
Gupta, et al.: EPS changes in CTS after local steroid

398	 Journal of Neurosciences in Rural Practice | October - December 2013 | Vol 4 | Issue 4

5.	 Badamy  S, Rawashdeh  H, Meer Jakob, Abed  S, Habib  G. Repeated 
Electrophysiologic studies in patients with carpal tunnel syndrome 
following local corticosteroid injection using a novel approach. Isr Med 
Assoc J 2011;13:25‑9.

6.	 Pigozzi  F, Di Gianfrancesco  A, Zorzoli  M, Bachl  N, Mc  Donagh  D, 
Cummiskey  J, Di Luigi  L, Pitsiladis  Y, Borrione  P. Why 
glucocorticosteroids should remain in the list of  prohibited substances: 
A sports medicine viewpoint. Int J Immunopathol Pharmacol 
2012;25:19‑24.

7.	 Dammers  JW, Veering  MM, Vermeulen  M. Injection with 
methylprednisolone proximal to the carpal tunnel: Randomized double 
blind trial. BMJ 1999;319:884‑6.

8.	 Bland JD. Carpal tunnel syndrome. BMJ 2007;335:343‑6.
9.	 Beris AE, Lykissas MG, Kontogeorgakos VA, Vekris MD, Korompilias AV. 

Anatomic variations of  the median nerve in carpal tunnel release. Clin 

Carpal tunnel syndrome (CTS) is the most common 
entrapment neuropathy, where the median nerve is 
affected at the wrist. Nerve conduction study of the 
median nerve is the gold standard in the diagnosis and 
grading of CTS.[1-3]

In order to relieve the disturbing effects of CTS on life 
quality, various treatment methods have been evolved 
and commonly used. The treatment options of CTS 
include both surgical and non‑surgical procedures. 
Non‑surgical modalities include analgesics, oral 
steroids, splinting, ultrasound therapy, and local steroid 
injections.[2,4]

Local steroid injections have been shown to provide 
relief of symptoms especially in short‑terms.[2‑4] 
According to American Academy of Orthopaedic 
Surgeons  (AAOS), local steroid injection or splinting 
is recommended for treating patients with CTS, before 
considering surgery.[5]

In patients with CTS, there has often been a poor 
correlation between neurophysiological tests and 
symptoms. There are both studies investigating the 
treatment success using severity of symptoms or 
neurophysiological measurements.[2‑4] Boston Carpal 
Tunnel Questionnaire  (disease‑specific), Disabilities 
of the arm, shoulder, and hand  (region‑specific; 
u p p e r  l i m b ) ,  M i c h i g a n  H a n d  O u t c o m e s 
Questionnaire  (region‑specific; hand/wrist), Patient 
Evaluation Measure  (region‑specific; hand), SF‑12, or 
SF‑36 Short Form Health Survey (generic; physical 
health component for global health impact) were 
recommended as follow‑up parameters of the CTS 
treatment according to AAOS.[5] In the current study, 
replied neurophysiological investigation was performed 

1 month after injection and motor distal latency was 
considered to be an objective criteria for follow‑up.[6]

In this interesting study, the authors have demonstrated 
a satisfactory improvement after 1 month of the local 
steroid injection  (40  mg triamcinalone). Motor distal 
latencies and visual analogue score (VAS) of 100 were 
used for the objective parameter for follow‑ups. Although 
sensory studies are more sensible tests in the diagnosis 
of CTS, it is not useable because of not being recordable 
in severe cases. Symptomatic improvement with a VAS 
score of at least 50% was reported in all patients, while 
100% percent improvement was reported in 73% of the 
patients. The distal motor latency improvement was 
observed by 9.5% after 1 month of the injection.[6]

In conclusion, this study is helpful for demonstrating the 
effectiveness of local steroid injection after 1 month in 
patients with CTS and motor nerve conduction study of 
median nerve is a useful tool for monitoring the results 
of the therapy. I  believe that further investigations in 
long‑term would be beneficial for enlightening the 
outcome of this therapy.
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