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Overview

Female patients presenting with their first trigger finger have the highest rate of long-term treatment

success after a single corticosteroid injection [1].

Open trigger finger release is generally a low-risk procedure, although there is potential for complications,

some requiring reoperation [2].

Management of trigger finger with 2 steroid injections before surgery is the least costly treatment strategy

[14].

Percutaneous trigger finger release is confirmed to be efficacious and safe, with no clinical advantage shown

for using pre- or postoperative ultrasonography [15].

The use of ultrasound guidance in percutaneous trigger finger release raises questions regarding its safety

and efficacy, although the clinical significance of these findings is unclear [19].

Open surgery for trigger finger and trigger thumb is recommended due to excellent long-term results, no

recurrence, and no serious complications such as nerve transection or bowstringing [28].

Patients’ preferences for trigger finger treatment often change after consulting with a hand surgeon and

during treatment, but these choices do not affect treatment satisfaction [4].

There are differences in treatment preferences and perceived advantages and disadvantages regarding

idiopathic trigger finger between patients and hand surgeons, which might be addressed by a decision aid

[35].

There are no differences in patient-reported outcomes for pain or function or in reduction of trigger finger

severity at 52 weeks among splint alone, steroid alone, and combination treatments [36].

The trial comparing splint alone, steroid alone, and combination treatments recommends splinting alone as

the least invasive option [36].

Patients who undergo open trigger finger release surgery in the clinic have complication rates similar to

reported complication rates of surgery performed in the operating room [37].

Anatomy & Pathophysiology

Trigger finger (stenosing tenosynovitis) is characterized by mechanical impingement of the flexor tendons

at the A1 pulley [10].

Pathologic examination of affected pulleys demonstrates a proliferation of chondrocytes and increased type

III collagen [10].
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The flexor digitorum profundus tendon often demonstrates a pathologic nodule, while the flexor digitorum

superficialis is often unaffected [10].

Fibrocartilaginous metaplasia occurs in the pulley and/or flexor digitorum superficialis tendon [7].

Trigger finger occurs in 2% to 3% of the general population [10].

Women are more commonly affected than men [10].

Trigger finger is more common in patients with diabetes mellitus, with a 10% to 20% lifetime incidence in

this population [10].

Trigger finger is associated with hypothyroidism, sarcoidosis, rheumatoid arthritis, and septic tenosynovitis

[10].

The digits are affected in decreasing order of prevalence: thumb, ring, long, little, and index [10].

Middle and ring finger involvement is most common in adults [7].

Trigger finger is possibly associated with repetitive grasping activities [7].

Triggering is often more pronounced in the morning than later in the day [9].

Patients frequently note referred pain at the dorsal metacarpophalangeal or proximal interphalangeal area

[7].

Concomitant trigger finger and carpal tunnel syndrome occur in 40% to 60% of patients [7].

In the thumb, a fourth pulley (variable annular pulley) is found in 75% of patients and may contribute to

stenosis [7].

Sonographic hallmarks of trigger finger include thickening and hypervascularization of the A1 pulley [43].

In the thumb, the flexor tendon and A1 pulley thicken significantly only after patients exhibit triggering

[77].

Triggering in patients with rheumatoid arthritis is treated by tenosynovectomy and excision of one slip of

the flexor digitorum superficialis rather than A1 pulley release to prevent ulnar drift [9].

In patients with rheumatoid arthritis, the entire annular pulley system should be preserved to prevent

further ulnar drift of the fingers [9].

Concurrent Dupuytren’s disease is present in 16% of trigger finger cases, rising to 25% when considering

only the middle and ring fingers [62].

The incidence of concurrent trigger finger and Dupuytren’s disease increases with age, reaching 50% in

patients aged 80 and older [70].

Dupuytren’s disease may drive the development of trigger finger through mechanical irritation of the

tendon at the A1 pulley by pretendinous fibers [71].

In advanced Dupuytren’s contracture (Stages II or III), concomitant trigger finger is rarely seen, potentially

due to reduced range of motion and less mechanical irritation at the A1 pulley [71].

Patients with greater volar migration of the flexor tendons after carpal tunnel release are at a higher risk of

developing trigger finger [73].

