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Pain Awareness Month (see also the news item, below)
Pain is so common, so ubiquitous, you wouldn’t think that we need to call attention to it. But sometimes it’s the
ordinary that gets overlooked, especially when we have a natural aversion to it. The following facts about pain
come from come from the American Chronic Pain Association.
= The number one reason the people present to a health care provider is some form of pain.
» Pain is the leading cause of adult disability in the US.
»  The Occupational Safety and Health Administration (OSHA) estimates that pain costs $100 million per
year in medical expenses and lost productivity.
= The most common causes of chronic pain are arthritis, cancer, lower back problems, reflex sympathetic
dystrophy (RSD) (a.k.a. complex regional pain syndrome--CRPS), shingles, repetitive stress injuries,
headaches, and fibromyalgia.
= Severe pain or persistent moderate to severe pain can have a significant long term physical, psychological,
and social impact
= 30-40% of people with cancer experience moderate to severe pain; 90% of those with advanced cancer
have significant pain
»  95% of cancer pain can be successfully treated with existing knowledge and interventions.
*  15% of children have chronic or recurring pain
* In anational survey, 78% of respondents think that it is Very Likely or Somewhat Likely that treating pain
with “strong medicines” will lead to addiction. In actuality, many factors are involved in developing
addiction. There is a much greater chance of having unrelieved pain than of developing an addiction.

In the News

Partners for Understanding Pain, a coalition of 65 professional organizations, health care institutions, and advocacy
groups, has named September as Pain Awareness Month. The Pain Task Force and MGH Cares About Pain
Relief will sponsor a Pain Awareness table in the main corridor on Thursday September 11 from 10:00am —
3:00pm. Stop by for pain information, give-aways, and goodies.

The Patient and Family Learning Center (PFLC), on the first floor of the White building in the main corridor, has
created a display of patient-oriented pain education materials. The display will be up through September 19,
and the displayed materials are always available in the PFLC.

The Pain Task Force has provided a Pain Resource Manual to each patient care unit. The Manual contains the
new Pain Assessment and Management Policy and Guidelines; samples of assessment instruments, and other
resources for clinicians caring for patients in pain. MGH Cares About Pain Relief will provide electronic copies of
the contents (where available), upon request (e-mail PainRelief(@Partners.org), to other MGH facilities.

Pain on the Web

The National Consumer [eague has produced an online guide to over the counter (OTC) pain medications.
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The EPEC Project (Education on Palliative and End-of-Life Care; formerly called Education for Physicians on
End-of-Life Care) has launched its first distance learning program, Pain Management: Analgesic/opioid dosing
guidelines. Cost is $30.00. One CME/Nursing contact hour is offered.

A new bimonthly journal with free online content began publication in May. The first two issues of The Journal of
Supportive Oncology each had articles on pain, with more planned for future issues. Online full-text content is
available free two months after publication.

The August issue of ISMP Nurse AdvisERR.is now available. In this nursing version of the Institute for Safe
Medication Practice’s (ISMP) monthly Medication Safety Alert!, more real-life medication errs are discussed, along
with some eye-opening patient education tips.

Pain-Related Education

Sept 16, 8:00-11:30am. Semi-Annual meeting of the Massachusetts Pain Initiative. Keynote Speaker is Judy Foreman,
syndicated health columnist for the Boston Globe. $20 fee to cover breakfast & meeting costs. Best Western Royal Plaza
Hotel and Trade Center, 181 Boston Post Road West, Marlborough, MA http://www.rplazahotels.com/index.cfm. For more
information, contact Amy Goldstein 508-652-4360 or amy.Goldstein@cancer.org

Oct. 16-18 (Thurs-Sat) Advanced Pain Management Education for Nurse Practitioners, sponsored by Beth Israel

Medical Center and The Department of Pain Medicine and Palliative Care in NY. This high-quality program will be offered
twice a year when 12 Nurse practitioners are selected to participate. It is a three day, intensive, all-expense paid program
which includes airfare, hotel, and dinner stipend. Next program is October 16-18; application deadline is September 5, 2003.
This educational activity is supported by an educational grant from Janssen Pharmaceutica.

Oct 17-19 (Fri-Sun). Practical Aspects of Palliative Medicine: Integrating Palliative Care into Clinical Practice.
Sheraton Boston Hotel. Brochure and online registration are available. Info at 617-384-8600.

