
Introduction
Chronic wrist swelling and pain is a clinical presentation with a 
broad differential diagnosis, ranging from overuse injuries and 
infections to systemic inflammatory diseases. Tenosynovitis, 
particularly of the flexor tendons, can be caused by repetitive 
strain, localized infection, or autoimmune conditions such as 

rheumatoid arthritis (RA) [1]. The disorder can affect any 
sheathed tendon in the body; however, it is most common in the 
hand, wrist ,  and foot [1].  Diagnosing inf lammator y 
tenosynovitis can be challenging, especially in seronegative 
patients, where laboratory markers may not point clearly toward 
an autoimmune cause. In tuberculosis (TB)-endemic areas, TB 
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Introduction: Chronic volar wrist swelling is a diagnostic challenge, particularly in tuberculosis-endemic regions, where both infectious and 
inflammatory causes must be considered. Rheumatoid tenosynovitis, an extra-articular manifestation of rheumatoid arthritis (RA), can mimic 
infectious tenosynovitis, especially in seronegative patients.
Case Report: We report a case of a 44-year-old male presenting with progressive pain and swelling over the volar aspect of the right wrist for 2 
months. Clinical findings of a local rise in temperature, tenderness, and limitation of range of motion suggested flexor tendon tenosynovitis, with 
differential diagnoses including abscess, tuberculous tenosynovitis, Giant cell tumours, or inflammatory arthritis. Ultrasound and magnetic 
resonance imaging revealed tendon sheath thickening and features of median nerve compression. The patient had elevated inflammatory 
markers, but rheumatoid factor and anti-cyclic citrullinated peptide were negative. Excision biopsy and synovectomy with median nerve 
decompression were performed. Surgical exploration revealed hypertrophied synovium around the flexor tendons. Histopathology confirmed a 
rheumatoid nodule, establishing the diagnosis of rheumatoid tenosynovitis despite negative serology. The patient’s recovery was uneventful 
postoperatively.
Conclusion: This case highlights the importance of considering rheumatoid tenosynovitis in the differential diagnosis of chronic wrist swelling, 
even in seronegative individuals. In ambiguous cases, surgical intervention not only alleviates symptoms but also allows for definitive diagnosis 
through histopathology. A multidisciplinary and vigilant approach is crucial to prevent misdiagnosis and preserve hand function in such 
presentations.
Keywords: Rheumatoid arthritis, tenosynovitis, tenosynovectomy.

Abstract

Learning Point of the Article:
A differential diagnosis of RA should be kept in all cases of wrist swelling, even in the absence of features of inflammatory arthropathy.

Isolated Flexor Tenosynovitis as the Sole Manifestation of Rheumatoid 
Arthritis: A Case Report
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tenosynovitis is often a strong consideration when imaging and 
clinical symptoms suggest synovial thickening or mass-like 
lesions [2]. Flexor tenosynovitis is a deep space infection of an 
upper extremity digit that causes significant morbidity [3]. This 
case report details a patient who presented with signs and 
symptoms suggestive of infectious and giant cell tumour 
(GCT) and was ultimately diagnosed with rheumatoid 
tenosynovitis on histopathology after surgical intervention [4].

Case Report
A 44-year-old male presented with complaints of pain and 
swelling over the volar aspect of his right wrist that had persisted 
for the past 2 months. The pain had started earlier than the 
swelling. The pain was insidious in onset and gradual in 
progression and was moderate-to-severe in intensity. It is 
aggravated with passive and active movements of the wrist and 
metacarpophalangeal (MCP) joints. The patient was unable to 
make a fist, resulting in weakness of grip, which led to difficulty 
in performing activities of daily living. There was no history of 

involvement of any other small or large joints of the body. There 
was no history of morning stiffness, fever, weight loss, or night 
cries.
On examination, local temperature was raised, and diffuse 
tenderness was present over the swelling. The skin was normal 
and not adherent to underlying structures. A full range of 
extension was present in the MCP, proximal interphalangeal, 
and distal interphalangeal joints, but flexion of these 
movements was limited.
Laboratory investigations revealed raised C-reactive protein 
and erythrocyte sedimentation rate, whereas the total 
leukocyte count remained within normal limits at 6800/µL. 
Rheumatoid factor and anti-cyclic citrullinated peptide (CCP) 
antibodies were negative. Basic imaging in the form of a plain X-
ray of the wrist (Fig. 1) showed no abnormalities. Given the 
persistent swelling and non-specific laboratory findings, a high-
resolution ultrasound of the wrist was performed. The 
ultrasound demonstrated a heterogeneous hypoechoic 
collection with thickening of the tendon sheath along the flexor 
pollicis longus (FPL) tendon, as well as flattening of the median 
nerve within the carpal tunnel, suggesting possible compressive 
tenosynovitis.
Based on the above findings, a differential diagnosis of TB and 
GCT of the flexor sheath was made. The differential diagnosis 
of RA was not kept as there were no signs or symptoms 
suggestive of RA, and also the anti-CCP antibody and RA 
factors were negative. To further evaluate the extent and nature 
of the lesion, a contrast-enhanced magnetic resonance imaging 
(MRI) of the wrist was done. It showed tenosynovitis of the 
flexor tendons with marked synovial enhancement of the wrist 
joint, suggestive of an inflammatory aetiology (Figs. 2a and b).
Based on the imaging and persistent symptoms, a surgical 
approach was planned for both diagnostic and therapeutic 
purposes. The patient underwent an open exploration of the 
wrist through a volar approach (Fig. 3).
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Figure 1: X-ray wrist showing no bony abnormality.

