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LETTERS TO THE EDITOR

Cortisone finger

To the Editor:

The photograph depicts the attenuated flexor profundus

tendon on a patient seen for an apparent ‘locked’ trigger finger

six months after cortisone injection by his family doctor. The

hourglass appearance of the tendon is in keeping with the effect

of the cortisone on a tendon, which fortunately did not com-

pletely rupture.

Cortisone injections are very commonly done for inflamma-

tory conditions, with often a very good response. For trigger fin-

ger (stenosing tenosynovitis), treatment can be quite effective if

done at an early stage. With the resolution of the inflammation

at the origin of the tendon sheath, the nodules that have

formed on the tendons secondary to friction will once more

glide through the A-1 pulley. It is well known that cortisone

injections should never be given into a tendon, or on too many

occasions, because there is a risk of structural damage to the

tendon, even to the point of rupture.

In this situation, the patient did not improve particularly in

terms of the mobility of his finger although he admits that his

discomfort was improved. He had an additional problem of a

progressive carpal tunnel syndrome, which is associated with

trigger fingers in approximately 15% of cases.

When he was first seen upon referral from his family doctor

he had very little flexion of his small finger, and clinically it was

thought that there was an element of locking present.

On release of the A-1 pulley, it was evident that the tendons

had in fact become attenuated and lengthened, and his inability

to fully flex his finger was on that basis rather than an entrap-

ment. 

It was decided to do no further intervention because the

prospect of a tendon reconstruction in a 64-year-old diabetic man

with thick fingers and arthritic joints was inappropriate. 

The photograph demonstrates rather graphically the down

side of injecting perhaps too much cortisone too close, too fre-

quently, or even into flexor tendons. 

Yours sincerely,

MSG Bell MD

The Ottawa Hospital

Ottawa, Ontario

©2007 Pulsus Group Inc. All rights reserved

Hourglass appearance of the attenuated flexor profundus tendon
six months after cortisone injection

RE: KH Riding. Operation Rainbow Canada –

Unexpected middle ear findings in a small group of

Philippine teenagers and young adults with unrepaired

cleft palates. Can J Plast Surg 2007;15:11-2.

To the Editor:

Dear Dr Wyshynski,

I read with interest Dr Keith Riding’s letter to the Editor re:

“Operation Rainbow Canada – Unexpected middle ear findings

on small group of Philippine teenagers and young adults with

unrepaired cleft palates” in the Canadian Journal of Plastic

Surgery 15(1):11-2. As an otolaryngologist, I participated in a

subsequent mission with the same group to Ludhiana in the

Punjab in India in March 2007. Participating doctors and nurses

screened 309 patients, mostly with cleft lip and/or palate, rang-

ing in age from a few months to early adulthood. One hundred

twenty of the cleft lip and/or palates were repaired.

I performed myringotomies, using Lumi-View (Welch-Allyn)

loupes, in most of the cleft palate patients while they were under

general anesthetic (23 patients, 46 ears). One child had bilateral

effusions, and ventilating tubes were placed. Another child had a

cholesteatoma. Thus, similar to Dr Riding, there seemed to be less

middle ear diseases than what one would expect in this group of

patients with cleft palates.

Seven of our nurses and doctors were Punjabi-speaking

Canadians and we believe communication with the patient popu-

lation was good. However, we found when patents were asked

whether their children had a problem with their hearing, the

answer was almost always “no, no problems with the hearing”. On

the last day of the mission I was asked to see an eight-year-old girl

who had no external ears and no visible external auditory canals,

and her parents stated that she also had no hearing difficulties,

which leads me to believe that there might be a cultural compo-

nent to their reply to the portion of functional inquiry.

Yours sincerely

Douglas J Kibblewhite MD FRCSC

Clinical Associate Professor, 

University of British Columbia, 

Vancouver, British Columbia
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