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Background
The carpometacarpal joint of the thumb 
is one of the joints most commonly 
affected by arthritis. The dominant hand 
is involved in 60–65% of cases, with a 
higher prevalence among women. The 
condition results in significant disability 
of the hand, which affects activities of 
daily living. Management is dependent on 
both the clinical stage of the disease and 
patient expectations and demands.

Objective
The aim of this article is to review the 
current non-operative and operative 
modalities in managing pain symptoms, 
and explore evidence for the use of these 
modalities.

Discussion
Basal thumb arthritis is a very common 
condition encountered by the general 
practitioner. Treatment must focus on 
functional expectations and demands of 
the patient, and individualised treatment 
plans need to be tailored to the patient. 
Hand therapy in addition to patient 
education and use of an orthosis has 
been shown to be very effective in 
management of the early stages of basal 
thumb arthritis. With more advanced 
disease, surgical modalities provide 
better symptomatic control.

THE CARPOMETACARPAL JOINT (CMCJ) 
of the thumb is one of the joints most 
commonly affected by arthritis.1 It plays 
an important part in the positioning of 
the thumb in space to allow important 
activities of daily living. It is integral to 
fine motor activities such as pinch, key and 
chuck grips as well as having an important 
role in power grips.2,3 CMCJ osteoarthritis 
is more common in post-menopausal 
women, who make up approximately 80% 
of the patient population. The dominant 
hand is involved in 60–65% of cases.2,4 

Anatomy/pathophysiology
The thumb CMCJ is a biconcave–convex 
saddle joint that allows flexion/extension, 
adduction/abduction and limited 
rotation through the joint. There are 
16 ligaments that have been described 
that help stabilise the joint. The most 
important of these ligaments appears to 
be the deep anterior oblique ligament. 
Attrition ruptures of this ligament have 
been postulated to initiate changes in 
the biomechanics that eventually lead to 
arthritis of the joint.5 Furthermore, CMCJ 
morphology itself may have a part to play 
in the development of arthritis within this 
joint. Studies by Eaton and Littler as well 
as Aune have reported shallower trapezial 
articular surface morphology in women 
when compared with men, which may 

explain the higher incidence of CMCJ 
osteoarthritis in women.6

Classification
Eaton and Glickel proposed a staging 
system for CMCJ osteoarthritis and 
provided a treatment rationale on the basis 
of this classification. This classification is 
commonly used and separates the condition 
into four stages. The early stages (I/II) are 
more amenable to non-operative treatment 
modalities, whereas the latter stages (III/IV) 
are associated with significant progression 
of arthrosis and are more responsive to 
surgery (Table 1; Figure 1).7,8

Non-operative management
The aim of non-operative management 
of basal thumb arthritis is to restore 
thumb functionality by treating pain and 
improving stability, mobility and strength. 
Engagement with non-operative strategies 
should be undertaken for a minimum of 
six months. Failure to achieve pain relief, 
improve occupational performance and 
enhance quality of life with conservative 
strategies necessitates consideration of 
surgical intervention.

Hand therapy
The mainstays of therapist-led 
conservative management for thumb 
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CMCJ osteoarthritis are education, 
orthotics and exercise.9 Specialised 
occupational therapists or physiotherapists 
work in collaboration with medical 
practitioners and the patient to achieve 
these goals.

Education
Education regarding assistive equipment, 
pain management, activity pacing, 
joint protection and support services 
(eg Arthritis Australia and Independent 
Living Centres) is also important.9 
The efficacy of education has been 
established by Dziedzic et al, who 
compared the pain and disability states 
of patients who either received or did not 
receive a program incorporating joint 
protection, pain management and energy 
conservation education.10 The rationale 
for providing this education is to optimise 
joint congruency during functional use, 

decrease inflammation, decrease pain 
and increase independence, which also 
optimises the patient’s psychological 
response to their condition.11