Repetitive power grip and flexion, such as those involved in ocean rowing, increase the prevalence of trigger

finger [75].
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Classification

The Green classification of trigger finger includes Grade I, defined as pain and tenderness at the A1 pulley

[7].

The Green classification of trigger finger includes Grade II, defined as catching of the finger [7].

The Green classification of trigger finger includes Grade III, defined as locking of the finger that is passively

correctable [7].

The Green classification of trigger finger includes Grade IV, defined as a fixed, locked finger [7].

Clinical Presentation

Trigger finger is the common term for stenosing tenosynovitis of the flexor tendons with mechanical

impingement of the flexor tendons at the A1 pulley [10].

Trigger finger occurs in 2% to 3% of the general population [10].

Women are more commonly affected by trigger finger than men [10].

Pathologic examination of affected pulleys demonstrates a proliferation of chondrocytes and increased type

III collagen [10].

The flexor digitorum profundus tendon often demonstrates a pathologic nodule, while the flexor digitorum

superficialis is often unaffected [10].

The digits are affected in the following order of decreasing prevalence: thumb, ring, long, little, and index

[10].

Trigger finger is more common in patients with systemic diseases such as diabetes mellitus (10% to 20%

lifetime incidence), hypothyroidism, sarcoidosis, rheumatoid arthritis, and septic tenosynovitis [10].

Gout can mimic infectious tenosynovitis with initial presentation of marked pain, erythema, swelling, and

warmth due to monosodium urate precipitation eliciting a fulminant inflammatory reaction in the

tenosynovium [10].

Calcific tendinitis can resemble an infection and result in triggering due to calcium salt deposition in the

tenosynovium, with males affected five times more frequently than females [10].

Pseudogout involves calcium pyrophosphate dihydrate crystal deposition, often localized to the triangular

fibrocartilage or within the carpal tunnel, with rhomboid-shaped crystals showing positive birefringence

[10].

Amyloidosis is characterized by the deposition of beta-2-microglobulin in thick, plaque-like accumulations

along the flexor tendons and is most commonly seen in patients with renal failure undergoing peritoneal or

hemodialysis [10].

Physical examination findings may include tenderness to palpation of the flexor tendon at the level of the

A1 pulley [10].

Physical examination findings may include palpable triggering or pain with flexion and extension of the

finger [10].
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Physical examination findings may include nodularity of the flexor tendon just proximal to the A1 pulley

[10].

Physical examination findings may include the presence of a volar retinacular ganglion cyst between the A1

and A2 pulleys [10].

Physical examination findings may include the presence of a fixed flexion deformity of the proximal

interphalangeal (PIP) joint [10].

Flexor tenosynovitis is characterized by pain and tenderness in the palm at the proximal edge of the digital

A1 pulley [9].

Patients frequently note catching or triggering of the affected finger or thumb after forceful flexion [9].

In more severe cases, the opposite hand must be used to force the finger or thumb passively into extension

[9].

In the most severe cases, the finger becomes locked in a flexed position [9].

Triggering is often more pronounced in the morning than later in the day [9].

Stenosing tenosynovitis is more common in diabetic patients than in nondiabetic patients [9].

When multiple digits are involved, the possibility of diabetes should be considered [9].

Green classification Grade I is defined as pain over the A1 pulley [10].

Green classification Grade II is defined as mechanical catching of the digit without locking [10].

Green classification Grade III is defined as mechanical locking of the digit which is passively correctable

[10].

Green classification Grade IV is defined as a fixed locked finger [10].

Trigger thumb in adults is a distinctly separate entity from congenital trigger thumb [18].

Stenosing tenosynovitis leading to inability to extend the flexed digit or flex the extended digit often

produces a palpable triggering and is usually seen in individuals older than 45 years of age [18].

When associated with a collagen disease, several fingers may be involved, most often the long and ring

fingers [18].

Patients may note a lump or knot in the palm, which may be the thickened area in the first annular pulley or

a nodule or fusiform swelling of the flexor tendon just distal to it [18].

The tendon nodule is usually just proximal to the anulus at the metacarpophalangeal joint level [18].

In a rheumatoid patient, a nodule distal to the metacarpophalangeal joint may cause triggering [18].

Patients may experience triggering after operative release because of catching of the tendon on the palmar

aponeurosis transverse fibers, which usually resolves with time [18].

