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Hand Pain

De Quervain's Tenosynovitis

Suspected sinister pathology to be investigated in primary care
Refer via 2WW cancer pathway where appropriate

Inflammatory Arthritis needs urgent Rheumatology referral
Septic Arthritis, mallet finger or suspected fracture needs referral to emergency acute orthopaedics via A&E

History, Examination, Assessment

OA 1st CMCJ
OA Thumb

Thumb arthritis 
Base of thumb pain

Refer to physiotherapy if:

Joint protection advice
ADL assessment
Splints
Exercise
Adaptations/ tool modification. 

Refer to Advanced Practitioner if:

Not responding to physio
Diagnostically uncertain
Course of NSAIDs and / or analgesia has been trialled
and symptoms severe
To discuss surgical or rheumatology / pain options
GP cannot administer intra-articular steroid injection 

Refer to Rheumatology if:

Suspect inflammatory condition

Trigger Finger / Thumb

Diagnostics:

None

Management: Consider CEC Policy

Explanation of cause and natural history
Re-assess for limitations on range of
movement and ADLs
Self-massage the nodule for up to 6 weeks
and monitor resolution of symptoms
Consider steroid injection
Self-management advice

Consider injection if:

Diagnosis clear
Patient agrees to injection

Refer to Advanced Practitioner if:

Diagnostically unclear
Significant functional limitations 
Failure to respond to conservative treatment over
6 months (i.e. up to 2 steroid injections)
The patient may benefit from an injection another
local pathways do not offer injection services
To discuss surgical options if meets CEC policy

Diagnostics:

If severe symptoms & referral considered - x-ray
(thumb base AP / oblique of CMCJ +/- wrist)

Management:

Explanation of cause and natural history
Pain relief - for a minimum of 6 weeks
Review resolution of symptoms and activities of
daily living
Advice on thumb mobilisation but not overuse
and joint protection advice
Discuss treatment options including injection if
appropriately trained

Diagnostics:

None

Management: Consider CEC Policy

Explanation of cause and natural history
Advice on treatment options
Advice on surgical intervention
Patient to self-monitor the degree of
contracture if it does not meet the requirement
for surgical intervention
The guidelines for minimum degree of
contracture required for surgery: 
o any degree PIP and / or 
o > 30 degrees MCP 
Although the main indications for contracture
correction are: 1) Functional compromise 2)
Progression of contracture

Refer to Advanced Practitioner if:

Diagnostically unclear

Refer to Orthopaedic Consultant if:

A flexion contracture >/= 30 degrees at the
metacarpophalangeal joint
And/ or any degrees at the proximal interphalangeal joint
Patients under 45 years of age with disease affecting 2 or
more digits and loss of extension exceeding 10 degrees or
more.
The patient must be advised that rehabilitation can be
lengthy and the recurrence rate is high

Dupuytrens DiseaseClinical
Presentation

Thresholds for
referral

 to SMSKPE

Diagnostics:

None

Management:

Avoid repetitive tasks
Advice on mobilisation but not overuse
Advice on the use of thumb splints
Course of analgesia and / or NSAIDs for a minimum of 2
- 3 weeks in line with agreed formularies / guidelines
Advice on topical NSAIDs
Review for resolution of symptoms and monitor
subjectively in line with ADLs
Condition specific Patient Information Leaflet should be
given to the patient - bssh.ac.uk dequervains syndrome
Referral to physiotherapy/an therapy

Consider for injection if:

Diagnosis clear
Patient agrees to injection
The patient may benefit from an injection and other local
pathways do not offer injection services 

Refer to Advanced Practitioner if:

Diagnostically uncertain
Failed injection
Course of NSAIDs and / or analgesia has beentrialled
(except where contra-indicated)
Discuss surgical options 

Refer to Orthopaedic Consultant if:

Surgery may be indicated 

Finger Pain

Diagnostics:

X-ray centred on the joint involved if this is likely to
change management (e.g. “AP and lateral of the left ring
finger”)
If suspected inflammatory arthritis - Full blood count, uric
acid (repeat after symptoms resolves if normal), U&E,
CRP, ESR,Rheumatoid factor, Anti CCP
ANA if specific indication of connective tissue disorder
such as: - dry eyes - dry mouth - photosensitive rash -
significant alopecia - recurrent miscarriage

Management:

Course of analgesia and / or NSAIDs for a minimum of 2
- 3 weeks in line with agreed formularies / guidance,
including topical NSAIDs
Review for resolution of symptoms
Monitor subjectively in line with ADLs
Condition specific Patient Information Leaflet should be
given to the patient: bssh.ac.uk finger joint
arthritis/bssh.ac.uk finger sprains

Refer to Hand Therapy/Physiotherapy if:

Advice on joint protection
Advice on mobilisation but not overuse as appropriate
Postural advice on dependant occupations and resulting
activities of daily living

Refer to Advanced Practitioner if:

Diagnostically unclear
Moderate to severe symptoms and course of NSAIDs and / or
analgesia has been trialled
No signs of inflammatory arthritis
Injury greater than 6 weeks ago
Affecting ADLs and range of movement
Patient does not want surgery

Refer to Orthopaedic Consultant if:

Positive history of trauma within 6 weeks
Surgical intervention/ injection indicated and patient wants
these 

Refer to Rheumatology if:

Suspected inflammatory arthritis first episode and symptoms
are more than 10 days 
Not responding to primary care management

	Refer to A&E or fracture clinic:

If penetrating injury in last 2 weeks and any sepsis
suspected
If "mallet finger" suspected for an urgent splint, instructions
and review 


