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Abstract

Tenosynovitis caused by tuberculosis (TB) is a rare
presentation of this disease usually reported in im-
munocompromised patients. We describe a patient
diagnosed with TB tenosynovitis of the left upper
limb with no history ofimmunodeficiency. Although
appearing in an endemic area the time to diagnosis
was 6 years due to the absence of acid-fast stained
bacilli in the first cultures despite histopathology
showing a granulomatouslesion. Institution of phar-
macological treatment and surgical debridémentled
to improvement within one month. The authors
emphasize the need for early intervention in order
to halt disease progression and avoid sequelae.
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Introduction

With almost 2 million deaths yearly, tuberculosis
(TB) has the highest death toll among infectious di-
seases. In developing countries it is the fourth-most
important avoidable cause of death'.

While pulmonary TB is by far the most common
clinical presentation of the disease, extra-pulmo-
nary TB currently accounts for 10-20% of cases in
immunecompetent and 60% in immunesupressed
patients.? Well-known manifestations of TB in the
musculoskeletal system include spondpylitis, septic
arthritis, osteomyelitis, myositis, bursitis, subcuta-
neous abscess, and tenosynovitis. The last of these
manifestations is rare and may be overlooked as
the cause of chronic tenosynovitis.
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We describe a case of chronic tenosynovitis and
carpal tunnel syndrome from TB in an adultimmu-
necompetent patient, followed by a review of the li-
terature.

Case Report

In 2002, a previously healthy 60-year-old housewife
from a rural area of the northeast of Brazil reported
the spontaneous emergence of a node in her left
wrist associated to paresthesia in the fourth and fifth
ipsilateral fingers. An electroneuromyographic exa-
mination of the upper limbs was compatible with
carpal tunnel syndrome. Blood tests were normal
(blood cell counts, erythrocyte sedimentation rate,
C-reactive protein, antinuclear antibodies, rheuma-
toid factor, anti-SS-A, anti-DNA, anti-HIV, anti-HVC,
VDRL, TSH, and T4). An excisional biopsy of the node
revealed chronic granulomatous synovitis. No other
procedure was instituted at this time. A year later the
node recurred along with two other nodes in the te-
nar and hypotenar regions of her left hand. A second
excisional biopsy showed a dense acid-fast stain
(AFS)-negative lymphocyte-, histiocyte- and granu-
locyte-rich infiltrate and granulomas with multinu-
cleate giant cells. Management was again limited to
the surgical excision. In 2004, the lesion recurred and
an ultrasound scan of her left wrist revealed another
node near the volar flexor tendons. In 2007, an ul-
trasound scan of her left elbow disclosed expansive
lesions involving the flexor tendons and the synovial
tendon sheath. In February 2008, the elbow node de-
veloped into a fistula with abundant purulent dis-
charge and signs of inflammation in the left forearm.
The patient was then admitted to the rheumatology
service of the Walter Cantidio University Hospital
(Universidade Federal do Cear4, Brasil) in March
2008. Test results included PPD=7 mm, ESR =26mm;
blood cell counts as well as a chest x-ray were nor-
mal. The patient reported no other symptoms, no fa-
mily history of rheumatological disorders and no al-

I ORBAD OFICIAL DA SOCIEDADE PORTUGUESA DE REUMATOLOGIA - ACTA REUMATOL PORT. 2010:35:.82-4 I




MARQUES VB E COL.

Figure |.Wrist prior to treatment. March 2008.

coholism. No changes were observed on the gene-
ral physical examination except for a node in her
left wrist covered by a crusty wound as well as ipsi-
lateral nodes in the tenar and hypotenar regions
accompanied by a fistula with purulent discharge
and inflammatory signs (Figure 1). An ultrassound
scan of the left hand and forearm showed synovial
thickening around the flexor tendons. The tendons
displayed tumor changes, retinacular bulging, me-
dian nerve thickening (cross section 33 mm? vs
6mm?in normals) with no effusion. Magnetic reso-
nance imaging revealed signs of chronic tenosyno-
vitis (synovial thickening and sheath liquid) in the
flexor tendons with superficial fluid pockets con-
nected to the tendon sheath suggestive of infection,
median nerve edema and thickening, associated to
signal changes in the lunate and hamate that were
attributed to the adjacent inflammatory/infectious
process (Figure 2). The lesion in the left wrist was
surgically drained and cleaned. Cultures of this ma-
terial were positive for Mycobacterium tuberculosis
and S. aureus. The patient was started onoxacyllin-
plus TB therapy (rifampin, isoniazid and pyrazina-
mide) leading to improvement of the lesions within
one month (Figure 3). She was kept on TB therapy
for 6 months and is currently asymptomatic.

