KYAMC Journal Vol. 12, No.02, July 2021

| ]

——
SR P L

Original Article "’fl Sty A

Impact of Corticosteroid Injection on The de
Quervain’s Tenosynovitis
Taufiq Morshed', Mohammed Emran?, Md. Israt Hasan?,

Md. Zahid Ferdous®*, Dibakar Sarkar®, ATM Zulfiqur Rahman®
Abstract

Background: de Quervain’s tenosynovitis may be caused by thickened extensor retinaculum which holds the tendon
in position in wrist. There are both operative and non-operative treatments for the condition. Corticosteroid
injection is a very good conservative treatment option. Objective: To see the outcome of corticosteroid Injection in
the de Quervain’s Tenosynovitis. Materials and Methods: This was prospective interventional study conducted at
the outpatient department of Kurmitola General Hospital during the period from January 2018 to December 2019.
Total 71 patients with de Quervain’s tenosynovitis were analyzed. Secondary outcomes were measured by Visual
Analogue Scale (VAS) and Quick Disabilities of Arm, Shoulder and Hand (DASH) score. Results: Among the 71
affected hands, 11 (16.22%) patients had recurred. Sixty (83.78%) patients had no positive sign or symptom after 6
months of follow-up. Average VAS before injection was 8.27+1.23. Post injection VAS was 0.82+1.49 at 1 month
Sfollow-up and 1.46+2.34 at 6 month follow-up which was improved significantly. Pre-injection average Quick DASH
score was 77.33+13.59 which was reduced to 18.34+12.37 after 1 month and 22.97+17.28 after 6 months of
follow-up. Conclusion: Single injection of triamcinolone with local anesthetic for the treatment of de Quervain’s
disease was proved significant conservative treatment option though there were few complications and failed cases.

We should pay more attention to long-term follow-up and proper injection technique.
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Introduction bowstring of the dorsal tendons at the hand. Though stenosing
tenosynovitis is used for de Quervain’s disease it is consistent
with degeneration in microscopic appearance. It is myxoid and
fibrocartilaginous type of degeneration where mucopolysaccha-
rides accumulate.* The prevalence of this disease in UK is
around 0.5% in male and 1.3% in female.’

De Quervain’s tenosynovitis (DTS) is a tenosynovitis affecting
the first dorsal component of the hand due to improper gliding
of two tendons namely abductor pollicis longus and extensor
pollicis brevis.! Fritz de Quervain first noticed this condition in
1895 with 5 case reports. He also reported another 8 cases in

1912.23
De Quervain’s tenosynovitis is a work related musculoskeletal

disorder.® Risk factors are repetitive and forceful labor with
wrist in ulnar deviation and thumb is abducted and extended.’
The differential diagnosis of this disease are osteoarthritis
affecting 1st CMC joint, ganglion, infection Wartenberg’sdis

De Quervain’s tenosynovitis may be caused by thickened
extensor retinaculum which holds the tendon in position in
wrist. It is a fibrous band which is inserted to radius and limits
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esese, intersection disease etc.® The disease can be diagnosed
by taking proper history and clinical examination. Symptoms
are pain and tenderness over radial styloid process that may
radiate to thumb, forearm or shoulder. On examination, there
may be swelling, tenderness and crepitation on palpation.
Finkelstein’s test may be positive.” The Finkelstein’s test is
done by clenching the fist with the thumb inside and try to
deviate the wrist ulnarward. Pain felt by patient at wrist in case
of de Quervain’s disease.'’

There are both operative and non-operative treatments for the
condition. Non-operative treatment options are rest, application
of ice, NSAIDs, exercise and splinting.!! Corticosteroid
injection is the next modality. Other options are acupuncture,
ozone therapy, hyaluronic acid injection, USG guided percuta-
neous needle tenotomy, PRP injection, prolotherapy,etc.'*!
Surgery is done if above treatment modalities failed and is done
by releasing of the first dorsal compartment.

The exact mechanism of corticosteroid injection remain
unclear, but the anti-inflammatory property may help to subside
the symptoms. A Cochrane review showed that methylprednis-
olone injection improved the condition faster than other
non-operative treatment options.!® There may be some
complications of corticosteroid injection such as post-injection
flare, injection depigmentation, loss of subcutaneous fat and
tendon rupture.'” The another systemic review showed cure rate
with corticosteroid injection alone was about 83%. '8

Materials and Methods

This was prospective interventional study conducted at the
outpatient department of Kurmitola General Hospital during the
period from January 2018 to December 2019. Registration of
77 patients of de Quervain’s tenosynovitis were done for this
study. Three patients lost on follow-up. Among the rest 74
patients 3 had bilateral de Quervain’s disease. So, out of 74
patients we included total 71 hands of de Quervain’s tenosyno-
vitis and analyzed.

For the study patients were recruited according to following
criteria.

