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Abstract 
De Quervain tenosynovitis (DQT) is a frequent cause of 
radial-sided wrist pain, resulting from tendinopathy of 
the first extensor compartment. DQT is associated with 
repetitive movements of the thumb and wrist, and is 
characterized by inflammation of the tendons within 
this compartment—the abductor pollicis longus and 
extensor pollicis brevis. This review provides a clinically 
focused framework for the urgent care provider on the 
evaluation and management of DQT, structured around 
common questions faced at the bedside. The patho-
physiology is discussed, highlighting a modern under-
standing that includes both degenerative changes and 
a secondary inflammatory response. 

Diagnosis is primarily clinical, based on a history of 
gradual-onset pain over the radial styloid, exacerbated 
by movement. The physical exam is notable for point 
tenderness and a positive provocative maneuver, such 

as the Finkelstein or Eichhoff tests. While imaging is 
not required for diagnosis, radiography is appropriate 
to rule out underlying bony pathology, such as osteoar-
thritis or fracture in the hand or wrist. 

Urgent care management is centered on conservative, 
non-operative therapies. The most crucial components 
include comprehensive patient education on activity 
modification, immobilization with a thumb spica splint, 
and a course of oral or topical nonsteroidal anti-inflam-
matory drugs. The provider must also be able to differ-
entiate DQT from “red flag” conditions (eg, scaphoid 
fracture, septic tenosynovitis) and common mimics (eg, 
Wartenberg syndrome). Patients with severe or refrac-
tory symptoms unresponsive to initial conservative 
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Questions for the Clinician at the Bedside

1. What historical clues point toward De Quervain 
tenosynovitis (DQT) over other causes of wrist 
pain? 

2. How is the Finkelstein test properly performed, 
and what does it signify? 

3. What are the key components of initial 
conservative management for DQT in the urgent 
care setting? 

4. Which patients with radial wrist pain require 
imaging or immediate referral?



management warrant referral for specialty evaluation, 
which may include corticosteroid injections or surgical 
consultation. 
 
Clinical Scenario 
A 21-year-old female college senior presented to urgent 
care. She said she had been typing a term paper and 
practicing for the spring softball intramural league. She 
reported pain on the radial aspect of her right wrist, 
which she described as dull and throbbing. The pain 
began 4 days prior and was worse with range of motion. 
She denied fever, numbness, or injury to the hand or 
wrist. 

Her vital signs and general appearance were normal. 
She was breathing comfortably, and the right wrist was 
normal in appearance. There was tenderness to palpa-
tion over the radial aspect of the distal forearm, which 
was worse with range of motion, particularly ulnar de-
viation of the wrist. There was no erythema or swelling. 
Her neurovascular status was intact with 2+ radial pulse, 
and sensation was intact in the distribution of the radial, 
ulnar, and median nerves. 
 
Background and Epidemiology 
De Quervain tenosynovitis (DQT) is a common cause 
of wrist pain with clear demographic patterns. The con-
dition affects women more often than men, with an 
incidence rate of 2.8 cases per 1,000 person-years, com-
pared to just 0.6 in men.1 The peak age of onset is typi-
cally between 40 and 59 years.2 It is famously linked to 

pregnancy and the postpartum period, with a cumu-
lative incidence of 2.1% in pregnant women.3 Rheu-
matoid arthritis is also a significant risk factor; teno-
synovitis is a known feature of rheumatoid arthritis, 
with one study showing its presence in 47.7% of pa-
tients with the disease.4 

The condition is strongly associated with activities 
involving repetitive thumb and wrist motion, including 
certain sports. Increased training time in professional 
volleyball players has been shown to increase the like-
lihood of the disease,5 and it is also identified in amateur 
tennis players, particularly those using a grip that pro-
motes radial-sided wrist movements.6 DQT has also 
been linked to frequent texting,7 and a survey of teen-
agers who play mobile games found a positive Finkel-
stein test in 49% of participants, with the risk increasing 
with prolonged play time and frequent changes in wrist 
position.8 Despite popular belief, there is no association 
between the disease and manual labor.9 
 
