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Registrars Instruction Sheet.

Your patient, Mrs. B., has come to see you complaining about some distressing symptoms in her hands that are especially prominent during the night. She has tingling and numbness that wake her but which she can relieve by “flicking” her wrists. 

The Task

Are there any questions that you would like to ask?

Please examine Mrs. B., explaining what you are doing?

What is your diagnosis?

Do you want to perform any investigations?

What are your treatment options?

Notes

The consultation will be stopped after 7-10 minutes allowing 5-7 minutes for feedback.

Assessors feedback sheet.

GP Registrar’s Name:___________________________________

Aim: To demonstrate appropriate knowledge about the common presentation of carpal tunnel syndrome. 

A=Completed satisfactorily

B=Attempted/partially completed

C=Not attempted











A  B   C

Considerate and appropriate approaches to patient:

a) Introducing self

b) Clarifying if any symptoms present

Asks about:


Type of symptom- pain, parasthaesiae, numbness, weakness


Clarifies distribution of symptoms


Timing of symptoms- day and night Sx


Occupation


Hobbies/other activities


General health- think of hypothyroidism, pregnancy

Examines:


Looks for deformity/thenar muscle wasting


Wrist active range of movement (ROM)


Wrist passive ROM


Thumb abduction strength


Opposition strength


Tests sensation in digits


Tinnel’s test


Phalens test


Examines neck


Examines neural dynamics

Discusses treatment options:


Do nothing


Physiotherapy


Splints


Oral corticosteroids


Steroid injections


Surgery


(NSAID’s/Diuretics)

Assessor’s Feedback Sheet- General Comments.

Commentary.

Carpal tunnel syndrome (CTS) is a condition of compression of the median nerve where it passes from the forearm to the hand through the carpal tunnel. There is some controversy about the best management of this condition and in some countries it’s treatment is big business- search the web via Google to see the direct sell to patients and the amount of information available. 

The problem of intermittent parasthaesiae and numbness in the median nerve distribution may be of idiopathic origin (commonest cause) or secondary to some systemic or local  problems e.g. pregnancy, hypothyroidism, amyloidosis, previous trauma. Occupational factors are very relevant e.g keyboard workers as are hobbies and other activities e.g. cyclists leaning on the carpal tunnel causing compression.  There is a growing feeling that CTS is a bilateral disease although there may be a gap in presentation between the two sides. 

The place of EMG in diagnosis is not agreed and many surgeons see the only place as a baseline line test to ensure that post op litigation can be minimised! A good history and positive Tinnels/Phalens test is enough for a positive diagnosis but negative Tinnels/Phalens do not rule out the diagnosis. The median nerve can be compressed at any site from the nerve roots to the carpal tunnel and several compression syndromes are recognised and EMG might help to delineate these syndromes if the presentation appears atypical. 

The rationale for conservative treatment is that it often works but most practitioners would steer towards surgery in the presence of permanent numbness or thenar weakness and wasting.  Read the evidence and make up your own mind about steroid injections- they seem to work in up to 70% of cases although the mechanism is uncertain. Most practitioners would not repeat an injection where no initial response occurred but with a good partial response or a good response with recurrence of symptoms the injection can be repeated.  Remember patient choice in deciding the treatment course. 

Learning points to pursue:- 

Anatomy of carpal tunnel, especially landmarks for injection.

Injection technique (very simple and by and large painless!)

Indicators in history and examination that surgery may be needed.

Other median nerve compression syndromes and cervical spine examination. 

