
Introduction
The extensor indicis proprius (EIP) is the deep extensor of the 
forearm that provides independent extension of the index finger 
via the fourth dorsal compartment. Due to the index finger’s 
redundant extensor, the extensor digitorum communis (EDC), 
isolated EIP rupture may present with preserved or near-normal 

active extension, facilitating missed or delayed diagnosis. The 
published literature on EIP injury is dominated by its use as a 
donor tendon for extensor pollicis longus (EPL) reconstruction 
[1,2], while reports of isolated traumatic EIP rupture and its 
management are sparse.
In acute settings, primary repair is standard. In chronic or delayed 
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Introduction: Isolated traumatic rupture of the extensor indicis proprius (EIP) is uncommon and may be masked by preserved index finger 
extension through the intact extensor digitorum communis (EDC). While primary repair or tendon transfer is standard when reconstruction is 
feasible, the functional redundancy of the dual-extensor index finger raises the question of whether excision alone can suffice in selected cases. 
We report what we believe to be the first documented case of intentional EIP stump excision without reconstruction as definitive surgical 
treatment following delayed-presentation traumatic EIP rupture.
Case Report: A 45-year-old diabetic male metalworker (glycated hemoglobin 7.7%) sustained a dorsal wrist laceration from sheet metal. The 
patient self-managed initially but subsequently presented to the emergency department 2 weeks later. He was ultimately referred to our hand 
clinic 2 months post-injury with persistent dorsal hand pain, a palpable scar mass, and near-intact index finger extension. Magnetic resonance 
imaging (MRI) demonstrated tenosynovitis without reported rupture; our independent review identified sequential EIP disappearance on axial 
slices consistent with rupture. A diagnostic-therapeutic corticosteroid injection provided only a transient benefit. Surgical exploration revealed a 
fibrotic, retracted EIP stump with intact EDC tendons. The stump was excised without reconstruction. At 2-week follow-up, the patient 
reported no pain, demonstrated a full composite fist, intact distal sensation, and preserved index finger extension with a well-healing incision.
Conclusion: EIP rupture may be underdiagnosed due to compensatory EDC extension and can be missed on MRI in the chronic fibrotic 
setting. In patients with preserved EDC function, significant comorbidities, and a non-viable chronic stump, excision without reconstruction 
eliminates a painful scar mass, reduces ongoing tenosynovitis, and avoids the morbidity of tendon transfer. Early functional results in this case are 
encouraging.
Keywords: Extensor indicis proprius, tendon rupture, dorsal hand laceration, tendon excision, index finger extension, case report.

Abstract

Learning Point of the Article:
Isolated extensor indicis proprius rupture may be clinically subtle and missed on MRI; in selected patients with intact extensor digitorum 

communis function, excision of a symptomatic scar stump without reconstruction may be definitive treatment.

Excision without Reconstruction of a Traumatically Ruptured Extensor 
Indicis Proprius Tendon in a Diabetic Patient: A Case Report
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presentat ions w ith tendon retract ion and f ibrosis , 
reconstruction via tendon grafting or transfer is generally 
advocated. However, given that intentional EIP harvest for 
transfer does not impair index finger extension when the EDC is 
intact [3, 4], the need for reconstruction following traumatic 
EIP rupture with intact EDC function is not self-evident. We 
present a case of symptomatic, delayed-presentation EIP 
rupture in a diabetic patient managed by excision of the fibrotic 
stump alone, and review the literature supporting this approach.

Case Report

History and examination
A 45-year-old right-hand-dominant male with type 2 diabetes 
mellitus (glycated hemoglobin [HbA1c] 7.7%) employed as a 
metalworker sustained a dorsal wrist laceration from sheet 
metal in October 2025. He self-managed the wound at home. 
Two weeks later, he presented to an emergency department 
with worsening dorsal wrist and forearm pain and swelling; oral 
antibiotics were prescribed, and no tendon injury was 
identified. Two months post-injury, he was referred to our hand 
surgery clinic, reporting persistent dorsal hand pain radiating 
into the index finger. He had undergone hand occupational 
therapy with minimal improvement. Examination revealed 
dorsal hand swelling, a palpable firm mass consistent with 
fibrotic scar tissue, and near-intact index metacarpophalangeal 
(MCP) extension with subtle 
w e a k n e s s  r e l a t i v e  t o  t h e 
contralateral side; there was no 
frank extension lag.

