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Research Article
Effectiveness Of Corticosteroid Injections In De Quervain’s
Tenosynovitis - A Case Series
Abstract:
De Quervain’s Tenosynovitis is a common ailment involving inflammation of tendons in the wrist’s first dorsal compartment. When conservative treatments like splinting and NSAIDs fail, corticosteroid injections are a minimally invasive alternative. This series includes 18 cases that were given Triamcinolone injections after failure of conservative therapy. This case series highlights how triamcinolone injections provided significant and rapid symptom relief in most patients, with over 80% showing improvement.

The recurrence of symptoms and adverse effects were minimal, reinforcing corticosteroid injections as an effective first- line treatment following conservative management failure.
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Introduction:
De Quervain’s Tenosynovitis involves inflammation of the abductor pollicis longus (APL) & extensor pollicis brevis (EPB) tendons, causing pain & swelling along the radial side of the wrist. Tendon sheath thickening is due to the formation of fibrocartilage due to increased stress [1]. Activities that require thumb movement or grip intensify symptoms. This condition is associated with pregnancy & lactation [2]. People with Rheumatoid arthritis are predisposed to develop De Quervain's Tenosynovitis [3].
A Swiss Physician, Fritz de Quervain, first described this condition in 1912. While “stenosing tenosynovitis” is often used to describe de Quervain’s disease, its pathophysiology doesn’t typically involve inflammation [4]. Instead, histopathology reveals degenerative changes like myxoid degeneration, fibrocartilaginous metaplasia & mucopolysaccharide deposition. These findings suggest a degenerative process rather than an inflammatory one [5].
The Finkelstein test is a clinical examination used in identification of De Quervain’s tenosynovitis. To perform the test, follow these steps:Tuck your thumb into the palm of your hand. Close your fingers into a fist around your thumb. Tilt your wrist in the direction of your little finger. A painful response indicates a clinical diagnosis of De Quervain's tenosynovitis.
This condition is usually self limiting and may resolve without any need for intervention. Common initial treatments include rest, splinting, and NSAIDs. When these fail, corticosteroid injections have become a well-

established intervention. Corticosteroids reduce the inflammation, thereby giving symptomatic relief [6].
This report focuses on 18 patients who underwent corticosteroid injection treatment after inadequate improvement with conservative methods.
Materials and Methods:
The series involved 18 patients from Orthopaedics OPD of Sree Balaji Medical College and Hospital in the year of 2023 diagnosed with De Quervain’s Tenosynovitis, all of whom had not seen sufficient improvement from conservative treatments like splinting and NSAIDs over a minimum of four weeks.

Inclusion criteria -
· clinicalClinical diagnosis of de Quervain's tenosynovitis.

Exclusion criteria -– (Start with capital letter)
· minor age (< 18yrs),
· absolute contraindications for corticosteroid,
· prior corticosteroid injection,
· prior related surgery.

Technique -
Each patient received a single injection of triamcinolone acetonide (40 mg) combined with lidocaine (1 mL, 1%) along the tendon, just distal or proximal to radial styloid, at the site of maximum tenderness. The injections were performed under sterile conditions, ensuring care to avoid tendon injury. Mention how you ascertained that injection was instilled in the tendon sheath and not the tendon. Why was USG guidance not used?
Fig 1, 2 & 3 indicate the landmarks and techniques for corticosteroid injection for De Quervain's Tenosynovitis



[Fig. 1, 2 & 3] Technique for receiving single injection of triamcinolone acetonide


Follow-up evaluations were conducted at 1 week, 4 weeks, and 12 weeks post-injection, assessing pain relief, functional recovery, and recurrence of symptoms.

The functional outcome was assessed using the Arthritis Impact Measurement Scale 2.
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Results and discussion:

	Outcome
	No. of Patients (n = 18)
	%
	Details

	Complete	Resolution	of Symptoms
	15
	83%
	Full recovery with no pain during wrist/thumb movement, no functional limitations.

	Partial Relief (50% or greater improvement)
	2
	11%
	Significant reduction in pain but mild discomfort with heavy activity.

	No Improvement (less than 50% relief)
	1
	5.5%
	Minimal or no change in pain and function, required further treatment.

	Recurrence of Symptoms
	0
	0%
	No patients experienced a return of symptoms within the 12- week follow-up period.

	Surgical Intervention Required
	1
	5.5%
	Patient who failed two injections underwent surgery.

	Adverse Effects (e.g.,	skin changes, tendon rupture)
	0
	0%
	No observed complications such as skin atrophy, infection, or tendon rupture.


[Table 1] List of outcomes and their details


Discussion:
De Quervain's disease is commonly seen in mothers of newborns who frequently lift their infants with their thumbs in radial abduction and their wrists moving from ulnar to radial deviation [7]. Potential causes include wrist injuries, increased friction from repetitive wrist and thumb movements, underlying inflammatory conditions, pathogenic factors, and anatomical variations.
Splinting is the main avenue in conservative management as it promotes healing. If left untreated, it may lead to infections, joint stiffness, loss of ROM, nerve injury resulting in superficial Radial Nerve entrapment and in severe cases may result in burst of tendon sheath and tendon rupture [8]. Splinting is the main avenue in conservative management as it promotes healing. This point is already mentioned at the beginning of the paragraph.
Previous studies indicate a good response of corticosteroid injection therapy for De Quervain's tenosynovitis   [Peters-Veluthamaningal   (78%),
Jirarattanaphochai (67-68%), Richie (83%)] [9,10,11]. These studies also exploreexplored the side effects of corticosteroid injection. The more common ones are skin thinning, hypopigmentation, infections [due to improper technique], pain flare, rise in blood sugar levels, etc. Allergic reactions are very rare [10].
This case series confirms the efficacy of corticosteroid injections in managing De Quervain’s Tenosynovitis, particularly for patients unresponsive to splinting and NSAIDs. A majority (83%) of patients achieved full symptom resolution by 4 weeks, with a total of 88% experiencing significant improvements by 12 weeks. Only one patient (5.5%) required surgical intervention after two failed injections, a finding consistent with the literature suggesting that corticosteroid injections effectively reduce the need for surgery.
The therapeutic effect of corticosteroids is believed to stem from their ability to suppress inflammatory mediators within the tendon sheath, alleviating pain and swelling. The addition of lidocaine aids in immediate pain relief and helps distribute the corticosteroid [11].

No adverse effects were observed in this series, underscoring the safety of corticosteroid injections when administered properly. Risks such as tendon rupture, skin depigmentation, or infection remain minimal when performed with proper technique.

Conclusion:
Corticosteroid injections are an effective treatment option for De Quervain’s Tenosynovitis, especially for patients who do not respond to conservative management. This case series shows that most patients experience rapid symptom relief, allowing them to resume daily activities without the need for further intervention. These findings support use of corticosteroid injections as a first-line treatment after failed conservative measures, with a low risk of recurrence or complications. Further studies could help identify which patient subgroups benefit most from this treatment.
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