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ABSTRACT

Riziform bodies are structures in the synovial fluid or attached to the synovium, which macroscopically
resemble rice grains. They are common in patients with rheumatoid arthritis and result from a chronic
inflammation. They are found in 25% of aspiration procedures or joint surgery. However, there are still no
publications reporting its presence in the subcutaneous tissue. We report for the first time the occurrence
of riziform bodies in the subcutaneous plane of the palmar region in a patient with rheumatoid arthritis,
confirmed by sonographic and anatomopathological examination, successfully treated with surgical drai-
nage, without recurrences after two years of follow-up.

Keywords: Abscess; Rheumatoid arthritis; Dermatopathies; Hand dermatoses; Outpatient Surgical Pro-
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RESUMO

Corpos riziformes sdo estruturas que podem ser encontradas no liquido sinovial ou aderidas a sinévia, que se asseme-
lham macroscopicamente a grdos de arroz. Sdo frequentes em pacientes com artrite reumatoide e decorrem de resposta
inflamatéria crénica. Sao encontrados em 25% dos procedimentos de aspiracdo ou cirurgias das articulagoes. Porém,
ainda néo existem publicagdes relatando sua presenga no subcutdneo. Relatamos, pela primeira vez, a ocorréncia de cor-
pos riziformes no subcutdneo da regido palmar em paciente com artrite reumatoide, confirmados por exames ultrassono-
grdfico e anatomopatoldgico, tratados com sucesso com drenagem ciriirgica, sem recidivas apés dois anos de seguimento.
Palavras-chave: Abscesso; Artrite reumatoide; Dermatopatias; Dermatoses da mdo; Procedimentos cirtirgicos ambu-
latoriais; Técnicas de diagndstico por cirurgia
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INTRODUCTION

Riziform bodies are structures found in the synovial fluid
or adhered to the synovia. They receive this name because they
macroscopically resemble rice grains." These agents occur due
to a chronic and nonspecific synovial inflammatory response.”
They are composed of an acidophilic center of collagen types I,
I1, and IV, encapsulated in the periphery by fibrin.**

These structures were described for the first time in
1895 in a patient with tuberculous arthritis." They were later
described in association with other diseases, such as rheuma-
toid arthritis (RA), juvenile idiopathic arthritis (JIA), osteoar-
thritis, tenosynovitis associated with brucellosis, joint infection
by mycobacteria and fungi, or even idiopathically, in patients
without comorbidities."?

They are currently more frequently associated with
rheumatoid arthritis than seronegative arthritis. Its removal en-
sures clinical improvement for patients, reduction of synovitis,
and the possibility of investigating infectious causes.’®

Riziform bodies are found in 25% of aspiration procedures
or joint surgeries.>* However, there are still no publications repor-
ting their presence in the subcutaneous plane, even in patients with
rheumatoid arthritis. In this article, we report, for the first time, the
occurrence of riziform bodies in the subcutaneous tissue of the
palmar region in a patient with rtheumatoid arthritis, confirmed by
ultrasound and pathological examinations. They were successfully
surgically drained, with no recurrences after a two-year follow-up.

CASE REPORT

A 67-year-old woman, skin phototype II, born and re-
sident in Sio Paulo, sought medical care for three weeks com-
plaining of pain and difficulty opening her right hand (Figure 1).
Dermatological examination revealed an erythematous tumor,
poorly delimited, measuring 2.7 ¢m in its longest axis, surmou-
nted by hyperkeratotic areas in the right palmar region, at the
level of the metacarpophalangeal joints, between the second and
fourth fingers (Figures 2A and 2B).

She had a personal history of hepatitis C, diabetes mellitus,
sickle cell anemia, rheumatoid arthritis, and kidney transplanta-
tion 26 years ago. The patient was in use of ribavirin, NPH hu-
man insulin, azathioprine, folic acid, B complex, alpha epoetin,
and prednisone 5 mg/d.

The differential diagnoses included cutaneous abscess,
tenosynovitis, epidermal inclusion cyst, adnexal tumor, and Du-
puytren’s contracture.

Given that the clinical characteristics suggested the diag-
nosis of abscess, we chose treatment with oral ciprofloxacin 500
mg 12/12h for ten days and requested exams, including imaging.
After a week, the patient returned with the results of the exams,
and the lesion still looked the same.

The ultrasound of the right hand showed tendons with
an extensive circumscribed collection, walls, and hypoechoic
content associated with thick suspension debris surrounding the
tendons (Figure 3).
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FIGURE 2: A - Dermatological examination: erythematous

tumor, poorly delimited, surmounted by hyperkeratotic
areas in the region of the metacarpophalangeal joints of

the right hand. B - Oblique view: erythematous tumor
surmounted by hyperkeratotic crust. C - Surgical drainage:
visualization of multiple granular structures, pearlescent,
with fibroelastic consistency and smooth surface.
D - Drainage of the entire content of the lesion
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FIGURE 4: A - Surgical drainage: visualization of multiple

granular structures, pearlescent, with fibroelastic
consistency and smooth surface. B - Drainage of the entire
content of the lesion

We conducted the surgical drainage of the lesion. During
the procedure, we observed the presence of a fibrous nodule
adhered to the deep planes, associated with the emergence of
multiple granular, cystic structures, with fibroelastic consistency
and smooth surface (Figures 4A and 4B).

