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Isolated Tuberculosis of a Metacarpal Bone in a 2 year-
old child

Dear Sir,

A 2 year-old, previously healthy, girl was referred to
our Clinic at Ghaem Hospital Medical School, Mashad,
Iran, for evaluation of a mass in her right hand which
had been present for six months. Coincident with the
development of the mass, her mother had observed
decreased appetite, listlessness and failure to grow.
Physical examination revealed a 4� 3 cm mass on the
ulnar aspect of the right hand which was only slightly
tender. The remainder of the hand examination was
unremarkable. X-rays showed an expansile, cystic and
lytic lesion with speckled calcification and cortical
erosion involving the little finger metacarpal (Fig 1).
The ESR was only slightly elevated at 28mm/hour,
while the Mantoux skin test was non-reactive.
A presumptive diagnosis of an Eosinophilic Granuloma
or an Enchondroma was made and an open biopsy was
performed. During the surgery, granulomatous material
was found and the biopsy identified granulomatous
and caseating necrosis consistent with tuberculosis.
A medical regimen of isoniazid, ethambutol, pyrazina-
mide and rifampin for two months was initiated. This
was followed by a two-drug regimen of isoniazid and
rifampin for an additional seven months. The patient’s
general well being improved rapidly, the mass gradually
subsided and serial X-rays demonstrated the remodeling
of the involved metacarpal.

While the incidence of tuberculosis infection has risen
substantially over the past few decades (Kochi, 1994),
osteoarticular involvement remains uncommon, espe-
cially in the tubular bones of the hand. Approximately
10% of extrapulmonary tuberculosis lesions in both
children and adults will involve the upper limb; far less
involve the hand and wrist (Kochi, 1994; Watts and

Lifeso, 1996). Benkeddache and Gottersman (1982)
identified 27 cases with lesions of the hand and wrist
out of 388 patients with skeletal tuberculosis. However,
extrapulmonary tuberculosis is more common in children
than adults, with approximately one-third of children
with tuberculosis having extrapulmonary involvement.

While a number of radiographic findings have been
identified in association with skeletal tuberculosis, none
are pathognomonic (Weber and Rosselin, 1996). The
ESR and white blood cell count can be normal, as can
the Mantoux skin test. For these reasons, open biopsy
remains the most crucial diagnostic procedure. The
variable radiological and laboratory features of skeletal
tuberculosis combined with the rarity of the disease in
the hand can lead to a marked delay in reaching a
correct diagnosis and instituting appropriate treatment
(Watts and Lifeso, 1996). A high index of suspicion of
tuberculosis should be maintained when seeing a chronic
lesion in the hand and wrist with radiological changes
within the skeleton.
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Alveolar Rhabdomyosarcoma of the Hand in a 2 year-old
Child

Dear Sir,

A 2 year-old girl was referred to us in November 1997.
Her parents had noted a small swelling on the left
hypothenar eminence. The first examination, 6 months
earlier, by a family physician led to an ultrasound
examination 2 months before coming to our Clinic. This
showed a 9 � 6mm hyperechogenic, soft tissue mass
with clear margins. On arrival, examination revealed a
firm, palpable and pain-free 1.5� 1.5 cm mass without
signs of inflammation. Comparing the measurement to
that 2 months earlier, the mass had increased consider-
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Fig 1 X-ray of the hand of the 2 year-old girl showing the lesion of the

little finger metacarpal.
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ably in size. There was no local or distant clinically,
or ultrasound detectable, lymphadenopathy. On plain
X-ray, the soft tissues were not calcified and the bones
had regular margins and density. As fine needle
aspiration cytology was not conclusive, we performed
an open excisional biopsy under tourniquet control and
general anaesthesia. The tumour was granular, firm and
pale, and surrounded by the hypothenar muscles.
Histology confirmed a rhabdomyosarcoma so a com-
plete resection of the primary tumour with a cuff of
uninvolved tissues was performed, with primary skin
closure, after excision of the skin overlying the tumour,
and without drainage. Chest X-ray, CT-scan, bone
marrow evaluation and technetium bone scan, showed
no signs of regional or distant spread.

According to the prognostic groups identified by
Intergroup Rhabdomyosarcoma Studies (Crist et al.,
1995), our patient was in Group I–localised disease that
is completely resected with no regional nodal involve-
ment. According to the current Soft Tissue Sarcoma
Committee of the Children Oncology Group protocol
(Lawrence et al., 1997) it was in Stage II (unfavourable
site, T1a, N0, M0) of disease. Using a risk classification
scheme that combines the clinical group and stage
information (Raney et al., 2001), our patient belonged
to the intermediate risk group (patients with nonmeta-
static, alveolar rhabdomyosarcoma).

Treatment was continued with eight courses of
chemotherapy with Ifosfamide, Vincristine and Actino-
mycin. After completion of chemotherapy, bone mar-
row examination and technetium bone scan were
performed at 6-month intervals. She is now 10 years
old, in good health, and shows no signs of local
recurrence or systematic disease after 8 years of
follow-up. The predicted 85% 10-year survival for those
who survive the first 5 years (Punyko et al., 2005) gives
her a good prognosis for the future.

DISCUSSION

Rhabdomyosarcoma is a malignant tumour which arises
from embryonic mesenchyme and has the potential to
differentiate into skeletal muscles. The most common
primary sites of occurrence are the head and neck, the
genitourinary tract and the extremities. Childhood
rhabdomyosarcoma accounts for approximately 3.5% of
the cases of cancer among children under 14% and 2% of
the cases among adolescents between 15 and 19 years of
age. There are two age peaks, viz. 2 to 4 and 14 to 18 years
and children between 1 and 9 years have the best overall
survival. The alveolar histological subtype is associated
with a worse outcome and less favourable clinical features
include development in children younger than 1 year or
older than 10 years and development in the extremities.

Most commonly, the tumour presents as a mass in the
hand with or without discomfort. The neoplasm can
present as an asymptomatic dermal papule, nodule or

mass which is usually the result of secondarily invasion of
the dermis from the underlying soft tissue and it can be
difficult to determine the exact location of the primary
tumour. Early biopsy rather than observation is essential
for successful treatment. Unfortunately, many of these
tumours in the hand are classified as benign and late
diagnosis often results in amputation with detrimental
impact on the child’s developmental milestones.

Fine needle aspiration cytology is usually adequate to
establish a diagnosis but rarely to permit the sub-
classification of rhabdomyosarcoma. Because histologi-
cal differentiation of rhabdomyosarcoma is unreliable,
immunohistochemical studies are obligatory. Careful
examination of tissue by a pathologist experienced in
diagnosing sarcomas is essential. The technetium bone
scan can detect distant spread, which is not rare in
alveolar rhabdomyosarcoma.
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Multiple Myeloma: A Multifactorial Problem for the
Hand Surgeon as a Patient

Dear Sir,

A few years ago, a 40 year-old hand surgeon colleague
had upper back pain which was diagnosed as multiple
myeloma with spinal metastases, which had caused a
pathological fracture of the eighth thoracic vertebra. In
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