Occasionally, a partially lacerated flexor tendon at this level heals with a nodule sufficiently large to cause

triggering [18].

Local tenderness may be present but is not a prominent complaint [18].

Pressure accentuates the apparent snapping or triggering of the more distal joints [18].
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Patients frequently state that the problem is in the proximal interphalangeal joint with trigger finger or in

the proximal interphalangeal joint with trigger thumb [18].

Other conditions such as intraarticular disorders (e.g., loose bodies, degenerative joint disease, and fractures)

and common extensor tendon subluxation can cause similar symptoms and must be considered to

determine effective treatment for idiopathic trigger finger [18].

Proximal interphalangeal joint pain in trigger finger patients results from long symptom duration and

consequent joint pathology [20].

Proximal interphalangeal joint pain is incompletely resolved after A1 pulley release, leading to worse

surgical outcomes than expected [20].

Pediatric trigger finger is a distinct ailment from adult trigger finger [31].

A secondary cause must be sought whenever long fingers are affected in pediatric trigger finger cases [31].

Investigations

Trigger finger is characterized by pain and tenderness in the palm at the proximal edge of the digital A1

pulley [9].

Patients frequently note catching or triggering of the affected finger or thumb after forceful flexion [9].

In more severe cases, the opposite hand must be used to force the finger or thumb passively into extension

[9].

In the most severe cases, the finger becomes locked in a flexed position [9].

Triggering is often more pronounced in the morning than later in the day [9].

Stenosing tenosynovitis is more common in diabetic patients than in nondiabetic patients [9].

When multiple digits are involved, the possibility of diabetes should be considered [9].

Physical examination may reveal tenderness to palpation of the flexor tendon at the level of the A1 pulley

[10].

Physical examination may reveal palpable triggering or pain with flexion and extension of the finger [10].

Physical examination may reveal nodularity of the flexor tendon just proximal to the A1 pulley [10].

Physical examination may reveal the presence of a volar retinacular ganglion cyst between the A1 and A2

pulleys [10].

Physical examination may reveal the presence of a fixed flexion deformity of the proximal interphalangeal

(PIP) joint [10].

The Green classification grades trigger finger severity: Grade I is pain over the A1 pulley; Grade II is

mechanical catching without locking; Grade III is mechanical locking which is passively correctable; Grade

IV is a fixed locked finger [10].

Thickening and hypervascularization of the A1 pulley are the hallmarks of trigger fingers on sonography

[43].
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Ultrasound (US) can detect various lesions in clinical trigger fingers, and some US findings correlate with

clinical findings [58].

Observing the triggering of the digit guides the patient’s treatment and assists in diagnosing the condition

[21].

Advanced imaging is critical for identifying bony prominences causing locking when common etiologies are

absent, such as in cases of metacarpal head osteochondroma presenting as “trigger finger” [63].

A volar wrist ganglion can present as trigger finger and may be treated with interventional radiological

measures [60].

Treatment

NON-OPERATIVE MANAGEMENT

Corticosteroid injection is an effective first-line intervention for the treatment of trigger finger [24].

Corticosteroid injections are effective in 57% of patients with trigger finger [12].

One or two local injections of 1 ml triamcinolone acetonide 10 mg/ml is an effective and safe method of

treatment for trigger fingers compared to placebo injection [47].

Corticosteroid injection is effective, with 60% of patients achieving success after one injection [18].

Injection is “curative” in about 60% of patients initially [7].

65% to 90% of patients who do not have diabetes obtain relief of symptoms with one or two injections

[10].

Diabetic patients are generally less responsive to corticosteroid injection [7].

In patients with diabetes, relief of symptoms after injection is less reliable and may depend on chronic

glucose levels (hemoglobin A1c levels) [10].

Patients with metabolic syndrome are at risk of poorer functional outcomes and treatment failure after a

single corticosteroid injection than age- and sex-matched controls [22].

Female patients presenting with their first trigger finger have the highest rate of long-term treatment

success after a single corticosteroid injection [1].

A single corticosteroid injection for trigger finger has a 45% long-term success rate [26].

Success beyond two years likely predicts lasting symptom relief, though results vary by sex and number of

affected digits [26].

