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Le doigt à ressaut et 
diagnostics différentiels



Epidémiologie

28 cas / 100,000 , risque de 2,6% sur une vie

3 femmes / 1 homme

âge moyen: 52-62 ans

Diabétique, Polyarthrite rhumatoïde



Physiopathologie

Décrit par Notta en 1850

Idiopathique

Inadequation entre les tendons fléchisseurs et la poulie 
(A1)

Accrochage en flexion ou extension

Surtout Annulaire et Pouce, index et auriculaire plus 
rares

Plusieurs doigts +++

cartilage. The A-1 pulley may triple in thickness as
the histologic inner gliding layer of the A-1 pulley
changes from the spindle-shaped fibroblasts and
ovoid cells normally seen to cells with chondrocyte
characteristics.

It has been proposed that tendovaginitis is a more
accurate term to describe the condition than tenosyn-
ovitis. This is because the pathologic inflammatory
changes are found in the retinacular sheath and peri-
tendinous tissue rather than in the tenosynovium. The
2 terms continue to be used interchangeably in the
literature.

Conservative Treatment
Activity modification, nonsteroidal anti-inflamma-
tory drugs, splinting, steroid injection, and surgical
release all have been used in the management of
trigger finger. If the patient’s history shows that a
specific activity is associated with the onset of trig-
gering then avoidance of that activity may result in
spontaneous resolution of the tendovaginitis. For pa-
tients who do not have a contraindication such as
renal disease or peptic ulcer disease, nonsteroidal
anti-inflammatory drugs may be added to an initial
treatment regimen.

Splinting is another conservative treatment option.
A custom-made splint to hold the MCP joint of the
involved finger at 10° to 15° of flexion with the PIP
and distal interphalangeal (DIP) joints left free has
been applied with some success. The splint is worn
continuously for an average of 6 weeks. In patients
with marked triggering, symptoms of longer than 6
months duration, and involvement of multiple digits

or of the thumb, splinting alone does not eliminate
the triggering. Splinting appears to be a reasonable
option for patients with mild triggering who do not
wish to undergo a steroid injection or as an adjuvant
to injection.

Corticosteroid Injection
Long-acting corticosteroid injection is the mainstay
in initial management of the symptomatic trigger
digit. Injection of the involved flexor tendon sheath
provides long-term relief of symptoms in 60% to
92% of affected digits with up to 3 injections.4 Be-
tamethasone sodium phosphate is the steroid of
choice because it is water soluble, does not leave a
residue in the tendon sheath, is not known to cause
tenosynovitis, and it causes less fat necrosis if the
injection is placed in the tissue around the tendon
sheath. Other corticosteroids such as triamcinolone
and methylprednisolone also have been used success-
fully.

A diminished response to injection has been asso-
ciated consistently with an increased duration of
symptoms, usually more than 4 to 6 months, and with
an increasing number of injections.5 This may be a
result of the inability of corticosteroids to reverse
fibrocartilaginous metaplasia of the stenotic A-1 pul-
ley once it has occurred. Benson and Ptaszek6 re-
ported a 60% success rate for a single injection. Of
those treated with a second injection, 36% were
asymptomatic at 3 months. Six patients were injected
a third time, none of whom had long-term relief.

Various techniques of injection have been used
effectively. Both palmar and lateral approaches can

Figure 1. The digital pulley system of the fingers.
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Physiopathologie

Friction entre le bord distal de la poulie et le tendon lors 
de la flexion

Métaplasie cartilagineuse de la couche interne

Augmentation épaisseur (x 3) de la poulie

Pas d’inflammation de la gaine (mais des tissus péri-
tendineux)



Clinique

Douleur à la base du doigt (plus douloureux au pouce-
Pruzansky, 1990)

 Parfois tuméfaction douloureuse (Kyste associé)

Crainte à fermer / étendre complètement le doigt

Ressaut lors de la flexion

 Blocage



Traitement médical ?

Evitement d’une activité favorisante

AINS

Orthèse en flexion 10-15° MCP, IP libres



Infiltration de 
corticostéroïdes

1 à 3 injections procurent 60 à 90% de guérison

CS + lidocaine > Lidocaine seule (Cochrane 2009)

Moins efficace si les symptômes sont plus anciens, ou 
si les IFs sont répétées

Technique ? sans différence connue

be used to infiltrate the flexor tendon sheath with
corticosteroid and local anesthetic. Patients should be
warned that fat necrosis or skin depigmentation are
potential complications of subcutaneous injection.
Intrasheath injections generally do not result in com-
plications; however, tendon rupture has been re-
ported and is likely the result of inadvertent intraten-
dinous injections leading to collagen necrosis.

