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Recognizing and treating
trigger finger

This inflammatory condition can leave your patient in
pain and with impaired function. Here's what you need to
know about the diagnosis and Tx options to provide relief.

PRACTICE
RECOMMENDATIONS

> Recommend splinting
as a first-line conservative
treatment for trigger
finger if there is not a fixed
contracture.

) Prescribe corticosteroids,
which may completely resolve
trigger finger in the majority
of patients without

diabetes. (A)

) Refer patients for surgical
release if they do not respond
fo conservative management.
The surgical success rate is as
high as 99%. (&)

Strength of recommendation (SOR)

Good-quality patient-oriented
evidence

Inconsistent or limited-quality
patient-oriented evidence

Consensus, usual practice,
opinion, disease-oriented
evidence, case series

CASE »

A 55-year-old right-hand-dominant woman presented to the clin-
ic with a chief complaint of right ring finger pain and stiffness.
There was no history of trauma or prior surgery. She had no tin-
gling or numbness. She had a history of type 2 diabetes that was
well controlled. She worked as a clerk for a government office for
many years, and her painful, limited finger motion interfered with
keyboarding and picking up items. Physical examination revealed
tenderness to palpation over the palmar aspect of the metacarpo-
phalangeal joint (MCPJ) of the ring finger with no other joint ten-
derness or swelling. When she made a fist, her ring finger MCPJ,
proximal interphalangeal joint (PIPJ), and distal interphalangeal
joint (DIPJ) locked in a flexed position that required manipulation
to extend the finger. A firm mass was palpated in the palm with
finger flexion that moved into the finger with extension.

tenosing tenosynovitis, also known as trigger finger (TF),

is an inflammatory condition that causes pain in the distal

palm and proximal digit with associated limited motion.
The most commonly affected digits are the middle and ring fin-
gers of the dominant hand.' The disorder is particularly notice-
able when it inhibits day-to-day functioning.

TF affects 2% to 3% of the general population and up to
20% of patients with diabetes.>* Patient age and duration of dia-
betes are commonly cited as contributing factors, although the
effect of well-controlled blood glucose and A1C on the frequency
and cure rate of TF has not been established.** TF is most com-
monly seen in individuals ages 40 to 60 years, with a 6 times’
greater frequency in females than males.’

In the United States, there are an estimated 200,000 cases
of TF each year, with initial presentation typically being to a pri-
mary care physician.® For this reason, it is essential for primary
care physicians to recognize this common pathology and treat
symptoms early to prevent progression and the need for surgical
intervention.
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FIGURE 1

The pathology of trigger finger

tendon gliding.

g

The flexor tendon passes through a
normal annular pulley (part of the
tendon sheath). f

A tight annular pulley restricts

On forced flexion, the lumpy tendon
passes through the tight pulley. The
finger remains “locked.”

A stenotic tendon tunnel can lead to nodular formation of the flexor digitorum superficialis tendon.
This results in difficulty with extension, significant pain, and a popping sensation when the nodule is

forced under the pulley.

An impaired gliding motion

of the flexor tendons

In each finger, a tendon sheath, consisting
of 5 annular pulleys and 3 cruciate pulleys,
forms a tunnel around the flexor digitorum
profundus (FDP) and flexor digitorum super-
ficialis (FDS). The tendon sheath allows for
maximum force by eliminating bowstringing
of the tendons when the digit is flexed. Deep
to the tendons and surrounding the tendons is
a synovial membrane that provides nutrition
and reduces friction between the tendons and
the tendon sheath.”

The FDP is longer and assists in flexion
of the MCPJ and the PIP]. It is the sole flexor
of the DIP]J. The shorter FDS assists in flexion
of the MCPJ and is the primary flexor of the
PIP]. The bifurcation of the shorter FDS
tendon allows the longer FDP tendon to pass
through to continue to its insertion on the
distal phalanx.

In the thumb, the flexor pollicis lon-
gus (FPL) is the only flexor within its ten-
don sheath. The FPL assists in flexion of the
MCP]J and flexes the thumb interphalangeal
joint (IP]). The intrinsic muscles (lumbricals
and interossei) do not extend into the tendon
sheath and do not contribute to TE.