The material was sent to the anatomopathological exam
(Figures 5A, 5B, 5C, and 5D), which showed granular material
represented by hyalinized collagen, intermingled with cells with
elongated or ovoid nuclei and rare mononuclear elements, and
presence of foci of dystrophic calcification. In the periphery of
the lesions, we observed the presence of fibrin and macrophages,

FIGURE 3: A - Ultraso-
nography of the right
palmar region:
perpendicular section
showing a
circumscribed hy-
poechoic collection.

B - Ultrasonography of
the right palmar region:
tendons with extensive
circumscribed
collection of hypoechoic
content associated with
debris

FIGURE 5: A - Material sent for anatomopathological study.
B - Anatomopathological: general view. C- Image with
microscopic magnification of 40 times, showing hyalinized
collagen intermingled with cells with elongated or ovoid
nuclei and rare mononuclear elements. Presence of foci
of dystrophic calcification. In the periphery of the lesions,
there is the presence of fibrin and macrophages.

D - 70-fold magnification on optical microscopy, showing
hyalinized collagen intermingled with cells with elongated
or ovoid nuclei and rare mononuclear elements. Presence
of dystrophic calcification foci. In the periphery of the le-
sions, there is the presence of fibrin and macrophages
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FIGURE 6: A - Follow-up three weeks after the procedure. B - Follow-up two months after surgical drainage. C - Image after
two years of follow-up, showing no recurrence in the site or in other joints

some of them phagocytizing a light brown pigment with the
characteristics of hemosiderin. There was an absence of signs of
malignancy. These features confirmed the diagnosis of “riziform
bodies”.

One month after the drainage, the patient returned for
consultation, presenting clinical improvement; however, she still
had difficulty flexing her fingers (Figure 6A).

Two months after the drainage, the patient returned with
significant clinical improvement, including the ability to flex her
fingers, which was previously difficult to perform (Figure 6B).

The patient evolved with complete wound healing and
no recurrence after a two-year follow-up (Figure 6C).

This article presents the complete clinical picture and the
follow-up of the lesions within one month, two months, and
two years after the procedure.

DISCUSSION

Riziform bodies are prevalent in patients with rheuma-
toid arthritis. Previous studies have already demonstrated its pre-
sence in 72% of the joint effusions of these patients.> On average,
they appear in rheumatoid arthritis with six to nine years of
evolution. Still, they can occur both at the onset of the condition
and in later stages, without association with the disease severity.®

Its pathogenesis remains uncertain. It is believed that the-
se bodies are the end product of an inflammatory and prolifera-
tive process in the synovia, associated with ischemia with subse-
quent degeneration and desquamation of the same, encapsulated
by fibrin.°

In this article, the patient had a previous diagnosis of
rheumatoid arthritis. On the other hand, other authors repor-
ted the presence of riziform bodies before the diagnosis of in-
flammatory arthritis, highlighting the importance of following
up on these patients for at least one to two years for etiological
investigation.?

Riziform bodies have already been isolated in chronic
infectious arthritis of the hands, mainly caused by Mycobacterium
marinum and M. avium.” However, it is the first article to report
their occurrence in this location, associated with rheumatoid ar-
thritis.

Furthermore, during surgical drainage, we observed that
they originated from the subcutaneous tissue of the patient’s
palmar region, unlike what is expected in rheumatoid arthritis,
in which they predominantly occur within the bursa, with the
subacromial being the most affected. This subcutaneous occur-
rence was previously reported only in tenosynovitis caused by
mycobacteria.®

In patients with rheumatoid arthritis, consideration of
concomitant infection is essential, especially in patients using
immunosuppressants and corticosteroids.”

As shown the particles are characterized, macroscopically,
by a smooth, light, yellow surface. However, it has already been
demonstrated that riziform bodies can present several morpho-
logical variations: color (between white and yellow), consistency
(smooth or rough), and size (from less than 2 mm to greater than
7mm).°
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In this case, the patient had complete remission of the le-
sion after surgical drainage without the need for additional treat-
ments. Other authors have reported similar results after treat-
ment but with a shorter follow-up time than described in this
article.” The improvement with drainage seems to be due to the
removal of fibrin deposits that make up the riziform bodies since
this substance presents the ability to perpetuate the inflamma-
tory stimulus in the joints.” Thus, in addition to being curative,
surgical drainage reduces the recurrence risk, as observed during
the two-year follow-up of our patient.’

Another measure associated with surgical treatment is
the clinical control of underlying arthritis with specific pharma-
cological therapy, and, in cases of associated infection, antimicro-
bial therapy should be introduced.
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CONCLUSION

What most caught our attention in this patient was the
rarity we came across similar cases.

The diagnosis was made through physical examination
combined with ultrasound examination and confirmed by pa-
thological examination. Along with the unique characteristics of
the surgical finding, we concluded this unusual and rare diag-
nosis.

In this case, we believe that the etiology is rheumatoid
arthritis. As the clinical evolution has been satisfactory, we did
not conduct other tests, nor the proposal in the literature for the
excision of the affected tendon sheath. However, we are closely
following the evolution of the clinical picture, which continues
without recurrences and with good recovery of joint move-
ments after two years of follow-up. e
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