I m a g i n g  a n d  d i a g n o s t i c 
injection
Magnetic resonance imaging 
(MRI) of the wrist and hand (T2-
w e i g h t e d  a x i a l  s e r i e s ) 
demonstrated tenosynovitis of the 
EDC, extensor carpi radialis, and 
extensor carpi ulnaris; no tendon 
rupture was reported, and the EIP 
was not addressed. On our review, 
sequential axial slices showed the 
EIP as a discrete structure ulnar to 
the EDC-index in proximal slices. 
This structure disappeared across 
consecutive distal slices on the 
MRI, demonstrating a pattern 
consistent with EIP rupture and 
retraction rather than tendon 

continuity (Fig. 1). Two weeks later, a diagnostic-therapeutic 
injection of 1 mL betamethasone mixed with 1 mL ropivacaine 
into the fourth extensor compartment provided transient but 
unsustained relief, supporting a structural rather than purely 
inflammatory etiology.

Operative findings and technique
Under local anesthesia (10 mL 1% lidocaine with epinephrine) 
and monitored anesthesia care, a 4-cm longitudinal dorsal 
incision was made using a No. 15 blade. Tenotomy scissors were 
used for subcutaneous dissection into the fourth extensor 
compartment. The EDC tendons to the index and long fingers 
were identified and confirmed intact. The EIP was identified as 
a fibrotic scar ball representing the retracted proximal stump 
(Figs. 2 and 3). Under ×3.5 loupe magnification, the scar was 
dissected free, the tendon stump was debrided, pulled distally, 
and excised proximally. Residual scar tissue was removed. The 
wound was irrigated, the retinaculum was repaired, and the 
wound was closed with 3-0 Vicryl (deep) and 4-0 running 
Monocryl (skin).

Post-operative course
The patient tolerated the procedure without complication and 
was placed in a soft, sterile dressing. At his 2-week post-
operative visit, he reported complete resolution of pain. 
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Figure 1: Sequential T2-weighted axial magnetic resonance imaging images of the hand demonstrating EIP 
rupture. (a and b) The EIP tendon (yellow arrow) is identifiable as a discrete low-signal structure lying ulnar to the 
EDC-index tendon within the fourth dorsal compartment. The EDC-index tendon is identified radial to the EIP 
tendon. (c and d) In consecutive distal slices, the EIP signal is absent, consistent with tendon rupture and proximal 
retraction. Surrounding EDC, ECR, and ECU tendons demonstrate tenosynovitis without rupture. EIP: Extensor 
indicis proprius, EDC: Extensor digitorum communis, ECR: Extensor carpi radialis, ECU: Extensor carpi ulnaris.



565

www.jocr.co.in

Examination demonstrated a well-healing incision, preserved 
distal sensation, intact index finger extension, and a full 
composite fist (Fig. 4a and b). He was advised to continue hand 
therapy and will be followed as needed.

Discussion

EIP anatomy and functional redundancy
The EIP arises from the distal dorsal ulna and interosseous 
membrane, courses through the fourth dorsal compartment, 
and inserts ulnar to the EDC-I into the extensor hood [5]. It is 
ulnar to the EDC-I in approximately 92% of anatomic 
specimens [6] and, unlike EDC tendons, lacks juncturae 
tendinum [7]. This anatomy underlies two clinically important 
principles: (1) Isolated EIP rupture need not produce a frank 
extension lag, as the EDC-I independently extends the index 
MCP; and (2) the absence of junctural tethering means a 
ruptured EIP stump retracts freely, forming the fibrotic mass 
encountered in our patient.

Delayed diagnosis and MRI limitations
EIP rupture is susceptible to delayed diagnosis because 
preserved index extension via the EDC masks functional 
deficit. MRI, though generally considered the reference 
standard for soft-tissue hand pathology [8], has documented 
limitations for chronic extensor injuries. One study reported 
MRI sensitivity of only 44% for missed extensor tendon injuries 
versus 84% for ultrasound, attributing this to fibrotic scar tissue 
mimicking residual tendon signal [9]. In our case, the 
radiologist identified surrounding tenosynovitis but did not 

comment on the EIP – likely because the scarred stump blended 
with the fibrotic background [10]. Active sequential review of 
each compartment tendon on axial slices, looking for tendon 
disappearance, is necessary to avoid this pitfall.