Relevant Anatomy 
DQT involves the first extensor compartment of the 
wrist, a fibro-osseous tunnel situated on the radial side 
of the wrist, directly over the radial styloid process. Two 
key tendons responsible for thumb movement travel 
through this sheath: the abductor pollicis longus (APL) 
and the extensor pollicis brevis (EPB).10 (Figure 1) 

Anatomical variations within this compartment are 
common and have significant clinical implications, par-
ticularly regarding the failure of treatment. Septations 

within the compartment are a key 
anatomical variation contributing to 
DQT. A complete or partial septum 
dividing the compartment is found 
in 40%–60% of cases.11,12 The pres-
ence of a septum isolating the EPB 
tendon in its own subcompartment 
may be a primary reason for the fai-
lure of corticosteroid injections if the 
medication fails to reach both sub-
compartments.11,12 Multiple varia-
tions of tendons of the APL, found 
in all specimens in one cadaveric 
study, are also considered clinically 
relevant to the development of 
DQT.13  
 
Pathophysiology 
Historically, DQT has been consid-
ered a noninflammatory, degener-
ative process, making the “-itis” suffix 
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Figure 1. First Extensor Compartment Anatomy in De Quervain 
Tenosynovitis



in “tenosynovitis” a misnomer.14,15 Histopathological 
studies have consistently characterized the condition 
to be without inflammation, but with thickening of 
the EPB and APL tendon sheaths and the accumulation 
of mucopolysaccharide, an indicator of myxoid degen-
eration.15 These changes were considered pathogno-
monic, resulting from intrinsic degenerative mech-
anisms.14,15 This thickening of the EPB and APL tendons 
or the extensor retinaculum itself causes impaired glid-
ing of the tendons within the extensor retinaculum, 
resulting in mechanical impairment. 

More recent research has provided direct evidence that 
an inflammatory response is present in DQT. A study 
found that inflammatory markers, including neutrophil 
elastase and cyclooxygenase, were present and increased 
with the severity of collagen disorganization. The study 
also identified macrophage infiltration in more advanced 
stages of the disease, providing clear evidence for the role 
of inflammatory cells and factors in its pathophysiology.16 
This suggests that the pathology of DQT is likely a com-
bination of both degenerative changes and a secondary 
inflammatory response, which helps explain the clinical 
efficacy of anti-inflammatory treatments. 
 
History 
A thorough clinical history is essential, as the diagnosis 
of DQT is based primarily on patient presentation.17 

The onset of symptoms is typically gradual over weeks 
to months and is not associated with a single acute 
traumatic event.18 

Pain is the most prominent symptom, localized to 
the radial side of the wrist over the styloid process. 
Painful sensation may radiate proximally into the fore-
arm or distally into the thumb. The pain is constant 
but is exacerbated by specific movements, such as grasp-
ing objects, abducting the thumb, and ulnar deviation 
of the wrist. It is crucial to inquire about aggravating 
activities, which often involve repetitive or unaccus-
tomed hand use. Common examples include lifting a 
child (“mommy’s thumb”), wringing out clothes, using 
scissors, or engaging in hobbies like golf. 17,18 The pain 
can be severe enough to disturb sleep or render the 
hand immobile.18 While pain is the primary complaint, 
patients may also report stiffness or swelling. Patients 
may also report a sensation of “popping” or “creaking.” 
Typically, symptoms are relieved with rest, icing, or im-
mobilization.17 
 
Physical Examination 
The diagnosis of DQT is primarily clinical,17,19 established 
via patient history and physical examination.20 The car-

dinal finding is localized tenderness upon palpation of 
the first extensor compartment at the radial styloid.20 

Visual inspection may also reveal localized swelling or 
fullness over the compartment, though the physical 
appearance is often normal.20 

