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Extensor Tenosynovitis of the Wrist Axial Ultrasound: https://youtu.be/Opmlp9-SDzw  
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Extensor Tenosynovitis of the Wrist Long Ultrasound: https://youtu.be/16_dUNUAiHQ  

 

  
Normal Wrist Axial Ultrasound: https://youtu.be/peoU_P26A8Q  
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Normal Wrist Long Ultrasound: https://youtu.be/mZ8DqroRTyM  

  

History of present illness:  A 21-year-old male presented to the emergency department (ED) with left-hand 
pain after hitting the dorsal aspect of the hand on a piece of metal while riding a bike the day prior. The 
physical exam was notable for swelling of the dorsal aspect of the left hand with erythema, diffuse dorsal 
wrist tenderness to palpation, and limited active range of motion in all anatomical planes secondary to pain 
of the wrist. There was a small 0.5cm scabbed over puncture lesion on the dorsal aspect of the hand. There 
was no drainage, fluctuance, or loss of sensation. Laboratory work showed leukocytosis. Point-of-care 
ultrasound (POCUS) was performed to assess for pathology.  
 
Significant findings: Point-of-care ultrasound of the dorsal aspect of the left hand reveals a heterogenous 
hypoechoic fluid collection surrounding the extensor tendons (axial view) within the retinaculum consistent 
with edema. Longitudinal view shows anechoic fluid within the tenosynovium which is located between the 
anisotropic extensor tendon and linear hyperechoic synovial sheath. Longitudinal view also shows some 
cobblestoning, or tissue edema, superficial to the anisotropic extensor tendon. The patient’s contralateral 
right dorsal hand was scanned in a longitudinal view and shows no cobblestoning or hypoechoic fluid under 
the synovial sheath. The patient was diagnosed with tenosynovitis, and started on intravenous antibiotics. 
 
Discussion: Tenosynovitis is the inflammation or infection of a tendon and its synovial sheath, which can 
occur in any joint, though it is most frequently seen in the hands and wrist.1 Within the wrist, infectious 
tenosynovitis is more commonly described in the flexor tendons, and less commonly in the extensor 
tendons.2 Etiologies of infectious tenosynovitis include trauma with direct inoculation, hematogenous 
spread, and contiguous spread from adjacent tissues.1 The most common pathogens due to trauma are the 
gram-positive skin flora such as Staphylococcus aureus and Streptococcus.3 Treatment of flexor tenosynovitis 
always includes adequate surgical drainage with empiric antibiotics due to the limited anatomic space with 
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possible early tendon necrosis.2 Contrarily, extensor tenosynovitis can be treated with observation with 
intravenous antibiotic coverage since the extensor tendons lack a retinacular system and infections tend to 
be less loculated.2  
 
There is a paucity of literature on extensor tenosynovitis compared with flexor tenosynovitis. The diagnosis 
of tenosynovitis of the wrist is often clinical using Kanavel’s cardinal signs developed in 1912, though this was 
developed for flexor, and not extensor tenosynovitis.1 More recently, ultrasound has been used to diagnose 
tenosynovitis with a sensitivity of 94% and has been shown to be more sensitive than clinical exam.4,5,6 
Ultrasound findings may include hypoechoic to anechoic fluid and cobblestoning of the soft tissues, a 
thickened tendon sheath, and abnormal hypoechoic material within the synovial sheath.5 These ultrasound 
findings are best seen using a high frequency linear probe oriented in the transverse and longitudinal planes 
over the dorsal aspect of the hand.6 Our patient’s ultrasound demonstrated cobblestoning of the soft tissues 
and abnormal hypoechoic material within the synovial sheath; however, we did not measure synovial sheath 
thickness. While superficial cobblestoning is commonly seen in cellulitis, a thickened synovial sheath and/or 
abnormal hypoechoic material within the synovial sheath should prompt consideration of tenosynovitis.  
 
Our patient was started on intravenous clindamycin and ceftriaxone in the ED. He was admitted for 
observation. X-ray of the hand did not reveal any osteomyelitis. On the following day, the patient’s edema 
and erythema significantly decreased and his leukocytosis resolved. He was subsequently discharged with 
prescriptions for oral clindamycin and cephalexin with instructions to follow-up with his primary care 
provider as an outpatient. Three weeks later, the patient was noted to have complete resolution of his 
symptoms.  
 
Topics: Ultrasound, point of care ultrasound, tenosynovitis, soft tissue, wrist. 
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