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Tips for managing 4 common  
soft-tissue finger and thumb  
injuries
After examination and, in some cases, imaging, most 
of these injuries can be managed conservatively with 
splinting or injection. Some cases require prompt 
surgical referral.

Finger injuries are often seen in the primary care phy-
sician’s office. The evidence—and our experience in 
sports medicine—indicates that many of these injuries 

can be managed conservatively with bracing or injection; a 
subset, however, requires surgical referral. In this article, we 
provide a refresher on finger anatomy (see “A guide to the 
anatomic structures of the digits of the hand,”1,2 page 212) and 
review the diagnosis and management of 4 more common 
soft-tissue finger and thumb injuries in adults: trigger finger, 
jersey finger, mallet finger, and skier’s thumb (TABLE2-18). 

Trigger finger
Also called stenosing flexor tenosynovitis, trigger finger is 
caused by abnormal flexor tendon movement that results from 
impingement at the level of the A1 pulley.

z Causes and incidence. Impingement usually occurs be-
cause of thickening of the A1 pulley but can also be caused by 
inflammation or a nodule on the flexor tendon.3,4 The A1 pulley 
at the metacarpal head is the most proximal part of the retinac-
ular sheath and therefore experiences the greatest force upon 
finger flexion, making it the most common site of inflamma-
tion and constriction.4

Trigger finger occurs in 2% to 3% of the general population 
and in as many as 10% of people with diabetes.5 The condition 
typically affects the long and ring fingers of the dominant hand; 
most cases occur in women in the sixth and seventh decades.3-5 

Multiple systemic conditions predispose to trigger finger, 
including endocrine disorders (eg, diabetes, hypothyroidism), 
inflammatory arthropathies (gout,  pseudogout), and autoim-
mune disorders (rheumatoid arthritis, sarcoidosis).3,5 Diabetes 

Strength of recommendation (SOR)

 A   Good-quality patient-oriented 
evidence

   B    Inconsistent or limited-quality 
patient-oriented evidence

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

PRACTICE  
RECOMMENDATIONS
❯ Treat trigger finger with a 
corticosteroid injection into 
the flexor tendon sheath.  A

❯ Refer a case of jersey 
finger to a hand surgeon 
within 1 week after injury 
for flexor tendon repair.  C

❯ Treat mallet finger with 
strict distal interphalangeal 
joint immobilization 
for 6 to 8 weeks.  A

❯ Treat Grades 1 and 2 skier’s 
thumb with immobilization 
in a thumb spica splint or 
a cast for 4 to 6 weeks.  B
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commonly causes bilateral hand and multi-
ple digit involvement, as well as more severe 
disease.3,5 Occupation is also a risk factor for 
trigger finger because repetitive movements 
and manual work can exacerbate triggering.4 

z Presentation and exam. Patients  
report pain at the metacarpal head or meta-
carpophalangeal (MCP) joint, difficulty 
grasping objects, and, possibly, clicking and 
catching of the digit and locking of the digit 
in flexion.3,5 

On exam, there might be tenderness at 
the level of the A1 pulley over the volar MCP 
joint or a palpable nodule. In severe cases, 
the proximal interphalangeal (PIP) joint or 
entire finger can be fixed in flexion.5 Repeat-
ed compound finger flexion (eg, closing and 
opening a fist) or holding a fist for as long as  
1 minute and then slowly opening it might 
provoke triggering. 

More than 60% of patients with trigger 
finger also have carpal tunnel syndrome.5 
This makes it important to assess for (1) sen-
sory changes in the distribution of the me-
dian nerve and (2) nerve compression, by 
eliciting Phalen and Tinel signs.4,5 

z Imaging. Trigger finger is a clinical di-
agnosis. Imaging is therefore unnecessary for 
diagnosis or treatment.5 

z Treatment. Trigger finger resolves 
spontaneously in 52% of cases.3 Most patients 
experience relief in 8 to 12 months.3 

First-line treatment is injection of a cor-
ticosteroid into the flexor tendon sheath, 
which often alleviates symptoms.4,5 Injection 
is performed at the level of the A1 pulley on 
the palmar surface, just proximal to the MCP 
joint at the level of the distal palmar crease6  