Surgical Considerations
Open release of the A-1 pulley has been used to treat
trigger digits for more than 100 years. Some sur-
geons prefer to perform an open A-1 pulley release
under local anesthetic so the absence of triggering
can be seen intraoperatively before closure of the
wound. Others believe that local anesthetic distorts
the surgical anatomy and therefore prefer a Bier
block. Transverse, longitudinal, or oblique incisions

on the volar aspect of the hand overlying the MCP
joint and A-1 pulley all have been described. Blunt
dissection is continued down to the level of the flexor
tendon and the A-1 pulley is visualized (Figs. 2A,
2B), with care taken to protect the neurovascular
bundles that are located on the radial and ulnar sides
of the tendon sheath. The radial neurovascular bun-
dle to the thumb is most at risk for injury because it
takes an oblique ulnar to radial course across the A-1
pulley. This bundle also is subcutaneous, averaging
1.19 mm deep to the dermis at the thumb MCP
flexion crease, and may be transected with a deep
skin incision. The A-1 pulley should be released
completely for symptoms to resolve reliably.

Generally only supportive dressings are needed
after surgery. Some patients note palmar tenderness
or finger stiffness after surgery. Incisional tender-

Figure 2. Intraoperative photographs of an open trigger digit release. (A) Injection of local anesthetic. (B) After appropriate
exposure of the A-1 pulley a knife is used to incise the pulley longitudinally. (C) Exposure shows complete release of the A-1
pulley (check for any tightness of the palmar pulley of Manske and if so release as well). (D) A traction tenolysis of the FDP and
FDS tendons may be performed to check that all triggering is gone.
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Repères anatomiques

Tubercule scaphoide - milieu du pli digital 
proximal pour l’auriculaire

Bord radial pisiforme - milieu du pli digital 
proximal pour l’index

Repères de Littler

favored the percutaneous technique with the benefits of
shorter procedure time (7 vs 11 min), shorter duration
of postoperative pain (3.1 vs 5.7 days), quicker recov-
ery of full hand function (7 vs 18 days after the proce-
dure), and faster return to work (3.9 vs 7.5 days).17

Technique of Percutaneous Release
Percutaneous release can be performed in the clinic
setting. Local anesthetic mixed with corticosteroid is
administered and the palmar base of the affected
finger is prepared sterilely. The patient is asked to
flex the affected digit actively. The surgeon then
hyperextends the finger. This brings the flexor tendon
sheath directly under the skin and allows the neuro-
vascular bundles to displace to either side.

An 18-gauge needle or other device is inserted at the
proximal aspect of the A1 pulley. Care should be taken
to stay centered over the flexor tendon sheath to avoid
neurovascular structures and to enter the skin perpen-
dicularly with the bevel of the needle parallel to the
tendon. Alternatively some investigators have advo-
cated inserting the needle slightly more distally in the
middle of the pulley and then proceeding with release
proximally and distally (Fig. 4).

The proximal edge of the A-1 pulley is located near
the distal horizontal palmar crease for the small, ring,
and middle fingers. For the index finger it is located at
the proximal horizontal palmar crease. Release of the
ring and middle fingers is believed to be relatively safe.
The oblique course of the flexor tendons and neurovas-
cular structures to the index and small finger, however,
pose a greater challenge. Wilhelmi et al18 described
reliable landmarks for the small finger flexor tendon
sheath in the area of the A-1 pulley as lying underneath
a line connecting the ulnar border of the scaphoid
tubercle proximally to the center of the proximal digital
crease distally. For the index finger the landmarks were
the radial border of the pisiform proximally and the
midline of the proximal digital crease distally. By using
these landmarks in a cadaver study the A-1 pulley was
transected reliably. The distance from the scoring of the
flexor tendon to the neurovascular bundles was 5.4 mm
radially and 6.7 mm ulnarly in the small finger. In the
index finger it was 8.5 mm radially and 6.2 mm ulnarly.
None of the digital nerves or arteries were transected.

In the thumb the intersection of the proximal
thumb digital crease and a perpendicular line up the
central axis of the palmar aspect of the thumb is the
preferred insertion site.

The needle may be inserted into the tendon. This is
confirmed by needle movement when the patient
flexes and extends the distal phalanx. The needle is
withdrawn slowly until this motion ceases. The nee-
dle tip is now in the A-1 pulley. The A-1 pulley is cut
by moving the needle forward and back while ad-

vancing it in line with the longitudinal axis of the
flexor tendon sheath. A grating sensation indicates
the A-1 pulley is being cut. Once the surgeon be-
lieves the pulley has been released adequately then
the needle is withdrawn and the patient is asked to
flex and extend the digit to show relief from
triggering.

Proximal Interphalangeal Joint Flexion
Contracture and Distal Triggering
Patients with long-standing trigger finger rarely may
develop flexion contracture at the PIP joint that persists
after division of the A-1 pulley. In some patients this is
caused by intra-articular pathology. Others have a pre-
operative flexion contracture that may resolve either

Figure 4. Use of surface landmarks for percutaneous A-1
pulley release. Index finger: at the proximal palmar crease at
a line connecting the radial border of the pisiform and the
center of the proximal digital crease of the index finger.
Middle finger: at the distal palmar crease in the midaxis of the
digit. Ring finger: at the distal palmar crease in the midaxis of
the digit. Small finger: at the distal palmar crease at a line
connecting the ulnar border of the scaphoid tubercle with the
center of the proximal digital crease of the small finger.
Thumb: at the proximal digital crease in the midaxis of the
thumb.
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WP. Safe treatment of trigger finger with longitudinal and transverse landmarks: 
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Traitement chirurgical

89 à 100% de succès (= la référence)

Section de la poulie A1(T1)

Augmentation de 10% du travail en 
flexion du tendon sans conséquences 
cliniques

be used to infiltrate the flexor tendon sheath with
corticosteroid and local anesthetic. Patients should be
warned that fat necrosis or skin depigmentation are
potential complications of subcutaneous injection.
Intrasheath injections generally do not result in com-
plications; however, tendon rupture has been re-
ported and is likely the result of inadvertent intraten-
dinous injections leading to collagen necrosis.