Thirty-nine percent of second and third corticosteroid injections for trigger finger yield long-term relief

[27].

Repeat injections provided symptomatic relief for a year or more in 50% of patients [18].

There is no difference in effectiveness between soluble and insoluble steroid preparations [7].

We recommend the use of an injection without lidocaine to treat trigger finger [46].
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Management of trigger finger with 2 steroid injections before surgery is the least costly treatment strategy

[14].

Splinting is an effective short-term conservative treatment for trigger finger, offering symptom relief and

functional improvement comparable to corticosteroid injections [25].

There are no differences in patient-reported outcomes for pain or function or in reduction of trigger finger

severity at 52 weeks among splint alone, steroid alone, and combination treatments [36].

The trial authors recommend splinting alone as the least invasive option given the lack of difference in

outcomes [36].

Initiating conservative treatment with the MCP joint blocking splint has value for patients with trigger

finger and positive outcomes in 77% of subjects [48].

Use of the DIP joint splint was effective in about half of subjects [48].

Orthoses are effective for non-surgical management of pediatric and adult trigger finger using various

orthotic options [50].

Nonoperative methods include stretching, night splinting, and combinations of heat and ice [18].

SURGICAL MANAGEMENT

Surgical release of the A1 pulley is curative in digits refractory to steroid injection [9].

Surgical release of the A1 pulley provides satisfactory results in >90% of patients [10].

Approximately 97% of patients have complete resolution after operative treatment [18].

Open trigger finger release is generally a low-risk procedure, although there is potential for complications,

some requiring reoperation [2].

Minor complications (relatively high) include wound dehiscence, scar tenderness, and decreased ROM [7].

Open release is an effective treatment for trigger finger with limited need for nonprescription drugs, since

almost all patients reported full resolution of triggering within 6 weeks, and analgesic use was minimal [51].

The safety and effectiveness of percutaneous trigger finger release using a needle or a push knife have

literature support [18].

The study confirms the efficacy and safety of percutaneous trigger finger release but shows no clinical

advantage in using pre- or postoperative ultrasonography [15].

Incomplete pulley release and damage to the flexor tendons and digital nerves, especially in the index finger

and thumb, remain of some concern with limited exposure techniques [18].

Trigger release should be done with a local block so that the cessation of triggering of a particular finger can

be evaluated [18].

Some adjacent finger triggering may become obvious only after a given finger is released; both can be

released at the same surgical setting [18].

Persistence of triggering is more common than recurrence [18].

Procedure room-based treatment of trigger finger is less costly than release in the OR [55].
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Management of diabetic trigger finger with immediate surgical release in the clinic is the most cost-effective

treatment strategy, assuming a corticosteroid injection failure rate of at least 34% [56].

Database review found that preoperative hypoglycemia increased infection risk after both injection and

release procedures [18].

SURGICAL TECHNIQUE

Local anesthetic infiltration in the palm proximal to the incision site is preferred for open release [6].

The use of a pneumatic arm tourniquet may be helpful, although a high forearm Esmarch wrap usually is

sufficient [6].

A transverse incision about 2 cm long several millimeters distal to the distal palmar crease is used for

middle, ring, and small trigger finger releases [6].

A transverse incision several millimeters distal to the proximal palmar crease is used for index trigger finger

releases [6].

Trigger thumb releases can be done through incisions either distal or proximal to the metacarpophalangeal

joint flexion crease [6].

Alternative incisions for the fingers can be made obliquely or longitudinally between the

metacarpophalangeal and distal palmar creases [6].

Alternative incisions for the thumb can be made obliquely across the thumb metacarpophalangeal flexion

crease [6].

The digital nerves must be avoided, which on the thumb are more palmar and closer to the flexor sheath

than might be anticipated [6].

The thumb radial digital nerve is especially vulnerable [6].

Subcutaneous tissues are spread away from the underlying annular pulley system to safely protect the

digital nerves [6].

Trigger thumbs require release of only the A1 pulley, whereas trigger digits require division of the A1 and

A0, or proximal palmar pulley [6].

Pulley division is usually accomplished with an initial opening of the pulley with a No. 15 knife blade and a

pair of tenotomy scissors [6].

For trigger thumb release, care must be taken to avoid cutting too far distally and disrupting the oblique

pulley [6].