(FIGURE 1). The needle is inserted at an oblique 
angle until there is an increase in resistance. 
The needle is then slightly withdrawn to repo-
sition it in the tendon sheath; 0.5 to 1 mL of 
50% corticosteroid and 50% local anesthetic 
without epinephrine is then injected.6 

The cure rate of trigger finger is 57% to 
70% with 1 injection and 82% to 86% after  
2 injections.3,4,19 

Many patients experience relief of symp-
toms in 1 to 4 weeks after a corticosteroid 
injection; however, as many as 56% experi-
ence repeat triggering within 6 months—of-
ten making multiple injections (maximum, 
3 per digit) necessary.19,20 Patients who have 
a longer duration of symptoms, more severe 
symptoms, and multiple trigger fingers are 
less likely to experience relief with injec-
tions.3,5 

Splinting is an effective treatment for 
patients who cannot undergo corticosteroid 
injection or surgery. The MCP or PIP joint is 
immobilized in extension while movement 
of the distal interphalangeal (DIP) joint is 
maintained. Instruct the patient that the 
splint must be worn day and night; splinting 

Trigger finger occurs in 
2% to 3% of the general 
population and in as many 
as 10% of people with 
diabetes.
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TABLE

4 finger and thumb soft-tissue injuries: What you’ll see, how you’ll treat2-18

Injury Definition and 
anatomy

Pathophysiology Presentation Exam and 
pertinent tests

Imaging Management

Trigger 
finger

Impingement of 
the flexor tendon 
at the level of 
the A1 pulley3,4

Thickening of 
the A1 pulley or 
a nodule on the 
flexor tendon 
causes the tendon 
to catch on the  
A1 pulley3,4

Pain over the 
volar MCP joint

Presence 
of clicking, 
catching, or 
locking of the 
affected digit3,5

Pain, nodule, or 
both, at the volar 
MCP joint

Repeated finger 
flexion or slowly 
opening clenched 
fist can provoke 
triggering5

Radiographs are 
negative

Corticosteroid 
injection into the 
flexor tendon 
sheath4,5

Consider splinting 
if the patient is a 
poor candidate for 
injection3,7

Refer for surgery if 
no improvement is 
seen after 2 or  
3 injections4 

Jersey 
finger

Avulsion of the 
flexor digitorum 
profundus 
tendon from the 
distal phalanx8,9

Flexed finger 
is forced into 
extension, as can 
occur during a 
tackle9,10

Ring finger 
is commonly 
affected8,9

Inability to 
actively flex 
the DIP joint8,9

Affected finger 
might lie in 
extension

DIP joint can be 
passively (but not 
actively) flexed

Might have 
tenderness 
over the distal 
phalanx8,9

Radiographs 
might show 
avulsion 
fragment from 
the dorsal base 
of the distal 
phalanx9,11

Refer for surgery9

Mallet 
finger

Disruption of the 
extensor tendon 
due to injury or 
laceration of the 
tendon6,14

Usually due to a 
forced flexion or 
hyperextension 
injury

Can occur after 
laceration of the 
dorsal surface of 
the finger12,15

Pain and 
swelling at the 
DIP joint

Inability to 
actively extend 
the DIP joint6,12

DIP joint is 
flexed and can 
be passively (but 
not actively) 
extended12,13

Radiographs 
might show 
fracture at the 
dorsal base 
of the distal 
phalanx if the 
injury is due to 
hyperextension12 

6-8 wk of splinting 
the DIP joint in 
extension; splint 
must be worn 
continuously12

Refer for surgery if 
there is subluxation 
of the distal 
phalanx or a 
fracture greater 
than one-third 
of the articular 
surface, or the 
flexor tendon is 
lacerated12,14

Skier’s 
thumb

Tear of the 
thumb UCL at the 
MCP joint16

Valgus force 
hyperabducts the 
thumb16

Swelling and 
pain at the 
MCP joint

Weakness 
of grip or 
pinch2,16,18

Stress exam of the 
thumb UCL reveals 
laxity or a soft 
endpoint, or both; 
a firm endpoint is 
found in Grade 2 
injurya 