Surgical Considerations
Open release of the A-1 pulley has been used to treat
trigger digits for more than 100 years. Some sur-
geons prefer to perform an open A-1 pulley release
under local anesthetic so the absence of triggering
can be seen intraoperatively before closure of the
wound. Others believe that local anesthetic distorts
the surgical anatomy and therefore prefer a Bier
block. Transverse, longitudinal, or oblique incisions

on the volar aspect of the hand overlying the MCP
joint and A-1 pulley all have been described. Blunt
dissection is continued down to the level of the flexor
tendon and the A-1 pulley is visualized (Figs. 2A,
2B), with care taken to protect the neurovascular
bundles that are located on the radial and ulnar sides
of the tendon sheath. The radial neurovascular bun-
dle to the thumb is most at risk for injury because it
takes an oblique ulnar to radial course across the A-1
pulley. This bundle also is subcutaneous, averaging
1.19 mm deep to the dermis at the thumb MCP
flexion crease, and may be transected with a deep
skin incision. The A-1 pulley should be released
completely for symptoms to resolve reliably.

Generally only supportive dressings are needed
after surgery. Some patients note palmar tenderness
or finger stiffness after surgery. Incisional tender-

Figure 2. Intraoperative photographs of an open trigger digit release. (A) Injection of local anesthetic. (B) After appropriate
exposure of the A-1 pulley a knife is used to incise the pulley longitudinally. (C) Exposure shows complete release of the A-1
pulley (check for any tightness of the palmar pulley of Manske and if so release as well). (D) A traction tenolysis of the FDP and
FDS tendons may be performed to check that all triggering is gone.
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Autres techniques

 Section per-cutanée (aiguille, ténotome,...)

 Nerfs sont à 2-3 mm de l’aiguille au pouce et à 
l’index

Efficace mais 100% de lacération du superficiel

Gilberts EC, Beekman WH, Stevens HJ, Wereldsma JC. Prospective randomized trial of open versus percutaneous
surgery for trigger digits. J Hand Surg 2001;26A:497–500



Autres techniques - USSR

En cas de flexum, d’évolution 
prolongée, de remaniement du 
FDS

La section de la poulie A1 est 
parfois insuffisante

Résection de la bandelette ulnaire 
du superficiel 

Le Viet D, Tsionos T, Bouloudenine M, Hannouche D. Trigger finger 
treatment by ulnar superficialis slip resection (U.S.S.R.).	

J
	

 Hand	

 Surg	

 2004;29B:368 –373.

the PIP joint is at or beyond 90° of flexion. In
contrast to conventional triggering in which the FDS
tendon is involved, it is FDP pathology that produces
distal triggering; therefore symptoms are found at the
DIP joint. When flexion deformity at the PIP joint is
corrected passively in these patients it causes flexion
at the DIP joint. Pain is reproduced with resisted DIP
joint flexion.

A-3 pulley excision has been shown to be success-
ful in these patients. In the case of intratendinous
ganglia or fusiform nodules, which also impinge on
the A-2 pulley, debulking of the enlarged tendon by
reduction flexor tenoplasty has been effective.

Trigger Finger in Association With Other
Diseases
Carpal Tunnel Syndrome
Carpal tunnel syndrome often is co-existent with
trigger fingers. Patients with endocrine and meta-
bolic diseases are known to be predisposed to both
conditions. Increased median nerve latency at the

carpal tunnel, however, has been shown in patients
with idiopathic trigger finger alone. It is hypothe-
sized that the association between the 2 conditions
may be caused by an inflammatory process in the
tendons at both the level of the A-1 pulley and the
carpal tunnel. Furthermore when a patient avoids
finger motion because of painful triggering the
resultant hand edema may aggravate median nerve
compression under the transverse carpal ligament.
Clinically the 2 conditions often co-exist. Patients
with trigger fingers should be evaluated thoroughly
for clinical symptoms of carpal tunnel syndrome
and vice versa.22

Systemic Disease
Amyloidosis. Amyloidosis most frequently results
from the inability of dialysis membranes to remove
!-2 microglobulin protein from filtered plasma. The
protein accumulates in bones and soft tissues, caus-
ing a number of musculoskeletal complications. The
severity of disease is proportional to the duration of

Figure 5. Ulnar superficialis slip resection. The proximal part of the ulnar slip has been released at the level of the carpal tunnel.
Distally the ulnar slip has been transected distal to the A-3 pulley. The slip of tendon is delivered in the interval between the A-2
and A-3 pulleys.
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Autres techniques

 La résection intra-tendineuse de 
l’épaississement (nodule) - Seradge 
et Kleinert

time a patient has been on hemodialysis. The most
common manifestations in the hand are cystic lesions
in the carpal bones and destructive arthropathy; car-
pal tunnel syndrome is the most common condition
requiring surgery.

