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Distal Migration of a Foreign Body
(Sago Palm Thorn Fragment) Within
the Long-Finger Flexor Tendon Sheath
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ommon puncture injuries to the hand involve items

such as glass, metal, and wood splinters; plant

thorns; and fish spines. Most often, these injuries

are resolved with little or no medical interven-
tion. However, diagnosis and treatment of these injuries
can become more difficult if any foreign body material is
retained in the wound. Common complications from retained
foreign bodies include persistent pain, infection, and tendon
or nerve damage.! A less common complication is migration
of the retained foreign body away from the initial site of
injury. Although distal** and proximal® migration of foreign
bodies has been documented in injuries originating at the
wrist, these reports are rare. Migration of a foreign body is
not usually a factor considered during diagnosis. Therefore, a
foreign body that has migrated can easily be missed by diag-
nostic imaging and surgical exploration, which are targeted
at the site of injury.

In this article, we report the case of a foreign body that
migrated presumably within the tendon sheath from the
distal palmar crease of the hand to the middle phalanx. This
case illustrates that migration is a possibility that should be
kept in mind when diagnosing and treating patients with
injuries caused by foreign bodies in the hand.

CASE REPORT

A 35-year-old right-hand—dominant woman presented to
the orthopedic clinic complaining of palm and long-finger
pain in the right hand 1 day after being punctured by a
sago palm thorn. The patient believed she had removed the
entire thorn at time of injury. Physical examination showed
a small puncture wound in the right palm at the distal pal-
mar crease, in line with the long finger. The patient had full
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range of motion, including independent flexor digitorum
superficialis and profundus function. She did not have
pain or swelling along the flexor tendon sheath of the long
finger. However, she did have slight tenderness with active
maximum extension of the long finger. X-rays of the right
hand were unremarkable. The patient was placed on a 10-
day course of oral cephalexin 250 mg 4 times a day.

Ten days after injury, the patient’s symptoms were essen-
tially unchanged, except that some swelling developed in
the right long finger (Figure 1). The palmar puncture
wound site was surgically explored, and no foreign body
fragments were found. In addition, the tendons, retracted
and delivered through the skin incision, appeared normal.
Histopathology of a specimen intraoperatively biopsied
from the flexor tendon sheath showed some refractile for-
eign material consistent with plant material.

After surgery, swelling persisted, and the patient devel-
oped limited motion at the extremes of active flexion and
extension. After 2 months, the decision was made to reex-
plore the palmar puncture site and flexor tendon and obtain
tissue specimens for culture, including atypical mycobac-
terial and fungal cultures. During the second surgery, the
palmar site and flexor tendon still appeared unremarkable.
As there was some swelling in the long finger, the flexor
tendon sheath was explored distally through a separate
incision over the middle phalanx. A transversely oriented
fragment of the sago palm thorn was found within the flexor
tendon sheath (Figure 2). Flexor tendon sheath material was
cultured and subsequently found to be negative.

Figure 1. Site of puncture wound along distal palmar crease 10
days after injury and before surgery. Swelling of right long
finger is also visible.



Figure 2. Puncture site reexplored 2 months after injury still did not
show retained thorn fragment, but the distal flexor tendon sheath in
the long finger just proximal to the A4 pulley revealed a transversely
oriented thorn fragment lying within the tendon sheath.

After the second surgery, the swelling resolved, and the
patient’s right long finger regained full range of motion. The
patient had normal function and no symptoms at 9-month
follow-up.

DiscussioN

The hand is perhaps the most common site for foreign body
injury. In most cases, the foreign body is removed, and no
medical follow-up is required. When medical care is needed,
clinical examination, imaging, and surgical exploration, if
performed, are targeted at the initial wound site. As many
foreign bodies are small or brittle, it is not uncommon for
fragments to be unintentionally left behind in the tissue at
initial treatment.! Retained foreign bodies can be difficult
to diagnose—an accurate history may be hard to obtain,
imaging studies may not be specific for the particular type of
retained material, and a large surgical exploration may not be
possible. These difficulties are compounded when the foreign
body migrates from the original site of injury.

Migration of foreign bodies in the hand has been noted
in previous case reports.>> According to this literature,
symptoms of pain or swelling caused by a migrated foreign
body can occur days, months, years, or even decades after
the initial injury, so it may be difficult to get an accurate
history. Even if the history is accurate, the foreign body
may have migrated almost any distance from the initial
injury site. Ultrasound is considered the most sensitive
imaging modality for plant material.>!* Failla and col-
leagues® reported using ultrasound to identify a 0.5-mm
thorn. If the material has migrated, however, locating it
may be difficult with any imaging study. The same is true
when surgical exploration is used to make a diagnosis.

We speculate that, in our patient’s case, the foreign body
was able to migrate because of several injury-site factors
(including the anatomy of the tendon sheath) and the char-
acteristics of the retained thorn fragment. When the patient
pulled the thorn out immediately after injury, part of it
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remained in the tissue adjacent to or within the tendon sheath.
The tendon sheath is a closed space that is under pressure.!!
Inflammation at the wound site can increase this pressure,'?
which could have pushed the fragment forward in the sheath
space. The motion of the flexor tendon may have pushed the
fragment more distal, while the shape of the fragment could
have prevented it from moving back down, thus aiding in
its migration. The fragment had a sharp point with a wide,
blunt base, where it appeared to have broken off. We theorize
that the combination of these factors allowed the fragment
to migrate far in the tendon sheath. Although the fragment
appeared to have traveled through the Al and A2 pulleys,
distal migration apparently halted just proximal to the A4
pulley because of limited space within the A4 pulley and/or
transverse orientation of the fragment. This migration led to
difficulties in the diagnosis and treatment of the case.

CONCLUSIONS
We believe that the entire flexor tendon sheath should be
thoroughly examined in cases in which a foreign body is
introduced anywhere along the sheath and persistent symp-
toms indicate presence of a retained foreign body. The poten-
tial for migration should be kept in mind when diagnosing
and treating these cases.
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