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Abstract

Trigger finger is the second cause of consultation with the hand surgeon. In 2009, Kerrigan published a strategy
for the treatment of this pathology, which consists of two infiltrations with corticosteroids in the sheath of the
flexor tendons at the level of the Al pulley, followed by percutaneous or open surgical release, following the
algorithm described by the author. 140 files that met the inclusion criteria were analyzed. It was found that the
female gender is the most frequently affected during the sixth decade of life in 46%. The most frequently
affected finger is the third, affects the right hand in 44% and both hands in 29%. 91% of the patients received a
first infiltration and only 31% of these received a second infiltration. The surgical procedure was decided in
33% of the patients. The longest follow-up was 180 months and the shortest was 3 months with 100% of
asymptomatic patients. The algorithm proposed by Kerrigan in the treatment of this pathology is a good strategy
that has a high success rate without having to perform a surgical procedure as the first treatment option.
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Introduction

Stenosing flexor tenosynovitis of the hand, better known as trigger finger,
is one of the main causes which leads to pain and the inability to use one’s
hand. The tendon entrapment phenomenon is due to the mechanical
pinching of the finger flexor tendons when they pass through a narrow
retinaculum pulley located at the head of the metacarpal. [1-3]

The most common trigger finger shape is primary shape, which is found
in middle-aged females, usually healthy, and with a frequency of two to
six times greater than in males. [1,2,4,5] Thumbs are the most frequently
affected finger, followed by the ring, middle, little, and index fingers.
Secondary type stenosing tenosynovitis can be observed in patients with
Mellitus diabetes, gout, renal diseases, rheumatoid arthritis and other
rheumatic diseases. [6-8]

PATHOPHYSIOLOGY

In fingers, each flexor tendon passes through a series of narrow fibro-
osseous tunnels which serve to optimize balance between movement and
the production of power to maintain the tendon in close apposition to the
articulations which it controls. [1-3] The tendon entrapment phenomenon
is due to the mechanical pinching of the finger flexor tendons when they
pass through a narrow retinaculum pulley located at the head of the
metacarpal. [1-3]

The most outstanding pathological changes in the pulleys show
macroscopic hypertrophy.
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The microscopic examination of such reveal degeneration, the formation
of cysts, fiber division and lymphocyte and plasma cell infiltration. [9]
There is also the presence of chondrocytes in the innermost or friction
layer of the pulleys. Normal A1 and the proliferation of chondrocytes and
the presence of type Il collagen in thickened pulleys. That is,
fibrocartilaginous metaplasia under the influence of repetitive
compressive loads. [3]

Thumbs are the most frequently affected finger, followed by the ring,
middle, little, and index fingers. 5

Secondary type stenosing tenosynovitis can be observed in patients with
Mellitus diabetes, gout, renal diseases, rheumatoid arthritis and other
rheumatic diseases, and it is associated with a worse prognosis after
surgical or conservative treatment. [7-9]

The incidence of trigger finger throughout life in non-diabetic adults over
30 years of age is 2.2% and can reach up to 10% among insulin dependent
adults with Mellitus diabetes. [9-11] surgical treatment has negative
results in 7 to 9% of cases, resulting the nerve injury, infection, incision
pain, flexion deformity, bowstring deformity in the flexor tendon and
recurrence. [1,8,12-14]

The injection of corticosteroids is quite successful, especially among non-
diabetic patients with only one affected finger, one nodule, one defined
palpable nodule and recent symptoms. [15,16]

Although a relationship cannot be made between a corticosteroid and
pulley rupture, all authors recommend not performing the injection of
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Intratendinous corticosteroids upon knowing the wear effect they have on

collagen fibers.

Due to the inhibition in wound healing theory, it is advisable to wait at
least six weeks after the injection of corticosteroids before considering

open surgical release. [8]

CONCLUSIONS
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Throughout the past 10 years, and with the use of the algorithm proposed
by Kerrigan and Stanwix, we have treated 140 patients, 46 of which
required surgery (Tables 1 and 2).

Table 1: demographic data (N = 140)

n (%)
Gender
Female 87 (62.0)
Male 53 (38.0)
Age (years)
0-10 1(1.0)
11-20 0(0)
21-30 4 (3.0)
31-40 6 (4.0)
41-50 18 (13.0)
51-60 46 (33.0)
61-70 41 (29.0)
71-80 17 (12.0)
81-90 7(5.0)
91-100 0(0)
Comorbidities
Healthy 88 (64.0)
Arterial hypertension | 16 (12.0)
Hypothyroidism 13 (8.0)
Mellitus diabetes 6 (5.0)
Others 5 (4.0)
Two or more 12 (7.0)

Table 2: Treatment and follow-up (N = 140)

Treatment
Medical
1t infiltration
2" infiltration
Surgical
Percutaneous
Open
Follow-up (months)
0-3
4-12
13-24
2548
49 — 180

n (%)
127 (91.0)
44 (31.0)

38 (27.0)
8 (6.0)

35 (25.0)
34 (24.0)
32 (23.0)
20 (15.0)
19 (13.0)

The use of the protocol has resulted in an adequate treatment for stenosing flexor tenosynovitis of the hand, which has the advantage of being a clear

and easy strategy to follow (Annex 1).
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Trigger finger
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Grade 1 and Il Grade Ill and IV
1st infiltration
i Failure > 3 months v Failure < 3 months \
o Percutaneous
Success 2nd infiltration
release
l v Reapparance A

Success Success Open realease

Furthermore, it reduces costs while increasing benefits for patients.
Moreover, it contributes toward lowering the complication rates which
arise when following other treatment strategies mentioned by other

authors.

Most primary trigger finger cases can be treated successfully without
surgery, which has also been our experience. Some authors have
documented that

Disclosure: The authors declare no benefits in any form have been
received or will be received related directly or indirectly to the subject of

this article.
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