Orthoses
International guidelines recommend the 
provision of orthoses for patients with 
osteoarthritis of the first CMCJ.12 An 
orthosis that supports the first CMCJ in 
palmar abduction is recommended as it 
facilitates the inherent stability provided 
by the joint surfaces while maximising the 
thumb web space (Figure 2).13 Effective 
pain management can be achieved if 
the splint is worn for longer than three 
months. Even if only worn at night, the 
splint can provide daytime pain relief.14

Exercises
Exercise programs that focus on stabilising 
the first CMCJ, increasing pain-free thumb 

joint range of movement, and general body 
conditioning have been recommended 
by recent international guidelines.12 The 
rationale for stabilisation exercises (ie those 
that strengthen the muscles that abduct 
and oppose the thumb and the first dorsal 
interossei) is to counteract the destabilising 
force of the thumb adductor at the first 
CMCJ.13 Exercises must be tailored to the 
individual to ensure they do not increase 
joint stress or exacerbate deforming forces.

Other modalities
As a result of weak evidence, the use 
of warmth/cold was not included 
as a recommendation in the current 
international guidelines.12 However, it 
was noted that using warmth may assist 
in decreasing pain and improving joint 
motion. Conversely, during osteoarthritic 
flares, cold packs may be used to achieve 
the same effect.9,15 There is limited 
literature exploring the efficacy of 
compression gloves in the management of 
osteoarthritic pain, oedema and stiffness. 
Recommendations are based on expert 
opinion, but gloves may be used in an 
attempt to control symptoms.16

Intra-articular injections
A systematic review of the literature 
looking at the benefits of intra-articular 
injections of either corticosteroids or 
hyaluronate showed mixed results. 
Although most of the randomised 

Table 1. Eaton classification of basilar thumb arthritis7

Stage Features on plain radiographs

Stage I Articular contours normal. Slight widening of joint space on X-ray.

Stage II Slight narrowing of joint space. Osteophytes ≤2 mm. Scaphotrapezial 
joint normal on X-ray.

Stage III Marked narrowing of joint space with cysts and sclerosis. Osteophytes 
>2 mm. Scaphotrapezial joint normal on X-ray.

Stage IV Stage III changes with associated scaphotrapezial joint involvement.

Figure 1. Different radiographic stages of basal thumb arthritis
a. Stage II with small osteophytes (≤2 mm) and preservation of joint space; b. Stage III medial osteophytes >2 mm, complete loss of joint space and 
joint subluxation; c. Stage IV arthritic involvement of the scaphotrapeziotrapezoidal joint (circle); d. Radiograph post-trapeziectomy with ligament 
reconstruction and tendon interposition
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controlled trials (RCTs) showed some 
benefit of intra-articular injections, 
the duration and efficacy of symptom 
improvement when compared with 
placebo was variable. The mechanism of 
action of each differs, with corticosteroids 
modulating the inflammatory process 
while hyaluronate restores the 
reduced viscoelasticity of the synovial 
fluid. Overall, there is evidence that 
intra-articular injections improve the 
pain profile, with hyaluronate being 
more effective and longer lasting than 
corticosteroids.17

Operative management
With more advanced disease or failure 
of non-operative management, surgical 
strategies can be considered. The goal 
of surgical intervention is to eliminate 
pain and restore hand function while 
maintaining stability and mobility.2 There 
is strong consensus that the removal 
of the arthritic articular surfaces of the 
thumb CMCJ is associated with good 
clinical outcomes.4 A range of surgical 
options are available to achieve this 
goal. These can be broadly divided 
into two categories: non-implant and 
implant-related procedures. Non-implant 
procedures include trapeziectomy with 
or without tendon interposition, suture 
suspension, arthroscopic procedures, 
metacarpal osteotomies and joint fusion. 