Stener lesionb 
might be palpable 
if the tear is Grade 
3c 2,16

Radiographs 
for subluxation 
of the proximal 
phalanx16,17

Order magnetic 
resonance 
imaging if the 
stress exam is 
equivocal2,18

Grades 1d and 2a 
injuries: Manage 
with a thumb spica 
splint for 4-6 wk16,18

Grade 3c: Refer for 
surgery16

DIP, distal interphalangeal; MCP, metacarpophalangeal; UCL, ulnar collateral ligament.
a Partial tear marked by laxity on the stress exam, with a firm endpoint.
b Palpable mass over the ulnar side of the MCP joint.
c Complete tear showing laxity and a soft endpoint on a stress exam.
d Partial tear characterized by pain upon palpation but no instability on the stress exam.
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is continued for ≥ 6 weeks.21 Splinting relieves 
symptoms in 47% to 70% of cases and is most 
effective in patients whose symptoms have 
been present for < 6 months.3,7 

Patients whose trigger finger is locked in 
flexion and those who have not experienced 
improvement after 2 or 3 corticosteroid in-
jections should be referred for surgery.4 The 
surgical cure rate is nearly 100%; only 6% of 
patients experience repeat triggering 6 to  
12 months postoperatively.4,7,22 

Jersey finger
z Causes and incidence. Jersey finger is 
caused by avulsion injury to the flexor  
digitorum profundus (FDP) tendon at its 
insertion on the distal phalanx.8,9 It occurs 
when a flexed finger is forced into extension, 
such as when a football or rugby player grabs 
another player’s jersey during a tackle.9,10 
This action causes the FDP tendon to detach 
from the distal phalanx, sometimes with a 
bony fragment.9,11 Once detached, the tendon 
might retract proximally within the finger or 
to the palm, with consequent loss of its blood 
supply.9

Although jersey finger is not as common 
as the other conditions discussed in this ar-
ticle,9 it is important not to miss this diagnosis 
because of the risk of chronic disability when 
it is not treated promptly. Seventy-five per-
cent of cases occur in the ring finger, which is 
more susceptible to injury because it extends 
past the other digits in a power grip.8,9 

z Presentation and exam. On exam, the 
affected finger lies in slight extension com-
pared to the other digits; the patient is unable 
to actively flex the DIP joint.8,9 There may be 
tenderness to palpation over the volar distal 
phalanx. The retracted FDP tendon might be 
palpable more proximally in the digit. 

z Imaging. Anteroposterior (AP), 
oblique, and lateral radiographs, although 
unnecessary for diagnosis, are recommended 
to assess for an avulsion fragment, associated 
fracture, or dislocation.9,11 Ultrasonography 
or magnetic resonance imaging is useful in 
chronic cases to quantify the degree of ten-
don retraction.9

z Treatment. Refer acute cases of jersey 
finger for surgical management urgently be-

cause most cases require flexor tendon repair 
within 1 or 2 weeks for a successful outcome.9 
Chronic jersey finger, in which injury oc-
curred > 6 weeks before presentation, also 
requires surgical repair, although not as ur-
gently.9 

z Complications of jersey finger include 
flexion contracture at the DIP joint and the 
so-called quadriga effect, in which the patient 
is unable to fully flex the fingers adjacent to 

FIGURE 1 

Trigger finger injection  
technique

Insert the needle at an oblique angle just proximal to the 
metacarpophalangeal joint at the level of the distal palmar 
crease. Advance the needle until an increase in resistance is 
felt. Withdraw the needle slightly and inject 0.5 to 1 mL of 50% 
corticosteroid and 50% local anesthetic into the tendon sheath. 
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the injured digit.8 These complications can 
cause chronic disability in the affected hand, 
making early diagnosis and referral key to 
successful treatment.9

Mallet finger
Also called drop finger, mallet finger is a result 
of loss of active extension at the DIP joint.12,13 

z Causes and incidence. Mallet finger 
is a relatively common injury that typically 

affects the long, ring, or small finger of the 
dominant hand in young to middle-aged 
men and older women.12,14,23 The condition is 
the result of forced flexion or hyperextension 
injury, which disrupts the extensor tendon.6,14