The diagnosis is supported by provocative maneuvers, 
though significant confusion persists in the literature 
regarding the “Finkelstein test.”21 The maneuver most 
commonly employed in clinical practice is the Eichhoff 
test, wherein the patient flexes the thumb into their 
palm and closes the fingers over it, after which the ex-
aminer passively ulnar-deviates the wrist.19,21 This test 
is frequently, and incorrectly, referred to as the Finkel-
stein test.19 The true Finkelstein test, as originally de-
scribed in 1930,22 involves the examiner grasping the 
patient’s thumb and applying sharp ulnar abduction.19,22 

This original maneuver is noted to be sensitive but less 
specific as described in the most recent European 
HANDGUIDE consensus from 2014, as it may elicit 
pain in asymptomatic individuals.19 More recent studies 
from 2018, however, have shown that the opposite is 
true: the Finkelstein test produces fewer false positives 
than the Eichhoff test.23 

To improve diagnostic precision, the wrist hyperflex-
ion and abduction of the thumb (WHAT) test has been 
proposed as a more precise tool.21 A prospective study 
that used sonography as the diagnostic standard found 
the WHAT test demonstrated a greater sensitivity (0.99) 
and an improved positive predictive value (0.95) when 
compared to the Eichhoff test.21 

The physical examination must also exclude com-
mon pathologies with similar presentations.19 This dif-
ferential diagnosis includes carpometacarpal osteoar-
thritis, which can be assessed using a “grind test” (axial 
compression and rotation). Other pathologies include 
Wartenberg syndrome (superficial radial nerve irrita-
tion), assessed by checking for a Hoffmann-Tinel sign 
(percussion over the nerve eliciting radiating paresthe-
sia), and intersection syndrome, which presents as pain 
4-8 cm proximal to the radial styloid.19 
 
Diagnostic Imaging 
While the diagnosis is clinical, imaging serves to con-
firm clinical suspicion and, more importantly, to rule 
out other underlying pathologies.20 
 
Radiography 
According to the American College of Radiology (ACR) 
Appropriateness Criteria, initial radiography of the wrist 
is “usually appropriate” for the evaluation of chronic 
wrist pain.24 Radiographs are effective in assessing for 
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bony pathologies, such as a scaphoid fracture, radial 
styloid fracture, or osteoarthritis of the carpometacarpal 
joint.19,25 

Although Finkelstein’s original paper reported radio-
graphs as “uniformly negative,”22 subsequent evidence 
contradicts this. A study demonstrated that a focal radial 
styloid abnormality is a significant radiographic indi-
cator of DQT.25 These radiographic findings may include 
cortical erosion, sclerosis, or periosteal bone apposition. 
These osseous changes are hypothesized to be a reactive 
process secondary to the adjacent, thickened, and ab-
normal tendon sheath.25 
 
Advanced Modalities 
The ACR considers that ultrasound (US) “may be ap-
propriate” for the initial evaluation of chronic wrist 
pain.24 Both sonography and magnetic resonance im-
aging (MRI) can demonstrate findings consistent with 
DQT, including tendon sheath thickening and sur-
rounding soft-tissue edema.25 

If initial radiographs are negative and diagnostic un-
certainty persists or other pathology is suspected, the 
ACR lists MRI of the wrist without IV contrast as 
“usually appropriate” as the next imaging study.24 
 
Laboratory Testing 
Laboratory tests are not indicated unless the clinical 
picture is atypical. If significant systemic inflammation 
or polyarthralgia is present, referral for rheumatoid test-
ing may be warranted to investigate for an underlying 
inflammatory arthritis.4 
 
Urgent Care Management 
The management of DQT in the urgent care setting is 
centered on conservative, non-operative therapies.19 
The primary goals are to reduce pain, decrease inflam-
mation of the tendon sheath, and modify activities to 
prevent recurrence.19 Treatment is typically initiated in 
a stepwise fashion, beginning with the least invasive 
options.19 
 