Diabetes mellitus and tendon biology
Type 2 diabetes adversely affects tendon physiology through 
the accumulation of advanced glycation end-products, which 
alter collagen crosslinking, reduce viscoelasticity, and impair 
tenocyte function [11,12]. Our patient’s HbA1c of 7.7% reflects 
moderate glycemic control at the time of surgery. Diabetic 
patients carry an approximately three-fold elevated risk of 
tendon rupture and exhibit impaired post-injury healing 
characterized by hypertrophic scarring [13]. These changes 
ex plain  the f i brot ic ,  avascular  stump encountered 
intraoperatively and informed our decision against 
reconstruction: performing a tendon transfer in a compromised 
tissue environment with a 2-month delay and extensive fibrosis 
carried substantial risk of healing failure and adhesion. The 
intact EDC provided functional compensation, making 
excision alone the more favorable option.

Rationale for excision without reconstruction
EIP harvest for tendon transfer – most commonly for EPL 
reconstruction – consistently preser ves near-normal 
independent index extension through the intact EDC [3, 4, 14]. 
If intentional EIP removal does not impair function, traumatic 
EIP loss should logically produce the same result. Excision of 
the symptomatic stump aimed to: (1) Remove a painful 
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Figure 2: Intraoperative photograph showing the fourth dorsal compartment 
exposed. The scarred, fibrotic extensor indicis proprius tendon stump (center) 
is visible adjacent to intact extensor digitorum communis tendons. Surgical 
marking lines are visible on the skin.

Figure 3:Intraoperative photograph following mobilization of the extensor 
indicis proprius scar stump, demonstrating its fibrotic, avascular character and 
relationship to intact adjacent structures.
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mechanical mass; (2) eliminate the inflammatory stimulus of a 
non-viable tendon stump within the synovial compartment; 
and (3) decompress the fourth extensor compartment. Our 
patient's outcome – pain-free, full composite fist, intact 
extension – supports this reasoning. We are unaware of prior 
reports specifically documenting EIP stump excision as 
definitive treatment for traumatic rupture; our case adds to the 
indirect evidence from EIP harvest series [3, 4] and anomalous 
EIP excision reports [15-20].

Patient selection
Based on this case and literature review, EIP excision without 
reconstruction appears most appropriate when: (1) The EDC 
is intact with preserved or near-normal MCP extension; (2) the 
EIP stump is chronic and non-viable; (3) significant 

c o m o r b i d i t i e s  ( e . g . ,  d i a b e t e s , 
i m m u n o s u p p r e s s i o n )  i n c r e a s e 
reconstruction risk; and (4) the patient 
understands the potential for mild residual 
extension weakness. Acute EIP lacerations, 
younger patients without comorbidities, or 
concurrent EDC injury should prompt 
considerat ion of  pr imar y repair  or 
reconstruction.

Conclusion
We report a case of delayed, post-traumatic 
EIP rupture in a diabetic patient managed 
by surgical excision of the fibrotic stump 
without reconstruction, with excellent early 
functional results. The case highlights that 
E I P  r u p t u re  may  b e  c l i n i c a l l y  an d 

radiologically occult, and that the functional redundancy of the 
dual-extensor index finger provides an anatomical rationale for 
excision alone when the EDC is intact. This approach warrants 
consideration in carefully selected patients and adds to the 
surgical decision-making framework for EIP injuries.

Semenza NC, et al

Clinical Message

When MRI does not explicitly identify EIP rupture but clinical 
findings – palpable scar mass, index pain, penetrating dorsal trauma 
– suggest it, the surgeon should actively review axial sequences for 
sequential tendon disappearance. In diabetic patients with a chronic, 
non-viable EIP stump and intact EDC, excision without 
reconstruction is a legitimate surgical alternative that may offer 
equivalent functional recovery with reduced morbidity compared to 
tendon transfer.
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Figure 4aa:Two-week post-operative clinical photographs. (a) Dorsal view demonstrating a well-
healing incision with no swelling or erythema and full index finger extension. (b) The patient 
demonstrates a full composite fist, confirming preserved flexor function and no extensor tethering.
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