Sudden forced flexion of an extended 
DIP joint during work or sports (eg, catch-
ing a ball) is the most common mechanism 
of injury.12,15 This action causes stretching or 
tearing of the extensor tendon as well as a 
possible avulsion fracture of the distal pha-
lanx.13 Mallet finger can also result from a lac-
eration or crush injury of the extensor tendon 
(open mallet finger) or hyperextension of the 
DIP joint, causing a fracture at the dorsal base 
of the distal phalanx.12 

z Presentation. Through any of the afore-
mentioned mechanisms, the delicate balance 
between the flexor and extensor tendons is 
disrupted, causing the patient to present with 
a flexed DIP joint that can be passively, but 
not actively, extended.6,12 The DIP joint might 
also be painful and swollen. Patients whose 
injury occurred > 4 weeks prior to presenta-
tion (chronic mallet finger) might also have a 
so-called swan-neck deformity, with hyperex-
tension of the PIP joint in the affected finger.12

z Imaging. AP, oblique, and lateral radio-
graphs are recommended to assess for bony 
injury. 

z Treatment. Splinting is the first-line 
treatment for almost all mallet finger inju-
ries that are not the result of a laceration or 
crush injury. Immobilize the DIP joint in ex-
tension for 6 to 8 weeks, with an additional  
2 to 4 weeks of splinting at night.6,12 The splint 
must be worn continuously in the initial  
6 to 8 weeks, and the DIP joint should remain 
in extension—even when the patient is per-
forming daily hygiene.12 It is imperative that 
patients comply with that period of continu-
ous immobilization; if the DIP joint is allowed 
to flex, the course of treatment must be re-
started.13 

Many different types of splints exist; 
functional outcomes are equivalent across all 
of them.24,25 In our practice, we manage mal-
let finger with a volar-based splint (FIGURE 2), 
which is associated with fewer dermatologic 
complications and has provided the most 
success for our patients.23 

Surgical repair of mallet finger injury is 

FIGURE 2

Volar-based splint for mallet finger

Splinting is the first-line treatment for almost all mallet finger injuries 
that are not the result of a laceration or crush injury. The splint must be 
worn continuously for 6 to 8 weeks, even when the patient is performing 
daily hygiene.
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Symptoms of 
trigger finger 
are pain at the 
metacarpal head 
or in the MCP 
joint, difficulty 
grasping objects, 
clicking and 
catching of 
the digit, and 
locking of the 
digit in flexion.

indicated in any of these situations12,14:
• injury is caused by laceration
• there is volar subluxation of the DIP 

joint
• more than one-third of the articular 

surface is involved in an avulsion frac-
ture.

Patients who cannot comply with wear-
ing a splint 24 hours per day or whose occu-
pation precludes wearing a splint at all (eg, 
surgeons, dentists, musicians) are also surgi-
cal candidates.12 

Surgical and conservative treatments 
have similar clinical and functional out-
comes, including loss of approximately 5° to 
7° of active extension and an increased risk 
of DIP joint osteoarthritis.12,14,24 Patients with 
chronic mallet finger can be managed with  
6 weeks of splinting initially but will likely  
require surgery.6,12,13 

Skier’s thumb
This relatively common injury is a tear of the 
ulnar collateral ligament (UCL) at the MCP 
joint of the thumb.16 

z Causes and incidence. Skier’s thumb 
occurs when a valgus force hyperabducts the 
thumb,16 and is so named because the injury 
is often seen in recreational skiers who fall 
while holding a ski pole.15-17 It can also oc-
cur in racquet sports when a ball or racquet 
strikes the ulnar side of thumb.16 

In chronic cases, the UCL can be in-
jured by occupational demands and is 
termed gamekeeper’s thumb because it was 
first described in this population, who killed 
game by breaking the animal's neck be-
tween the thumb and index finger against 
the ground.16,18 A UCL tear causes instability 
at the thumb MCP joint, which affects a per-
son’s ability to grip and pinch.2,16,18 

z Presentation. On exam, the affected 
thumb is swollen and, possibly, bruised. 
There might be radial deviation and volar 
subluxation of the proximal phalanx. The 
ulnar side of the MCP joint is tender to pal-
pation.16 If the distal UCL is torn completely, 
it can displace proximally and present as a 
palpable mass over the ulnar side of the MCP 
joint, known as a Stener lesion.16 