Non-Pharmacological 
Patient Education and Activity Modification 
Providing adequate patient education is the most crucial 
step in treating DQT.19 Conservative management 
hinges on the patient’s understanding of the nature of 
the injury. The European HANDGUIDE consensus em-
phasizes that patients should always receive instructions 
on activity modification, such as avoiding repetitive 
thumb and wrist movements and avoiding movements 
that cause pain.19  

Splinting 
Immobilization with a splint is a foundational compo-
nent of conservative management. The European 
HANDGUIDE consensus recommends a “long lower-
arm-based splint” that immobilizes the wrist, which 
can either include or exclude the interphalangeal (IP) 
joint of the thumb.19 This is typically worn for 3 to 8 
weeks. If a patient does not comply with splinting and 
activity modification, the underlying mechanical fric-
tion will continue, leading to treatment failure, frequent 
return visits, and progression to a chronic condition 
requiring more invasive intervention.19 

 
Pharmacological 
Nonsteroidal Anti-Inflammatory Drugs 
Oral nonsteroidal anti-inflammatory drugs (NSAIDs) 
are commonly used as a first-line agent, particularly for 
mild symptoms. A study on conservative management 
found that for patients with minimal symptoms, splint-
ing and NSAIDs provided adequate relief.26 For patients 
with minimal symptoms (acute and mild symptoms), 
splinting combined with oral NSAIDs has been shown 
to be an effective initial treatment.19,26 However, this 
combination was notably less effective for patients with 
moderate to severe symptoms.26  
 
Glucocorticoids 
Although not routinely performed in the urgent care 
setting, local corticosteroid injection (CSI) is a highly 
effective primary treatment for DQT. A 2009 random-
ized controlled trial demonstrated that 1 or 2 local in-
jections of triamcinolone acetonide (TCA) provided sig-
nificant short-term improvement in symptoms 
compared to a placebo injection, with a number needed 
to treat of 2.27 This beneficial effect was maintained in 
responders at a 12-month follow-up.27 Experts rec-
ommend using intermediate-acting corticosteroids, such 
as methylprednisolone or triamcinolone, mixed with a 
local anesthetic.19,28  

The role of splinting as an adjunct to CSI is debated 
in the literature. A 2014 study found that combining CSI 
with a thumb spica cast resulted in a significantly higher 
treatment success rate (93%) compared to CSI alone 
(69%).28 However, a 2020 prospective randomized trial 
found that immobilization following CSI did not con-
tribute to improved patient outcomes and noted that 
CSI alone was superior for the resolution of wrist pain.29 

Providers must be cautious regarding the rare but 
serious complication of a tendon rupture following cor-
ticosteroid injection. A recent review of tendon ruptures 
after local steroid injection for stenosing tenosynovitis 
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of the hand identified that this complication is frequently 
associated with the use of triamcinolone acetonide at 
doses of 10 mg or greater.30 While the risk is often linked 
to repeated injections, instances of rupture have been 
documented after as few as 1 or 2 applications.30 

 
Referral and Follow-up 
Sports Medicine 
For patients whose symptoms are refractory to initial 
conservative measures—specifically splinting, activity 
modification, and NSAIDs—referral to a non-operative 
sports medicine specialist for further evaluation and 
possible corticosteroid injection is the most appropriate 
next step.19 

 
Orthopedic Surgery 
Referral to an orthopedic hand surgeon is indicated for 
patients whose symptoms are refractory to conservative 
management, which typically involves failing 1 or 2 
corticosteroid injections.19 Surgical intervention is also 
a primary consideration for patients presenting with 
severe, chronic symptoms. Surgical management has a 
high rate of success. A retrospective study found a sur-
gical cure rate of 91%, with 88% of patients reporting 
full satisfaction with the outcome.31  
 
Next Level Urgent Care Pearls 
� Know the difference between the Finkelstein and 

Eichhoff tests. The maneuver most taught—making 
a fist over the thumb followed by ulnar deviation—
is the Eichhoff test.  

