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Efficacy of Steroid Injection in the Treatment of Trigger
Finger
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ABSTRACT:

Objective: To assess the efficacy of loca steroid injection in trigger finger.

Materialsand M ethods: This prospective study was conducted at department of Orthopaedics,Civil Hospital, Dow University
of Health Sciences, Karachi, from March 2012 to 2013. Males and females with complain of trigger finger were included in
this study during the specified period. All patients were injected depomedrol with plain xylocaine at the nodule site and functional
outcome was assessed with respect to pain relief and finger movement.

Results: Study included 43 patients with trigger finger.29 were males and 14 were females. Right hand fingers were involved
in 24 patients, remaining had left hand fingers involvement. 10 involved the index finger,7 middle finger, 4 ring finger,10 little
finger and 12 thumb. 9 patients had associated rheumatoid arthritis and 15 were known cases of diabetes. Remaining patients
were primary with no known co-morbid. All patients had pain relief initially and regained movement of finger. 10 patients
required repeated injection after 3 months. Maximum pain relief and regaining of movement after steroid injection was 4 months.
Conclusion:Local steroid injection provides excellent symptomatic pain relief and regained movements without any complication

in patients with trigger finger.
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INTRODUCTION:

Trigger finger also known as flexor stenosing tenosy-
novitis is one of the most common conditions seen in
the clinical practice of hand surgery.'The lifetime risk
of developing trigger finger is between 2% and 3%.”
The condition has a reported incidence of 28 cases per
100,000 population per year.> Trigger fingers are more
common with certain medical conditions such as gout
and diabetes. Repeated and strong gripping may lead to
the condition. In most cases, the cause of the trigger
finger is not known.Trigger finger may start with a
feeling of discomfort at the base of the finger or thumb,
where the finger joins the palm. This area is often
sensitive to pressure. A lump might be also felt. Other
symptoms may include pain, popping, catching feeling,
limited finger movement etc. Patients present with a
painful triggering or clicking during active flexion of
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an affected digit and the finger get locked in the flexion
(Figure 1la & 1b). It needs some force to straighten the
finger. Thisis due to the loss of hormal smooth gliding
of the tendon beneath the pulley system, most commonly
at the level of the Al pulley. Thismay be aresult of a
nodule in the tendon or a diffuse swelling within the
sheath as aresult of atenosynovitis.* The Al pulley is
affected more, owing to the high local forces and a steep
pressure gradient; it is aso the site of maximal tendon
excursion. Alternative sites of tendon triggering have
been described, including the A2 and A3 pulleys and
the palmar aponeurosis.” Little finger and thumb are the
most common digits affected.® Exact etiology of trigger
finger is unknown but it is commonly associated with
diabetes mellitus, rheumatoid arthritis, hypothyroidism,
carpal tunnel syndrome and De Quervain’s disease.”®
Trigger finger can be treated with analgesic and splintage,
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local steroid injection and surgical release of pulley.’The
goal of treatment in trigger finger is to eliminate the
swelling and catching/locking, allowing full, painless
movement of the finger or thumb. If non-surgical
treatments do not relieve the symptoms, surgery may
be recommended. The goal of surgery is to open the
pulley at the base of the finger so that the tendon can
glide more freely. The clicking or popping goes away
first. Finger motion can return quickly, or there can be
some stiffness after surgery.*°Occasionally, hand therapy
isrequired after surgery to regain better use. Thetechnique
of steroid injection into the flexor sheath as an effective
treatment is described by Howard in 1953."Green had
classified trigger finger onthe basis of severity of problem.
(Teble1) ™ _
Figure: 1la

The pulley and tendon in afinger, gliding normally

Tenosynovium

Figure: 1b
If the pulley becomes too thick, the tendon cannot glide
through it

MATERIALSAND METHODS:

This prospective study was conducted at department of
Orthopaedics,Civil Hospital, Dow University of Health
Sciences Karachi, from March 2012 to 2013. Maesand
females with complain of trigger finger were included
in this study during the specified period.All patients
were injected depomedrol 1ml (20 mg) with plain
xylocaine 1ml at the nodule site and functional outcome
was assessed with respect to pain relief and finger
movement.

RESULTS:

Study included 43 patients with trigger finger. 29 were
males and 14 were females. Right hand finger was
involved in 24 patients, remaining had left hand finger
involvement. 10 patients had involvement of index
finger,7 middle finger, 4 ring finger, 10 little finger
and 12 thumb. 9 patients had associated Rheumatoid
arthritisand 15 were known cases of diabetes. Remaining
patients were primary with no known co-morbid. All
patients had pain relief initialy and regained movement
of finger. 10 patients required repeated injections after
3 months. Maximum pain relief and movement after
steroid injection was 4 months (Table 2).