Stress testing of the MCP joint is the most 
important part of the physical exam for skier’s 
thumb. Stabilize the metacarpal neck and ap-
ply a valgus stress on the proximal phalanx 
at both 0° and 30° of MCP flexion (FIGURE 3),  
which allows for assessment of both the 
proper and accessory bands of the UCL.2,16 (A 
common pitfall during stress testing is to al-
low the MCP joint to rotate, which can mimic 
instability.2) Intra-articular local anesthesia 
might be necessary for this exam because it 
can be painful.16,18,26 A stress exam should as-
sess for laxity and a soft or firm endpoint; the 
result should be compared to that of a stress 
exam on the contralateral side.16,17

z Imaging. AP, oblique, and lateral ra-
diographs of the thumb should be obtained 
to assess for instability, avulsion injury, and 
associated fracture. Subluxation (volar or ra-
dial) or supination of the proximal phalanx 
relative to the metacarpal on imaging sug-
gests MCP instability of the MCP joint.16,17 

If the stress exam is equivocal, magnetic 
resonance imaging is recommended for fur-
ther assessment.2,18

FIGURE 3

Stress exam of the thumb  
ulnar collateral ligament

Stabilize the metacarpal neck and apply valgus force 
on the proximal phalanx (in the direction of the arrow) 
to assess for laxity.
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Stress radiographs (ie, radiographs of the 
thumb with valgus stress applied at the MCP 
joint) can aid in diagnosis but are contro-
versial. Some experts think that these stress 
views can further damage the UCL; others 
recommend against them because they carry 
a false-negative rate ≥ 25%.15,16 If you choose 
to perform stress views, order standard radio-
graphs beforehand to rule out bony injury.17 

z Treatment. UCL tears are classified as  
3 tiers to guide treatment.

• Grade 1 injury (a partial tear) is char-
acterized by pain upon palpation but 
no instability on the stress exam.

• Grade 2 injury (also a partial tear) is 
marked by laxity on the stress exam 
with a firm endpoint.

• Grade 3 injury (complete tear) shows 
laxity and a soft endpoint on a stress 
exam16,17; Stener lesions are seen only 
in grade 3 tears.16,17 

Grades 1 and 2 UCL tears without frac-
ture or with a nondisplaced avulsion fracture 
can be managed nonoperatively by immobi-
lizing the thumb in a spica splint or cast for  
4 to 6 weeks.16,18 The MCP joint is immobilized 
and the interphalangeal joint is allowed to 
move freely.2,16,17

Grade 3 injuries should be referred to a 
hand specialist for surgical repair.16 Patients 
presenting > 12 weeks after acute injury or 
with a chronic UCL tear should also be re-
ferred for surgical repair.16                              JFP

A guide to the anatomic structures of the digits of the hand
z Phalanges. The fingers are composed of bony phalanges: The second through fifth digits have 3 (proximal, middle, 
and distal); the thumb has 2 (proximal and distal).1 

z Articulations between the phalanges are described anatomically: The second through fifth digits have proximal 
interphalangeal joints (PIPs; between the proximal and middle phalanges) and distal interphalangeal joints (DIPs; 
between the middle and distal phalanges). The thumb has a sole interphalangeal joint. Each proximal phalanx 
articulates with a metacarpal bone at the metacarpophalangeal (MCP) joint (A).

z Ligaments. The MCP joints of the second through fifth digits are stabilized by cruciate ligaments and collateral 
ligaments. The thumb MCP joint has no cruciate ligaments; the radial collateral ligament and the ulnar collateral 
ligament stabilize this joint against varus and valgus forces, respectively2 (A). Each of these ligaments has a proper band 
and an accessory band. The proper band stabilizes the joint at 30° of MCP flexion; the accessory band provides stability 
at 0° of MCP flexion.2 

z Tendons. Extensor tendons run along the dorsal aspect of each finger; flexor tendons run along the volar (palmar) 
aspect (B). Flexor tendons course through a retinacular sheath comprising 5 annular ligaments (A1-A5, from proximal 
to distal). These ligaments function as pulleys and guide the tendons along the bony phalanges, facilitating smooth 
finger flexion.1