Implant-related procedures include all 
surgical options where implants (cobalt 
chrome, titanium, pyrocarbon, silicon) 
are used to replace or recreate the joint 
articulation similar to knee or hip joint 
replacements.2,8

Trapeziectomy with or without 
ligament reconstruction and 
tendon interposition
Trapeziectomy alone was the standard 
operative treatment for many years. 
However, concerns about longitudinal 
collapse of the thumb ray affecting 
grip and pinch strength resulted in the 
development of alternative surgical 
techniques.1 Trapeziectomy with 
ligament reconstruction and tendon 
interposition (T-LRTI), first popularised 
by Burton and Pelligrini, has become the 
most commonly performed procedure 
(Figure 3).1,4,8 Case series looking at 
medium- to long-term results show 
95% satisfaction rates, with good pain 
relief and improved range of motion 
and grip strength. T-LRTI has become 
the standard by which other treatment 
modalities are measured.4 However, 
there is a small incidence of complications 
associated with the procedure; graft 
harvest morbidity, wound irritation, flexor 
carpi radialis tendonitis and complex 
regional pain syndrome have been 
reported.1 Randomised studies comparing 
these two techniques have failed to find 

any statistically significant advantage of 
T-LRTI over trapeziectomy alone.4

Tightrope suture suspension
To minimise graft harvest morbidity, 
other surgical techniques such as suture 
suspension and tightrope stabilisation 
have been described. The suspension 
of the thumb metacarpal base to the 
index metacarpal base is achieved by 
using a synthetic ligament secured and 
tightened over buttons. There is an overall 
improvement in pain and functional scores 
with this technique. Complications such as 
superficial wound infections, pain with over 
tightening, fracture and complex regional 
pain syndrome have been documented.18

Arthroscopic procedures
With recent advances in arthroscopic 
techniques, minimally invasive options for 
the management of CMCJ osteoarthritis 
have been described. Arthroscopic partial 
or total resection of the trapezium, with 
soft-tissue interposition with varying 
biomaterials, has been shown to be 
effective in improving pain, strength, 
range of motion and functional scores in 
the short to medium term.19,20 However, 
failure rates of 20–25% with these 
techniques have been documented, often 
requiring revision to T-LRTI.4,19 Further 
prospective RCTs are warranted to explore 
the risks and benefits of this technique 
over others.19

Figure 2. Examples of opponens splints that help support and position the thumb in a position of function within the hand
a. & b. Long splints; c & d. Short splints
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Thumb CMCJ fusion (arthrodesis)
Fusion is an excellent option for the 
management of thumb trapeziometacarpal 
arthritis. It is usually reserved for younger 
patients (aged ≤50 years) with heavy 
manual labour occupations because, 
in addition to effective pain relief and 
strengthened pinch grip, it provides 
improved stability while maintaining the 
length of the first ray. Painful non-union 
can be an issue when undertaking this 
procedure. The rate of non-union has been 
reported between 0% and 48%, with a 
mean of 13%.21 Literature comparing 
arthrodesis procedures to trapeziectomy 
with or without interposition arthroplasty 
shows similar results with tip pinch, key 
pinch and grip strength; however, pain 
relief, cold intolerance and complication 
rates are better in the trapeziectomy group.4

Implant-associated procedures
A variety of implantable devices have 
been described with varying results 
in the literature.3,4,8,22 They can be 
divided into five groups on the basis 
of the classification described by Vitale. 
These include: 1) total joint replacement, 
2) hemiarthroplasty, 3) interposition of 
implant with partial trapezial resection, 

4) interposition of implant with complete 
trapezial resection and 5) interposition 
of implant with no trapezial resection. 
Interposition materials include biologics, 
silicone, pyrolytic carbon, titanium and 
cobalt chrome. Systematic reviews have 
found a consistently higher failure rate 
for all implant arthroplasty groups when 
compared with non-implant arthroplasty.8 
These failure rates approach 40% in some 
studies. However, the data are derived 
from level III and IV studies of small case 
series; therefore, caution needs to be 
exercised in extrapolating from these data. 
The overall rate of implantable device 
failure is likely to be underestimated 
because of the small sample sizes and the 
short- to medium-term follow-up period 
in these study groups.8

Conclusion
The thumb CMCJ is one of the joints most 
frequently affected by osteoarthritis. 
Dysfunction of the joint can lead to 
significant impairment of hand function. 
Both non-operative and operative 
strategies are effective in managing 
pain and dysfunction associated with 
this joint, and treatment should be 

individually tailored to the patient’s 
needs. Eaton’s staging of the disease 
provides a framework on which treatment 
rationales can be based. The evolution 
of implant arthroplasties provides novel 
solutions that negate the need for graft 
harvesting; however, failure rates appear 
to be higher than with non-implant 
arthroplasties. Though most surgical 
options have similar outcomes with 
regard to pain and grip strength, owing 
to the reduced complication profile, 
simple trapeziectomy or T-LRTI remain 
the standard by which other procedures 
are measured.