ITF occurs when the tendon sheath,
most commonly at the first annular pulley
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(A1), or the flexor tendons thicken due to fi-
brocartilaginous metaplasia. This results in
impaired gliding motion of the flexor ten-
dons.? The stenosed Al pulley can lead to
pinching of the flexor tendons and cause the
formation of a nodule on the FDS tendon at
its bifurcation.’ The nodule of the FDS bifur-
cation moves proximal to the Al pulley when
the finger is flexed. Upon extension, the ten-
don nodule may get caught on the Al pulley.
This prevents smooth extension and is the
source of pain and triggering (FIGURE 1). In a
similar manner, thumb triggering is the result
of a stenosed Al pulley creating a nodule on
the FPL tendon, which prevents smooth glid-
ing of the FPL.

What you'll see

TF is characterized by locking, popping, or
clicking at the base of the finger or thumb.”'° A
small nodule may be palpated on the palmar
aspect of the MCPJ when the finger is flexed.
This nodule will then move distally when the
finger is extended. Patients will present with
the affected digit in a flexed position and will
have difficulty extending the digit. In some
cases, the patient may have to use the other
hand to straighten the affected digit. In more
severe cases, the digit may be fixed in a po-
sition of flexion or extension. The severity of
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Trigger finger
affects 2% to 3%
of the general
population and
up to 20% of
patients with
diabetes.
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Trigger finger
occurs when

the tendon
sheath or the
flexor tendons
thicken due to
fibrocartilaginous
metaplasia.
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TABLE
Green’s classification system!

Grade

Symptoms

| (pre-triggering)

Tenderness and pain at A1 pulley

Il (active) Catching with active full extension
IIIA (passive) Catching requiring passive extension
11IB (passive) Inability to actively flex

IV (contracture)

Catching with fixed flexion contracture of PIPJ

PIPJ, proximal interphalangeal joint.

triggering is commonly graded by the Green’s
classification system (see TABLE'!).

Is it Dupuytren contracture,

trigger finger, or something else?

The differential diagnosis for TF includes Du-
puytren contracture, MCPJ sprain, calcific
peritendinitis, flexor tenosynovitis, diabetic
cheiroarthropathy (DCA), rheumatoid arthri-
tis (RA), osteoarthritis (OA), and crystalline
arthropathy (gout).®

I Dupuytren contracture is usually non-
painful and manifests with a palpable cord in
the palm and a fixed flexion contracture that
has progressed over time, with no history of
catching.

I MCPJ sprain is diagnosed with tender-
ness of the MCPJ and a history of trauma.

I Calcific peritendinitis is character-
ized by pain, tenderness, and edema near
a joint with calcified deposits seen on
radiographs.

I Flexor tenosynovitis manifests with
fusiform swelling of the digit, tenderness
over the flexor tendon sheath, and pain with
passive extension of the digit; it is more com-
monly associated with RA.

IDCA, RA, OA, and gout usually affect
more than 1 digit. DCA is associated with
both type 1 and type 2 diabetes and is charac-
terized by thickened, waxy skin and painless,
limited extension of the digits. RA and OA are
diagnosed by medical history, lab work, and
radiographs. Gout is diagnosed with lab work
and aspiration of joint fluid.

A thorough history, physical exam, and
review of radiographs must be performed to
rule out these other disorders. Once the diag-
nosis of TF is made, available treatment op-
tions should be pursued.
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Treatment: A conservative

or surgical approach?

Current treatment options include both
nonsurgical (conservative) and surgical in-
terventions. Nonsurgical interventions in-
clude activity modification, splinting, and
corticosteroid injections. While nonsteroidal
anti-inflammatory drugs are commonly rec-
ommended to resolve the local inflammation
secondary to triggering, there is no scientific
evidence to support their use at this time.”
Surgical interventions, utilized in more se-
vere cases or after conservative treatment
has failed, include percutaneous and open
release of the tendon sheath.?”

Conservative treatments

1 Splinting is only an option for digits that re-
tain flexibility (Green’s classification grades I,
11, and III). The goal of splinting is to keep the
affected digit in extension to avoid repeated
friction between the tendon and the tendon
sheath.' This ideally allows any cartilaginous
metaplasia or inflammation to resolve, sub-
sequently alleviating symptoms. The recom-
mended length of treatment with splinting
ranges from 3 to 12 weeks, with an average of
6 weeks.!