The American Medical Association has just published an excellent free CME series on pain. The first 2 of 4 modules (3
CME credits each) are now available. http://www.ama-assn.org/ama/pub/category/10171.html

MGH Pain Calendar

Sept. 8 (Mon) 11:00am. Conversations about Cancer Pain (for patients and families) with Annabel Edwards, sponsored by
the HOPES Program. Cancer Resource Room, Cox 110. Free, no registration necessary. Call 617-724-1822 for info.

Sept. 11 (Thurs) 10:00am — 3:00pm. Pain Awareness Day observance, main corridor.

Nov 7 (Fri) 8:30am — 4:00pm End of Life Nursing Education Curriculum (ELNEC), Part 1 Nov 7, Part 2 Nov 21
(Monday). Pre-registration is required through The Center for Clinical & Professional Development by calling (617) 726-
3111. Registration Fees (each day): Free for MGH Employees and Students, $30 for Partners Employees, $60 for all others.

URL notes: Hold your cursor over the link for a second to see the URL. If you are reading this in hard copy, this month’s links are:
Previous issues of Pain Relief Connection: http://www.massgeneral.org/painrelief/Newsletter

Mayday Fund: http://www.painandhealth.org/mayday/mayday-home.html

American Chronic Pain Association: http://www.theacpa.org

RDS/CRPS info: http://www.ninds.nih.gov/health and medical/disorders/reflex sympathetic dystrophy.htm

Shingles info: http://www.massgeneral.org/painrelief/Pain Topics/Shingles PHN.htm

Fibromyalgia info: http://www.niams.nih.gov/hi/topics/fibromyalgia/fibrofs.htm
Center for Clinical & Prof. Dev.: http://pcs.mgh.harvard.edu/CCPD/Educational Offerings/cpd offerings calendar.asp

National Consumer League: http://www.nclnet.org

Online guide to OTC Pain Meds: http://www.nclnet.org/otcpain/index.htm

EPEC Project: http://epeconline.net/EPEC/webpages/index.cfm

EPEC Pain Management Module: http://epeconline.net/EPEC/webpages/Ecommerce/itemDetail.cfm?productiD=44
Journal of Supportive Oncology: http://www.supportiveoncology.net/issues.html

ISMP: http://www.ismp.org

ISMP Nurse Advis-ERR: http://www.ismp.org/NursingArticles/Issues/NurseAdviseERR200308.pdf

ISMP Medication Safety Alert! http://www.ismp.org/MSAarticles/msa.html

Advanced Pain Management Education for Nurse Practitioners http://www.lanp.org/advanced pain_management_educati.htm
Practical Aspects of Palliative Medicine brochure: http://cme.med.harvard.edu/cgi-
bin/hmscme.cgi?SECTION=CLASSES&ID=00231740&SO=N

Practical Aspects of Palliative Medicine application: https://secure.cme.med.harvard.edu/cgi-ssl/register
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PAIN TOPICS

Carpal Tunnel Syndrome

David Ring, MD
Hand and Upper Extremity Service
Department of Orthopedic Surgery
Massachusetts General Hospital

Introduction

Carpal tunnel syndrome (CTS) is poorly understood, but seems to be related to increased pressure on the median
nerve within the carpal tunnel (a confined area between the carpal bones and the transverse carpal ligament through
which all of the digital flexor tendons and the median nerve pass from the forearm into the hand). CTSisa
relatively recently recognized illness. Until Phalen’s descriptions in the 1950’s, older patients with complaints of
numbness in their hands were told they had “circulation problems” or otherwise reassured. In recent times, the
diagnosis of carpal tunnel syndrome has taken on a life of its own. Most people are aware of a concern that
repetitive motion, particularly computer use, may cause carpal tunnel syndrome in spite of a dearth of strong
evidence to support this claim. The prevalence of such overstatements in the media (including the Internet)
contributes to substantial concerns that are probably unjustified. The diagnosis—one of the most straightforward in
hand surgery—is misused and abused, usually in an attempt to understand upper limb pain complaints.

Anatomy of the carpal tunnel

The carpal tunnel is a narrow passageway on the ventral side of the wrist formed of bones and the transverse carpal
ligament. The median nerve and a bundle of tendons pass through the tunnel. The median nerve controls the
thumb and first 3 fingers of the hand.