Authors
Vivek Shridhar FRACS (Ortho), FAOrthoA, Orthopaedic 
Surgeon, Upper Limb Specialist, Toowoomba Hospital, 
Qld. vivek.shridhar@health.qld.gov.au
Sue Williams BOccThy (Hons), Occupational 
Therapist, AHTA Accredited Hand Therapist, 
Toowoomba Hospital and Toowoomba Hand 
Therapy, Qld
Competing interests: None.
Funding: None.
Provenance and peer review: Commissioned, 
externally peer reviewed.

References
1.	 Field J, Buchanan D. To suspend or not to 

suspend: A randomised single blind trial of 
simple trapeziectomy versus trapeziectomy 

Figure 3. a. Arthritic thumb carpometacarpal joint (Mc – metacarpal; Tr – trapezium), vessel loop around radial artery; b. Post-trapeziectomy flexor 
carpi radialis in floor (Mc – metacarpal; FCR – flexor carpi radialis); c. Post–ligament reconstruction and tendon interposition (Mc – metacarpal with 
flexor carpi radialis sling; A – anchovy made from flexor carpi radialis tendon)

A B C



BASAL THUMB ARTHRITISFOCUS  |  CLINICAL

706  |  REPRINTED FROM AJGP VOL. 49, NO. 11, NOVEMBER 2020 © The Royal Australian College of General Practitioners 2020

and flexor carpi radialis suspension. J Hand 
Surg Eur Vol 2007;32(4):462–66. doi: 10.1016/J.
JHSB.2007.02.005.

2.	 González C, Suarez D, Vanegas D, Restrepo C. 
Herrera AM. Trapezium bone resection 
arthroplasty and suspension with suture button for 
the treatment of trapeziometacarpal osteoarthritis: 
Long-term follow-up in a Colombian cohort. 
JHS GO 2019;1(2):96–100. doi: 10.1016/j.
jhsg.2018.12.003

3.	 Lerebours A, Marin F, Bouvier S, Egles C, 
Rassineux A, Masquelet AC. Trends in 
trapeziometacarpal implant design: A systematic 
survey based on patents and administrative 
databases. J Hand Surg Am 2020;45(3):223–38. 
doi: 10.1016/j.jhsa.2019.11.015.

4.	 Haase SC, Chung KC. An evidence-based 
approach to treating thumb carpometacarpal joint 
arthritis. Plast Reconstr Surg 2011;127(2):918–25. 
doi: 10.1097/PRS.0b013e3182046901.

5.	 Batra S, Kanvinde R. Osteoarthritis of the 
thumb trapeziometacarpal joint. Curr Orthop 
2007;21(2):135–44. doi: 10.1016/j.cuor.2007.02.006.

6.	 Halilaj E, Moore DC, Laidlaw DH, et al. The 
morphology of the thumb carpometacarpal joint 
does not differ between men and women, but 
changes with aging and early osteoarthritis. 
J Biomech 2014;47(11):2709–14. doi: 10.1016/j.
jbiomech.2014.05.005.

7.	 Eaton RG, Glickel SZ. Trapeziometacarpal 
osteoarthritis. Staging as a rationale for treatment. 
Hand Clin 1987;3(4):455–71.

8.	 Ganhewa AD, Wu R, Chae MP, et al. Failure rates 
of base of thumb arthritis surgery: A systematic 
review. J Hand Surg Am 2019;44(9):728–41.e10. 
doi: 10.1016/j.jhsa.2019.05.003.

9.	 Aebischer B, Elsig S, Taeymans J. Effectiveness 
of physical and occupational therapy on pain, 
function and quality of life in patients with 
trapeziometacarpal osteoarthritis – A systematic 
review and meta-analysis. Hand Ther 
2016;21(1):5–15. doi: 10.1177/1758998315614037.