Infiltrative amyloid tenosynovitis often extends
distally to the palm and digits, which may cause
trigger fingers, flexion contracture, or even tendon
rupture. A large number of these patients will de-
velop hand dysfunction that affects activities of daily
living and self-care.23

Surgical treatment should consist of A-1 pulley
release and complete tenosynovectomy with preser-
vation of all other annular pulleys. A small number
of older patients with idiopathic trigger digits have
been found to have amyloid deposits in their excised
tendon sheaths. This, however, is a distinctly differ-
ent type and quantity of amyloid than the abundant

!-2 microglobulin found in dialysis patients.
Whether this is a part of the mechanism of idiopathic
stenosing tenosynovitis or an incidental part of the
aging process is unknown.

Mucopolysaccharidosis. Mucopolysaccharidoses
are lysosomal storage diseases that result from ge-
netic enzyme deficiencies. Several different clinical
variants of mucopolysaccharidosis have been de-
scribed, each resulting from the deficiency of 1 spe-
cific enzyme. The musculoskeletal manifestations re-
sult from the accumulation of glycosaminoglycans
including dermatan, heparan, keratan, or chondroitin
sulfate in cartilage, tendon, and joint capsule. Man-
agement of these associated conditions has taken on
increased importance since the 1980s when bone
marrow transplantation resulted in improved menta-
tion and longer life expectancy for affected patients.

Van Heest et al24 reported their experience treating
hand disorders in 22 children with various mucopo-
lysaccharidosis disorders. In their series 17 patients
were treated for carpal tunnel syndrome along with
45 trigger digits in 8 affected children. They used a
combination of A-1 and A-3 pulley releases with
variable use of USSR. All of their patients had im-
proved active digital flexion and overall improved
function after this surgical release.

Diabetes mellitus. Diabetic patients are known to
be at risk for developing dysfunction of many differ-
ent organ systems. Although attention often is fo-
cused on the eyes, kidneys, feet, and cardiovascular
system, the hand is affected frequently, resulting in
both disability and deformity. Carpal tunnel syn-
drome, neuropathy, Dupuytren’s disease, and trigger
finger all have been reported with increased inci-
dence in diabetic patients. Not only do patients with
diabetes mellitus have a higher incidence of stenos-
ing tenosynovitis, but these patients also are less
responsive to treatment. The duration of diabetes has
been related strongly to the incidence of hand
complications.

Griggs et al25 treated 54 diabetic patients with 121
trigger digits by corticosteroid injection, and they
performed an open A-1 pulley release in those pa-
tients who failed conservative measures. Their over-
all success rate of 50% with corticosteroid injection
is significantly less than that reported in most studies
of nondiabetic patients. Furthermore insulin-depen-
dent diabetic patients had resolution of symptoms in
only 44% of cases with injection. Surgically treated
patients also had somewhat compromised results,
including residual PIP joint flexion contracture and
persistent A-1 pulley tenderness. The reason for di-
minished results in the treatment of diabetic trigger

Figure 6. Reduction flexor tenotomy. A central core from the
involved area of bulbous swelling on the flexor tendon is
removed. (A) Bulbous enlargement with tendon proximal to
A-2 pulley. (B) Excision of central core of FDP tendon. (C)
Smooth gliding surface of tendon after excision of bulbous
portion. (D) Tenotomy closed with running 7-0 suture.
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Autres techniques

Section sous endoscopie de la poulie A1

Films Dr Desmoineaux



Au pouce

 Le collatéral radial est le plus en danger:

 Superficiel (1,9 mm) - palpable

Croise la voie d’abord

Voie d’abord antérieure ou latérale (Loréa)



Complications

 Séparation A1/A2 dans 50% des cas seulement (0,4 à 
4,1 mm)

Section de la poulie A2 (42% d’augmentation du travail 
en flexion, 62% si A1 et A2)  (Peterson WW, Manske PR, Bollinger BA, Lesker PA, 
Mc- Carthy JA. Effect of pulley excision on flexor tendon bio- mechanics. J Orthop Res 1986;4:96 –101)

Lésions nerveuses



Diagnostics différentiels

Accrochage sous la poulie A3

Ressaut IPP du col de cygne

Ressaut MP de la luxation des tendons extenseurs

Blocage MP



Accrochage sous la Poulie A3

Joueur de Bowling

Douleur et oedème distal au pli digital IPP

Accrochage en flexion > 90°, du FDP +++



Ressaut du col-de-cygne

Asymptomatique - ressaut - 
Blocage en extension

«Blocage» temporaire des 
bandelettes latérales au dos de 
l’IPP

 Ressaut lors du passage en flexion

TTT : celui du col-de-cygne



Ressaut de la luxation des 
extenseurs

 Dos de la MP

Rupture / atténuation d’une 
bandelette sagittale

Luxation en flexion du tendon / 
ressaut en extension de la MP +++



Blocages MP

Rare

Poirier ( 1889 , Arch gén med ), Langeskiold ( 1950 , Acta Chir scand ) : 
2 cas

Blocage de l’extension active et passive de la MCP non 
douloureux. Mobilité normale des IPP et IPD.