Pathology

Very little is known about the cause and pathophysiology of carpal tunnel syndrome. What is known is based
primarily on clinical observations. There is an increased pressure in the carpal tunnel that is more prevalent with
advancing age. There is a strong genetic component as shown in recent twin studies. The disease is usually
bilateral as shown in long-term follow-up studies. All of these argue strongly for more of an inherent or systemic
origin than a relationship to activities.

Acute flexor tenosynovitis can be associated with symptoms of median nerve compression, but chronic cases are
not associated with abnormalities of the flexor tenosynovium (the membrane that covers the tendon). Anatomic
aberrations are unusual. The relationship to repetitive work is disputed. Studies reach varying conclusions and
methodologies are often suspect. In my opinion, given the substantial implications of claiming an association
between certain activities and a disease, physicians need to have very strong evidence that such an association is
warranted. Because we do not have strong evidence supporting a causal relationship between repetitive activity and
carpal tunnel syndrome, I think that it is irresponsible to advocate one.

Certainly there are transient cases of CTS, particularly in younger individuals with acute flexor tenosynovitis, but
the question remains whether all chronic cases are progressive. Clinical experience and some data would suggest
that they are, but we still observe patients with mild disease.

Clinical Features

Numbness, not pain, is the hallmark of carpal tunnel syndrome. The classic complaint is waking at night or in the
morning with numbness in the fingers. Humans tend to sleep in a fetal position and flexion and extension of the
wrist increase pressure in the carpal tunnel, thereby eliciting symptoms. It supports the diagnosis if patients report
numbness in the expected anatomic distribution. This history is so characteristic that carpal tunnel syndrome could
probably be diagnosed over the phone with a high degree of accuracy, at least in its earlier stages.
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Symptoms during the day are usually brought out by activities that place the wrist in substantial flexion or
extension. Numbness can be associated with pain, but this is typically more of a discomfort in the volar wrist area
(where the palm and wrist come together). Often patients will describe a more generalized arm aching. The
important point is that substantial pains should not be ascribed to carpal tunnel syndrome, as they are rarely directly
related.

Constant numbness and atrophy or weakness of the thenar intrinsic muscles of the hand (tested as the ability to
maintain palmar abduction of the thumb against resistance) are late findings indicative of advanced nerve damage.
Numbness, or loss of threshold sensitivity, can be quantified with Semmes-Weinstein monofilament testing (a test
of loss of sensation that uses a calibrated filament to apply measured pressure to the affected area), which can
usually be done by a hand or occupational therapist. Provocative signs (intentional manipulations of the hand that
may produce the reported symptom) such as Phalen’s test (full passive flexion of the wrist for 60 seconds) and
Durkan’s test (pressure applied over the median nerve at the transverse carpal ligament) are very helpful for
confirming the diagnosis.

Diagnostic Tests

Electromyography and nerve conduction velocity testing (EMG/NCV) is an excellent test for carpal tunnel
syndrome. Not only can it detect the presence or absence of nerve dysfunction, it can quantify it. Some data
suggest that a very prolonged distal sensory latency E sociated with a high risk of advancing disease. It can also
check for other peripheral neuropathy and confirm thciagnosis. Patients should be advised that the test is
somewhat painful.

Management

Patients with characteristic history and corroborative physical exam for carpal tunnel syndrome that do not have
signs of advanced nerve damage (numbness, weakness, atrophy) are managed with night splints except in the
unusual cases where night-time symptoms are not prominent. NSAID’s and vitamins do not affect the disease. The
typical complaint is of numbness rather than pain, but for patients with pain non-narcotic analgesics are helpful.
There is no danger in continuing repetitive or forceful activities although symptoms might be worse. The role of
steroid injections is debated, but they do not seem to affect the long-term course of the disease and inadvertent
intraneural injection of steroids can be a problem.

If the night splinting is not sufficient or there are signs of advanced disease, an EMG/NCYV is ordered to confirm the
diagnosis, gain information about the severity of the problem, and document the status of the nerve for comparison
after interventions such as surgery. Some have questioned the need for EMG/NCV given the characteristic history
and physical; however, in the context of all of the misinformation regarding carpal tunnel syndrome and the
misconceptions of physicians and patients alike, it is still a worthwhile test. The diagnosis is so misused that
objective information is important.

When there are signs of advanced nerve damage on physical examination carpal tunnel release is indicated.
Sensory dysfunction often improves after release of the transverse carpal ligament—although it can take over a
year—but weakness and atrophy do not.