Table: 2
Involvement of fingers
N=43
Males 29
Females 14
Right hand finger 24
Left hand finger 19
Index finger 10
Middle finger 7
Ring finger 4
Little finger 10
Thumb 12

Tendon
thick, tight
pulley
Table: 1
Green's Classification to Grade the Severity of Trigger Finger
Grade| Pain/history of catching
Gradell Demonstrable catching, but can actively
extend the digit
Gradelll Demonstrable locking, requiring passive
extension
Grade IV Fixed flexion contracture

DISCUSSION:

Steroids are considered as the first line treatment for
trigger finger. The technique of injecting local steroid
issmple and cost effective. Daniel in his study compared
the results of steroid with placebo injection in trigger
finger. The ability of a single injection of steroid and
lidocaine to bring about cure of primary trigger finger
was determined and compared with a control placebo
injection of only lidocaine.”* A controlled double-blind
prospective study of injection of methyl prednisolone
acetate plusalocal anaesthetic against a control injection
of local anaesthetic, in the treatment of trigger finger
and thumb has shown a 60% successrate for the steroid
injection against 16% for the control group (p < 0.05).
Thisisthefirst controlled trial of local steroid therapy
in this condition. *In our study 77% success rate was
found. Thisisin line with this study. In a study one
hundred and nine trigger fingers were reviewed. Thirty-
four digits eventually underwent surgical release of the
A1 pulley, while the other 75 digits were treated with
local steroid injection only. These data suggest that
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surgical management may be the next best option in
patients with trigger finger who continue to be sympto-
matic after a single injection. Subjective data from the
patient questionnaire responses also supports surg ery
as a reasonable choice after one injection failure.”

Patel in his comparative study of splintage and steroid
injection has showed successful resultsin 33 (66%) of
the splinted digits and 42 (84%) of injected digits. Fifty
percent of the 10 splinted thumbs and 70% of the 40
splinted fingers had a successful outcome. Of the 17
unsuccessfully treated digits in the splinted group, 15
were later cured with injections and 2 required surgery.
All of the 7 unsuccessfully treated digitsin the injected
group were cured with surgery. Splinting offers an
dternative for pati ents who have a strong objection to
cortisone injection.’® Sean in his retrospective study of
54 diabetic patients with 121 trigger digits treated over
a3-year period by oneto threeinjections of corticosteroid
mixed with local anesthetic found that 50% diabetic
patientsresponded to steroid injection. Insulin-dependent
diabetic patients have a higher incidence of multiple
digit involvement (59% of patients) and of requiring
surgical release for relief of symptoms (56% of digits)
when compared to non-insulin-dependent diabetic
patients (28% of patientswith muIt| ple digit involvement;
28% of digits requiring surgery."’

A case has reported of delayed rupture of the flexor
digitorum superficialis and profundus tendons after the
use of local corticosteroid injections for trigger finger.™

In our study we didn't had this complication. In a
prospective study published at Osaka, one hundred and
twenty-nine trigger fingers were investigated in 100
adult patients.76 were women and 24 were men. Pain
and snapping were relieved in 98% and 74% of cases,
respectively. Recurrence occurred in about half of
patients, but the same clinical benefit was obtained after
re-injection. Surgery was performed for seven fingers.
No complications of steroid injections were observed.”
We also have found no complications in our study.One
hundred and eight trigger fingers and thumbs were
treated by Micheal in 74 consecutive patients with
steroid. Minimum follow-up was 1 year. Eighty four
percent of trigger fingers and 92% of trigger thumbs
were cured with asingle injection and arepeat injection
for treatment of recurrent symptoms rai sed these figures
to 91% and 97%, respectively. There were no complicat-
ions. He concluded that intra-synovial injection of a
steroid compound is the approprlate initial treatment
for trigger finger and thumb.?

2 groups were studied prospectively to evaluate steroid
injection placement and efficacy by John. In 1 group,
intra-sheath injection and in the other subcutaneously
injection was given.The confirmed all-sheath injection
group exhibited a47% good response, the mixed sheath
and subcutaneous group had a 50% good response, and
the all-subcutaneous group had a 70% good response.
The results of this study suggest that true intra-sheath
injection offers no apparent advantage over subcutaneous
injection in the treatment of trigger digits.*

Trigger finger is an underdiagnosed hand disorder

causing disability in longstanding diabetic patients. Sixty
diabetic patients,39 insulin-dependent diabetes mellitus
(IDDM) and 21 non-insulin-dependent diabetes mellitus
(NIDDM)] and 60 non-diabetic patients were examined.
All wereinitially treated by steroid injections; failure
to alleviate symptoms was the indication for surgery.
Significantly, ahigher recovery rate upon steroid injection
was achieved in control patients as compared with
diabetic ones (p < 0.001). IDDM patients required more
surgery compared with NIDDMs and in 13.3% of
diabetic patients, the surgical outcome was not successful.
Steroid injection as the first mode of therapy i s hlghly
recommended although not always successful. “In our
study 15 patients were diabetic and all of them had
successful results after steroid injection.

Forty-three patients were reviewed between 17 and 113
months (mean of 47 months) following surgery for
acquired stenosing tenosynovitis of the fingers or thumbs.
32 (60.4%) of the 53 operations were completely success-
ful. Of the remaining 21 operations, 26% either failed
to relieve al symptoms, or symptoms had recurred at
review.15 operations led to complications that bothered
the patient to some extent. The three major complications
al followed operations performed by junior surgeons.
The importance of an adequate trial of conservative
therapy to avoid unnecessary surgery is emphasized.”
Studies have documented that steroid injection therapy
should be the first-line treatment of trigger fingersin
non-diabetic patients. In diabetics, the success rate of
steroid injection is significantly lower. Injection therapy
for type 1 diabetics was ineffective in this study. Surgical
release of thefirst annular (A1) pulley is most effective
overall in diabetics and non-diabetics alike, with no
higher rates of surgical complications in diabetics.?**
In our study all diabetics were treated successfully by
the steroid injection.

CONCLUSION:

Steroid injection along with a local anesthetic agent
provides excellent symptomatic pain relief and regained
movement without any complication in patients having
trigger finger.
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