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South African occupational therapists'

orthotic management of trigger finger and
factors influencing their decision regarding

splint type

Background: Orthotic management of trigger finger refers to the
use of splints to immobilise affected joints. The prevalence of trigger
finger and the assessment and treatment practices utilised by
occupational therapists for this affliction in South Africa, are not yet
documented.

Aim: To explore occupational therapists' orthotic management for
clients with trigger finger in KwaZulu-Natal, and the factors
influencing the therapists’ decision when prescribing orthoses.
Methods: A quantitative cross-sectional study design was
implemented with a sample size of 102 via a stratified random
sampling approach. A survey questionnaire was administered. Data
were coded using frequencies and then descriptively analysed using
SPSS.

Results: Findings indicated that trigger finger is common in clinical
settings and the majority (99%) of the occupational therapists use
splints when managing trigger finger and as a first line of treatment
(69.9%). The joint-blocking splint is preferred by 96.6% of the
participants with the MCP joint-blocking splint being favoured by
55.0%. The most considered factors when deciding on the splint
type are clinical presentation (99.1%), and the client's occupation
(92.4%), and the most preferred measures of the effectiveness of
treatment are pain (97.1%) and range of motion (97%).
Conclusion: The study has demonstrated that the inconsistencies
noted in global research also apply in KwaZulu-Natal. Therefore,
further investigations on the effectiveness of splinting and a guide
on deciding on splint type as well as appropriate outcome measures
are necessary to ensure that clients receive optimal care through
evidence-informed practice.

Implications for occupational therapy practice

e This study informs further understanding of the current
assessment prior to splinting and treatment practices that
occupational therapists in the South African context provide
for their clients with trigger finger.

e The study demonstrates that irrespective of the participant's
level of experience and their clinical settings, the
considerations when deciding on splint types remain the
same.

e The results are consistent with available literature
particularly with which splint type to issue. However, the
development for a guide regarding the orthotic
management of trigger finger covering aspects like the splint
regime and the recommendations of exercises is vital as
discrepancies emerged largely from these areas. The type of
exercises, stages at which they may be introduced, duration
and frequency should be considered for deeper
engagement.

e The development of this protocol will ensure consistency of
treatment and evidence-informed practice.
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INTRODUCTION

Trigger finger, also known as stenosing flexor tenosynovitis or
trigger digit, is a sudden release or locking of a finger during flexion
and extension which can be characterised by painful snapping
and/or locking during flexion'. This leads to functional limitations
and affects engagement in meaningful and purposeful activities.
Trigger finger can occur in one or more fingers in each hand and
can be bilateral. The mostly affected digits are said to be the thumb
followed by the ring finger, middle finger, little finger and lastly, the
index finger”.

There are several treatment approaches for persons with trigger
finger; including conservative or surgical treatment® and modalities
such as activity modification and corticosteroid injections.
Conservative treatment by occupational therapists includes
exercises and immobilising the affected fingers through wearing
orthoses* and in most cases, conservative treatment is
recommended before surgical intervention®. Although this is the
case, there is limited literature available globally that examines
splinting as a primary treatment modality for trigger finger and no
literature was found with regard to the South African context.
Colbourn et al® conducted a study in Northern Ontario on the
effectiveness of the metacarpophalangeal joint-blocking splint for
trigger finger and it was noted that, unlike steroid injections and/or
surgery, splinting had no complications.

A study by Langer et al® found that with conservative
management of persons with trigger finger, there is limited
evidence when comparing the efficacy of one intervention to the
other. Furthermore, the study illustrated that treatment is
inconsistent amongst occupational therapists in terms of the type
of orthoses they use for the MCP, DIP, and PIP joint-blocking splints
their considerations when issuing these orthoses, their outcome
measures used to determine the effectiveness of treatment and the
regimen for the orthoses prescribed. Thus there is a gap in
treatment guidelines for trigger finger. In the South African context,
there is limited research on hand assessment practices used by
occupational therapists". There are currently no studies available
that refute or support the findings of global research?# %26 which
therefore indicates the need to establish what works within the
South African context.

