
 

Continue

https://gettraff.ru/wb?keyword=trapeziometacarpal%20joint%20type%20of%20joint


Trapeziometacarpal joint type of joint

This article is orphaned because no other article links to it. Please enter links to this page from related articles; try the Find Link tool for suggestions. (October 2013) Osteoarthritis trapeziometacarpal Other names Osteoarthritis of Carpometacarpal (CMC) of the thumb, osteoarthritis at the base of the thumbOsteoarthritis of the first joint carpometacarpalSpecialtyPlastic surgery
Trapeziometacarpal osteoarthritis, also known as osteoarthritis at the base of the thumb or as rheroserhosis, is a rearitive joint disease that affects the first carpomcarstepl joint (CMC1). [1] This joint is formed by the trapezius bone of the wrist and the first metacarpal bone of the thumb. Due to its relative instability, this joint is a frequent site for osteoarthritis. [2] Carometacarpal
osteoarthritis (CMC OA) of the thumb occurs when the damping cartilage of the articular surfaces wears out, resulting in joint damage. [3] The main complaint of patients is pain. [5] Pain at the base of the thumb occurs when moving the thumb and may eventually persist at rest. [4] [5] Other symptoms include stiffness, swelling and loss of thumb strength. [5] Treatment options
include conservative and surgical therapies. [6] Signs and symptoms The primary and most common symptom in patients with CMC OA of the thumb is pain. [5] Pain at the base of the thumb is mainly experienced when moving the thumb or applying pressure with the thumb. However, in advanced stages of CMC OA, pain may persist at rest. Another prominent symptom is the
loss of thumb strength. [5] Patients struggle to grab or hold an object due to weakening of the thumb. For example, tying a knot or holding a pan becomes increasingly difficult. If patients present with similar symptoms, physicians should also consider De Quervain syndrome, rheumatoid arthritis or rpuria flexor radialis carpi and flexor pollicis longus tendinopathy as a possible
cause. [7] Typical signs of CMC OA can be observed from the outside of the hand. [5] For example, the area near the base of the thumb may be swollen and may appear inflamed. Advanced stages of CMC OA may eventually lead to thumb deformity. This deformity, also called zigzag deformity, is characterized by a deviation of the tacrid eminence toward the middle of the hand,
while the phalanges of the thumb overload. [8] Also a grinding sound, known as crepitus, can be heard when the CMC1 joint is moved. [6] The CMC OA cause of the thumb is a degenerative joint disease. [1] Although the exact cause is not yet clear, there is a general consensus among researchers about some of the mechanisms that lead to Thumb CMC OA. [9] It is believed that
the laxity of the ligaments around the CMC1 joint is the main cause of CMC OA. [10] Especially the most significant ligament laxity, the ligament in the beak will lead to joint instability. [10] This instability causes misalignment of the articular bones, which will then rub against each other. As a one cushioning cartilage, which covers the surfaces of the articular bones, wears out. [1]
The synoviable membranes become irritated and synoviation occurs. Eventually, the bare surfaces of the articular bones are exposed to each other. The distance between the bones of the joints decreases, as there is almost no cartilage left. In reaction to this process, the articular bones thicken on the surface, resulting in subcondral sclerosis. Bone growths, called osteophytes,
are also formed in the joint margins. [11] In advanced stages of CMC OA, misalignment of the joint bones causes the tendons attached to the thumb to force the base of the thumb to radial deviation and extension and to the phalanges of the thumb in hyperextension. As a consequence, the 'zigzag' deformity becomes visible. [8] The great forces, which the CMC1 joint has to
support, are considered another cause of CMC OA. [12] During daily manual activities such as grabbing and pinching, the thumb is constantly being used. The forces generated by these movements have an increased impact on the CMC1 joint due to leverage within the thumb. This makes the joint even more sensitive to wear. [12] Showing normal thumb strengths Risk factors
Several risk factors for CMC OA of the thumb are known. Each of these risk factors does not cause CMC OA by itself, but acts as a predisposing factor influencing the OA process in some way. Risk factors include: female gender,[2] who suffers from obesity,[13] repetitive heavy manual labor,[14] family predisposition and hormonal changes such as menopause. [15] Anatomy The
CMC1 joint is a synovial joint between the trapezoid bone of the wrist and the metacarpal bone at the base of the thumb. This joint is called a saddle joint (articulatio sellaris), unlike the cmc joints of the other four fingers that are ellipsoid joints. [16] This means that the surfaces of the CMC1 joint are concave and concave. Due to its specific shape, the CMC1 joint allows a wide
range of thumb movement. The possible movements in this cmc1 joint are:[17] Flexion of bending extension Action Opposition Circumdution This high mobility is due to the little intrinsic ossesa stability of the joint. This makes the CMC1 joint more unstable compared to the cmc joints of the other fingers. [18] Due to this instability, the joint is more susceptible to being damaged.
