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Figure 1 Clinical presentation with a diffuse medial 
swelling in the anterior compartment of the right leg.

Figure 2 Intraoperative picture demonstrating 
thickening of tibialis anterior tendon, inflamed 
tenosynovium and pus within the tendon sheath.

Learning points

 ► Isolated pyogenic tenosynovitis of the leg 
compartments without a predisposing cause is 
extremely rare and a high index of suspicion is 
required.

 ► Plain radiographs may show soft tissue 
swelling, but frequently are non- specific. MRI 
may help in establishing the site, anatomy and 
extent of infection. Diagnosis can be made 
via a targeted clinical examination, similar to 
assessing Kanavel’s signs in the hand.

 ► Surgical exploration helps in reducing infective 
load, microbiological diagnosis and definitive 
treatment.

DesCripTion
Pyogenic tenosynovitis is a bacterial infection 
of the synovial sheath that surrounds a tendon; 
commonly seen in the flexor tendons of the hand.1 
Its aetiology is most commonly due to local pene-
trating trauma or haematogenous spread. Patients 
present with localised pain and swelling of the 
region. If the lower limb is affected, there may be 
an inability to weight bear. In the hand, Kanavel’s 
signs may aid diagnosis. These are flexed posturing 
of the involved digit, tenderness to palpation over 
the tendon sheath, pain on passive extension and 
fusiform swelling of the digit.1 Staphylococcus 
and Streptococcus species are the most commonly 
isolated organisms associated with pyogenic teno-
synovitis, though uncommon or atypical pathogens 
such as Mycobacterium tuberculosis have also been 
reported.2

Plain radiographs are typically non- specific. 
Complementary MRI may be helpful in establishing 
the anatomy and extent of infection. However, a 
high index of suspicion, good history and focused 
clinical examination are key factors in differen-
tiating soft tissue pathology from adjacent joint 
infection.

Once pyogenic tenosynovitis is suspected, 
surgical debridement is required.3 It reduces infec-
tive load and intraoperative samples can identify 
the causative organism and its sensitivities to guide 
antibiotic therapy.

We present a rare case of primary infective tenosy-
novitis of tibialis anterior in a normally fit and well 
50- year- old supermarket manager who presented 
to the emergency department with a week- long 
history of painful swelling to his right anterior leg 
and ankle. The swelling started as a 2 mm diameter 
lump overlying the anteromedial ankle, with no 
history of trauma or breaks to the skin of any kind. 
The patient had felt unwell for several days prior to 
presentation, describing nausea and rigours.

On examination, the patient was unable to bear 
any weight. There was a painful, diffuse swelling on 
the anteromedial aspect of the distal right leg and 
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ankle. The pain was exacerbated by the stressing of the tibialis 
anterior, specifically with resisted active dorsiflexion of the right 
ankle. Passive movements of the right ankle were painless with 
no effusion (figure 1).

Plain radiographs were unremarkable. Inflammatory markers 
were raised, with C- reactive protein (CRP) of 128 mg/L and a 
neutrophil leucocytosis at 7.9×109/L (1.8–7.5). The total white 
cell count was within the normal range at 9.4×109/L. Aspiration 
of the ankle joint resulted in a dry tap.

Based on clinical signs and symptoms, the patient underwent 
surgical drainage, debridement and washout of the tibialis ante-
rior tendon sheath. Intraoperative findings revealed a thickened 
tendon with soft tissue oedema of the tendon sheath character-
istic of an inflammatory process. There was frank pus contained 
within the sheath (figure 2).

Intraoperative microbiological samples identified Staphy-
lococcus aureus as the causative organism. A 2- week course of 
intravenous flucloxacillin 2 g four times per day was adminis-
tered, followed by a 4- week course of oral flucloxacillin 1 g four 
times per day on microbiology advice.

The inflammatory parameters improved over the treatment 
period, with the patient’s CRP returning to normal. Outpatient 

clinical follow- up review revealed a well- healed operative wound, 
successful return of function and resolution of symptoms.
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