This research will establish the current orthotic management
practices by occupational therapists in KwaZulu-Natal. It will
therefore explore the occupational therapists' approach to the
treatment of trigger finger, and their preferred splint designs when
treating clients with trigger finger. Furthermore; the factors
considered by occupational therapists before and/or during
treatment of this condition will be explored as well as the outcome
measures used by occupational therapists to evaluate their
treatment.

LITERATURE REVIEW

Trigger finger is a hand condition in which flexor tendons “trigger”
with movement® Triggering often occurs at the fibro-osseous
tunnel> in which the flexor digitorum profundus and flexor
digitorum superficialis glide®. Due to irritation and inflammation of
the flexor tendons and/or sheath, a nodule may be formed leading
to abnormal excursion of the tendons under the pulleys®. Trigger
finger is frequently seen in clinical practice; however, no standard
treatment protocol has been established as best practice®. The aim
of splinting for trigger finger is to decrease the tendon's mechanical
friction within the tendon sheath through immobilisation allowing
the inflamed sheath to heal® A survey conducted by Langer et al>
in Israel and the United States of America, indicated that all
occupational therapists reported using orthoses such as a splint
during treatment. Although splinting is considered as the lightest

form of treatment for trigger finger, it was highlighted to have a
success rate of 40-70% in cases with symptom onset of less than six
months duration®. When Colbourn et al.° evaluated the efficacy of
the metacarpophalangeal joint-blocking splint, 92.9%(n=28) of
these clients felt their symptoms resolved after 6-10 weeks of
splinting. The metacarpophalangeal (MCP) joint-blocking splint
and the distal interphalangeal (DIP) joint-blocking splint were
compared by Tarbhai et al.'%; and the MCP joint blocking splint had
a success rate of 77% (n=30) while the DIP joint-blocking splint had
a success rate of 47% (n=30). The MCP joint-blocking splint was
reported to have good outcomes® and Huisstede et al® also
identified it as a preferred splint.

Clinical considerations on the splint type to issue and outcome
measures involve several factors. Tarbhai et al.'® reported deciding
on the splint design based on the client’s clinical presentation,
vocation and leisure activities. In addition, range of motion, grip
strength, severity and frequency of triggering were used to measure
the splint's effectiveness. At the same time, another study had the
participant’s perceived improvement of symptoms as an outcome
measure®. A survey was conducted where 79% (n=61) of
occupational therapists reported considering the client's symptoms
while 38% (n=61) reported considering occupational concerns
when deciding between splint designs to use”. Noteworthy is that
the client's clinical presentation and occupation predominantly
influence therapists’ decisions on the splint design to use. Pain,
range of motion, triggering symptoms and grip strength appear to
be the common outcome measures.

In the South African context, no studies were found to support or
refute the international trends on the management of trigger finger.
There are, nonetheless, studies on hand conditions such as hand
assessment practices and occupation-based hand therapy™ ™. These
studies highlighted the need for more research on assessment
practices by South African occupational therapists".

Study aim and objectives

The study sought to explore occupational therapists’ orthotic
management for clients with trigger finger in a South African
context, and the factors influencing the occupational therapists’
decision when prescribing orthoses.

METHODS

Research design

A quantitative cross-sectional study design was used allowing for
the use of a questionnaire survey to provide numerical description
of opinions, trends, or attitudes of occupational therapists®. The
cross-sectional study design ensured collection of data from various
participants at one point in time" through collecting the
participants’ perceptions. The descriptive nature of the cross-
sectional study design was suitable in revealing connections and
patterns that might otherwise not be established, such as the factors
that therapists in the different clinical settings consider when
deciding on an orthosis and their considerations for measuring
effectiveness of treatment.

Population and sampling

As the population size of occupational therapists in KwaZulu-Natal
currently treating clients with hand conditions is unknown, an
equation for large populations was applied as the size of the
population. Using the Cochran sample size calculator to determine
the sample size, the precision level was set at +-5%, confidence level
at 90% and estimated proportion set to 0.516. The stratified random
sampling approach was applied allowing for the identification of a
representative sample through the use of inclusion and exclusion
criteria therefore enabling the identification of a sample frame to
which the results may be generalised. The criteria were as follows:
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Inclusion criteria:
e Qualified occupational therapists including community
service therapists.
e Occupational therapists currently registered with HPCSA.
e Occupational therapists currently practising in KwaZulu-
Natal.
e Occupational therapists with access to gadgets (ie.
Smartphone, tablet, laptop) and internet.
Exclusion criteria:
e Occupational therapists practicing for the Department of
Education.