Multiple studies have shown long-
term alleviation of symptoms with the use
of orthotic devices. A retrospective analysis
found that 87% of patients who wore their
PIP] orthotic device both day and night for
a minimum of 6 weeks required no further
treatment at 1-year follow-up.” In contrast,
MCP] splinting only at night has been shown
to resolve symptoms in just 55% of patients
after 6 weeks.!"* From a practical standpoint,
however, patients are more likely to be com-
pliant with night-only splinting, making it a
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reasonable option. Splinting does remain ef-
ficacious for patients even after 6 months of
symptomatology.'®

Day and night splinting for approxi-
mately 8 weeks using a PIPJ orthotic could
be considered as an effective first-line in-
tervention.'® Notably, PIP] splinting is more
functional, as it allows motion of the MCP]J
and DIPJ. There are several options available
for PIPJ splints, including a stiff cushioned
sleeve, a prefabricated plastic splint, and a
large adhesive bandage.

An adjunct treatment to splinting is ten-
don-gliding exercises, including passive IP]
flexion, full finger flexion and extension, and
hooking.” Patients may remove the orthotic
device to perform these exercises 3 times a
day for 5 repetitions, as well as for activities
that are not conducive to splinting.'®

1 Corticosteroid injections. Injections of
a corticosteroid and 1% lidocainein a 1:1 mix-
ture for a total volume of 1 cc can be inserted
into the tendon sheath, Al pulley, or adjacent
tissue.'” Steroid injections help to decrease
inflammation and pain in the affected area,
giving symptom relief lasting a few months in
as many as 57% to 87% of patients.'®

While the location of the injection has
been debated, recent literature suggests that
symptoms can be effectively alleviated re-
gardless of the specific anatomic injection
site, such as intra-sheath or extra-sheath
(FIGURE 2)."* This allows flexibility for the cli-
nician, as the injection does not have to be
placed within the tendon sheath. Corticoste-
roids should not be injected into the tendon
itself, and the needle tip should be slightly
withdrawn if there is resistance while inject-
ing. Patients who are averse to injections have
been shown to benefit from needle-free jet
lidocaine (J-tip) administration prior to the
actual steroid injection.?

A randomized controlled trial compar-
ing dexamethasone to triamcinolone injec-
tions found no difference in outcome at the
3-month follow-up (n = 84).'” This may sug-
gest that the choice of corticosteroid is at the
clinician’s discretion. In terms of long-term
efficacy of steroid injections, it has been
shown that 70% of trigger digits had complete
resolution of symptoms at a mean follow-up
of 8 years after just 1 injection (n = 43).2!
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FIGURE 2
A corticosteroid injection at
the Al pulley provides relief

An injection of 1 cc of 1:1 dexamethasone and

1% lidocaine at the level of the A1 pulley is a common
treatment modality for trigger finger. Efficacy has
been shown, regardless of anatomic injection site
(intra-sheath or extra-sheath).

Some patients, though, may require ad-
ditional corticosteroid injections to main-
tain symptom control. If multiple injections
are performed, they should not be given in
intervals shorter than 4 months between
treatments.® Furthermore, steroids can be
administered safely up to 3 times in the same
digit before surgery is recommended.?

A patient’s options should be reconsid-
ered if efficacy is not demonstrated with prior
injections. Notably, a lower success rate has
been shown in patients with type 2 diabetes
(66%) compared to those without diabetes
(90%).** This difference in success rates is
not well understood, as there is no causal re-
lationship between well-controlled diabetes
and TE* Complications of corticosteroid in-
jections include local pain, fat atrophy, and
hypopigmentation at the site of the injection,
as well as short-term elevations in blood glu-
cose levels in patients with diabetes.>*

Surgical correction (to be discussed)
remains superior to steroid injections in
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FIGURE 3

The Al pulley release

ILLUSTRATION BY JOSE BORRERO, MD

(L to R: The metacarpophalangeal, proximal
interphalangeal, and distal interphalangeal joints.)

For definitive surgical management, the A1 pulley must be divided
(red arrow) to relieve the obstruction and allow smooth flexion and

extension.

