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Deborah, 64, comes to see you
because significant stiffness in
her left thumb. She initially
said that her left thumb would
click, but now it does not move
at all. There is a real tightness
that she feels and she virtually
cannot use her left thumb.
Although she is right hand
dominant, she does rely on the
use of her left thumb for many
of her activities of daily living.

You ask her if she had done
anything to her left thumb, in
the way of an injury. Deborah
does not recall any incident,
but she does recall having a
really tough time opening a jar
a few weeks back and had last-
ing pain from this. This is a
guess on her part, but she thinks
that this event might have
something to do with her pre-
sent condition. You ask her if
she has taken any medication
for her thumb or if she has
received any form of therapy
for it and she states unequivo-
cally “no.” As you pursue
things further, you find out that

she has taken an over-the-
counter anti-inflammatory,
which has not really helped
much. She has not had any radi-
ologic investigations to date.

You proceed to examine her
left thumb and it appears as she
described it. It is flexed to 90
degrees and will not extend
because of the degree of pain it
produces. You also notice that
there is some swelling at the
base of the first metacarpopha-
langeal joint and the skin
appears to be stuck down. You
explain to her that she appears
to have an extreme form of a
trigger thumb with adhesions.

She asks you how she devel-
oped her condition and you tell
her it is usually from an
overuse of a type of motion that
causes an inflammation of the
covering sheath of the tendon.
She does not recall any repet-
itive motion that would cause
it, but she acknowledges that
it is possible that she is not
identifying it.

You proceed to explain to
Deborah the various treatment
options, such as:
• ice, to help control the

inflammatory process,
• a course of non-steroidal

anti-inflammatory
medications,

• a course of physical therapy
with ultrasound treatment,

• Active Release of Tissue
(A.R.T.)

• friction massages to
reduce the adhesions,

• acupuncture for pain
relief, or

• (the dreaded) cortisone
injection.
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You can see that Deborah is
quite an impatient individual
and, therefore, prefers the corti-
sone option. You explain to her
that she may have more pain
after the injection than before.
As well, you must notify her
that there is always the possi-
bility of a rupture of the tendon
from the cortisone. She also is
told to lay low for about 10
days after the injection to avoid
any further irritation by the
cortisone. You have her sign a
consent form for the cortisone
injection that states all that you
have explained to her.

First off, you explain to
Deborah that injections into
the hand can be quite sensitive
and, because it is a very small

space to inject, the distension
of the soft tissue will initially
be discomforting. As well,
because of the small capacity
for any volume of fluid, it is
too difficult to use any anaes-
thetic mixed with the corti-
sone (so there is less volume
overall being used) because of
the pain issue and because the
fluid would leak out of the
area on which it is suppose to
exert its effect. Lastly, you
explain to her that she may not
see any benefit from the corti-
sone injection until five days
or beyond. You arrange to see
her again in 10 days for a fol-
low-up appointment.

Ten days pass and Deborah
returns with a big smile on her
face. You ask that pressing
question with great anticipa-
tion: “How is your left thumb
doing since the cortisone
injection?” She answers with a
resounding “very good.” She
can straighten and bend it
again, with just a slight click.
You understand that the click
is an excellent sign, as this
means that it is mobile again,
comparable to how it was in
the early development of the
trigger thumb. From there, the
clicking should resolve and
she should have complete
relief. If she doesn’t, she can
always have an additional cor-

tisone injection to finish it off.
The type of cortisone used
varies depending on the physi-
cian. In Deborah’s case, she
had twenty milligrams of
depomedrol (half a cc), leav-
ing her with half a cc left over
for any future use.

So you leave Deborah with one
last thought and that is to be
careful of how you use your
hands on a repeated basis. If
you “trigger” your thumb one
too many times, then you will
leave your hand permanently
cocked and ready for firing
blanks.

Dr. Winston is an Assistant
Professor, Department of Family
and Community Medicine,
University of Toronto and
Medical Director, Centre for
Health and Sports Medicine,
North York, Ontario.
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