10.	 Dziedzic K, Nicholls E, Hill S, et al. Self-
management approaches for osteoarthritis 
in the hand: A 2×2 factorial randomised trial. 
Ann Rheum Dis 2015;74(1):108–18. doi: 10.1136/
annrheumdis-2013-203938.

11.	 Bobos P, Nazari G, Lalone EA, Ferreira L, 
Grewal R, MacDermid JC. A scoping review 
of joint protection programs for people with 
hand arthritis. Open Orthop J 2018;12:500–13. 
doi: 10.2174/1874325001812010500.

12.	 Kloppenburg M, Kroon FP, Blanco FJ, et al. 
2018 update of the EULAR recommendations 
for the management of hand osteoarthritis. 
Ann Rheum Dis 2019;78(1):16–24. doi: 10.1136/
annrheumdis-2018-213826.

13.	 Neumann DA, Bielefeld T. The carpometacarpal 
joint of the thumb: Stability, deformity, and 
therapeutic intervention. J Orthop Sports 
Phys Ther 2003;33(7):386–99. doi: 10.2519/
jospt.2003.33.7.386.

14.	 Wajon A. Long-term use of a splint at night 
reduces pain and disability in people with 
osteoarthritis at the base of the thumb. Aust J 
Physiother 2009;55(3):209. doi: 10.1016/s0004-
9514(09)70085-6.

15.	 Villafañe JH, Valdes K, Pedersini P, Berjano P. 
Thumb carpometacarpal osteoarthritis: 
A musculoskeletal physiotherapy perspective. 
J Bodyw Mov Ther 2019;23(4):908–12. 
doi: 10.1016/j.jbmt.2019.02.018.

16.	 Hammond A, Jones V, Prior Y. The effects 
of compression gloves on hand symptoms 
and hand function in rheumatoid arthritis 

and hand osteoarthritis: A systematic 
review. Clin Rehabil 2016;30(3):213–24. 
doi: 10.1177/0269215515578296.

17.	 Spaans AJ, van Minnen LP, Kon M, 
Schuurman AH, Schreuders AR, Vermeulen 
GM. Conservative treatment of thumb base 
osteoarthritis: A systematic review. J Hand 
Surg Am 2015;40(1):16–21.e1–6. doi: 10.1016/j.
jhsa.2014.08.047.

18.	 Assiotis A, Giannakakis N, Hacker A. 
Trapeziumectomy and mini tightrope stabilization 
of the first metacarpal for thumb carpometacarpal 
osteoarthritis : A prospective case series. Acta 
Orthop Belg 2017;83(3):473–79.

19.	 Cobb TK, Walden AL, Cao Y. Long-term outcome 
of arthroscopic resection arthroplasty with 
or without interposition for thumb basal joint 
arthritis. J Hand Surg Am 2015;40(9):1844–51. 
doi: 10.1016/j.jhsa.2015.05.010.

20.	Logli AL, Twu J, Bear BJ, Lindquist JR, 
Schoenfeldt TL, Korcek KJ. Arthroscopic partial 
trapeziectomy with soft tissue interposition 
for symptomatic trapeziometacarpal arthritis: 
6-month and 5-year minimum follow-up. J Hand 
Surg Am 2018;43(4):384.e1–e7. doi: 10.1016/j.
jhsa.2017.10.016.

21.	 Smeraglia F, Soldati A, Orabona G, Ivone A, 
Balato G, Pacelli M. Trapeziometacarpal 
arthrodesis: Is bone union necessary for a good 
outcome? J Hand Surg Eur Vol 2015;40(4):356–61. 
doi: 10.1177/1753193414564095.

22.	Thorkildsen RD, Johansson CB, Hogmalm J, 
Johansson PH, Røkkum M. Early cup loosening 
after metal-on-metal total joint replacement of 
the trapeziometacarpal joint: A retrieval study. 
J Hand Surg Am 2020;45(3):213–22. doi: 10.1016/j.
jhsa.2019.06.020.

correspondence ajgp@racgp.org.au