FDP, flexor digitorum profundus; FDS, flexor digitorum superficialis.

terms of cure rate and resolution of symp-
toms. A randomized controlled trial (n = 165)
found that an injection-only group reported
86% and 49% success at 3-month and
12-month follow-up, respectively, compared
to 99% success at both 3- and 12-month
follow-up for the surgical group. Further, at
12-month follow-up, the median pain scores
were significantly higher in the injection
group (3; range, 1-9) than in the surgery group
(1; range, 1-7).® If conservative treatment
modalities lead to unresolved symptoms or
recurrence, referral to a hand specialist for
surgery is recommended.

Surgical treatments

in an office setting

Procedures for TF can be safely performed
under conscious sedation or local anesthesia,
with or without a tourniquet.”® Wide-awake
procedures with local anesthesia and no
tourniquet (WALANT) can be performed in
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an office-based procedure room rather than
the operating room. This increases efficiency
for the surgeon, reduces the amount of prep-
aration and recovery time for the patient, and
helps to keep costs down.

I Percutaneous release involves the in-
sertion of a 16-gauge hypodermic needle into
the affected Al pulley. The needle is used to
fray and disrupt the pulley by moving the
needle tip over the fibrotic Al pulley.

However, it is not without possible com-
plications.?” Inadvertent A2 pulley damage is
particularly troublesome, as it leads to “bow-
stringing” or protrusion of the flexor tendon
into the palm upon flexion. This can cause
pain and failure to fully extend or flex the
finger."” Because the anatomy is not well vi-
sualized during the percutaneous approach,
incomplete release, neurovascular injury,
and iatrogenic injury to the A2 pulley or deep
tendon may occur.?® Ultrasound-guided per-
cutaneous release techniques have shown
effective clinical outcomes with minimal
complications compared to nonguided per-
cutaneous release techniques.?*

1 Open release is the gold standard sur-
gical treatment for trigger finger (FIGURE 3). A
small incision (1-2 cm) is made directly over
or proximal to the Al pulley in the distal pal-
mar crease at the base of the affected digit.
After blunt dissection through the subcuta-
neous tissue, the Al pulley is sharply incised.
An open approach has the clear benefit of
avoiding the digital neurovascular bundles,
as well as visualizing the resolution of trig-
gering upon flexion and extension prior to
closure. The WALANT procedure has the ad-
vantage of allowing the awake patient to ac-
tively flex and extend the digit to determine
if the A1 release has been successful prior to
closure of the incision.

I Outcomes and complications of sur-
gery. A recent systematic review and meta-
analysis has shown percutaneous techniques
to be successful in 94% of cases.”” The suc-
cess rate of open surgery has been reported at
99% to 100% at varying follow-up intervals up
to 1 year.?*3! The complication rate for per-
cutaneous release (guided and nonguided)
was calculated at 2.2% (n = 2114).% In another
study, the overall complication rate of open re-
leases was calculated at 1% (n = 999).% When

| voL 70, NO 7



TRIGGER FINGER

comparing percutaneous release (guided and
nonguided) and open release, a meta-analysis
found no significant difference in complica-
tion rate (RR = 0.84) or failure rate (RR = 0.94).%

Several risk factors have been associated
with postoperative surgical infection, includ-
ing recent steroid injection (< 80 d), smoking
status, increasing age, and pre-operative use
of lidocaine with epinephrine.*® Open re-
lease has been shown to be an effective and
safe treatment modality for patients with and
without diabetes alike.?* Overall, definitive
surgical correction has been demonstrated to
be superior to conservative measures due to
a significantly lower rate of recurrence.®

CASE »

Given the patient’s presentation with triggering
of the digit, tenderness over the A1 pulley, and
lack of trauma history, we diagnosed trigger fin-
ger in this patient. Potential treatments included
splinting, corticosteroid injections, and surgery.
After discussion of the risks and benefits of each
treatment option, the patient elected to under-
go a corticosteroid injection. She was also given
a neoprene finger sleeve to wear every night,
and in the daytime when possible.

At 12-week follow-up, she noted early im-
provement in her triggering, which had since
recurred. Due to her history of diabetes, the pa-
tient was then referred for surgery. She had an
open release under local anesthesia. The surgery
was uncomplicated, and the abnormality was
corrected. At the patient’s 1-year postoperative
follow-up visit, there was no evidence of recur-
rence, and she had regained full active and pas-
sive range of motion of her finger. JFP
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