath without excision [16]. However, others, like Tuli, recommended four months of ATT and, if
unresponsive, to proceed with surgical debridement [17]. Overall, the management is aimed at surgical
debridement, followed by ATT with first-line drugs like rifampicin, isoniazid, pyrazinamide, and ethambutol
for at least nine months in cases of nerve compression.

Conclusions
Tuberculous TS of the hand remains an unusual condition and requires good knowledge of its various
presentations. Even though it usually involves the flexor tendons, the nonspecific symptoms can delay the
proper diagnosis and thus its treatment. Ultrasonography, MRI, and histopathological diagnoses are required
to confirm this unusual condition. There is no gold standard treatment for tuberculous TS of the hand;
hence, surgical excision and a minimum of six months of first-line ATT are indicated for a good outcome.

Additional Information
Author Contributions
All authors have reviewed the final version to be published and agreed to be accountable for all aspects of the
work.

Concept and design:  Aiswerya Shankar, Manimaran R, Koppolu Kanchana, Karthick J

Acquisition, analysis, or interpretation of data:  Aiswerya Shankar, Manimaran R, Koppolu Kanchana

Drafting of the manuscript:  Aiswerya Shankar

Critical review of the manuscript for important intellectual content:  Aiswerya Shankar, Manimaran R,
Koppolu Kanchana, Karthick J

Supervision:  Koppolu Kanchana

Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

References
1. Wali H, Al-Khuwaitir S, Hafeez MA: Compound palmar ganglion: a case report and literature review . Ann

Saudi Med. 1986, 6:55-9. 10.5144/0256-4947.1986.55
2. Panigrahi S, Jain M, Panda R, Karaniveed Puthiyapura L: Patient with tuberculous flexor tenosynovitis of

the hand. BMJ Case Rep. 2021, 14: 10.1136/bcr-2021-243091
3. Dailiana ZH, Rigopoulos N, Varitimidis S, Hantes M, Bargiotas K, Malizos KN: Purulent flexor tenosynovitis:

factors influencing the functional outcome. J Hand Surg Eur Vol. 2008, 33:280-5.
10.1177/1753193408087071

4. Sbai MA, Benzarti S, Msek H, Boussen M, Khorbi A: Pseudotumoral form of soft-tissue tuberculosis of the
wrist. Int J Mycobacteriol. 2016, 5:99-101. 10.1016/j.ijmyco.2015.08.001

5. Tuberculosis. https://www.who.int/news-room/fact-sheets/detail/tuberculosis.
6. Johansen IS, Nielsen SL, Hove M, et al.: Characteristics and clinical outcome of bone and joint tuberculosis

from 1994 to 2011: a retrospective register-based study in Denmark. Clin Infect Dis. 2015, 61:554-62.
10.1093/cid/civ326

7. Colmenero JD, Jiménez-Mejías ME, Reguera JM, et al.: Tuberculous vertebral osteomyelitis in the new
millennium: still a diagnostic and therapeutic challenge. Eur J Clin Microbiol Infect Dis. 2004, 23:477-83.
10.1007/s10096-004-1148-y

2024 R et al. Cureus 16(6): e63081. DOI 10.7759/cureus.63081 16 of 17

javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
https://dx.doi.org/10.5144/0256-4947.1986.55?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.5144/0256-4947.1986.55?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1136/bcr-2021-243091?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1136/bcr-2021-243091?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/1753193408087071?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/1753193408087071?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ijmyco.2015.08.001?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ijmyco.2015.08.001?utm_medium=email&utm_source=transaction
https://www.who.int/news-room/fact-sheets/detail/tuberculosis?utm_medium=email&utm_source=transaction
https://www.who.int/news-room/fact-sheets/detail/tuberculosis?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/cid/civ326?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/cid/civ326?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s10096-004-1148-y?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s10096-004-1148-y?utm_medium=email&utm_source=transaction


8. Newman ED, Harrington TM, Torretti D, Bush DC: Suppurative extensor tenosynovitis caused by
Staphylococcus aureus. J Hand Surg Am. 1989, 14:849-51. 10.1016/s0363-5023(89)80088-7

9. Bayram S, Erşen A, Altan M, Durmaz H: Tuberculosis tenosynovitis with multiple rice bodies of the flexor
tendons in the wrist: a case report. Int J Surg Case Rep. 2016, 27:129-32. 10.1016/j.ijscr.2016.08.021