The survey questionnaire developed in Google Forms was
distributed via email to 271 occupational therapists and/or
occupational therapy departments from the 22" of September 2022
until the 22" of November 2022, and a sample size of 102 was
achieved. Therapists were from both the public and the private
sector in KwaZulu-Natal. This was done to ensure that both sectors
are represented thus allowing for results to be generalised across
both sectors. The email addresses were obtained from the
Department of Health communiqué mailing list for those in the
public sector following being granted gatekeeper permission.
Occupational therapists in the private sector were contacted
through emails obtained from their professional websites and
through referrals from colleagues. Telephonic reminders and emails
were sent after two weeks to increase the return rate of the survey.

Research tools

Questionnaire on management of trigger finger

The occupational therapy orthotic management of trigger finger
survey questionnaire (please see Supplementary File 1) was used
for data collection. This was distributed to occupational therapists
who met the inclusion criteria through personalised emails. The
documents included the consent form, information sheet and the
link to access the questionnaire. The 23-item self-administered
questionnaire comprised of one 'yes' or 'no’ question for the
consent, six multiple choice questions focusing on the therapists’
demographic information such as age, gender, level of education,
as well as the sector in which they are currently working at. Six
questions explored orthotic treatment prescribed; these were
multiple choice, Likert scale, or checkbox questions.

In addition; six questions explored the factors considered during
prescription and four explored treatment outcome measures.
Questions in these sections compromised of Likert scale questions,
multiple choice questions as well as open ended questions. This
survey questionnaire was in English and the expected duration for
participation was 25 minutes. It was developed by the first author
and was informed by literature>®®and the objectives of the study.

Data analysis

The data collected and analysed were of ordinal or nominal data.
All responses were transferred from Google Forms to Google Sheets
and then downloaded into an Excel spreadsheet. With the guidance
of a statistician, data were coded and then descriptively analysed
using SPSS. Descriptive statistics were used to analyse the data
which included the frequencies of the demographical data and the
survey data. To explore the differences between the different
sectors, and level of experience, the Pearson chi-square test was
used with the confidence level set at 95%. Responses to open-
ended questions and those with multiple responses were coded
and grouped into categories such as the splint type and regimen.
Variable sets were then defined such as theSplintT, OtherCons,
SplintReg, Exercises, OtherMes and Duration, after which frequencies
were calculated.

Ethical consideration

Ethical clearance was obtained from Biomedical Research Ethics
Committee (BREC) of the University of KwaZulu-Natal
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(BREC/00004347/2022). Gatekeeper permission was received from
the KwaZulu-Natal Provincial Department of Health Disability and
Rehabilitation programme office. Informed consent was obtained
from all participants electronically. During the research process, the
researcher adhered to ethical principles which included
confidentiality, informed consent, beneficence, non-maleficence,
autonomy and justice”.

Validity and reliability

This study’s reliability and validity were ensured by having the
principal researcher input the data according to allocated numerical
coding on the SPSS system software, ensuring consistency,
reliability, and validity of data collection.

Through the pilot study, reliability and validity were also ensured.
For content validity of the questionnaire a pilot study was
conducted with two occupational therapists who met the inclusion
criteria. Through the results obtained; it was noted that the research
tool was measuring the relevant and appropriate concepts related
to trigger finger management, taking into consideration the
objectives of the study. Irrelevant questions were deleted such as
the precautionary measures relayed to clients regarding the splints
and whether or not they invited clients for follow-up appointments.

For internal validity of the study, the stratified random sampling
approach allowed for participants to be selected randomly through
extending the invitation to participate to the members that met the
inclusion criteria, thereby ensuring that both sectors were
represented and this further allowed for generalisation of the
findings within the sample as discussed above.

To increase external validity of the study, the researcher had
clearly defined the target population through the inclusion and
exclusion criteria which therefore defined the sample in which the
results may be generalised to®. To increase external validity of the
study, the selected sampling approach (stratified random sampling)
ensured that all the groups (public sector and private sector) were
represented and allowed for comparisons. Reliability was ensured
through the use of clear and easy-to-follow instructions and the
same email content being sent out to all participants.

