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The first idea to use shock waves in medicine was probably submitted as a
United States patent in 1947. The patent, which in1g51, described

WAVES IN MEDICINE bt el i

y

Drlng. Pavel Novak tem of patients with Alzheimer's disease (NEUROLITH®, STORZ MEDICAL).

The pioneer work started when Dornier MedTech Systems GmbH engineers

after they flew through ain at supersonic speed (Fig. ).

These observations were investigated together with Eberhard Hausler from
the Technical University of Saarbriicken in Germany. He is considered to
have first proposed the use of shock waves for stone disintegration in the
1960s. The team that finally managed to make hs idea reality consisted of
. Gnter Hoff, Armin
Behrendt, Wolfgang Hepp and Bernd Forssmann and physicians from the
Institute of
Grosshadern, Munich, Prof. Chrstian Chaussey, Prof. Egbert Sched, Ferdi-




Consolidation delay is defined as a fracture that does not consolidate within
the first 6 months. i h
from the initial trauma, it s called pseudarthrosis. In these cases, the bone

fragments frequently undergo resorption at the level of the fracture and
break down gradually.

Bone necrosis is the death of bone due to an insufficient supply of blood,
The fracture in fact interrupts the vascular circulation in the proximal frag-
twith I g
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Prcudarthrosis of the carps scaphaid

The treatment of: h th blished and

sill often controversial. In recent years, the use of shock waves has become
the preferred treatment in the pseudarthrosis of the carpal scaphoid. This is
also due toa series show

even superior

The presence of necrosis of the proximal pole does not represent an absolute.
contraindication.

ge.
areas of st vascularized tissue may represent a postive prognostic index.

Shock wave treatment i contraindicated in all the cases in which the ratios of
length are altered

of the fragments (deformity in V.5l orin D.1.1).

cation (atrophic form), very rare condition in this type of fracture.

The chronological age of the lesion should not be considered as a contrain-
dication. We also had healing in esions that were more than 8 years old. The
presence o




Even combinations of the aforementioned therapeutic options are possible.
As such, in December 2018 a randomized-controlled trial was published=®
comparing either:

Percutaneous A1 pulley release vs.

The visual pain, modified

of improvement and modified Quinnell grade were assessed at 3 weeks and
3 months after surgery. At 3 weeks, subjective improvement in the group.
with si id inj ignificantly superior. At 3 months,

found in the modified Il grade. The
injection at the time of

No significant differen
authors conclude that the simultaneous steroi

finger relea:

On the other hand, detrimental effects of previous steroid injections and a
trigger finger ither.

finger release in 999 digits by 6 fellowship-trained hand surgeons. Steroid
injection timing relative to subsequent operative intervention correlated
with postoperative surgical site nfection n trigger inger release. Older age

gery
infection rates. Other factors found to be associated with infection rates,
included smoking, use of preoperative antibiotics, and use of lidocaine with,
epinephrine.

healing risks for smokers, avoidance of steroid i
prior
greater
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Trigger finger with combined ESWT

Based on the aforementioned studies on steroid injections, percutaneous
lease and open release with itant i ESWTas

a completely non-invasive option should be considered first in my personal
hand surgical view.

ESWT IN TRIGGER FINGER
As of now, two studies have been published of ESWT in trigger finger, which
Iwill highlight in detal,

percutancous
elease
opensurgery

Eswr steroid njections

RCT COMPARING RADIAL ESWT AND STEROID INJECTIONS

The rationale to useradial and|or focused ESWTintrigger finger

is to improve the affected superfcial flexor tendon,
inflamed and enlarged. ESWT can reduce tendon inflammation
ashas been reported on numerousstudies onvariouslocations
like shoulder tendons, elbow tendons, patella tendons, Achilles

tendons or the plantar fascia. As such, as soon as flexor tendor

inflammation s reduced, tendon diameter and pain i reduced

and tendon gliding isimproved.
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