10. Tang Y, Yin L, Tang S, Zhang H, Lan J: Application of molecular, microbiological, and immunological tests
for the diagnosis of bone and joint tuberculosis. J Clin Lab Anal. 2018, 32: 10.1002/jcla.22260

11. Qian X, Nguyen DT, Lyu J, Albers AE, Bi X, Graviss EA: Risk factors for extrapulmonary dissemination of
tuberculosis and associated mortality during treatment for extrapulmonary tuberculosis. Emerg Microbes
Infect. 2018, 7:102. 10.1038/s41426-018-0106-1

12. Held MF, Hoppe S, Laubscher M, Mears S, Dix-Peek S, Zar HJ, Dunn RN: Epidemiology of musculoskeletal
tuberculosis in an area with high disease prevalence. Asian Spine J. 2017, 11:405-11.
10.4184/asj.2017.11.3.405

13. Albornoz MA, Mezgarzedeh M, Neumann CH, Myers AR: Granulomatous tenosynovitis: a rare
musculoskeletal manifestation of tuberculosis. Clin Rheumatol. 1998, 17:166-9. 10.1007/BF01452268

14. Sbai MA, Benzarti S, Boussen M, Maalla R: Tuberculous flexor tenosynovitis of the hand . Int J Mycobacteriol.
2015, 4:347-9. 10.1016/j.ijmyco.2015.06.003

15. Aboudola S, Sienko A, Carey RB, Johnson S: Tuberculous tenosynovitis. Hum Pathol. 2004, 35:1044-6.
10.1016/j.humpath.2004.04.005

16. Barn R, Turner DE, Rafferty D, Sturrock RD, Woodburn J: Tibialis posterior tenosynovitis and associated pes
plano valgus in rheumatoid arthritis: electromyography, multisegment foot kinematics, and ultrasound
features. Arthritis Care Res (Hoboken). 2013, 65:495-502. 10.1002/acr.21859

17. Tuli SM: General principles of osteoarticular tuberculosis. Clin Orthop Relat Res. 2002, 11-9.
10.1097/00003086-200205000-00003

2024 R et al. Cureus 16(6): e63081. DOI 10.7759/cureus.63081 17 of 17

https://dx.doi.org/10.1016/s0363-5023(89)80088-7?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/s0363-5023(89)80088-7?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ijscr.2016.08.021?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ijscr.2016.08.021?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/jcla.22260?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/jcla.22260?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1038/s41426-018-0106-1?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1038/s41426-018-0106-1?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4184/asj.2017.11.3.405?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4184/asj.2017.11.3.405?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/BF01452268?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/BF01452268?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ijmyco.2015.06.003?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ijmyco.2015.06.003?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.humpath.2004.04.005?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.humpath.2004.04.005?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/acr.21859?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/acr.21859?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/00003086-200205000-00003?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/00003086-200205000-00003?utm_medium=email&utm_source=transaction

	An Unusual Case of Tuberculous Tenosynovitis of the Hand
	Abstract
	Introduction
	Case Presentation
	FIGURE 1: Swelling at the base of the left little finger
	FIGURE 2: Gradual progression of swelling into a nonhealing ulcer
	FIGURE 3: MRI of the left hand in coronal view showing diffuse thickening and enhancement of the tendon sheath of the flexor digitorum superficialis
	FIGURE 4: MRI of the left hand in sagittal view showing diffuse thickening and non-enhancing nodules in the tendon sheath of the flexor digitorum profundus and flexor digitorum superficialis
	FIGURE 5: MRI of the left hand in axial view showing diffuse thickening of the synovium and non-enhancing nodules in the tendon sheath of the flexor digitorum superficialis
	FIGURE 6: Preoperative marking of the zigzag incision using a sterile marker
	FIGURE 7: Intraoperative image showing multiple marked swellings surrounding the tendons
	FIGURE 8: Intraoperative image showing several swellings within the carpal tunnel, potentially causing compression of the median nerve
	FIGURE 9: Excised specimen surrounding the synovial sheath
	FIGURE 10: Contents of the swelling consisting of multiple golden-yellow, soft, glistening, and smooth lobules
	FIGURE 11: Histopathological image at 10x magnification, stained with H&E, depicting fibrocollagenous tissue with Langhans-type giant cells
	FIGURE 12: Histopathological image at 40x magnification, stained with H&E, revealing areas of necrosis accompanied by granulomatous inflammation
	FIGURE 13: Image of a healthy scar taken three months post-surgery
	FIGURE 14: Follow-up image showing the left hand after regaining partial function

	Discussion
	Conclusions
	Additional Information
	Author Contributions
	Disclosures

	References