RESULTS

Results represent the 102 responses that were received from
participants. This includes the demographics of participants shown
in Table I (below).

Demographics

Table I: Demographics of the participants (n=102)

Gender N %
Female 71 69.60%
Male 31 30.40%
Highest Qualification

B.OT/B.Sc OT 88 86.30%
M.OT 14 13.70%
Attended hand-related CEU course

Yes 82 80.40%
No 20 19.60%
Sector

Public sector 60 58.80%
Private sector 38 37.30%
Public and Private 4 4.00%
Work Experience

0-2year 30 29.40%
3 - 5years 38 37.30%
6 -10 years 22 21.60%
10 + years 12 11.80%
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The results are skewed towards occupational therapists working
in the public sector (58.88%, n=102) with a high proportion of
female participants (69.6%, n=102). In particular, 86.3% possessed
basic level degree and 80.40% (n=102) of the participants have
engaged in continuous professional development for hand-related
conditions. Furthermore; more than half of the participants (70.7%)
reported experience of three years and above practising as
occupational therapists.

Orthotic treatment methods for trigger finger

All the participants reported treating clients with trigger finger in
their specific practice settings. According to their clinical experience,
the thumb (83.3%) and the index finger (71.6%) are the more
commonly affected digits with the little finger being a rarely affected
digit (72.5%) (Table II, below).

Table II: Most affected digit (n=102)

Digits Rarely | Sometimes | Often | Veryoften | Always
Thumb 8.8% 7.8% 8.8% 64.7% 9.8%

Index finger | 9.8% 18.6% 2% | 294% 1.0%

Middle finger | 37.3% 36.3% 216% | 49% 0.0%

Ring finger 38.2% 382% 176% | 49% 1.0%

Little finger | 72.5% 19.6% 5.9% 1.0% 1.0%

s ™

Activity modification and exercises 3.9%
Corticosteriod injection 26.5%
Splinting 69.6%

N j

Figure 1: Treatment methods used as first line of treatment
(n=102)

Of the four treatment modalities for trigger finger presented to
participants; 99% of the participants reported using splints as part
of treatment for trigger finger with 69.6% using it as the first line of
treatment (Figure 1, above). For the 1.0% who reported to not be
using splinting, activity modification and exercise was the first line
of treatment in their practice setting.

35,0%

30,9%

10,7%

1,3% 1.3% 0.8%

MCP joint PIP joint DIP joint Functional Thumb spica 3 point

preferred splint with the MCP joint-blocking splint being mostly
favoured by 55.0% of the participants.

Table Ill: Recommended splint regime

Regime %

Day splint 321%
2 hours on - 2 hours off 25.9%
Night splint 13.4%

Full time use - remove for hygiene and exercises | 11.6%

As per need 8.0%
At rest 71%
4 hours on, 2 hours off 0.9%
3 to 4 months 0.9%

blocking splintblocking splintblocking splint resting splint pressure
cast/splint

\_ ,

Figure 2: Types of splints prescribed (n=102)

From the open-ended question focusing on the splint type that the
participants issued to clients, six types of splints were reported.
Some participants named more than one splint type thus indicating
that certain factors influence their decisions when deciding on a
splint type to issue. The joint-blocking splint (96.6%) was the most

With prescribing splints, a regime is necessary to ensure that it is
correctly worn so as to improve effectiveness of the splint as well as
prevent secondary complications. Presented with an open-ended
question in a fill-in format on their recommended splint regimen;
there seemed to be confusion regarding splint regime and for how
long clients should wear the splint. Table Ill (above) reflects the
seven splint regimens that emerged. The most preferred splint
regime was for the splint to be worn during the day (32.1%) and on
2 hours on-2 hours off intervals (25.9%).

p
n=47
n=2%
|'|='1 4 n:1 1 n=1 4
Range of Acfive ROM  Passive Auto-assisted Tendon  Grip strength
motion exercises ROM mobilization gliding exercises
L exercises exercises exercises

Figure 3: Recommended exercises(n=102)

A mode of treatment can be used singularly or in conjunction with
others. The majority of the participants (96%) recommended
exercises as part of treatment with a splint. Presented with an open-
ended question which allowed participants to express themselves
regarding exercises that they recommended, six exercises emerged.
Most participants recommended more than one type of exercise
hence the presentation being in numbers rather than percentages.
Overall, the recommended exercises were categorised into range of
motion and grip strength exercises. The majority of the participants
recommend range of motion exercises.