[12] To remain stable, the CMC1 joint must rely on the surrounding ligaments for support. These ligaments provide the ability to subject high pressure loads, particularly during pinching and grasping maneuvers. [19] 16 ligaments are identified around the CMC1 joint, which give strength and stability to the joint. Of these ligaments, the deep anterior oblique ligament, also known as
palmar beak ligament, is considered the more important stabilizer. [20] Show the hand bones CMC OA diagnosis is diagnosed based on clinical findings and radiological images. [5] CMC OA rating can can divided into different stages that show the progression of the disease. The most used classification is the radiological staging protocol according to Eaton and Littler. Four
different stages are distinguished in radiological evidence of synovite, joint space and capsular laxity. [21] Stage 1: phase of slight sylogitis enlargement of the joint joint contours of the joint space are normal &lt; subluxation of 1/3 of the joint (in any projection) Stage 2: There is a significant capsular laxity 1/3 subluxation of articular osteophytes, &gt; 2 mm in diameter, (usually
adjacent to the volar or dorsal facets of the trapezoid) Stage 3: &gt; subluxation 1/3 of the joint Osteophytes, &gt; 2 mm in diameter, are present (usually adjacent to the volar and dorsal facets of the trapezoid) Mild joint space narrowing stage 4 trapeziometacar osteoartitis, with greater subluxation of the joint. Stage 4: Major subluxation of the joint. Very narrow joint space Cystic
and sclerotic subchondral bone changes are present Significant erosion of the scaptrapezial joint. Conservative treatment There is medium-quality evidence that manual therapy and therapeutic exercise improve pain in patients with thumb CMC OA, both in the short- and intermediate-medium follow-up, and low to moderate quality evidence that magnetotherapy improves pain and
function in short-term follow-up. There is moderate evidence that orthotics (splints) can improve hand function in long-term follow-up. There is very low, low-quality evidence that other conservative interventions do not provide significant improvement in pain and function in short- and long-term follow-up. Some of the conservative interventions commonly performed in therapy have
evidence to support their use to improve hand function and decrease hand pain in patients with CMC OA. [22] Patients with CMC OA of the thumb should initially be treated conservatively. [clarification needed] Conservative treatment is the same as any non-surgical treatment and includes splint, manual therapy, therapeutic exercises, magnetotherapy, laser, NSAID medication,
and corticosteroid injections. [23] Manual therapy Manual maintenance is another commonly used treatment modality in which patients' joints or muscles are manipulated with the intention of restoring joint range of motion or increasing muscle flexibility around the joint. Intervention techniques: Kaltenborn Mobilization Technique[24] Maitland Mobilization[25] Neurodynamic
Techniques[26][27][28] Kaltennana Mobilization Technique The specific kaltenborn mobilization of posterior-anterior slip with distraction in grade 3 of the cmc joint; the Convex/Concave Rule was applied in each case. In short, Kaltenborn described these mechanics in terms of the convex-concave rule; the direction of the decrease joint sliding in a hypomobile joint and thus proper
treatment can be deduced by this rule. With the movement of a concave joint partner, the slip slip in the same direction. The shape of the articular surface has been considered to induce its sliding/sliding movement; a female joint surface (concave) slides in the same direction as the bone movement, while a male (convex) surface slides in the opposite direction of the bone
movement. Traction is the technique that distracts 1 joint surface perpendicular to the other, and the sliding technique describes the translational slip page of 1 joint surface parallel to the other. Grade 3 traction was defined as an additional force, which is applied to the parallel axis. This results in surrounding soft tissues and joint elongation, separating the joint surfaces. [29]
Neural mobilization technique Nerve mobilization aims to slide an alternating nerve by moving at least two joints to increase nerve tension due to nerve lengthening in a joint (e.g., wrist extension) is simultaneously counterbalanced by a decrease in nerve bed length in an adjacent joint (e.g., elbow flexion). [30] The technique of nerve mobilization for the median nerve consists of
alternating the combination of elbow extension (which increases tension in the median nerve) and wrist flexion (which decreases tension in the median nerve) with the combination of elbow flexion (decreasing tension) and pulse extension (increasing tension). [30] Radial nerve mobilization involves alternating the following 2 movements: shoulder depression applied simultaneously
