
ABSTRACT
Objective: To determine the effectiveness of Intrasheath steroid injection in treating de Quervain`s disease.
Study Design: Case series observational study.
Place and Duration of Study: Outpatient Department of Orthopedics BBS [DHQ] Teaching HospitalAbbottabad
fromApril 2006 to Sept 2009 including a period of follow up of eighteen months.
Materials and Methods: Eighty patients with de Quervain`s disease were diagnosed on the basis of positive
Finkelstein`s test and presence of severe pain for more than four weeks. These patients were given intrasheath
injections of 40 mg Methyl Prednisolone mixed with one ml of lignocaine 2% in the first dorsal compartment of
wrist. Patients with trauma, infection and rheumatoid arthritis were excluded from study.
Results: Seventy two patients i.e., 90% were cured and out of them 75% required only one injection .Only two
cases underwent surgical release.
Conclusion: Intrasheath steroid injection is a safe, very useful and cost effective method in treating de
Quervain`s disease.
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ORIGINAL ARTICLE

importance of non surgical options is not
4emphasized. Recently there have been a

number of claims regarding the
efficacy of intrasheath steroid injection.
Sawaizumi, et. al., reported an efficacy rate
of 94% with intrasheath injection of

5steroids. Richie and Eriner reviewing seven
current reputable papers, concluded that the
efficacy rate of injecting the steroid alone

6,7,8,9was 83%. It is a safe and simple technique
which can be carried out in outpatient

10department. There is very little chance of
11serious complications as well.

Hence this study was carried out to further
strengthen this claim that injection
treatment of de Quervain's disease is the
best option and it is not associated with any
serious complication.

This observational study was done in
outpatient department of orthopedics of
BBS [DHQ] Teaching Hospital Abbottabad
from April 2006 to Sept 2009 including a
follow up period of eighteen months. Eighty
patients, who were diagnosed on the basis of
positive Finkelstein test, were included in
this study. All patients had severe pain

Materials and Methods

Introduction

In a busy outpatient department of
orthopedics or rheumatology we come
across with a lady having a sore thumb and
wrist, almost on daily basis. It was fritz de
Quervain, a Swiss surgeon who in 1895, first
described this condition as a tenosynovitis

1of the first dorsal compartment. Most of
patients suffering from this problem first try
different things either at their own or on the
advice of their GP's ranging from natural to
physical therapies and NSAID etc. But to
their dismay most of these techniques fail
and they have to seek the advice of specialist
doctor.
Surgical release of the stenosing sheath is a
good option in resistant de Quervain's cases.
Although performed as a day case, it
requires about two weeks for complete
recovery, besides it is much costly and
a s s o c i a t e d w i t h a n u m b e r o f

2,3complications. Surgical treatment is often
chosen without careful consideration and
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which was interfering their daily activities
for more than four weeks. Besides other
methods of treatment like rest, splints,
physiotherapy and NSAIDs had not given
much benefit. All patients with a history of
rheumatoid arthritis, trauma or local
infection were excluded. We injected 40 mg
of Methyl Prednisolone mixed with one ml
of Lignocaine 2% in a 3 cc syringe. Instead of
giving vertical injections we bent the needle
at 45 degrees and passed it from distal end
proximally parallel to the involved tendon
in the first dorsal compartment of wrist.
Slight ulnar deviation made it easy. Intra
sheathal status of the needle was ensured by
the need of less force to push the syringe and
absence of swelling in subcutaneous tissue.
All patients were asked to report after two
weeks if no complications occurred. Success
was measured by absence of pain on wrist
movements and a negative Finkelstein`s
test. Second injection was given after three
weeks in patients who showed less
improvement or recurrence. A third
injection was given after another three
weeks in cases who had still not responded
to the treatment.