Considerations when prescribing splints

Evidently, the participants prescribe different splint types as
depicted in Figure 2 (adjacent) and different regimens (Table I,
above) and use it at different stages of treatment. Hence, certain
factors influence the participants’ decision. As shown in Table IV
(page 12), the most considered factors when deciding on the splint
type are clinical presentation (99.1%) and the client's occupations
(92.4%). Occupations in this regard being set duties and
responsibilities; and vocation referring to the client's employment.



Table IV: Considerations when deciding on the type of splint to
issue (n=102)

Consideration | Strongly disagree | Disagree | Neutral | Agree | Strongly agree
Clinical 0.0% 0.0% 1.0% 1.8% |87.3%
presentation

Leisure 1.0% 5.9% 343% | 431% | 15.7%

Vocation 0.0% 0.0% 31.4% 53.9% | 14.7%
Occupations | 0.0% 0.0% 7.8% 412% | 51.0%

Leisure is however not recommended by 6.9% of the participants
thus alerting to the application of a more holistic and client-centred
treatment approach.

Other considerations when issuing splints

Although participants considered the four factors as reflected in
Table IV (above), they indicated other considerations that influence
their decisions. Figure 4 (below) illustrates the grouped
considerations as this was an open-ended question, 59.4% of the
participants still included factors that are under clinical presentation
of the clients focusing on sensation, affected joint and/or digit, and
oedema, 14.5% considered hand dominance as this may influence
compliance with the regime especially if it is the dominant hand
being affected, whilst 5.8% consider the ADLs participated in and
1.4% consider the clients’' expectations and preferences.

Table V: Treatment outcome measures (n=102)

Measurement | Strongly disagree | Disagree | Neutral | Agree Strongly agree
Pain 0.0% 0.0% 2.9% 27.5% 69.6%

Range of 0.0% 0.0% 2.9% 22.5% 74.5%

motion

Stage of 0.0% 0.0% 284% | 441% 27.5%
triggering

Grip strength 0.0% 0.0% 10.8% 27.5% 61.8%

Although participants used the four factors on Table V (above) to
measure the effectiveness of treatment, they also have other
measures that they use. Figure 5 (below) illustrates the grouped and
coded measures. A higher percentage (44%) of the participants use
improved hand function

u Clinical presentation
m Stage of triggering

m Hand dominance

mADLs
59% = Compliance

Support available

preferances

1% 3%

m Hand function

= Endurance

u Effective engagement in taks
u Stage if triggering

u Clinical presentation

= Compliance

Patient's subjective experience

17% 3%

= Joint protection principles

Client's expectations and

Figure 4: Other considerations by participants when issuing
splints(n=102)

No statistically significant relationship was found between the
participants’ sector and their considerations when deciding on a
splint type to issue (chi-square=1.311; p=1.000) There was also no
statistically significant relationship (p>0.05) between the
participants’ level of experience (chi-square=4.818; p= 0.619) and
their considerations when deciding on a splint type to issue. This
could possibly indicate that both experienced and less experienced
individuals consider similar factors.

Outcome measures used for evaluation of treatment

The participants prescribed different splint types (as noted in Figure
2, page 4), had different splint regimens (Table Ill, page 4), and
recommended different exercises (Figure 3, page 4). Therefore; their
measures of the effectiveness of treatment are likely to vary. The
participants all appeared to use pain, range of motion, stage of
triggering, and grip strength as measures as reflected in Table V
(page 14). However, the degree at which these are used varies. As
indicated above, the mostly preferred measures are pain (97.1%)
and range of motion by 97% of the participants.
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Figure 5: Other outcome measures used to evaluate the
effectiveness of treatment (n=102)

and clinical presentation (29%) to measure the effectiveness of
treatment. This leads to effective engagement in tasks which is used
as a measure by (17%) of the participants. No standardized
assessment tools were indicated and/or mentioned. A statistically
significant relationship was found between the use of pain as a
measure of effectiveness of treatment and the participants’ level of
experience (chi-square=16.067; p=0.013). However; there is no
statistically significant relationship between the participants’ level of
experience and the use of ROM, stage of triggering and grip strength
(p>0.05).

