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When observing treatment to regain both flexion 
and extension of a stiff proximal interphalangeal 
(PIP) joint, our student intern asked: “Why did 
you do it that way?”

Background: K.G., age 72, sustained a avulsion 
fracture of the volar base of the proximal phalanx 
of the left long finger during a fall. Osteoarthritis 
and a pre-existing trigger finger in the injured digit 
complicated her recovery. Any active interphalan-
geal (IP) joint flexion created triggering, and active 
extension was limited by both joint tightness and 
pain.  See Figures 1 & 2. The therapy goal was 
to improve her range of motion in preparation for 
trigger finger release.

FAVORING WEAKER EXTENSION 
Rationale:  Both patients and inexperienced ther-
apists often prioritize flexion because it is function-
al, but proximal interphalangeal (PIP) joint exten-
sion is more difficult to regain as it is the weaker 
motion. 
Treatment: K.G. was fitted with a custom static 
progressive orthosis to regain passive PIP joint 
extension which allowed better evaluation of the 
proximal movement of the dorsal apparatus re-
quired for PIP joint extension. The extension or-
thosis was worn periodically during the day and at 
night as tolerated. See Figure 3.
Why: Since this patient’s avulsion fracture was 
within the joint capsule, PIP joint extension lim-
itations were created by localized edema, adher-
ence of the newly disorganized (healing) collagen 
(bone and soft tissue) around the PIP joint, and the 
triggering that limited lubricated glide of the flexor 
tendons.  Positioning the PIP joint in extension at 
night created a prolonged stretch to combat the 
forces limiting PIP joint extension. (1)

Figure 1 & 2:  Flexion and extension limitations in the 
long finger

Figure 3:  Static progressive PIP joint extension orthosis
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REGAINING FLEXION WITHOUT EXACERBAT-
ING THE TRIGGER FINGER 
Rationale: Most trigger fingers result from the ten-
dinous nodule “hanging” on the A1 flexor pulley. 
Triggering is more likely when the metacarpopha-
langeal (MP) joint is flexed because the tendon ap-
proaches the A1 pulley at an angle. When the MP 
joint is in extension, the tendon is parallel to the 
pulley opening, minimizing friction. 
Treatment: K.G. wore a relative motion orthosis 
(RMO) during the day when not wearing the exten-
sion orthosis (2). See Figure 4. The RMO blocked 
the long finger MP joint in greater extension than 
the adjacent fingers, never allowing full MP joint 
flexion. (2) This orthosis encouraged active IP joint 
flexion but did not allow triggering or create pain 
with IP joint flexion.
Why: Since IP flexion is driven by the extrinsic 
flexors and MP flexion is primarily driven by the 
interosseous muscles, the blocked active hook 
exercise eliminates MP joint flexion, demanding 
maximum excursion of the extrinsic flexors across 
the IP joints. (3) Active IP joint motion stimulates 
digital lymphatic flow, normalizes the flexion pat-
tern since finger flexion is initiated with the extrin-
sic flexors, and promotes the differential tissue 
glide needed for full IP joint motion. Additionally, 
the blocked hook exercise promotes maximum 
elongation of the interosseous and lumbrical mus-
cles which quickly adaptively shortened in the 
presence of IP joint stiffness. 
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REGAINING FUNCTIONAL MOTION AFTER 
TRIGGER FINGER RELEASE
Rationale: Following surgical release of A1 pulley 
of the long finger to prevent triggering, K.G. could 
begin composite finger flexion.
Treatment: Initially, K.G. resumed the blocked ac-
tive hook exercises with the RMO and use of the 
night extension orthosis to encourage end range 
PIP joint motion.  As active flexion and extension 
continued to improve, the RMO was discontinued, 
and she began to increasingly use her hand for all 
normal daily activities.
Why: K.G. avoided resisted finger flexion exercis-
es to strengthen her grip because repetitive resis-
tive gripping tends to increase joint pain in those 
with osteoarthritis and can create triggering in oth-
er digits. K. G.  finalized her rehabilitation program 
by gradually increasing her hand use with daily 
activities, which improved both her strength and 
range of motion. (4) See Figures 5 & 6. 

Figure 4: A relative 
motion orthosis limits 
MP joint flexion but fa-
cilitates IP joint flexion 
of the long finger

Figure 5 & 6:  Final active flexion and extension
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Students’ clinical questions remind us that the nu-
ances of treating hand stiffness require a combined 
knowledge of anatomy, clinical experience, and 
understanding of research, all of which guide our 
treatment. In our busy clinic we often treat without 
asking ourselves “Why did you do to that way?” 
We should always be able to answer that question 
in detail for ourselves and for our students.
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