with elbow flexion and wrist flexion and extension of the ulnar deviation pulse; and shoulder elevation simultaneously with elbow extension, wrist extension. These movements can be alternated at a rate of approximately 2 seconds per cycle (1 second in extension and 1 second in flexion). The speed and range of motion are adjusted to ensure that no pain has been produced. In
each session, the technique can be applied 3 times for 3 minutes separated by rest periods of 1 min. [28] Surgery If conservative treatment does not reduce patients' complaints, surgical treatment is indicated. [8] This may be the case when pain persists or when functional disability remains present after conservative treatment. There are several surgical options to treat CMC OA
of the thumb. [31] The goal of treatment is not to cure the disease, but to minimize patients' complaints and symptoms. As there are many opinions from different specialists on surgical treatment, there are many varieties of surgery even within one type of surgery. However, there are four types of surgical techniques that are most commonly used. [31] These techniques can be
categorized as follows: Trapeziectomy Arthrodesis Metacarpal Osteotomy Joint Replacement Over the years many clinical trials have been conducted investigating which surgical technique is superior. The levels of evidence in these studies range from case reports to clinical trials and systematic reviews. Most studies focused on pain levels, thumb strength, thumb satisfaction and
complications. No significant evidence was found to state that one of the four treatments is superior to one of the others, both in the short and long-term effect. [31] Further investigations are needed, but until new evidence is found, researchers advise to carry out the simplest treatment with the least amount of complications. This means that trapeziectomy is the most
recommended surgical procedure for now. [31] Showing the forces after trapeziectomy Types of trapeziectomy The principle of this procedure is the removal of the trapezoid bone. It was originally described by Gervis in 1949. As half of the carpometacarpal joint is removed, patient complaints caused by OA are usually gone. Four main varieties within this procedure are performed:
[32] Trapeziectomy trapeziectomy with tendon interposition (TI) Trapeziectomy with ligament reconstruction (LR) Trapeziectomy with a combination of ligament reconstruction and tendinous interposition (LRTI) Claims that one of these procedures is superior to the others, but there is no scientific evidence to support these claims. [33] When pain, grip strength and key and tip
strengths were examined, the researchers were unable to find a significant difference between the different procedures. [33] Researchers suggest that trapeziectomy without any interposition or reconstruction is preferred. It is a simpler procedure than trapeziectomy with IT or LR and tends to have fewer complications than trapeziectomy with LRTI. [33] Trapeziectomy is
considered a good surgical option to treat stage II to IV of CMC OA of the thumb. [33] Trapeziectomy The simplest form of the four variations is only trapeziectomy, also referred to as simple trapeziectomy. [32] During this procedure, the trapezoid bone is removed without further surgical adjustments. The trapezoid bone will be removed through an incision approximately three
inches long along the side of the thumb. To preserve the surrounding structures, the trapezoid bone will be removed through bone fragmentation (the bone will therefore be broken into pieces). An empty gap is left by trapeziectomy and the wound is closed with sutures. Despite this gap, no significant changes in thumb function have been reported. [31] After surgery, the thumb will
be immobilized with a cast. Trapeziectomy with IT Some doctors still believe that it is better to fill the gap left by trapeziectomy. They assume that filling the gap with a part of a tendon is preferable in terms of function, stability and thumb position. They fear that leaving a gap could result in complications such as shortening or subluxation of the thumb. During trapeziectomy with IT, a
tendon interposition is performed. [34] A longitudinal band of the palmaris longus tendon is separated. If this absent (which happens in 13% of the population), half of the flexor carpi radialis radialis (FCR) can be used. The tendon is then formed into a circular shape and placed in the opening, where it will be stabilized by sutures. [8] Trapeziectomy with LR Another technique used
to restore thumb stability is a ligament reconstruction after performing a trapeziectomy. The thought is that ligament reconstruction provides more stability to the thumb after removal of the trapeze bone. [35] During this procedure, the anterior oblique ligament is reconstructed using the fcr tendon. There are a wide variety of techniques to perform this LR, but they all have a similar
goal. Trapeziectomy thumb arthrodesis with LRTI Some physicians assume that combining LR with IT results in an even better stabilized thumb. As the name suggests, this procedure includes a combination of a trapeziectomy with an LR as well as an IT. [36] Arthrodesis arthrodesis of the CMC1 joint is a surgical procedure in which the trapezoid bone and metacarpal bone of the