Out of 80 patients, 72 were considered to be
cured as they remained symptom free after
18 months of follow up. In 75% of these cases
only one injection was used (Table II). In
others a second injection was given after 03
weeks. Out of 80 patients, those who
reported with recurrence even after second
injection, a third injection has to be given i.e.,
08 patients (10%). Of these 08 cases, 02
finally underwent surgical release. The fear
and doubts about injection were removed, to
a large extent by proper counseling. After
injection, 90% of patients were satisfied and
ready to accept it again if required.
Slight increase in pain was reported by 70%
of patients which however improved over a
week in patients who were later declared

Results

cured.
Depigmentation at the injection site was
reported in five patients and atrophy of fat in
subcutaneous tissue was seen in one patient
only. No tendon rupture, infection or injury
to radial nerve was seen.
Slight increase in pain was reported by 70%
of patients which however improved over a
week in patients who were letter declared
cured
Depigmentation at the injection site was
reported in five patients and atrophy of fat in
subcutaneous tissue was seen in one patient
only. No tendon rupture, infection or injury
to radial nerve was seen.

Owing to de Quervain's tenosynovitis
common occurrence, there must be some
treatment guidelines and recommendations
so as to save time and cost. The Brigham and
women's Hospital guidelines for treatment
of de Quervain's tenosynovitis, state that
corticosteroid injection may be very helpful 
and that they should be considered if
symptoms persist beyond 6 weeks of

12conservative treatment. whereas
Orthopedic text books recommend
corticosteroid injection for de Quervain's
tenosynovitis after 2 weeks of conservative

1 3treatment has failed. Up to date
recommends steroid injection if pain
persists for more than 2 to 6 weeks despite

14splinting , icing and NSAID therapy.
A pooled quantitative literature search
concerning the treatment of de Quervain's
tenosynoritis compared 07 studies (a total of
459 wrists of the 226 cases) treated with
steroid injection alone 83% were cured,
though 30 of these needed a second
injection. Sixty one percent of those treated
with injection and splint were cured, while

714% treated with splint alone reported cure.
In another retrospective study comparing
injection with splinting and non steroidal
anti inflammatory drugs NSAIDS, Authors

Discussion
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stratified patients into minimal, mild, or
moderate to severe, groups based on their
severity of disease. Of those cases treated
with splinting and NSAIDS, 15 of 17 in the
minimal group had resolution of symptoms,
but only 4 of 20 in the mild group and 2 of 8
in the moderate to severe group had
symptoms resolved. The injection group
showed better results with 100% of cases in
the minimal to mild groups resolving and
76% of those in the more severe group
resolving completely with an additional 7%

15reporting improvement.
To make steroids more effective, injection
needs to be properly placed in the tendon

16compartment i.e. intra sheath. The efficacy
can be enhanced and compilation rate
reduced to almost nil by ultrasound guided

17injections of steroids into tendon sheaths.
However an earlier prospective study of
103 patients found suprafibrous injection to
be easier to perform than intrasynovial

18injection and to have the same effects. In
our study we gave intra sheath injections
and did not find it much difficult, besides it
can also avoid potential complications of
leakage of steroids in subcutaneous tissue or
damage to superficial radial nerve by
misplaced needle. We slightly modified the
original technique by bending the needle to
almost 45 degree and inserting it beneath the

19tendons along there line proximately. An
orthopedics study compared different
techniques for injection and found that two
point injections vertically in the indurated

5area is better than injection at one point. But
we think if it is properly placed in the sheath
or compartment, it does not matter even if
there is a septum with in the first dorsal

20, 21compartment of wrist. This septum
would be more effective than surgical as
compared to injection as injection liquid
would spill over or will he absorbed in the
vicinity as well that is why Taras JS et. al.,
concluded that exact location of injection
into the sheath may not be important in the

22treatment of trigger digits.
Surgical release is not a bad option in de
Quervain's disease but it is not fair to choose
an option which is invasive, costly and not
without some serious complications,
particularly when a simple injection of

23steroids can cure almost 80-90% of cases.
However in chronic cases with much
thickening of the sheath and those not
responding to repeated local injection can be
treated by surgical release with good long

24, 25term relief.

Intrasheath steroid injection is a safe, very
useful and cost effective method in treating
de Quervain`s disease.

Conclusion

Table I: Demographic Data of study population
(n= 80)

Table II: Number of injections and their response
in the treatment of de Quervain's disease (n= 80)
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