Flexion
• Incarcération LCA Radial > Ulnaire sur une anomalie osseuse 

de la tête du métacarpien :

        Idiopathique ( jeune , index)

        Dégénérative = ostéophyte

        Acromégalie (Y.Tani, skel radio, 1999) , achondroplasie (Y.Hamada , JHS , 

2007) , fracture (F.Shuind , JHS , 1993) , cal vicieux , tumeur osseuse 
…



Discussion

• Extension

         Languette plaque palmaire

• Flexion/Extension

         CE : - Flexion (R.Honner, JBJS, 1969)

                 - Extension (Mériaux , rev rhum, 1984)



Pathologies associées

Amyloidose: (synovectomie associée)

Mucopolysaccharidoses: (libération A1, A3, USSR)

Canal carpien: fréquemment associé

Diabète: plus fréquent, IFs moins efficaces (< 50%), 
déséquilibre du diabète, séquelles post-chirurgie plus 
fréquentes (douleur/sensibilité du site opératoire, persistance 
d’un flexum IPP)

Polyarthrite rhumatoide: synovectomie avec préservation des 
poulies +++

digits may be the higher incidence of a diffuse in-
flammatory stenosis of the tendon sheath rather than
a focally nodular process.

Studies have reported poor glucose control in pa-
tients for several days after steroid injection for trig-
ger fingers but none have documented the incidence,
extent, or management of such phenomena. Patients
should be advised of the possibility of increased
blood sugar levels after steroid treatment but the
presence of diabetes should not be considered a con-
traindication for flexor tendon sheath injection.

Diabetic hand complications are believed to be
primarily fibrosing processes related to the same
pathogenic mechanisms that induce other diabetic
complications. Hyperglycemia increases collagen
cross-linking while conferring a resistance to degra-
dation, therefore causing collagen accumulation.
This could explain the predilection toward trigger
fingers in diabetic patients.

Rheumatoid arthritis. In contrast to idiopathic
trigger finger, triggering in rheumatoid patients is
referred to correctly as tenosynovitis. Rheumatoid
arthritis is a systemic disorder that affects the syno-
vial tissues. The digital flexor tendon sheath is lined
with synovium. Inflammation of the tenosynovium
causes a mismatch between the size of the contents of
the sheath and the enclosing fibro-osseous canal,
producing symptoms that may resemble closely those
of idiopathic trigger finger. Such symptoms in a
patient with rheumatoid arthritis, however, require an
entirely different diagnostic and therapeutic approach
than that for idiopathic tendovaginitis.

Flexor tenosynovitis in the rheumatoid patient may
cause finger pain, swelling, triggering, limited mo-
tion, or rupture of the flexor tendon. The diagnosis is
characterized by digital triggering or stiffness with
palpable swelling on the volar aspect of the digit.
Passive range of motion in the finger that exceeds the
active range of motion is helpful for distinguishing
flexor tenosynovitis from articular pathology. Fixed
joint stiffness may develop in chronic cases, how-
ever, making the diagnosis of restricted flexor tendon
excursion as a consequence of diffuse tenosynovitis
more difficult.

The surgical treatment of rheumatoid flexor teno-
synovitis is tenosynovectomy and preservation of the
annular pulleys, with selected cases requiring USSR
or excision of rheumatoid nodules from the tendon.
Although the condition may respond temporarily to
corticosteroid injection, early surgical intervention in
the form of flexor tenosynovectomy with decompres-
sion of the carpal tunnel is recommended by many
investigators to prevent flexor tendon rupture and
irreversible damage to the median nerve.26

An A-1 pulley release in rheumatoid flexor teno-
synovitis is not recommended. Despite pulley re-
lease, motion still may be limited by rheumatoid
nodules or diffuse flexor tenosynovium in the area of
one of the more distal pulleys. The division of the
A-1 pulley will increase the rheumatoid tendency for
digital ulnar drift (Fig. 7), with resultant increase in
the ulnar torque across the MCP joint.

Surgical Technique
Standard Bruner incisions are used to approach the
digital flexor tendon sheath. The more proximal as-
pect of the sheath is approached in the palm through
transverse incisions in the distal palmar crease. A
standard approach to the carpal tunnel is used to
expose the flexor tendons at this level if necessary.
The tendon sheath is opened proximal to the A-1
pulley and between the A-2 and A-4 pulleys. The
A-1, A-2, and A-4 pulleys all are preserved.

Diseased tenosynovium surrounding the tendon is
removed. Intratendinous nodules are excised care-

Figure 7. The tendency toward ulnar drift of the flexor ten-
dons after the A-1 pulley of the middle and ring fingers is
shown.
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Doigt à ressaut de l’enfant

0,05% des enfants

 90% touchent le pouce qui est bloqué en flexion (pas 
de ressaut)

 «apparition» vers le 6ème mois

 < 50% de guérison spontanée

 Pas de séquelles du TTT chirurgical (même tardif)



«Tendinites» de la main



Ténosynovite des 
fléchisseurs

Polyarthrite rhumatoïde +++

Autres causes de synovite

Limitation de la flexion des doigts / 
Empatement palpable

Syndrome du canal carpien associé ?