DISCUSSION

The study results revealed that all participants do treat clients with
trigger finger in their settings with 35% treating them often which
supports available literature on trigger finger being frequently
included in the range of practice in clinical settings®.

Considering that any digit can be affected by trigger finger, the
findings establish that the thumb is the most frequently affected
digit. Available literature? supports the present findings and
therefore the results are consistent with the existing research.
However; the ring finger was reported to be rarely affected while
available research revealed it as the second most affected digit. The
index finger which is second in line in this study's findings was
identified as the least affected finger in literature?

Trigger finger treatment methods used in a South African
context

The results of the study support findings by Langer et al> that all
therapists make use of orthoses during treatment. Similarly, our
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findings demonstrated that the majority (99%) of the participants
use splints. The majority of the participants (69.6%) use splinting
as their first line of treatment and none of the participants identified
surgery as their first line of treatment (Figure 1, page 4). Hence, this
indicates that even though splinting may not be first line, other
conservative treatment methods are considered before the doctors
explore the surgical option. These findings are consistent with
previous research on conservative management being
recommended before surgical management®.

Preferred splint type, regime and recommended exercises
Several splint types are available and/or recommended for the
management of trigger finger. These include the MCP joint-blocking
splint, the DIP joint-blocking and PIP joint-blocking splint. The
effectiveness of these splints has been explored in various studies>
Yand the results showed that participants who had the MCP joint-
blocking splint had a higher success rate of 77%>". Similarly; Langer
et. al> also reported a higher success rate of the MCP joint-blocking
splint when compared to the DIP joint-blocking splint. This could
explain why more than half of the participants of this study (55.0%)
use the MCP joint-blocking splint as it is considered the most
effective splint in literature. Furthermore; the MCP joint blocking
splint allows for better hand function as the inter-phalangeal joints
are left free, thus allowing for continuous engagement in tasks
which positively influences compliance with the splint regime and
leads to greater splint effectiveness. This further highlights the
importance of considering the client holistically when deciding on
the splint type to issue. The current study introduces the use of the
functional resting splint in the management of trigger finger which
was used by 1.3% of the participants. In a systematic review study18
it was noted that even though a single joint may be immobilized
during treatment in adults; for paediatric patients, finger-based
splints were not used as they presented a choking hazard for the
patients in the age range of two years. Orthoses for paediatric trigger
finger patients were said to position finger(s), hand, and/or wrist of
children in neutral®® Although, 1.3% of the participants said to issue
the functional resting splint, the demographics of patients being
seen by the participants were not explored; this then limited the
ability to determine if the said participants do treat pediatric
patients with trigger finger in their respective settings.

The lack of standardised guidelines regarding the splint regimen
that have been highlighted in previous studies have also been
evident in this study. The most recommended regimen is for the
splint to be worn as day splint with at wo-hours-on-and-two-hours-
off regime. The rationale may potentially be that the focus of
conservative treatment has been reported to be more effective on
reducing symptoms>, therefore immobilising the affected joint
prevents the snapping of the joint. Consequently, the irritation and
inflammation of the flexor tendon will be minimal, reducing pain
which is evidently strongly considered as a measure of effectiveness
of treatment. The majority of the participants recommended
exercises as part of treatment with a splint to focus on maintaining
the range of motion of the affected digits and to maintain and/or
improve grip strength. These factors - range of motion and grip
strength - are also used to measure the effectiveness of treatment
by all the participants. The use of these factors as a measure of the
effectiveness of treatment was supported in literature® ™,

Factors considered by occupational therapists when prescribing
orthosis for trigger finger in a South African context

There are marked inconsistencies in literature concerning
considerations when issuing splints and outcome measures. There
is more emphasis on body structures and body functions with less
emphasis being placed on activity participation5. Due to limited
research in South Africa and KwaZulu-Natal regarding orthotic
management of trigger finger, no studies could refute or support
these findings. It was noted in this study that 6.9% of the
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participants do not consider the clients’ leisure activities when
deciding on splint type while majority agreed to be considering the
clients' occupation and vocation. When exploring the
considerations on deciding on the splint type to issue further, the
results revealed that all the participants do consider the client's
clinical presentation, vocational activities and their occupations.