The sheath is incised from proximal to distal, approximately 1 cm, and reassessed for triggering [6].

The patient should actively flex and extend the digit; persistent triggering implies that either the A1 and

palmar pulleys are incompletely released or an alternate site of triggering is present [6].

When the distal A1 pulley edge is released, the divided pulley leaves are parallel rather than ending in a V-

shaped pattern [6].

After the tendon sheath has been released, the patient is encouraged to actively flex and extend the digit to

ensure that the release is complete [6].

The skin is closed and a small, dry compression dressing is applied [6].
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The compression dressing is removed after 48 hours for open release [6].

Sutures are removed at 10 to 14 days for open release [6].

Normal use of the finger or thumb is encouraged after open release [6].

For percutaneous release, it is helpful to have the patient understand that the procedure might fail and that

subsequent open release may be necessary [30].

Local anesthetic is injected into the palmar skin and more deeply proximal to the intended release site [30].

For middle, ring, and small fingers, the injection site is between the proximal and distal palmar creases; for

the index finger, it is proximal to the proximal palmar crease [30].

Orientation should be maintained along the flexor tendon sheaths in the midline of the digit being released

[30].

An 18- or 19-gauge needle may suffice for percutaneous release [30].

The palm is turned up, resting the hand on a folded towel to permit slight hyperextension of the

metacarpophalangeal joint [30].

The needle is inserted onto the A1 pulley and oriented so that the bevel is longitudinally aligned parallel to

the flexor tendons [30].

The needle is moved proximally and distally along the A1 pulley, pressing firmly, to feel for a scraping or

grating sensation as the sheath is incised [30].

When the grating is eliminated, the needle is removed and triggering is checked as the patient flexes and

extends the digit [30].

Additional needle passes might be needed for percutaneous release [30].

Injection of corticosteroid is optional during percutaneous release [30].

The needle entry site is covered with an adhesive bandage or light nonrestrictive dressing after

percutaneous release [30].

Active hand and finger use is encouraged with stretching exercises after percutaneous release [30].

Normal use of the finger or thumb is encouraged after percutaneous release [30].

SPECIAL POPULATIONS AND CONSIDERATIONS

In patients with rheumatoid arthritis (RA), preference is to excise a slip of the FDS tendon rather than to

release the A1 pulley [7].

In patients with RA, excision of an FDS slip is preferred because these patients are at risk for ulnar drift at

the MCP joint, and release of the A1 pulley can exacerbate this drift [7].

In patients with RA, the entire annular pulley system should be preserved to prevent further ulnar drift of

the fingers [9].

Triggering in RA patients is treated by tenosynovectomy and excision of one slip of the flexor digitorum

superficialis [9].

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

CQ HAND + UPPER LIMB
Dr Kieran Hirpara — Specialist Orthopaedic Surgeon
Suite 2, Level 1, Mater Private Hospital Rockhampton, 31 Ward Street, The Range, QLD 4700
Phone 07 4863 6556  ·  office@cqupperlimb.com.au  ·  cqupperlimb.com.au 

Page 11 of 19



In case of trigger finger combined with Dupuytren’s disease, an isolated opening of the pulley without

touching the Dupuytren tissue, followed by corticosteroid application in the area of the opened pulley, is a

recommended strategy to avoid recurrence and faster recovery [64].

In women with a trigger finger, the choice of treatment should take into account whether there are also one

or more patient- or trigger-related factors that increase the risk of conversion to surgery [11].

Patients’ preferences for trigger finger treatment often change after consulting with a hand surgeon and

during treatment, but these choices do not affect treatment satisfaction [4].

Comparing patients and hand surgeons, there were some differences in treatment preferences and

perceived advantages and disadvantages regarding idiopathic trigger finger [35].

Complications

NON-OPERATIVE TREATMENT COMPLICATIONS

Corticosteroid injections may elevate serum glucose levels for 5 days or more in patients with diabetes

mellitus [18].

Patients with unstable diabetes may be better treated without corticosteroid injection due to the risk of

hyperglycemia [18].

Preoperative hypoglycemia increases infection risk after both trigger finger injection and release procedures

[6, 18].

OPERATIVE TREATMENT COMPLICATIONS

Open trigger finger release is generally a low-risk procedure, although there is potential for complications,

some requiring reoperation [2].