� Upgrade your diagnostic testing. Consider using 
the wrist hyperflexion and abduction of the thumb 
(WHAT) test. Recent studies suggest the WHAT test 
demonstrates greater sensitivity and an improved 
positive predictive value compared to the traditional 
Eichhoff test. 

� Consider anatomic variations in refractory cases. 
A complete or partial septum dividing the first ex-
tensor compartment is found in 40% to 60% of cases. 
If a patient fails conservative management or injec-
tion therapy, it may be due to a septation preventing 
medication from reaching the subcompartment.  

� Screen for texting thumb. Modern usage of mobile 
devices is a significant risk factor. Ensure patient edu-
cation includes modification of how to hold and use 
handheld devices.  

� Consider mimics such as Wartenberg syndrome. 
Prominent numbness, tingling, or paresthesia over 
the dorsum of the hand and thumb should raise sus-
picion for Wartenberg syndrome, an entrapment of 

the superficial branch of the radial nerve.19,32 This 
condition can mimic DQT or, importantly, coexist 
with it.33,34 

 
Red Flags and Legal Pitfalls 
� Delaying or failing to initiate effective conserva-

tive treatment. DQT can progress from an acute, 
manageable condition to a chronic state.19 As symp-
toms become more severe and persistent (ie, lasting 
over 3-6 months), patients are less likely to respond 
to simple measures and often necessitate corticoste-
roid injections or surgical referral.19 The condition 
should not be dismissed as minor, as it can be associ-
ated with significant disability, impairing a patient’s 
work and daily activities.35 

� Failing to consider a differential diagnosis in the 
context of trauma. A history of a fall on an out-
stretched hand or a direct blow to the wrist changes 
the clinical picture. Radial-sided wrist pain, especially 
with tenderness in the “anatomic snuffbox,” must 
be evaluated to rule out a scaphoid fracture.36  

� Confusing DQT with osteoarthritis of the thumb 
carpometacarpal (CMC) joint.19,35 The conditions 
can coexist, but a positive “grind test” eliciting pain 
or crepitus upon axial loading and rotation of the 
thumb metacarpal points toward CMC arthritis.37 
Misdiagnosis is a key reason for the persistence of 
symptoms; in analyses of failed De Quervain surgery, 
a notable number of patients are found to have un-
derlying CMC osteoarthritis that was the true source 
of their pain.38 

� The provider must be alert for signs of septic te-
nosynovitis. Clinical features not typical of De Quer-
vain, such as significant erythema, warmth, fever, or 
severe, unrelenting pain at rest, warrant an urgent 
workup for infection.  

 
Clinical Scenario Conclusion 
The patient’s history of repetitive wrist and thumb mo-
tion from typing and softball, combined with her phys-
ical exam findings, was highly suggestive of DQT. She 
was diagnosed clinically in urgent care. The patient was 
provided with a forearm-based thumb spica splint and 
educated on activity modification, including taking 
breaks from typing and adjusting her grip during athletic 
activities. A course of over-the-counter naproxen was 
recommended for pain and inflammation. She was given 
instructions to follow up with her primary care physician 
or student health services if her symptoms failed to im-
prove after 2-3 weeks of conservative treatment. 
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Takeaway Points 
� DQT affects the APL and EPB tendons in the first ex-

tensor wrist compartment. 
� Suspect DQT in patients with radial wrist pain exac-

erbated by thumb and wrist motion, especially new 
parents or those with jobs requiring repetitive hand 
movements. 

� The diagnosis is clinical; positive Finkelstein, Eich-
hoff, or WHAT tests combined with point tenderness 
over the radial styloid is highly suggestive. 

� Initial UC management is conservative: immobilize 
with a thumb spica splint, advise NSAIDs and ice, 
and educate on avoiding painful activities. 

� Imaging is only necessary to rule out a bony pathol-
ogy; refer patients who fail conservative treatment 
for specialty evaluation and possible corticosteroid 
injection. n 

 
Manuscript submitted December 16, 2025; accepted March 
11, 2026. 
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