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El üçüncü parmak fleksör tendonunda izole tüberküloz tenosinoviti: Olgu sunumu
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A 55-year-old female patient presented with a painless
swelling in the palm of the right hand, causing restriction of
the third finger. Magnetic resonance imaging revealed a
synovial lesion in the flexor tendon sheath of the third fin-
g e r, showing heterogenous contrast. Open biopsy and
histopathological studies showed a granulomatous infec-
tious reaction of the synovial tissue. A diagnosis of tuber-
culosis was made, after which antituberculosis treatment
was instituted. Total regression was achieved after nine
months of medical treatment without further extensive sur-
gical measures. At the end of nine months, the movements
of the finger were found to be normal and painless.
Key words: Finger joint; tenosynovitis/diagnosis/therapy; tuber-
culosis, osteoarticular/diagnosis/therapy.

Elli befl yafl›nda kad›n hasta, sa¤ el ayas›nda a¤r›s›z flifl-
lik ve üçüncü parmakta hareket k›s›tl›l›¤› yak›nmas›yla
baflvurdu. Manyetik rezonans görüntülemede, sa¤ el
üçüncü parmak fleksör tendon k›l›f›nda, heterojen kont-
rast tutan sinovyal lezyon görüldü. Aç›k biyopsi sonra-
s› yap›lan patolojik incelemede kazeifiye granülomatöz
iltihabi reaksiyon saptand›. Biyopsi sonras› tüberküloz
tan›s› konarak antitüberküloz kemoterapiye baflland›.
Dokuz ay sürdürülen antitüberküloz tedaviyle, genifl
cerrahi giriflime gerek kalmadan tam iyileflme sa¤land›.
Hastan›n dokuzuncu ayda yap›lan kontrolünde eklem
hareketleri a¤r›s›z ve aç›kt›.
Anahtar sözcükler: Parmak eklemi; tenosinovit/tan›/tedavi;
tüberküloz, osteoartiküler/tan›/tedavi.
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Majority of the non-pulmonary tuberculosis are
seen in musculoskeletal system. It is a chronic and
progressive disease that mostly affects weight
bearing joints.[1, 2] Upper extremity presentations
are not common [2, 3] and diagnosis may be late with
an unusual clinical picture.[ 1 ] A case with isolated
flexor tendon tuberculosis tenosynovitis of the
third finger is presented. 

Case report

A 55 year old female patient presented with a
slowly growing painless mass in third finger of the
right hand. The swelling started two years ago in the

third finger but expanded to midpalmar area by time.
There has been a continuous discharge from the fis-
tula in the dorsal aspect of the finger. There was no
history of tuberculosis in the patient and her family.
Clinical examination revealed a painless swelling in
palmar and dorsal aspect of third finger and in the
course of flexor tendon sheath through midpalmar
area. There was a serous discharge from the fistula
in the dorsolateral aspect of third finger. There was
no pain, sensory loss or vascular compromise but the
joint movements were restricted due to swelling.
There was no sign of pulmonary tuberculosis in clin-
ical examinations and chest x-rays. The x-rays of the
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hand showed nothing more than soft tissue edema.
MRI revealed a synovial lesion surrounding flexor
tendons of third finger from distal aspect of flexor
retinaculum to middle phalanx. The heterogeneous
lesion was enhanced with contrast injection and
composed of solid and cystic areas (Figure 1).  All
laboratory tests were normal with a sedimentation
rate of 28 mm/hour. The purified protein derivative
(PPD) test was positive.

Open biopsy was performed and thickened syn-
ovium with many particles like rice was observed.
Both the synovium and the particles were biopsied.
The results of biopsy shoved granulamatous lesions
containing multinuclear giant cells with some cen-
tral necrosis. There were epitheloid fibroblasts and
mononuclear inflammatory cells.   Histologically the
lesion was a tuberculosis lesion. However no asit-
resistant bacillus, bacteria or fungus was observed.
Aerobic and anaerobic culture results were negative.

Tuberculous tenosynovitis was diagnosed histo-
logically and antituberculos treatment was started
(isoniazid, rifampin, pyrazinamide, ethambutol).
Pyrazinamide and ethambutol  was stopped after
third month. Antituberculosis treatment was contin-
ued for nine months with isoniazid and rifampin.
The lesion was regressed and the discharge was
stopped after six weeks of therapy. Nine months of
antituberculosis therapy completely treated the
patient without any surgical intervention.

Discussion

Non-pulmonary tuberculosis results from
hematogenous spread of disease from active or inac-
tive infected organs such as lungs, lymphatics, or
other visceral org a n s.[3, 5] Painless progressive
swelling through tendons even without any other
systemic sign or evidence must remind tuberculo-
sis.[3, 6] Enhancement with contrast injection in MRI
is helpful in diagnosis of chronic tenosynovitis and

Figure 1. (a) Axial MRI images demonstrating marked thickening of flexor
tendon synovial sheath of third finger.
(b) Coronal MRI with contrast injection revealed a synovial lesion
surrounding flexor tendons of third finger from distal aspect of
flexor retinaculum to middle phalanx. The heterogeneous lesion
was enhanced with contrast injection and composed of solid and
cystic areas.
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tuberculosis. Contrast injection will reveal the extent
of mass and synovial thickening.[7] 

Specimens should be taken both for histological
and microbiological studies. The diagnosis of tuber-
culosis is possible with positive histological or cul-
ture results.[3, 8] The decision to start antituberculosis
therapy in our case was made with positive histolog-
ical studies. Culture techniques are complex and
results may take six to eight weeks also there may be
false negative results. [2, 3]

Surgical debridement is controversial.[3, 5] There
are studies proposing surgical debridement.[3, 9] Tuli
states that surgical debridement should be performed
in patients who do not respond to four or five
months of chemotherapy.[5] We planned the surgical
debridement in this case after the chemotherapy,
because chemotherapy before the surgery prevents
dissemination of the disease as milliary and
meningeal tuberculosis.[5] However there has been
complete remission of the disease with chemothera-
py in our case so no surgery was performed.

Surgery may cause adhesions especially in pal-
mar side of hand so antituberculosis therapy should
be tried first. Patients should be given an exercise

program during   antituberculosis therapy to improve
functional results. 

In conclusion non-pulmonary tuberculosis can
present in atypical locations. 
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