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ABSTRACT 

  

Introduction: Tuberculous tenosynovitis of hand accounts for only 1% of cases of musculoskeletal 

tuberculosis, usually involving the flexor tendons of the hand, rarely the extensor tendons. Appearance of 

melon seed bodies though not pathognomonic of T.B should make the clinician suspect T.B. The 

diagnosis of T.B tenosynovitis is often missed as it either mimics other clinical conditions or has an 

atypical presentation. 

Case report: We report a case report of a 30 year old male patient who presented with tuberculous 

tenosynovitis of both flexor and extensor tendons of wrist along with involvement of the carpal bones. 

Conclusion: Tuberculous tenosynovitis should not be missed due to its atypical presentations. Clinician 

should always keep in mind that tuberculosis can emerge in varied forms.   An accurate and timely 

diagnosis, appropriate surgery and anti-tubercular chemotherapy may eradicate these infections and 

prevent complications. 
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INTRODUCTION 

Extrapulmonary tuberculous 

involvement of the musculoskeletal system 

is uncommon, accounting for only 10% of 

tuberculosis cases. 
[1]

 Among the 

musculoskeletal tuberculosis, occurrence of 

Tuberculous tenosynovitis of the hand is 

very rare and accounts for about 1% of cases 

with musculoskeletal TB,   usually involving 

the flexor tendons of the hand. 
[2,3]

 Very few 

cases of tuberculosis of tendon sheath 

involving both the flexor and extensor 

tendons have been reported in the literature. 
[1]

 Involvement of carpal bones in 

tuberculous tenosynovitis is extremely rare 

and to our knowledge no such case has been 

reported. We report a rare case of 

tuberculous tenosynovitis involving both 

flexor and extensor tendons of the wrist, 

along with the involvement of carpal bones. 

 

CASE PRESENTATION 

   A 30 year old male patient came 

with complaints of progressive pain and 

swellings over dorsal and palmar aspect of 

wrist (Fig-1 and 2) of wrist for the past two 

months. The pain, a mild, dull aching, 

started insidiously and gradually worsened 
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with time.  There was no history of fever, 

loss of weight or appetite, night sweats, 

malaise or fatigue, trauma, pain in other 

joints of the body, morning stiffness or 

continuous use of vibratory tools. On 

examination there were localized tender 

swelling of 5x3 cm and 4x2 cm over the 

ulnar and radial border respectively on the 

palmar aspect of wrist and another fusiform 

swelling over ulnar border of hand on dorsal 

aspect measuring 5x3 cm. Movements of 

wrist were restricted and painful. Cross 

fluctuation was present on the volar aspect 

with a gurgling sound. Laboratory 

investigations revealed erythrocyte 

sedimentation rate of 90 mm/hr. Fine needle 

aspiration cytology showed features 

suggestive of ganglion. Chest radiograph 

was normal. Radiograph of wrist showed 

destruction of the pisiform bone and a lytic 

lesion in the scaphoid (Fig-3). Ultrasound 

studies of the wrist showed circumferencial 

thickening of the tendon of flexor carpi 

ulnaris, flexor pollicis longus, and extensor 

digiti minimi. 

 

 
Figure 1: swelling on flexor aspect of the wrist 

 

Exploration & excision biopsy of swelling 

was planned. Intra-operatively the tendon 

sheaths of flexor carpi ulnaris, flexor pollicis 

longus and extensor digiti minimi were 

found to be hypertrophied along with 

presenceoflarge‘melonseedbodies’within

the sheath (Fig-4).   

 

 
Figure 2: swelling on extensor aspect of the wrist 

 

 
Figure 3: Lysis of the pisiform and scaphoid 

 

The hypertrophied tendon sheaths 

were excised. During the post operative 

period patient was immobilized in slab for 

period of 3 weeks. Histopathological studies 

were suggestive of chronic granulomatous 

inflammation with epitheliod cell granuloma 

(Fig-5). Mycobacterium tuberculosis 

polymerase chain reaction (PCR) was 

positive. The Patient was started on 

antitubercular treatment an. Mobilization of 

the wrist was started after 3 weeks. The 

antitubercular treatment was continued for 

period of 1 year. Patient was followed up for 

a period of one year. There has been no 
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evidence of recurrence at end of follow up. 

Patient had palmar flexion of 50 degrees and 

dorsiflexion of 60 degrees Modified Mayo 

wrist score was 65.  

 

 
Figure 4: Hypertrophied tendon sheath and melon seed bodies 

 

 
Figure 5: Histopathology of tendon sheath showing epitheloid 

granuloma. 

 

DISCUSSION  

Tuberculosis is still endemic disease 

in many developing countries. Isolated 

tuberculous disease of synovial sheath is a 

rare manifestation of tuberculosis and 

diagnosis is often missed. 
[1]

  

Extrapulmonary tuberculous involvement 

accounts for only 10% of tuberculosis cases. 

Although the tendon sheaths constitute 

uncommon target of extra-articular 

tuberculosis, it remains the leading cause for 

chronic tenosynovitis. 
[4] 

Isolated 

tuberculous disease of the synovial sheath or 

bursa occurs rarely. The mode of spread is 

by hematogenous route or from neighboring 

diseased structure. 

The disease may present in one of 

four stages depending on duration of 

infection and host immunity. In the first 

stage, a serous exudate alone is present. In 

the second stage, granulation tissue, 

tenosynovial proliferation, and rice bodies 

appear. In the third stage, infection invades 

the tendon and tendons may be frayed, 

infiltrated, ruptured. This takes about three 

years to occur. In the fourth stage, and only 

very late, the infection spreads to adjacent 

joints or bones. 
[5]

 In our case involvement 

of pisiform was due spread of infection 

through sheath of flexor carpi ulnaris which 

encloses the pisiform bone. The lytic lesion 

seen in scaphoid was due to the scalloping 

effect of hypertrophied flexor pollicis longus 

tendon. 

Rice bodies occurring in joints 

affected by tuberculosis were first described 

in 1895. 
[6] 

 The infected synovium gets 

thickened and with movements & friction 

the fibrinous exudates get moulded to 

resemble rice bodies or melon seeds, their 

appearance is a sign of chronic 

granulomatous disease, it should be noted 

that melon seed or rice bodies are not 

pathognomonic of tuberculosis as they can 

occur in other conditions like rheumatic 

diseases including systemic lupus 

erythematosus, seronegative arthritis and 

infectious diseases like atypical 

mycobacterial infections.  

When rice or melon seed body 

formation is found, we should always keep 

tuberculous tenosynovitis in mind, 

especially in patients who have a history of 

tuberculosis exposure, reside in an endemic 

region, are of advanced age or have immune 

deficiencies. 
[7,8]

 

A radical excision of all involved 

synovium and removal of necrotic tissue 

plus all melon-seed/rice bodies followed by 
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anti-tubercular therapy is curative in biopsy 

proven cases. 
[9,10]

 In advanced stages when 

arthritis has set in patient may benefit from 

proximal row carpectomy or wrist 

arthrodesis depending on carpal involvement 

apart from anti-tubercular drug therapy.
 

T.B tenosynovitis has a tendency for 

local recurrence, with more than 50% of 

cases recurring within a year of treatment, so 

close follow-up should be carried out in 

every case. 
[11] 

 

CONCLUSION 

T.B. tenosynovitis should not be 

missed due to its atypical presentations. 

Clinician should always keep in mind that 

tuberculosis can occur in varied forms.  An 

accurate and timely diagnosis, appropriate 

surgery and anti-tubercular chemotherapy 

may eradicate these infections and prevent 

complications. 
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