About 1 in 20 fingers will experience a mild, transient adverse event after surgical release of the A1 pulley

for idiopathic trigger finger [42].

About 1 in 200 patients require a second surgery after open A1 pulley release for idiopathic trigger finger

[42].

Minor complications after surgical release are relatively high and include wound dehiscence, scar

tenderness, and decreased range of motion [7, 8].

Persistence of triggering is more common than recurrence after surgical release [18].

Incomplete pulley release remains a concern with limited exposure techniques [18].

Damage to the flexor tendons and digital nerves remains a concern with limited exposure techniques,

especially in the index finger and thumb [18].

The radial digital nerve is at risk of iatrogenic injury during thumb trigger finger release due to its

superficial location [7, 8].

The thumb radial digital nerve is more palmar and closer to the flexor sheath than might be anticipated,

making it especially vulnerable during release [6].
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Triggering may persist after operative release due to catching of the tendon on the palmar aponeurosis

transverse fibers, although this usually resolves with time [18].

Occasionally, a partially lacerated flexor tendon at the release level heals with a nodule sufficiently large to

cause triggering [18].

Release of the A1 pulley in patients with rheumatoid arthritis carries a chance of exacerbating ulnar drift at

the metacarpophalangeal joint [7, 8].

Patients with more lifetime trigger fingers and/or prior trigger finger releases for other fingers are more

likely to need ulnar superficialis slip resection during surgery [41].

The incidence and treatment outcome of cases in which trigger finger occurred in conjunction with

Dupuytren’s disease appeared less predictable than that of ordinary trigger finger [40].

Proximal interphalangeal joint pain in trigger finger patients results from long symptom duration and

consequent joint pathology, and is incompletely resolved after A1 pulley release, leading to worse surgical

outcomes than expected [20].

Recovery

Female patients presenting with their first trigger finger have the highest rate of long-term treatment

success after a single corticosteroid injection [1].

A single corticosteroid injection for trigger finger has a 45% long-term success rate [26].

Success beyond two years after a single corticosteroid injection likely predicts lasting symptom relief [26].

Long-term success rates for corticosteroid injections vary by sex and number of affected digits [26].

Steroid injections are an effective first-line intervention for the treatment of trigger finger [24].

Thirty-nine percent of second and third corticosteroid injections for trigger finger yield long-term relief

[27].

Splinting is an effective short-term conservative treatment for trigger finger, offering symptom relief and

functional improvement comparable to corticosteroid injections [25].

Patients’ preferences for trigger finger treatment often change after consulting with a hand surgeon and

during treatment, but these choices do not affect treatment satisfaction [4].

Open trigger finger release is generally a low-risk procedure, although there is potential for complications,

some requiring reoperation [2].

About 1 in 20 fingers will experience a mild, transient adverse event after surgical release of the A1 pulley

for idiopathic trigger finger [42].

About 1 in 200 fingers have a second surgery after surgical release of the A1 pulley for idiopathic trigger

finger [42].

Open surgery for trigger finger and trigger thumb yields excellent long-term results with no recurrence and

no serious complications such as nerve transection or bowstringing [28].
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Percutaneous trigger finger release is effective and safe, with no clinical advantage in using pre- or

postoperative ultrasonography [15].

Simultaneous steroid injection at the time of surgical release provides greater subjective improvement in

the early period after percutaneous trigger finger release [74].

There were no significant differences in scar quality or improvement in patient-reported disability with

transverse or longitudinal incisions for trigger finger release [38].

Proximal interphalangeal joint pain in trigger finger patients results from long symptom duration and

consequent joint pathology, and is incompletely resolved after A1 pulley release, leading to worse surgical

outcomes than expected [20].

Physicians should consider the duration of preoperative symptoms and preoperative flexion contracture of

the PIP joint when deciding timing of surgery for trigger finger patients [23].

Patients with more lifetime trigger fingers and/or prior TFRs for other fingers are more likely to need ulnar

superficialis slip resection (USSR) during trigger finger release [41].

Patients requiring USSR may benefit from hand therapy [41].

The incidence and treatment outcome of cases in which trigger finger occurred in conjunction with

Dupuytren’s disease appeared less predictable than that of ordinary trigger finger [40].