Figure 2: (a and b) Magnetic resonance imaging shows tenosynovitis of the flexor tendons with marked synovial enhancement of the wrist joint.
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Surgical technique
A 10 cm long incision was given starting from 3 to 4 cm distal to 
the distal wrist crease in line with the radial border of the ring 
finger and extended 7 cm proximal to the wrist crease. The 
incision was curved ulnar in the wrist to protect the palmar 
cutaneous branch of the median nerve. Subcutaneous tissue 
and fascia were cut and retracted. The synovial sheath around 
the FPL, flexor digitorum superficialis, and flexor digitorum 
profundus tendons was found to be swollen, boggy, and dirty 
looking (Fig. 4).
Transverse carpal ligaments were cut, and complete 
synovectomy was performed along with decompression of the 
median nerve. The excised synovium (Fig. 5) was sent for 
histopathological examination. The gross appearance of 

tendons became normal after tenosynovectomy (Fig. 6).
Histopathological analysis revealed granulation tissue and 
fibrocollagenous stroma with nodular areas exhibiting central 
fibrinoid necrosis. There was peripheral palisading of 
epithelioid histiocytes and the presence of multiple Langhans-
type giant cells. These findings were consistent with a 
rheumatoid nodule, confirming the diagnosis of rheumatoid 
tenosynovitis despite the absence of serological markers for RA 
(Fig. 7a and b).
Postoperatively, the patient had an uneventful recovery. Follow-
up showed resolution of pain, with a complete, and painless 
range of motion restored in the wrist, and no evidence of 
recurrence.

Discussion
This case underscores the diagnostic complexity 
of chronic wrist swelling, particularly when 
seronegative inflammatory arthritis presents with 
localized symptoms that mimic infection. This 
becomes even more challenging when isolated 
tenosynovitis is the sole manifestation, with no 
involvement of other small or large joints.
R heumatoid tenosy nov it i s  i s  a  common 
manifestation in patients with RA, often leading to 
significant morbidity due to tendon sheath 
inflammation and compression neuropathies such 
as carpal tunnel syndrome [5]. While rheumatoid 
factor and anti-CCP antibodies are useful 
diagnostic tools, their absence does not exclude 
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Figure 3: Incision over the volar 
aspect of the wrist.

Figure 5: Excised synovium.Figure 4: Synovial hypertrophy.
Figure 6: Flexor tendons after 
synovectomy.

Figure 7: a (×10) and b (×40) granulation tissue and fibrocollagenous stroma with nodular 
areas exhibiting central fibrinoid necrosis. There was peripheral palisading of epithelioid 
histiocytes and the presence of multiple Langhans-type giant cells.
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the disease [6, 7]. In this patient, the negative rheumatoid factor 
and lack of systemic RA features delayed the consideration of an 
inflammatory etiology.
In TB-endemic settings, tubercular tenosynovitis is an 
important consideration in cases of chronic synovial swelling 
[8]. However, the absence of systemic signs of TB and negative 
findings on imaging for caseation or bone involvement made 
TB less likely in this case [4]. Imaging modalities such as 
ultrasound and MRI were essential in identifying soft tissue 
pathology, suggesting tenosynovitis and median nerve 
compression, although they could not distinguish the exact 
cause. Ultimately, the diagnosis was confirmed only after 
surgical intervention and histopathological examination.
Histology remains the gold standard in differentiating 
rheumatoid nodules from infectious granulomas, especially in 
ambiguous clinical scenarios. The characteristic features of 
fibrinoid necrosis, palisading histiocytes, and Langhans-type 
giant cells provided conclusive evidence of an underlying 
autoimmune pathology [9, 10]. Early surgical intervention not 
only provided symptomatic relief but also allowed for definitive 
diagnosis and prevention of long-term functional impairment 
(Table 1).

Conclusion
Rheumatoid tenosynovitis should remain a differential 
consideration in cases of chronic wrist swelling and pain, even in 
the absence of classical symptoms or positive serological 
markers. This case illustrates that imaging may suggest but not 
confirm the diagnosis, and a definitive diagnosis may require 
surgical exploration and histopathology. Prompt synovectomy 
and decompression can provide excellent clinical outcomes, as 
demonstrated in this patient, who had complete resolution of 
symptoms and regained full wrist function. A high index of 
suspicion and a multidisciplinary approach are key in managing 
such atypical presentations of seronegative RA.

Clinical Message

A differential diagnosis of RA should be kept in all cases of wrist 
swelling, even in the absence of features of inflammatory 
arthropathy.
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