When the splints are not adequately treating the symptoms—i.e. patients still wake up at night in spite of
splinting—and the EMG/NCV shows moderate to severe dysfunction, surgery is warranted.

The surgical treatment of mild disease is less clear-cut. Mild disease can usually be managed with night splints. If
the major complaint is pain, the pain is out of proportion to what would be expected from carpal tunnel syndrome,
or complaints do not fit anatomic patterns, the surgeon should beware. Carpal tunnel syndrome and idiopathic arm
pains are so common that they frequently overlap. The finding of mild median nerve dysfunction on EMG/NCV
does not mean that the pain complaints are related to the median nerve dysfunction and carpal tunnel release for
pain in this setting is much less likely to help and may be meddlesome.

MGH Cares About Pain Relief
Massachusetts General Hospital ¢ Founders 606 ¢ 55 Fruit Street ¢ Boston, MA 02114
617-726-0746 (Phone) » 617-724-8693 (Fax)  PainRelief@Partners.org e http://www.MassGeneral.org/PainRelief

To be added to or removed from the Pain Relief Connection mailing list, send an email to PainRelief(@Partners.org



David Ring
No such thing as normal.  It varies from lab to lab and person to person.  Let’s avoid the use of numbers for this. 

http://www.healthpages.org/AHP/LIBRARY/HLTHTOP/CTS/thenmsc.gif
http://www.medscape.com/content/2001/00/40/85/408540/art-mos5854.01.fig22.jpg

Technical Details and Recovery

Now that surgeons have adopted the technique of carpal tunnel release through a small palmar incision with local
anesthesia, endoscopic release offers few benefits. Because endoscopic release is more difficult, takes more time,
cannot be done under local anesthesia, requires expensive equipment, and has a slightly greater risk of nerve injury,
its popularity is waning.

A small dressing is applied after the surgery and removed in a few days. No splints are used and patients are
encouraged to use the hand for light tasks immediately. Patients can return to desk work as soon as they are
comfortable—often the next day. Laborers need to protect the healing wound for about a month.

The scar is occasionally tender, as are forceful thumb movements, but otherwise there are few problems in the
absence of complications, which are fortunately rare.

clusions
propriately selected patients, carpal tunnel release is one of the most rewarding surgeries performed by hand
surgeons and patients are very grateful. On the other hand, the diagnosis of carpal tunnel syndrome should be
applied very carefully as it has substantial implications for patients, physicians, employers, insurers, and lawyers.
The diagnosis can be easily confirmed by EMG/NCV and the concept of EMG negative carpal tunnel syndrome is
not helpful. When the primary complaint is pain, the diagnosis is rarely carpal tunnel syndrome and doctors and
patients should look elsewhere. Unexplained pain complaints in the upper limb are extremely common. Although
doctors don’t like to say “I don’t know” and patients don’t like to hear it, honesty is always the best policy. It is
preferable for all involved if the lack of a diagnosis is acknowledged, referring to the pain as idiopathic pain.

Additional carpal tunnel references:

e eMedicine is a collection of peer-reviewed articles on many medical topics. Articles for consumers are
also available on some topics. eMedicine is available free via the Treadwell Library Home Page (click on
eTreadwell—Databases—eMedicine), and is accessible on MGH computers. Type “carpal” into the Search
window.

e MEDLINEDlus is the consumer-oriented web site of the National Library of Medicine. Type “carpal” into
the Search window. Some material is available in Spanish.

e Well-Connected is a consumer-oriented medical information service available free via the Treadwell
LibraryHome Page (Click on Consumer—Well-Connected), and is accessible on MGH computers. Some
material is available in Spanish. Many of the articles are written by Harvard Medical School Faculty.

e A recent article of note:

Andersen JH, Thomsen JF, Overgaard E, Lassen CF, Brandt LP, Vilstrup I, Kryger Al, Mikkelsen S.
Computer use and carpal tunnel syndrome: a 1-year follow-up study. Journal of the American Medical
Association 2003, Jun 11;289(22):2963-9.

Treadwell Library Home Page: http://massgeneral.org/library/default.asp

MEDLINEplus: http://www.nlm.nih.gov/medlineplus

Images:

Carpal tunnel anatomy:
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Thenar muscles: http://www.healthpages.org/AHP/LIBRARY/HLTHTOP/CTS/thenmsc.gif

Phelan’s test: http://www.medscape.com/content/2001/00/40/85/408540/art-mos5854.01.fig22.jpg
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