Common Diagnoses managed by Hand Therapists include:
* Tendon Injuri
* Tendinitis
+ O0S
* Muscle Strains

Hand Therapists are highly skilled in evaluating:
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UPDATE ON REHABILITATION
OF WRIST DYSFUNCTION

Earlier this year Sue Sewell (Registered NZ Hand Therapist) was fortunate to attend the International Meeting for
Hand Therapists in Orlando, USA.

The main Keynote speaker was Dr Marc Garcia-
Elias, a Hand Surgeon from Spain. Together
with Dr Elizabet Hagert (from Sweden), they
have produced some exciting research and
literature on the biomechanics of the wrist
with implications for rehabilitation.

Garcia-Elias described the wrist as “an
inherently unstable linkage whose stability
depends on proper dialogue between muscles
and ligaments”.

He acknowledged that, as a result of their

research, there are still “lots of unknowns and

much to be further researched”.

Their research to date has shown us that carpal

instability can be improved by increasing the

strength of muscles and ligaments that pronate or supinate the mid carpal joints, depending on whether the
dysfunction is radially or ulnarly based, i.e. around the Scapholunate or Lunotriquetral complexes.

Strengthening exercises must be chosen specifically, dependent on the area of dysfunction. For example, the research
shows that attempting to strengthen Flexor Carpi Radialis in the presence of a partially damaged Scapholunate
Ligament could actually worsen the ligament's integrity. Repetitive squeezing exercises may also increase existing
ligament damage.

Hand Therapists use objective testing to identify which joints and muscles need to be strengthened. These can be
exercised via a “Dart Throwing Motion” in order to incorporate a functional range of motion.

The dialogue between wrist muscles and ligaments also includes an unconscious proprioceptive control around the
affected inter-carpal joints.

Hand Therapists use specific exercises to improve wrist joint control, starting in the early stages of healing, with a
mirror to help gain position sense and neuromuscular control. Progressive exercises include the use of large balls,
weighted pipes, through to the use of ball games, with vision occluded, to exercise acceleration and deceleration.

Hand therapists can help the patient understand which functional movements could aggravate their wrist problem
and can recommend protective splints or supports to use during specific activities, which will help protect the wrist
ligaments from further stress and possible micro-trauma.

Garcia-Elias suggests that for those wrist dysfunctions not requiring acute surgical intervention, conservative
rehabilitation should focus on specific splinting, strengthening and proprioceptive exercises to achieve a functional
outcome.

References: Hagert E (2010): Proprioception of the wrist joint: A review of current concepts and possible implications on the rehabilitation of the
wrist. (Journal of Hand Therapy 23: 2-17).

Moritomo H, Garcia-Elias M et al: 2007 IFSSH report of wrist biomechanics of the so-called dart-throwing motion of the wrist. (] Hand Surgery
2007;32A:1447-1453
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THE MANAGEMENT OF TRAUMATIC

HAND INJURIES

The Annual conference of the NZ Association of Hand Therapists was held in Auckland in September, with a focus
on rehabilitation following traumatic hand injury. This was a very successful long weekend, with highly regarded
international and NZ based guest speakers presenting their ideas and research.

Traumatic hand injuries including amputation or crush injuries to the closely
compacted structures of the hand result in multi tissue trauma (damage to bones,
arteries, nerves and the soft tissues). Even apparently unaffected structures further
removed from the site of injury will undergo increased collagen synthesis. Soft
tissue scarring affects hand function dramatically, and joint stiffness is one of the
main (and preventable) complications of injury.

Successful rehabilitation of traumatic injuries is based on early intervention and

the understanding of the various stages of tissue healing. Hand therapists work

in conjunction with the surgeon to anticipate potential problems relative to the

level and extent of injury, and with the patient to set realistic rehabilitation goals. The goal of hand therapy is always
to restore the patient to normal or near normal hand function.

Over the course of rehabilitation hand therapists may need to address the areas of oedema control, scar management,
splinting (static and dynamic), active and passive range of motion, pain management, proprioreceptive retraining,
graduated strengthening and work hardening. Central to this management is communication with the patient’s GP,
family members, case manager and employer to achieve the best possible outcome for the individual and ensure a
return to activity and work.

DISTAL RADIUS FRACTURES

The early management of distal radius fractures can have a significant impact on a client’s rehabilitation
and ultimate outcome. With evolving surgical techniques and understanding of the biomechanics
and anatomy of the wrist and forearm better reduction can be achieved maintaining the important
relationship between the radius, ulnar and carpal bones. However pain, the detrimental effects of
immobilisation and post traumatic swelling must be addressed in the first weeks after injury and
close attention be paid to any sensory or sympathetic activity.

Oedema and haematoma post ir(y'ury (and possible sur?ery), impeded circulation and lymphatic

drainage, tight casts and reduce activi(?/ in the upper limb increase the risk of developing a stiff

hand. A stiff hand leads to undue pain and poor function in the arm on cast removal. The development

of Chronic Regional Pain Syndrome (CRPS) can often occur in this period of immobilisation after a
distal radius fracture.

Simple measures to combat this include ensuring a correctly fitted comfortable cast. The Metacarpophalangeal joints
of the fingers should be able to flex and abduct fully. The thumb web space should be maintained as normal as possible

and padding used around bony prominences. :
continued over..