thumb are fixed together. As the joint is fixed and therefore cannot be moved, the patient's complaints are mainly gone. During surgery, the two bones will be fixed using K wires. The thumb will be positioned in a way that can still perform a pinch grip. Because of the fixation, the two bones will merge. This will normally occur within four to six weeks. However, this technique has
some disadvantages. [31] The palm cannot be flattened, making it difficult to wear gloves or put your hand in your pocket. As stress in the CMC1 joint is now divided over the other joints, these joints are more likely to be damaged. [37] However, this procedure can be used in patients with stage II and CMC III OA, as well as in young people with posttraumatic OA. [31] Joint
replacement There are several prostheses available for use, although they have not been widely successful. The goal is to create a stable artificial joint replacing the old affected joint with a new material. Newer prostheses tend to have better results than older ones. [31] Prostheses come in many varieties, such as spacers or resurfacing prostheses. The total replacement of the
CMC1 joint is a newer arthroplasty that has developed into a cemented and non-cemented design. Cement acts as a binding factor for fixation of the prosthesis to the host bone. The uncemented procedure is a good option for treating stage II and III OA and could be better in the short term than trapeziectomy with LRTI. However, in the long run, the literature indicates otherwise.
[31] Joint replacements are generally related to long-term complications such as subluxation, fractures, synoviris (due to the material used) and nerve damage. [38] In many cases, revision surgery is required to remove or repair the prosthesis. Please note also that the use of a is burdened on costs. The quality of the prostheses is improving and there is reason to believe that have
a positive effect on the outcome in the following years. [31] Osteotomy of the thumb Metacarpal osteotomy The purpose of this procedure is to change the pressure distribution in the cmc1 joint, so that it can function without further damaging the joint. This is why a successful osteotomy requires a CMC1 joint of reasonable condition. Therefore, metacarpal osteotomy should be
limited to patients with a stage I-II CMC OA. [39] An osteotomy is a surgical procedure in which bone fragments are modified by cutting the bone. During this procedure, an abduction osteotomy of the proximal end of the first metacarpal bone is performed. An incision is made over the radial edge of the first metacarpal bone. An ingrown bone fragment is removed, causing the distal
part of the metacarpal bone to tilt toward the desired position. [40] Postoperatively, the patient's thumb is immobilized using a thumb-plaster. Possible complications are non-union of bone, persistent pain related to unrecognized CMC, or pantrapezial disease, and sensory injury of the radial nerve. [39] Complications The most common complication after surgery is pain that persists
in the thumb. In the long run, there is pain relief, but in the short term, patients feel pain from the surgery itself. The main complaint is a burning sensation or hypersensitivity on the incision. Some patients develop a complex regional pain syndrome. This is a chronic pain syndrome with changes in temperature and skin color. Other general complications include radial nerve
damage and postoperative wound infection. After arthrodesis, non-union, in which the fusion of the trapezoid bone with the metacarpal bone fails, occurs in 8% to 21% of cases. [31] Subluxation of a prosthesis is a complication where the prosthesis is mobile and partially displaced. When the prosthesis is completely displaced, it is called dislocation. Both are painful and require
revision surgery so that the prosthesis can be fixed or removed. [41] When using a prosthesis for a longer period of time, there is a chance of breaking the prosthesis itself. This is due to mechanical wear. Prostheses can also cause a body reaction against the artificial material from which they are made, resulting in local inflammation. Epidemiology CMC OA is the most common
form of OA that affects the hand. [2] Dahaghin et al. showed that about 15% of women and 7% of men between 50 and 60 years of age suffer from CMC OA of the thumb. [42] However, in about 65% of people over the age of 55, radiological evidence of OA was present without any symptoms. [42] Armstrong et al. reported a prevalence of 33% in postmenopausal women, of whom
one third was symptomatic, compared to 11% in men over 55 years of age. [2] This shows that Thumb CMC OA is significantly more prevalent in women, especially in postmenopausal women compared to men. References ^ a b c d Pelligrini VD 1991). Osteoarthritis of the trapeziometacarpal joint: the pathophysiology of articular articular cartilage II. Patterns of joint wear in the
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