Discussion

Musculoskeletal involvement occurs in only 1-15%
of all cases of TB® and in 1-3% of all cases of extra-
pulmonary TB.

The present case is unusual in that chronic te-
nosynovitis from TB and carpal tunnel syndrome

-

Figure 2. Magnetic resonance image (T2 SPAIR/T| SPIN
post-contrast) of wrist in March 2008, showing synovial
thickening, post-contrast enhancement and liquid in the
flexor tendon sheath by the carpal tunnel. Median nerve
thickening and edema

Figure 3. Wrist following treatment. August 2008.

were observed in an immunecompetent 60-year-
-old woman with no evidence of pulmonary infec-
tion. Diagnosis and start of treatment took 6 years,
despite two wrist node biopsies revealing alterations
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suggestive of TB. TB is still a very prevalent disease
in the northeast of Brazil so that empiric chemothe-
rapy is justified in our hands to patients with a cli-
nical and histological picture clearly compatible
with TB after excluding other granulomatous cau-
ses. The localized nature of the lesion, the high pre-
valence of TB and positive culture for Mycobacte-
rium tuberculosis led us to virtually exclude other
granulomatous causes and start TB treatment.

In developing countries skeletal TB tends to af-
fect children and young adults while tenosynovitis
from Mycobacterium tuberculosisis predominantly
observed in men over 60 years of age. The largest
case series of flexor tenosynovitis from Mycobacte-
rium tuberculosis with median nerve involvement
published so far reported 12 cases followed up for
10 years*. Previous reports describing tenosynovi-
tis from TB associated with carpal tunnel syndro-
me make up a total of 17 cases®. The disease may be
associated with several factors, including older age,
male gender, low income, poor nutrition, history of
or exposure to TB, immunesuppression, alcohol
abuse, permanence in endemic areas and corticos-
teroid infiltration®. It commonly affects the upper
limbs, especially the wrist flexor compartments,
and ? for unknown reasons 2 most often occurs on
the right side. The clinical presentation is usually
that of an indolent mass along the tendon associa-
ted with pain and restriction of movements, some-
times, as in the present case, with development of
carpal tunnel syndrome®. The average time to diag-
nosis of tenosynovitis from TB varies from months
to years, but was estimated to be 19 months by
Walker in 1968". Laboratory results are generally
normal, with the exception of ESR levels which tend
to be raised. The vast majority of patients test po-
sitive for tuberculin while chest x-rays are normal
in 50% of cases*®. Ultrasound and magnetic reso-
nance imaging may be useful to evaluate lesion ex-
tension and severity with visualization of synovial
thickening and relatively small effusions. Similar to
what happens in other sites, local effusions test ne-
gative for AFS bacilli and specific culture may take
8 weeks to reveal bacilli. In the present case M. tu-
berculosis culture was positive after 4 weeks, indi-
cating high bacilli loads. Typical histopathology
shows caseous granulomas surrounded by epithe-
lioid histiocytes and multinucleate giant cells asso-
ciated to the presence of bacilli. However, in a study
on arthritis from TB by Garrido and coworkers, 12%
of the patients presented no granulomas and,
among the remainder, 27% had non-caseous gra-

nulomas®. Those authors suggested that older age
was an important variable since 40% of the senior
patients were Mycobacterium tuberculosis-positi-
ve on histopathology while none of the lesions dis-
played granuloma formation. Tenosynovitis from
TB tends to recur locally in over 50% of cases within
one year after treatment®. The fact that our patient
did not recur after more than 1 year of TB treat-
ment suggests that she is cured.

In conclusion, in several aspects the case repor-
ted matches descriptions in the literature. The im-
portance of early diagnosis and institution of cli-
nical treatment is warranted since it may prevent
functional impairment. In the present ofa clinical-
histopathological picture compatible with TB in
endemic areas empiric therapy should be conside-
red. Patients should be followed for at least 1 year
after stopping TB chemotherapy due to the high
risk of recurrence.
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