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Late spontaneous rupture of the extensor
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injection for flexor tenosynovitis
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Abstract. - INTRODUCTION: Spontaneous
rupture of the extensor pollicis longus (EPL) ten-
don has been reported after trauma, rheumatoid
arthritis and sports. Rupture may also occur as
a consequence of the use of anabolic steroids
for recreational purposes, or systemic steroids
for the treatment of a variety of medical condi-
tions.

CASE REPORT: We present a case report of a
woman affected with a spontaneous EPL tendon
rupture resulted 14 months after a corticosteroid
injection for flexor tenosynovitis, “trigger finger,”
of the thumb. The edges of the tendon were de-
brided and sutured using figure of eight stitch
and a running locked stitch. In addition multiple
specimens were sent to Pathology.

DISCUSSION: Duplay in 1876 described spon-
taneous rupture as a problem of mechanical and
pressure phenomena. Another cause of EPL rup-
ture is related to the development and persis-
tence of inflammatory processes seen in pa-
tients with medical illnesses such as rheumatoid
arthritis.

There have been no reports in the literature
to date of spontaneous EPL tendon rupture in
the late period after steroid injection. Tendon
ruptures in the hand usually occur one or two
weeks after a corticosteroid injection, and the
affected tendons are usually in neighbouring
areas.

Key Words:

Extensor pollicis longus, Tendon rupture, Spon-
taneous rupture, Corticosteroid injection, Tenosyn-
ovitis.

Introduction

Spontaneous rupture of the extensor pollicis
longus (EPL) has been described in patients fol-
lowing traumatic injuries, sports and non-sports

related, and in patients with medical conditions
such as rheumatoid arthritis'”7. Rupture may also
occur as a consequence of the use of anabolic
steroids for recreational purposes, or systemic
steroids for the treatment of a variety of medical
conditions®!°, Few cases of EPL rupture at the
wrist level have been reported after local injec-
tion of corticosteroids®!!2, When tendon rup-
tures occur in association with local steroid injec-
tions, they usually occur one or two weeks after
the injection, and the affected tendons are usually
in close proximity to the site of injection.

In this report, the Authors describe a case of a
ruptured EPL tendon, 14 months after a single
session of corticosteroids injection for the treat-
ment of right thumb flexor tenosynovitis (“trig-
ger finger”), without a preceding traumatic event.
Interestingly, the injection was performed for the
treatment of trigger finger of the thumb, a prob-
lem that is addressed through the common used
volar approach without injection through, or di-
rectly around, the EPL tendon. Details of the
case, the potential mechanism leading to patho-
genesis and rupture, as well as the treatment are
described herein.

Case Report

A 49 years-old woman with no significant
medical problems was seen in our Clinic for an
inability to extend the thumb of her right, domi-
nant hand. She reported that the day before,
while putting on her kitchen gloves, she felt a
sudden onset of pain, localised at the metacarpal
phalangeal (MP) joint, which lasted a few sec-
onds only. This was followed by an inability to
extend the thumb. The patient denied any previ-
ous trauma or other risk factors that could have
been related to the EPL rupture. Upon further
questioning, the patient reported that one year
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prior to this event, she had been treated for “trig-
ger finger” of the thumb. The treatment consisted
of injection of steroids which is usually a 1-1.5
ml dose of 1 ml of lidocaine with 0.5 ml of tri-
amcinolone acetonide 40 mg/mL. Clinical exam-
ination of the hand and wrist did not display any
evidence of bruising or lacerations. The metacar-
pophalangeal joint was in a flexed position (Fig-
ure 1). Palpation revealed tenderness localised to
an area in the metacarpal bone approximately
one centimeter (cm) proximal to the MP joint.
The patient was unable to actively extend the
thumb at the MP joint, or the distal phalanx at
the interphalangeal joint. Upon passive hyperex-
tension, the EPL tendon, which is normally visi-
ble and palpable, could not be visualized or pal-
pated. The rest of the physical examination was
within normal limits. X-ray examination of the
hand did not show any bone or joint abnormality
that could be related to the tendon rupture. Intra-
operatively, the EPL tendon was found to be dis-
rupted 1 cm proximal to the MP joint. There was
no evidence of inflammation. Through the syn-
ovium which was intact, the proximal and distal
stump of the extensor tendon were visualized
(Figure 2). Grossly, there appeared to be signifi-
cant attenuation and degeneration of the tendon.
The edges of the tendon were debrided and su-
tured using figure of eight stitches of 3-0 nylon
followed by a running locked 5-0 nylon stitch.
Multiple specimens were sent to Pathology. A
plaster cast was applied with the thumb in mod-
erate extension.