Key Evidence

[L4] Female patients presenting with their first trigger finger have the highest rate of long-term treatment

success after a single corticosteroid injection. (10.2106/jbjs.n.00004)

[L3] Open trigger finger release is generally a low-risk procedure, although there is potential for

complications, some requiring reoperation. (10.1007/s11552-014-9716-9)

[Paper] Patients’ preferences for trigger finger treatment often change after consulting with a hand surgeon

and during treatment, but these choices do not affect treatment satisfaction. (10.1007/

s12593-015-0203-5)

[L3] In women with a trigger finger, the choice of treatment should take into account whether there are also

one or more patient- or trigger-related factors that increase the risk of conversion to surgery.

(10.1302/0301-620x.104b10.bjj-2022-0058.r3)

[L1] Corticosteroid injections are effective in 57% of patients with trigger finger.

(10.5435/00124635-200703000-00006)

[L2] Management of trigger finger with 2 steroid injections before surgery is the least costly treatment

strategy. (10.1016/j.jhsa.2009.02.029)

[L4] The study confirms the efficacy and safety of percutaneous trigger finger release but shows no clinical

advantage in using pre- or postoperative ultrasonography. (10.1177/1753193413517992)

[L5] While the clinical significance of these findings is unclear, it raises questions regarding the safety and

efficacy of percutaneous trigger finger release, even when adding ultrasound guidance. (10.1007/

s11552-008-9137-8)

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

CQ HAND + UPPER LIMB
Dr Kieran Hirpara — Specialist Orthopaedic Surgeon
Suite 2, Level 1, Mater Private Hospital Rockhampton, 31 Ward Street, The Range, QLD 4700
Phone 07 4863 6556  ·  office@cqupperlimb.com.au  ·  cqupperlimb.com.au 

Page 14 of 19

https://doi.org/10.2106/jbjs.n.00004
https://doi.org/10.1007/s11552-014-9716-9
https://doi.org/10.1007/s12593-015-0203-5
https://doi.org/10.1007/s12593-015-0203-5
https://doi.org/10.1302/0301-620x.104b10.bjj-2022-0058.r3
https://doi.org/10.5435/00124635-200703000-00006
https://doi.org/10.1016/j.jhsa.2009.02.029
https://doi.org/10.1177/1753193413517992
https://doi.org/10.1007/s11552-008-9137-8
https://doi.org/10.1007/s11552-008-9137-8


[L4] Proximal interphalangeal joint pain in trigger finger patients results from long symptom duration and

consequent joint pathology, and is incompletely resolved after A1 pulley release, leading to worse surgical

outcomes than expected. (10.1177/1753193418809771)

[L4] Observing the triggering of the digit guides the patient’s treatment, and the outlined technique assists

in diagnosing and treating one of the most common hand conditions seen in practice. (10.1016/

j.jhsa.2011.12.014)

[L3] Trigger finger patients with metabolic syndrome are at risk of poorer functional outcomes and

treatment failure after a single corticosteroid injection than age- and sex-matched controls. (10.1016/

j.jhsa.2016.07.091)

[L4] Physicians should consider the duration of preoperative symptoms and preoperative flexion

contracture of the PIP joint when deciding timing of surgery for trigger finger patients. (10.1016/

j.jhsa.2018.06.023)

[L4] Steroid injections were an effective first-line intervention for the treatment of trigger finger. (10.1016/

j.jhsa.2014.09.006)

[L2] Splinting is an effective short-term conservative treatment for trigger finger, offering symptom relief

and functional improvement comparable to corticosteroid injections. (10.1016/j.jhsg.2025.100881)

[L5] This commentary highlights that a single corticosteroid injection for trigger finger has a 45% long-

term success rate, with success beyond two years likely predicting lasting symptom relief, though results

vary by sex and number of affected digits. (10.2106/jbjs.n.00832)

[L4] Thirty-nine percent of second and third corticosteroid injections for trigger finger yield long-term

relief. (10.1016/j.jhsa.2017.02.001)

[L4] The authors recommend open surgery for trigger finger and trigger thumb, citing excellent long-term

results with no recurrence and no serious complications such as nerve transection or bowstringing.