Extensor tendon

Distal  
phalanx

Middle  
phalanx

Proximal  
phalanx

Metacarpal

Distal interphalangeal 
joint

Proximal 
interphalangeal joint

Metacarpophalangeal 
joint

Distal phalanx

Interphalangeal joint

Proximal phalanx

Metacarpophalangeal jointUlnar collateral  
ligament

Flexor digitorum  
profundus  

insertion site

Flexor tendon

Metacarpophalangeal 
joint

A1 pulley

A B

ahoppel
Highlight

mostrowski
Sticky Note
AU: Please note that we added "stress" here to better make the connection to the damage done. OK?



FINGER AND THUMB INJURIES

213MDEDGE.COM/FAMILYMEDICINE VOL 71, NO 5  |  JUNE 2022  |  THE JOURNAL OF FAMILY PRACTICE

CORRESPONDENCE
Caitlin A. Nicholson, MD, 1611 West Harrison Street, Suite 
300, Chicago, IL 60612; Caitlin.nicholson@gmail.com

 
References
 1.   Hirt B, Seyhan H, Wagner M, et al. Hand and Wrist Anat-

omy and Biomechanics: A Comprehensive Guide. Thieme; 
2017:57,58,71,72,75-80.

 2.   Daley D, Geary M, Gaston RG. Thumb metacarpophalangeal 
ulnar and radial collateral ligament injuries. Clin Sports Med. 
2020;39:443-455. doi: 10.1016/j.csm.2019.12.003

 3.   Gil JA, Hresko AM, Weiss AC. Current concepts in the man-
agement of trigger finger in adults. J Am Acad Orthop Surg. 
2020;28:e642-e650. doi: 10.5435/JAAOS-D-19-00614

 4.   Henton J, Jain A, Medhurst C, et al. Adult trigger finger. BMJ. 
2012;345:e5743. doi: 10.1136/bmj.e5743

 5.   Bates T, Dunn J. Trigger finger. Orthobullets [Internet]. Updated 
December 8, 2021. Accessed April 14, 2022. www.orthobullets.
com/hand/6027/trigger-finger

 6.   Chhabra AB, Deal ND. Soft tissue injuries of the wrist and hand. 
In: O’Connor FG, Casa DJ, Davis BA, et al. ACSM’s Sports Medi-
cine: A Comprehensive Review. Lippincott Williams & Wilkins; 
2012:370-373.

 7.   Ballard TNS, Kozlow JH. Trigger finger in adults. CMAJ. 
2016;188:61. doi: 10.1503/cmaj.150225

 8.   Vitale M. Jersey finger. Orthobullets [Internet]. Updated May 22, 
2021. 2019. Accessed April 15, 2022. www.orthobullets.com/
hand/6015/jersey-finger

 9.   Shapiro LM, Kamal RN. Evaluation and treatment of flexor ten-
don and pulley injuries in athletes. Clin Sports Med. 2020;39:279-
297. doi: 10.1016/j.csm.2019.12.004

 10.   Goodson A, Morgan M, Rajeswaran G, et al. Current management 
of Jersey finger in rugby players: case series and literature review. 
Hand Surg. 2010;15:103-107. doi: 10.1142/S0218810410004710

 11.   Lapegue F, Andre A, Brun C, et al. Traumatic flexor tendon in-
juries. Diagn Interv Imaging. 2015;96:1279-1292. doi: 10.1016/ 
j.diii.2015.09.010

 12.   Bendre AA, Hartigan BJ, Kalainov DM. Mallet finger. J Am 
Acad Orthop Surg. 2005;13:336-344. doi: 10.5435/00124635-
200509000-00007

 13.   Lamaris GA, Matthew MK. The diagnosis and management 
of mallet finger injuries. Hand (N Y). 2017;12:223-228. doi: 
10.1177/1558944716642763

 14.   Sheth U. Mallet finger. Orthobullets [Internet]. Updated Au-
gust 5, 2021. Accessed April 15, 2022. www.orthobullets.com/
hand/6014/mallet-finger