Outcome measures used for trigger finger in South African
context

When exploring the assessments used to measure the effectiveness
of treatment, only 17% of the participants use effective engagement
in tasks. The majority of therapists measure effectiveness of
treatment based on body structures and functions. This is validated
in available literature on emphasis being less on activity
participation®®”. This further demonstrates the need for a treatment
guideline and protocol to ensure evidence-based practice. Although
research on the orthotic management of trigger finger is limited, the
available literature measured the effectiveness of the splints based
on them being able to reduce the symptoms that the client
presented with®. This explains the high percentage of participants
who strongly agreed to consider clinical presentation when
deciding on a splint type. In a survey that was conducted in 2014°
the most commonly used outcome measures were grip strength,
range of motion, and pain. This is in line with the findings of this
study as all participants agreed on using these measures when
evaluating their treatment. All participants of the current study
agreed to using stage of triggering as a measure of the effectiveness
of treatment provided. Other outcome measures that were
highlighted included, but were not limited to, improvement in hand
function (47%), effective engagement in tasks (17%) and client's
subjective experience (3%).

In summary, the study has reported that the majority of the
occupational therapists in a South African context make use of
splints in the management of trigger finger with the MCP joint
blocking splint being the most prevalent one. Although there are
discrepancies with regards to the regime and whether or not
exercises are recommended; their preferences are distinctive. In
addition, the factors considered when issuing splints as well as the
treatment outcome measures used were identified.

CONCLUSION

The study focused on orthotic management of trigger finger
practices by the occupational therapists in a South African context.
It has established that the inconsistencies in global research on
orthotic management of trigger finger are also applicable in the
study setting. This is a result of the lack of research and guidelines
on assessment and treatment procedures which occupational
therapists have at their disposal to use as treatment and to
determine the effectiveness of the treatment provided. The
prevalence of trigger finger remains common in clinical settings for
both sectors. The majority of the participants reported the use of
splints in treatment of trigger finger. In addition, it was also used by
most occupational therapists as the first line of treatment.
Therefore, due to a lack of evidence, further investigations on the
effectiveness of this treatment method as well as a guide on
deciding on splint type, treatment and appropriate outcome
measures for the study population is necessary to ensure that
clients receive optimal care through evidence-based practice.

Limitations and Recommendations

Limitations of this study included a low response rate from the
occupational therapists and the sample size being skewed towards
occupational therapists working in the public sector. There seemed
to be confusion in the questionnaire regarding recommended splint
regimen and for how long clients should wear the splint for,
therefore a description of a precise and descriptive regimen is
essential for further studies as this negatively affects content validity.




In addition; the study was conducted in one province out of the 9
provinces in South Africa, therefore results should be generalized
with caution in the said province and further studies on trigger
finger in the South African context are recommended so to provide
valuable insight into various aspects of this condition. Studies
should mainly focus on evaluating the effectiveness of splinting.
Additionally, comparative studies should be conducted to
determine the most effective treatment through exploring long-
term outcomes for the different modalities. Studies may also
explore the rationale behind recommending exercises as part of
treatment, stages at which the exercises are introduced; their
frequency and duration.

It is recommended that the Occupational Therapy Association of
South Africa and the South African Society of Hand Therapists
conduct seminars, workshops and/or educational programmes for
occupational therapists to keep them updated on developments on
trigger finger management and current therapeutic techniques as
well as increase awareness on resources available on trigger finger
management. These programmes may be inclusive of not only
therapists but hand surgeons as well. This will ultimately enhance
the therapists’ knowledge and skills in managing this condition.
Furthermore; this will ensure consistency in treatment approaches
thus ensuring better continuity of care as client’s transition between
different therapists and/or setting i.e. when referred from a tertiary
hospital to other levels of care. Moreover; a development of a
guideline for the treatment of trigger finger is recommended to
ensure evidence-based practice. The results of this study should be
interpreted with caution and may only be generalised to the
population defined in the inclusion criteria.
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