(10.1007/s00402-008-0802-8)

[L4] Pediatric trigger finger is a distinct ailment from adult trigger finger, and a secondary cause must be

sought whenever long fingers are affected. (10.1177/1558944715627634)

[L4] Comparing patients and hand surgeons, there were some differences in treatment preferences and

perceived advantages and disadvantages regarding idiopathic trigger finger—differences that might be

addressed by a decision aid. (10.1016/j.jhsa.2014.08.010)

[L5] The author notes that the referenced trial found no differences in patient-reported outcomes for pain

or function or in reduction of trigger finger severity at 52 weeks among splint alone, steroid alone, and

combination treatments, leading the trial authors to recommend splinting alone as the least invasive option.

(10.1097/corr.0000000000002726)

[L4] Patients who undergo open trigger finger release surgery in the clinic have complication rates similar

to reported complication rates of surgery performed in the operating room. (10.1016/j.jhsg.2022.01.008)

[L2] There were no significant differences in scar quality or improvement in patient-reported disability

with transverse or longitudinal incisions for trigger finger release. (10.1177/1753193419859375)

[L3] Patients with more lifetime trigger fingers and/or prior TFRs for other fingers are more likely to need

USSR, and these patients may benefit from hand therapy. (10.1016/j.jhsa.2024.08.013)
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[L4] This large retrospective series suggests that about 1 in 20 fingers will experience a mild, transient

adverse event after surgical release of the A1 pulley for idiopathic trigger finger and that about 1 in 200

have a second surgery. (10.1016/j.jhsa.2012.05.014)

[L4] Thickening and hypervascularization of the A1 pulley are the hallmarks of trigger fingers on

sonography. (10.7863/jum.2008.27.10.1407)

[L1] We recommend the use of an injection without lidocaine to treat trigger finger. (10.1016/

j.jhsa.2018.06.090)

[L1] One or two local injections of 1 ml triamcinolonacetonide 10 mg/ml is an effective and safe method of

treatment for trigger fingers compared to placebo injection. (10.1136/ard.2007.073106)

[L1] Initiating conservative treatment with the MCP joint blocking splint has value for patients with trigger

finger and positive outcomes in 77% of subjects, whereas use of the DIP joint splint was effective in about

half of subjects. (10.1016/j.jhsa.2011.10.038)

[L1] Orthoses are effective for non-surgical management of pediatric and adult trigger finger using various

orthotic options. (10.1016/j.jht.2023.05.016)

[L2] Open release is an effective treatment for trigger finger with limited need for nonprescription drugs,

since almost all patients reported full resolution of triggering within 6 weeks, and analgesic use was

minimal. (10.1016/j.jhsa.2025.12.006)

[L4] The study demonstrates that procedure room-based treatment of trigger finger is less costly than

release in the OR. (10.1097/gox.0000000000002509)

[L3] Management of diabetic trigger finger with immediate surgical release in the clinic is the most cost-

effective treatment strategy, assuming a corticosteroid injection failure rate of at least 34%. (10.1016/

j.jhsa.2016.08.007)

[L4] US can detect various lesions in clinical trigger fingers, and some US findings correlated with clinical

findings. (10.1007/s00296-009-1165-3)

[L4] This is the first reported case of triggering pathology at the wrist to be treated with interventional

radiological measures rather than open surgery and demonstrates the efficacy of the technique.

(10.1177/1753193412453699)

[L4] This case supports the inclusion of metacarpal head osteochondroma in the differential diagnosis of a

‘trigger finger.’ Advanced imaging is critical for identifying bony prominences causing locking when

common etiologies are absent. (10.1016/j.jhsg.2023.03.010)

[L3] Patients with greater volar migration of the flexor tendons after CTR are at a higher risk of developing

trigger finger. (10.1177/1753193413479506)

[L1] Simultaneous steroid injection at the time of surgical release provides greater subjective improvement

in the early period after percutaneous trigger finger release. (10.1177/1753193418813771)

[L3] This study provides new conclusive evidence that the repetitive power grip and flexion involved in

rowing increase the prevalence of trigger finger. (10.1177/1558944720918321)

[L4] In the thumb, the flexor tendon and A1 pulley thickened significantly only after patients exhibited

triggering. (10.1016/j.jhsa.2012.06.027)
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