Inclusion criteria:

. Pain around the radial styloid process

. Tenderness on first dorsal compartment of wrist
. Finkelstein’s sign positive

. Oral medication failed to improve the condition

Exclusion criteria:

. Age below 18 years

. Presence of other diseases like rheumatoid arthritis,
gout, diabetes mellitus

. Pregnancy

. History of trauma

. Previous history of local steroid injection

. Symptoms related to radiculopathy and carpal tunnel
syndrome

. Sensitive to lidocaine or corticosteroid injection

. Presence of infection or local skin lesion

All the patients were observed for primary and secondary
outcomes before injection, at 1 month and at 6 month. The
primary outcomes were measured by presence or absence of
pain around radial side of wrist, tenderness and Finkelstein test.
Successful treatment was considered when all three criteria
were negative. Pain was assessed by Visual Analogue Scale
(VAS) score and counted negative when score is below 4.
Secondary outcomes were measured by VAS and Quick DASH.
They were compared with pre injection, at 1 month and 6 month
follow-up. Demographic data such as age, sex, occupation,
dominant & affected hand were recorded. Occupations were
classified as housewife, forceful hard worker, occupation
requiring less demanding hand work and unemployed.

Injection technique:

A mixture of one ml triamcinolone acetonide and one ml 2%
lignocaine was taken in a 3 cc disposable syringe with 24 or 26
gauze needle. Lidocaine is added to prevent immediate pain
following triamcinolone injection. Under aseptic precaution the
site of maximum tenderness was noted and needle was passed
in the 1st extensor compartment of hand directing towards the
radial styloid parallel to the two tendons. Stretching of the
synovial sheath by volume effect was observed.

After taking ethical committee approval, the study was done in
accordance with the ethical standards of Helsinki. All the
registered patients were briefed about the possible outcomes
and side effects. Then written informed consent was taken prior
to enrollment.

Results

Out of 71 patients of de Quervain’s tenosynovitis 58 (81.7%)
were female and 13 (18.3%) were male (Figure 1). Mean age
was 46.59+11.99 years. Majority (42.3%) of the patients were
housewives. Forceful workers were 17 (23.9%), peoples in less
demanding profession were 14 (19.7%) and the rest 14.1% were
unemployed. Among 71 patients, right hand was dominant in
66 (93%) patients and left hand in 5 (7%) patients. Out of 71
diseased hands, 74.32% patient had de Quervain’s tenosynovi-
tis in dominant hand whereas 25.68% had in non-dominant
hand.
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Figure: 1
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Among 71 affected hands, 11 (16.22%) patients had recurred
diagnosed with positive Finkelstein’s test or VAS more than 3.
Sixty (83.78%) patients had no positive sign or symptom after
6 months of follow-up. Immediate pain after the injection were
noticed in 7 patients which were relieved with simple analge-
sics. Superficial infections were occurred in 2 patients that
resolved within 2 weeks with antibiotic. De-pigmentation
occurred in 9 patients. No other complications were noticed.

Average Visual Analogue Scale before injection was 8.27+1.23.
Post injection VAS was 0.82+1.49 at 1 month follow-up and
1.46+2.34 at 6 month follow-up which was improved signifi-
cantly. Pre-injection average Quick DASH score was
77.33+13.59 which was reduced to 18.34+12.37 after 1 month
and 22.97+17.28 after 6 months of follow-up (Table I).

Table I: Secondary Outcomes

Pre injection At 1 month At 6 month
Mean SD Mean SD Mean SD
VAS 8.27 1.23 0.82 1.49 1.46 2.34
DASH 77.33 13.59 18.34 1237 2297 17.28
Discussion

In our study, single injection of triamcinolone and lignocaine
mixture has made an improvement of 83.78% patients with
significant improvement of pain and negative Finkelstein’s test.
However 16.22% patients did not improve after 6 months of
follow-up. The functional outcomes measured by VAS score
and Quick DASH score had improved significantly.

Peters-Veluthamaningal , et al. showed 87.5% success rate in
the treatment of DTS with steroid injection. VAS score was also
reduced from 8.65+£1.07 to 1.03+1.26 after 1 year of
follow-up.'®* Many other studies were very much similar to this
one.'? Richie & Eriner reported 83% success with corticoste-
roid injection for DTS in systematic review of seven papers.?
Kitti , et al. reported 67% success rate with single injection of
triamcinolone acetonide in the treatment of DTS.?* Anderson ,
et al. showed 90% success treated with 1-2 methyl prednisolone
injection after 4 years of follow-up.?

In our study Single injection of triamcinolone with local
anesthetic for de Quervain’s tenosynovitis in 71 hands was
proved significant conservative treatment option. However,
follow-up time was only 6 months and there were failed
cases and few complications such as pain, infection and depig-
mentation.

There is demand of many comparative studies among the differ-
ent modalities of treatment for de Quervain’s tenosynovitis.
Moreover, as it is a work related musculoskeletal disorder and,
repetitive and forceful labor with the wrist are the proven risk
factors so the working technique with the wrist should be
modified along with all the treatment modalities.
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Conclusion .
The triamcinolone injection is a good non-operative treatment

for the de Quervain’s tenosynovitis. We should pay more
attention to long-term follow-up and proper injection
technique.
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