Histological examination of the specimens
showed disrupted collagen bundles and areas of
necrosis in the stumps of the tendon. (Figure 3).
Polarised light showed diffused pale foreign bod-
ies consistent with steroid related debris. After
splint removal, passive then active range of mo-

Figure 1. Preoperative view: the patient was unable to ex-
tend the thumb.
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Figure 2. Intraoperative view: The proximal and distal
ends of the EPL tendon are visualized. Note the degenera-
tive appearance of the tendon.

tion exercises were started and at three months
the patient regained full range of motion and nor-
mal grip strength (Figure 4).

Discussion

Spontaneous ruptures of the extensor pollicis
longus tendon have been reported extensively in
the literature. First described by Duplay in 1876,
this problem often occurs after Colles’ fracture as
a result of a mechanical and a pressure phenome-
na'*!*, Another cause of EPL rupture is related to
the development and persistence of inflammatory
processes seen in patients with medical illnesses
such as rheumatoid arthritis. The rupture can oc-

Figure 3. Histologic examination of the specimens (Hema-
toxylin and Eosin stain 100X) showing tendon fibers with
fibrinoid degeneration (arrow).



Rupture of the extensor pollicis longus tendon

Figure 4. Postoperative view: after three months, the pa-
tient regained full range of motion of the thumb along with
normal strength.

cur as a result of the inflammation related to the
disease process, or as a result of the treatment of
this disease using corticosteroids’.

Although not as common, rupture of the exten-
sor pollicis longus has been reported in associa-
tion with local steroid injections'. In one case,
several injections to the wrist of a tennis player
caused rupture of the EPL at the level of the in-
jection a week after the treatment. The patient re-
ported no history of trauma related to the
rupture’. Several other Authors have described
ruptures caused by local steroid injections. All
injections were performed in the dorsal aspect of
the wrist”!!-12,

Spontaneous rupture of the EPL tendon with-
out a history of trauma, inflammatory diseases or
overuse of the thumb is rare. In the case present-
ed herein, a single steroid injection was adminis-
tered 14 months before the rupture, and there was
no evidence of any clinical or subclinical signs of
an autoimmune disease or of a traumatic event
that could induce such a rupture. All tests at our
Institution for the presence of autoimmune dis-
ease were exhausted without any evidence of the
presence of disease.

Interestingly, the injection was performed for
flexor tenosynovitis through the usual palmar ap-
proach used for the treatment of trigger finger. The
literature indicates that if corticosteroid injections
are administered within the tendon tissue, they
may have adverse effects on the tendon fibers
causing tendon degeneration by altering collagen
synthesis or strength'®. There have been no reports
in the literature to date of spontaneous EPL tendon
rupture in the late period after steroid injection.
Tendon ruptures in the hand usually occur one or
two weeks after a corticosteroid injection, and the
affected tendons are usually in neighbouring areas.

In our case, the injection itself had been adminis-
tered to resolve the trigger finger in an area not di-
rectly related to the injection. Although injection
of corticosteroids is relatively safe and widely
used with some degree of success for treating
tenosynovitis, it should be administered with ade-
quate precautions'’. In the case presented the corti-
costeroids were probably injected in several layers
before reaching the appropriate intrasynovial lay-
er. Although the patients’ symptoms of “trigger
finger” resolved following the injection, we specu-
late that the injection was administered in different
layers probably causing a spread of the corticos-
teroid into the dorsal aspect of the hand, therefore,
affecting the extensor tendon of the thumb (Figure
5). At the rupture level the actual distance between
the flexor pollicis longus (the target of the injec-
tion) and the extensor pollicis longus is approxi-
mately 2 cm or less. Anatomically, the flexor ten-
don has a proper tendon sheath while the extensor
tendon does not.

Conclusions

In the absence of a clear etiology for rupture
of the extensor pollicis longus in this patient, the
proximity and temporal relationship of steroid in-
jections into the palmar aspect of the thumb
could create a potential explanation for this rare
phenomenon. We are reminded that although
steroid injections for treatment of flexor tenosyn-
ovitis may be a relatively benign event, improper
administration could lead to serious conse-
quences such as complete rupture that could re-
quire a surgical procedure followed by an inabili-
ty to use the hand during the period of immobi-
lization and physical rehabilitation.

Figure 5. A picture of a hand, showing the usual site of in-
jection. Note the close proximity of the flexor pollicis
longus tendon to the extensor pollicis longer tendon. FPL
(flexor pollicis longus), EPL (extensor pollicis longus), epb
(extensor pollicis brevis).
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