Traitement = ténosynovectomie



«Tendinites» du poignet



Physiopathologie

 Tendons grêles et longs soumis à des 
microtraumatismes

Avec une angulation carpienne et parfois 
une rotation axiale

Dans un canal ostéo-fibreux +/- Irrités par 
des exostoses +/- une tendinite 
métabolique



Clinique

 Douleur, spontanée

 Douleur déclenchée par le mouvement, augmentée 
par la flexion contrariée et l'extension passive

Douleur à la palpation ( empatement)

Diminution de la force



Imagerie

 Radiographies simples (calcifications ?)

 Echographie > IRM

Inflammation péri-tendineuse

Epaississement des poulies

Saillies osseuses

Ruptures



Le traitement est médical ++

 Arrêt du traumatisme causal / modification du matériel

Orthèse de repos

Physiothérapie

A.I.N.S.

Infiltrations



Ténosynovites du poignet

Atteintes palmaires

• Grand palmaire  (F.C.R.)
• Cubital antérieur (F.C.U.)



Tendinite du grand palmaire ( F.C.R.)

Tendinite  du  flexor  carpi  radialis (F.C.R.)

Fitton , Shea , Goldie
Carstam , Eiken , Andrén

Week 
Roger , Watson

Gazarian , Foucher
Le Viet, Kerboull

1968  J.B.J.S.(B) 
1968 Acta ortho Scand

1978  P.R.S. 
1990  J Hand Surg (A)
1992  Ann Chir Main
1995  Ann Chir Main



Tendinite du grand palmaire 
(F.C.R.)

1

2
3

• Tendon long et grèle
• Microtraumatismes

• Angulation carpienne
• Coulisse ostéo-fibreuse

• Exostoses S.T.T. 
• Tendinite métabolique

• Torsion axiale

Vulnérabilité du FCR

Surg Radiol Anat
1993 , 15, 85-89



Tendinite du grand palmaire (F.C.R.)

Synovite autour du F.C.R.

Douleur

 le  long du F.C.R.

Douleur flexion contrariée du poignet

 Douleur extension du poignet

 Douleur à la palpation profonde

Irritation branche nerveuse

 palmaire cut. médian (7 /25 ) 



Tendinite du grand palmaire (F.C.R.)

Tendinite  du  flexor  carpi  radialis (F.C.R.)

• Aucune extériorisation au poignet

• Forme nodulaire

• Atteinte de la totalité du F.C.R.

• Rupture du F.C.R.

Formes atypiques



Tendinite du grand palmaire (F.C.R.)

41 cas d'arthrose S.T.T.

• Ostéophytose acérée

• Pincement

• Lésion tendon du F.C.R. (ulcéré, rupture 5 cas)

• Communication F.C.R. fréquente (injection)

Formes radiologiques: 53 cas 
41 arthroses STT



Tendinite du F.C.R.

Chondrolyse STT



Tendinite du grand palmaire (F.C.R.)

Tendinite  du  flexor  carpi  radialis (F.C.R.)

• Scanner et arthroscanner

• I.R.M.

• Priorité à l'examen clinique +++

IMAGERIE



Tendinite du grand palmaire (F.C.R.)

Tendinite  du  flexor  carpi  radialis (F.C.R.)

Attelle antibrachio palmaire
A.I.N.S.
Ionisations , Physiothérapie
Corticoïdes locaux (antérieure dans la gaine  
  du F.C.R. ou postérieure ++ dans la S.T.T.)

Traitement médical



Tendinite du grand palmaire (F.C.R.)

Tendinite  du  flexor  carpi  radialis (F.C.R.)

• Voie d'abord antibrachio palmaire
• Ouverture du canal carpien
• Ouverture coulisse ostéo fibreuse F.C.R.
• Luxation du F.C.R.
• Résection économique des exostoses S.T.T.
• Traitement des lésions éventuelles F.C.R.
• Lambeau de couverture S.T.T.
• Reposition F.C.R.  + ou - plastie

Traitement chirurgical 



Tendinite du grand palmaire (F.C.R.)

Tendinite  du  flexor  carpi  radialis (F.C.R.)

Branche palmaire cutanée du médian

• Relever la berge externe du 
canal carpien

• Repérer la branche qui sous 
croise ou surcroise le F.C.R.
Parfois double 



Tendinite du grand palmaire (F.C.R.)

Traitement chirurgical

Tendinite  du  flexor  carpi  radialis (F.C.R.)

Luxation du F.C.R.

• Libération des adhérences
• Mobilisation du F.C.R.
• Recherche ulcération partie 
  externe du C.C.
• Résection des exostoses S.T.T.
• Traitement rupture F.C.R.



Tendinite du grand palmaire (F.C.R.)

Tendinite  du  flexor  carpi  radialis (F.C.R.)

