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CASE REPORT

Flexor tendon synovitis of the hand as first manifestation
of atypical tuberculosis

Bjorn D. KraroHL, Fercan KoMURcU, Sabine STOcKL-HIESLEITNER, Maria DEUTINGER

From the Lainz Hospital, Vienna, Austria

We present the case of a 73-year old patient suffer-
ing from chronic flexor tendon synovitis of the wrist
with carpal tunnel syndrome. He underwent syn-
ovectomy and median nerve release. Primary bacte-
riology was negative. Histology of the excised synovia
revelead non-caseating granuloma as typical for
sarcoidosis. Further screening for sarcoidosis was
negative. Culture of a sample harvested from the
poorly healing wound was finally positive for Myco-
bacterium tuberculosis. Tuberculostatic treatment
was started and the wound gradually healed. To
the best of our knowledge, this is the first reported
case of atypical non-caseating and sarcoidosis-like
granulomas of the flexor tendon synovia of the hand
as first manifestation of tuberculosis.

Keywords : tuberculosis ; flexor tendon synovitis ; non-
caseating granuloma.

CASE REPORT

A 73-year old man presented with clinical signs
of chronic flexor tendon synovitis of the left wrist
and carpal tunnel syndrome. Finger flexion was
significantly reduced to about 50% of total range of
motion of the metacarpophalangeal, proximal and
distal interphalangeal joints. Onset of symptoms
had been six months before referral to our unit. The
patient reported no signs of any systemic disease.
Nerve conduction study confirmed carpal tunnel
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syndrome. On radiographs, there were no signs of
degenerative arthritis or any other signs of osteo-
cartilaginous or ligamentous pathology. Ultrasound
showed bulging of soft tissue surrounding the flex-
or tendons consistent with flexor tendon synovitis.

The inflamed and partially indurated flexor
tendon synovial sheath was surgically excised and
the median nerve was decompressed in the carpal
tunnel (fig 1). The superficial flexor tendon of the
index finger was eroded and ruptured. Bacteriology
of the native sample of the excised synovium was
negative for aerobic and anaerobic bacteria as well
as fungi. Histology revealed multiple non-caseating
giant cell granulomas with epitheloid cells, direct-
ing the further diagnostic procedures towards
sarcoidosis (fig 2).
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Fig. 1. — Intraoperative view : Bulging tuberculous flexor ten-
don synovitis and released median nerve.

The patient was referred to dermatology, pneu-
mology and rheumatology. Subsequent sarcoidosis
screening included chest radiograph, CT-scan,
bronchoscopy with tissue biopsy and determination
of serum level of angiotensin-converting-enzyme
which is elevated in about 80% of sarcoidosis
patients. However, all tests were negative for sys-
temic or localized sarcoidosis. After four weeks,
the operative wound still presented with delayed
healing and clear exudate. Microbiology of a tissue
sample harvested from the wound for mycobacter-
ial culture (Lowenstein-Jensen-culture) finally lead
to the diagnosis of Mycobacterium tuberculosis
infection.

Systemic tuberculostatic therapy was started
with a combination of isoniazid (400 mg/d),
rifampicin (300 mg/d), and pyrazinamid (2 g/d).
Within five weeks, exudation stopped and the
wound was closed. Finger flexion was still reduced
with a total range of motion of 80% compared to
the unaffected contralateral right hand.

DISCUSSION

Tuberculosis may occasionally affect the hands
and the synovium can be the site of the disease’s
primary manifestation (7, 2, 4, 5, 7, 11). This may lead
to severe reduction of mobility (7, 5, 7, 11), nerve
compression such as carpal tunnel syndrome (7, 2,
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Fig. 2. — Atypical non-caseating tuberculous granulomas
(hematoxylin-eosin staining) : 1) Epitheloid histiocyte,
2) Langerhans’ giant cell.

11), and tendon ruptures (4). Systemic disease does
not necessarily accompany infections of the hand.
Caseating giant cell granulomas with epitheloid
cells and acid fast bacilli form the typical picture of
the disease. The diagnosis is usually based on
microbiology. Nevertheless, bacteriology of the
native sample may be negative and culture is often
required to detect the bacterial infection. The
absence of acid-fast bacilli on staining does not
rule out mycobacterial infection (72).

Histology of lymph nodes in patients infected by
Mycobacterium tuberculosis may not show caseat-
ing granulomas when the patient is immunosup-
pressed (8, 9, 10). However, in the connective tissue
of the musculoskeletal system, tuberculosis has
always been described as presenting a histological
picture of caseating granulomas (I, 2, 4, 5, 7, 1I).
Non-caseating-granulomas have been associated
with sarcoidosis. In this case, we first describe flex-
or tendon synovitis of the hand as first manifesta-
tion of atypical tuberculosis, presenting histologi-
cally with sarcoidosis-like non-caseating granulo-
mas (6, 14). Differential diagnosis of tuberculosis of
the hand includes sarcoidosis, Crohn’s disease,
brucellosis, and fungal lesions (3). Differentiation
between sarcoidosis and tuberculosis may be diffi-
cult but is essential since the treatment modalities
are absolutely different. Sarcoidosis may require
glucocorticoid application which may lead to
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exacerbation in case of tuberculosis, and increase
the need for surgical intervention (13). In tuberculo-
sis early diagnosis followed by radical surgical
debridement and antimycobacterial therapy is
essential (2, 3, 12).

CONCLUSIONS

Synovitis of the hand is a common feature in
various inflammatory and infectious conditions.
Although the hand is rarely the first site of tuber-
culosis manifestation, diagnostic screening in syn-
ovitis should include microbiological search for
Mycobacterium tuberculosis. If histology reveals
giant cell granulomas with epitheloid cells and if
bacteriology of the original sample does not lead to
a conclusive diagnosis, microbiological culture is
required to finally distinguish between tuberculosis
and sarcoidosis related lesions. In any case, sar-
coidosis-like non-caseating giant cell granulomas
do not rule out tuberculosis.
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