 15.   Weintraub MD, Hansford BG, Stilwill SE, et al. Avulsion inju-
ries of the hand and wrist. Radiographics. 2020;40:163-180. doi: 
10.1148/rg.2020190085 

 16.   Avery III DM, Inkellis ER, Carlson MG. Thumb collateral ligament 
injuries in the athlete. Curr Rev Musculoskelet Med. 2017;10:28-
37. doi: 10.1007/s12178-017-9381-z

 17.   Steffes MJ. Thumb collateral ligament injury. Orthobullets [Inter-
net]. Updated February 18, 2022. Accessed April 15, 2022. www.
orthobullets.com/hand/6040/thumb-collateral-ligament-injury

 18.   Madan SS, Pai DR, Kaur A, et al. Injury to ulnar collateral ligament 
of thumb. Orthop Surg. 2014;6:1-7. doi: 10.1111/os.12084

 19.   Dardas AZ, VandenBerg J, Shen T, et al. Long-term effectiveness 
of repeat corticosteroid injections for trigger finger. J Hand Surg 
Am. 2017;42:227-235. doi: 10.1016/j.jhsa.2017.02.001

 20.   Huisstede BM, Gladdines S, Randsdorp MS, et al. Effectiveness of 
conservative, surgical, and postsurgical interventions for trigger 
finger, Dupuytren disease, and de Quervain disease: a system-
atic review. Arch Phys Med Rehabil. 2018;99:1635-1649.e21. doi: 
10.1016/j.apmr.2017.07.014

 21.   Lunsford D, Valdes K, Hengy S. Conservative management of trig-
ger finger: a systematic review. J Hand Ther. 2019;32:212-221. doi: 
10.1016/j.jht.2017.10.016

 22.   Fiorini HJ, Tamaoki MJ, Lenza M, et al. Surgery for trigger 
finger. Cochrane Database Syst Rev. 2018;2:CD009860. doi: 
10.1002/14651858.CD009860.pub2

 23.   Salazar Botero S, Hidalgo Diaz JJ, Benaïda A, et al. Review of acute 
traumatic closed mallet finger injuries in adults. Arch Plast Surg. 
2016;43:134-144. doi: 10.5999/aps.2016.43.2.134

 24.   Lin JS, Samora JB. Surgical and nonsurgical management of mal-
let finger: a systematic review. J Hand Surg Am. 2018;43:146-163.
e2. doi: 10.1016/j.jhsa.2017.10.004

 25.   Handoll H, Vaghela MV. Interventions for treating mallet finger 
injuries. Cochrane Database Syst Rev. 2004;(3):CD004574. doi: 
10.1002/14651858.CD004574.pub2

 26.   Pulos N, Shin AY. Treatment of ulnar collateral ligament injuries 
of the thumb: a critical analysis review. JBJS Rev. 2017;5:e3. doi: 
10.2106/JBJS.RVW.16.00051

Don’t overlook this cause of falls
I enjoyed reading “How to identify balance 
disorders and reduce fall risk” (J Fam Pract. 
2022;71:20-30) from the January/February 
2022 issue. I was, however, disappointed to see 
that normal pressure hydrocephalus (NPH) 
was not discussed in the article or tables.

Recently, I had a 72-year-old patient who 
presented after multiple falls. In conjunction 
with Neurology, the presumptive diagnosis 
of Parkinson disease was made. However, 
the patient continued to experience a health 
decline that included cognitive changes, noc-
turia, and the classic “magnetic gait” of NPH 
(mnemonic for diagnosing this triad of symp-
toms: weird, wet, wobbly). The presumptive 
diagnosis was then changed when the results 

of a fluorodopa F18 positron emission to-
mography scan (also known as a DaT scan) 
returned as normal, essentially excluding the 
diagnosis of Parkinson disease.  

The patient has since seen a dramatic im-
provement in gait and cognitive and urinary 
symptoms following a high-volume lumbar 
puncture and placement of a ventriculoperi-
toneal shunt. 

This case demonstrates the importance 
of considering NPH in the differential diag-
nosis for patients with balance disorders. 
Prompt diagnosis and management can re-
sult in a variable, but at times dramatic, re-
versal of symptoms.  

Ernestine Lee, MD, MPH  
Austin, TX 
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