Ouverture coulisse ostéo fibreuse

• Introduction d'une pince fine
• dans la coulisse externe
• bord supérieur du poignet 
• Partie externe du canal carpien
• Sortie à l'insertion de l'adducteur
• Ouverture sur la pince 



Tendinite du F.C.R.

FCR rétréci et ulcéré



Indications opératoires devant une 
tendinite du F.C.R.

4 Résistance au traitement médical

4 Exostoses S.T.T. saillantes

4 Gène fonctionnelle importante

4 Fracture pôle  proximal du 

scaphoïde

4 Risque de rupture tendineuse

tendinite du Flexor Carpi  Radialis (grand palmaire)



Le risque est la rupture du 
FCR

4 De traitement difficile

4 Nécessité de greffe

4 Résultat aléatoire

tendinite du Flexor Carpi  Radialis (grand palmaire)



Tendinite du FCU (cubital antérieur)



Tendinite du cubital antérieur (F.C.U.)

• Oedème rougeur et chaleur
• Impotence fonctionnelle
• Douleur à la flexion contrariée
• Rhumatisme à hydroxyapatite (Amor)
• Calcifications (incidence de Garault)
• Dg. pathologie du pisiforme

CLINIQUE

Tendinite du flexor carpi ulnaris (F.C.U.)



Tendinite du cubital antérieur (F.C.U.)

- Douleur interne du poignet
- Douleur à l'extension contrariée
- Parfois arthrose pyramido-pisiforme
- Parfois calcifications radiologiques
- Traitement médical +++

Tendinite du flexor carpi ulnaris (F.C.U.)

Examen:



Tendinite du cubital antérieur (F.C.U.)

- Immobilisation
- A.I.N.S., ionisation, etc...
- Infiltrations
- traitement très efficace
- Tendinite exceptionnellement opérée

CA

Tendinite du flexor carpi ulnaris (F.C.U.)

Traitement médical



Tendinite du cubital antérieur (F.C.U.)

- Abord interne du poignet
- Synovectomie +/- peigne
- Parfois excision du pisiforme
- Libération du pédicule cubital
- Excision kyste interne parfois
- Immobilisation 2 à 5 semaines

Tendinite du flexor carpi ulnaris (F.C.U.)

Traitement chirurgical:

CA



Traitement chirurgical F.C.U.



Tendinite du F.C.U.

4 résistant au traitement médical

4 Gène fonctionnelle importante

4 calcifications péri ou intra tendineuse

4 compression du nerf ulnaire

4 arthrose piso triquétrale associée

Indication opératoire



Carpe Bossu de Fiolle et 
tendinites des radiaux



Diagnostic clinique du carpe bossu de Fiolle

Saillie osseuse carpo-métacarpienne

A la base du 2ème ou 3ème rayons

Soit entre trapézoïde et 2ème métacarpien ou

Entre base du grand os et 3ème métacarpien

Tendinite des radiaux (ECRB et L) 

parfois tendinite de l’EP du 2ème

parfois associé à un os styloïdium

à différencier d’un kyste synovial.



Diagnostic du Carpe Bossu de Fiolle



Traitement Carpe Bossu

Résection cunéïforme (Cuono)
    2 ème méta/trapézoïde
    3 ème méta/grand os
Excision bursite
Traitement tendinite R1 ou R2



Traitement du Carpe Bossu de Fiolle

Carpe bossu de Fiolle



Tendinites des radiaux (ECRB et L)

• Insertion de R1 ou R2
• Saillie osseuse postérieure C.M.
• Douleur à la pression
• Douleur à l'extension contrariée
• Bourse séreuse au contact
• = avec carpe bossu de Fiolle

Clinique

Extensor carpi radialis brevis et longus (ECRB et ECRL)



Tendinites des radiaux (ECRB et L)

• Incision transversale si possible
• Apophysite idem carpe bossu
• Sd. 2 ème compartiment rare
• Abord tendons R1 ou R2
• Excision bursite
• Synovectomie avant bras rare
• Attelle de 2 à 4 semaines

Traitement chirurgical

Extensor carpi radialis brevis et longus (ECRB et ECRL)



Tendinite de l’E.C.R.L. et B. (radiaux)

4 résistant au traitement médical

4 risque de rupture

4 carpe bossu de Fiolle important

4 os styloïdium douloureux

4 luxation de l’E.P. de l’index

Indication opératoire



Ténosynovite de de 
Quervain



Ténosynovite de de 
Quervain

Bibliographie

- De Quervain
- Tillaux
- Gray
- Marion
- Poulsen
- Ruelle - Navarre

- 1895
- 1892
- 1893
- 1933
- 1911
- 1967



test de Finkelstein

Ténosynovite de de 
Quervain Clinique

- Gonflement
- Douleur spontanée
- Douleur à la pression
- Signe de Finkelstein+++
- Apophysite externe du radius
- Irritation nerf radial (Signe de 
Matzdorff



Syndrome du croisement
Bourse séreuse radiaux, EPB, APL
Tendinite des radiaux (ECRB et ECRL)
Syndrome de Wartenberg
Syndrome du bracelet montre de Matzdorff

Ténosynovite de de 
Quervain

Diagnostic différentiel



Ténosynovite de de 
Quervain

le traitement médical

✴ orthèse de repos
✴ infiltration, A.I.N.S.
✴ suppression du geste traumatisant
✴ est d’efficacité remarquable
✴ les cas opérés sont relativement rares



Ténosynovite de de 
Quervain Technique chirurgicale

✴Voie d’abord transversale esthétique
✴Repérage du nerf radial
✴Libération de la partie postérieure de la coulisse
✴Libération d’une cloison entre LA et du CE1
✴Synovectomie du LA et du CE1
✴Vérification de l’absence de luxation antérieure
✴Fixation capsulaire antérieure dermique parfois
✴Fermeture par un surjet intra-dermique



Ténosynovite de de Quervain

incision 
transversale
esthétique

Ouverture coulisse
1 er compartiment

fixation lambeau
ant. au derme



Ténosynovite de de Quervain



Ténosynovite de de 
Quervain

Problèmes post-chirurgie :

Elargissement de la cicatrice

Luxation antérieure du LA et CE1

Compression branche ant. du nerf radial

Entrapment postérieur LA et CE1



Tendinite de de Quervain

résistant au traitement médical

géne fonctionnelle importante

test de Finkelstein positif

syndrome de Wartenberg associé

réaction cutanée aux injections

sydrome de Matzdorff associé 

    (bracelet montre enlevé)

Indication opératoire



A part: TTT endoscopique

Dr Desmoineaux



Ténosynovite de de 
Quervain

Pathologie fréquente invalidante 
Facilement curable avant tout médical
Traitement chirurgical si échec tt. med

Connaissance de l'anatomie de la région 



Tendinite de l ’E.C.U.



Tendinite de l’extensor carpi ulnaris

• Tendinite d'insertion (rare)
• Tendinite compartimentale (6 ème)

• Parfois secondaire à rupture cloison interne
• Parfois secondaire à synovite ou tendinite

• Pathologie sportive (tennis+++)
• Traitement médical d'abord

Tendinite: étiologie



Tendinite de l’ ECU

Radiographies comparatives poignets 
face

ulna court

dysplasie gouttière ulna non visible

Pseudarthrose styloïde ulnaire

calcifications



ÉCHOGRAPHIE ECU
Échographie dynamique

tendinite (doppler) 

dysplasie tête ulnaire 

prono-supination 
comparative

instabilité ECU



Tendinite de l’ ECU
Scanner et IRM

tendinopathie

dysplasie gouttière ulna non visible

Luxation ECU



Pronation

Etude dynamique de l’ECU

Pronation

Supination

Supination angulationrectitude



TDM ECU

TDM dynamique en 
prono-supination

au moins 3 positions

luxation en pronation

réduction en supination



IRM ECU

IRM en pré-opératoire



Luxation de l’ulna et lésion de E.C.U.

Diagnostic (examen comparatif+++)

Douleur en supination
Douleur à la palpation et/ou l’étirement
Empatement interne
Ressaut de l’ECU en prono-supination
Vacuité de la gouttière en pronation
Mobilité en touche de piano en pronation
Radio cubitus court
Scanner ou arthroscanner +++



Techniques opératoires luxation E.C.U.

Schlesinger lambeau periosté 
Eckhardt lambeau libre rétinaculum
Burkhart  lambeau pédiculé rétinaculum
Hajj ouverture de la cloison externe(tendinite)
Barfred languette entre ECU et EP V (tendinite)
Nachiocar 72 cas 63 opérés
Moran rupture traumatique de l'ECU (2cas)

1907 
1981
1982
1986
1986
1988
1992

Bibliographie 



Indications opératoires devant une 
tendinite de l’ E.C.U.

✴ Indication absolue

✴Rupture 

✴Luxation ou sub-luxation

✴ Indication relative

✴tendinite resistante au tt. 
médical

✴gouttière plate

✴tendopathie

✴syndrome de Barfred

tendinopathie et
gouttière ECU plate



Luxation de l’extenseur carpi ulnaris



Luxation de l’extenseur carpi ulnaris



Luxation de l’extenseur carpi ulnaris

Peigne du tendon
Reconstruction poulie



Tendinite de l ’ECU: gouttière plate

Patiente 22 ans

Tennis 15/4

Tendinite ECU

Luxation

Supination douloureuse

Gouttière plate

Creusement gouttière

Refixation ECU

peigne



Tendinite de l ’ECU: gouttière plate



Tendinite de l ’ECU: 
gouttière plate



Tendinite de l ’ECU: sd. de 
Barfred

Homme 27 ans

Ancien 2/6

Tendinite de l ’ECU

Douleur coup droit

Troels BARFRED, Sven ADAMSEN , J. Hand Surg., 11A,423-5, 1986



Tendinite de l ’ECU: sd. de Barfred



Pensez au syndrome de 
Barfred

Devant une douleur en supination 

Et extension contrariée du 5V



Tendinite de l ’ECU: rupture 4 cas

2 tennismen professionnel

1 judoka, 1 tennis amateur 

Douleur bord ulnaire

Lors des coups liftés

Clinique mal connue

Echographie permet dg. 1 fois

IRM décevante dans 3 cas


