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JOINT & SOFT TISSUE INJECTIONS
Patient Information Leaflet
This information leaflet concerns the injection of a steroid into or around a joint, tendon or other soft tissue structure. The steroid we use is methylprednisolone (Depo-Medrone) which acts as a powerful ant-inflammatory agent.
The injection itself may be uncomfortable. In the case of tennis/golfers elbow injections it is often painful. Discomfort around the injected area may persist for a few hours after the injection – so it is a good idea to take a pain-killer such as Paracetamol 2x500mg or Ibuprofen 400mg an hour or so before the injection. Occasionally the discomfort caused by the injection may persist for longer but it is unusual for it to last more than two days.
Benefit from the injection is often felt within 24 hours but may take 2 or 3 days to begin. Improvement then continues over the next 7-10 days and is usually maintained for 2-4 months. Depending on the condition treated, this may effectively provide a cure or a further injection may be required after 3 months or so. As a rule, we do not inject the same area more than 3 times in 12 months. 
You are advised not to undertake any significant activity, other than stretching exercises, using the injected area for 48 hours after a steroid injection.

Complications of joint or soft tissue injections are rare but you should be aware of the following possibilities:

· Infection – the treated area would become swollen, red and more painful starting about 24 hours after the injection. (Not to be confused with the commonly seen increase in redness and pain immediately after the injection which usually subsides within 24 hours).

· Tendon rupture – this is the reason we do not inject Achilles’ tendonitis. 

· Bone damage – this is most likely to occur when injecting severely arthritic joints, where the joint space is considerably narrowed. It may result in a persistent increase in pain.

In case you are put off from having treatment that may be beneficial to you, you may like to note that the first two of these complications are so unusual that none of the Doctors at Audley Mills has ever seen them and the third occurs less frequently than once each year.
Steroids taken by mouth have a number of important unwanted effects which increase in likelihood with dose and duration of use; these unwanted effects include diabetes, hypertension, weight gain, osteoporosis. As a rule, you will not be at risk from any of these ‘systemic’ effects of steroids from a single local injection of methylprednisolone. However, if you require more than 3 injections in a year we may have to consider these issues. 

The steroid injections we carry out can be separated into those where we are injecting a space and those where we are injecting a tender tissue. Injections into spaces may be uncomfortable but are not usually painful. Injections into tender tissues are usually painful.
Injection of spaces

Capsulitis of the shoulder joint (Frozen Shoulder) 

The shoulder becomes painful and stiff with a limited range of movement. Left untreated most cases resolve spontaneously over 2-3 years. Most cases occur for no apparent reason. Treatment is with painkillers such as ibuprofen and/or paracetamol; home physiotherapy exercises and steroid injection. Exercises include extension to push your hand up above your head and internal rotation to push your hand up behind your back. These exercises should be repeated very regularly eg 10 repeats every hour that you are awake. The steroid injection placed into the shoulder joint often produces improvement in pain and stiffness, though it may not alter the overall duration of the problem.
Sub-acromial bursitis (Painful arc)

Here the shoulder is painful in an arc of movement, between about 90 and 120 degrees, as the arm is extended from hanging down to raised above the head. This may caused by a tendon inflammation (usually supraspinatus tendonitis) or by inflammation of the subacromial bursa (subacromial bursitis) and commonly both conditions occur together. These problems are usually due to prolonged use of the arm in abduction (with the elbow raised). The natural history is not well understood but most patients do get better eventually. Treatment is with painkillers and avoidance of the causative activities. A steroid injection into the subacromial space often relieves the pain.
Carpal Tunnel Syndrome

This usually presents with painful pins and needles in the wrist and hand which wakes you early in the morning. It is caused by inflammation in the space at the wrist (the carpal tunnel) through which tendons, nerves, and blood vessels enter the hand. It may be associated with pregnancy, hypothyroidism or arthritis. There is a natural tendency for it to come and go initially, but it often becomes persistent and may then compress the median nerve to such an extent that the hand muscles become weak. Initial treatment may be with anti-inflammatory painkillers. Steroid injection into the carpal tunnel is usually very good at relieving symptoms and often gives prolonged relief but it may need repeating. As a general rule we would refer for surgical decompression of the carpal tunnel if there was any sign hand muscle wasting or if steroid injection was unhelpful or if the problem keeps recurring so that you need a third injection. The injection should be placed around the nerve but not into it. Because the injection is placed close to the nerve it usually produces some tingling sensation in the hand. Rarely, the injection may produce a prolonged aggravation of pain in the hand and wrist.
Trochanteric Bursitis

Inflammation in the trochanteric bursa usually presents as hip pain. The trochanteric bursa acts as a shock absorber between the femur and tendons inserting into the greater trochanter (a bony prominence on the upper outer aspect of the femur). The natural history is for it to get better but it may take many months to resolve. Treatment involves painkillers and avoidance of any activity that aggravates the problem. Steroid injection around the bursa may help, but because the greater trochanter is a large and deep structure and the tender area is often quite diffuse, it can be difficult to accurately locate the tender area for injection.
Osteoarthritis of the Knee

Usually osteoarthritis is managed with painkillers and then surgical treatment if it becomes more severe. Occasionally we will recommend steroid injection for persistent flare-ups. Our experience is that this often works quite well the first time it is done, but less well with repeated injections.
Osteoarthritis of hand joints

We don’t usually recommend this as it can be technically quite difficult to get a needle into the small joints. However an accurately placed injection can be quite beneficial so we do do it occasionally.
Injection of tender areas

Tennis/Golfer’s Elbow (Lateral/Medial Epicondylitis)
These are common problems involving inflammation of the tendons inserting into the bony prominences (epicondyles) at the lower end of the upper arm bone (humerus). They are usually caused by prolonged repetitive actions of the forearm. Left untreated most cases will eventually get better but this may take more than a year. Treatment is with painkillers and avoidance of activities that provoke the problem. Steroid injection into the tender spot is usually helpful in relieving the pain and restoring normal use of the arm. It may need to be repeated before the problem resolves.
Plantar Fasciitis

This is an inflammation of the connective tissue (fascia) of the sole of the foot where it inserts into the front edge of the heel bone (calcaneum). It usually present as pain on standing especially after a period of rest. Left untreated most cases would probably resolve eventually. It is usually treated with painkillers and a gel or sorbothane heel pad (available from pharmacies or sports shops). Steroid injection into the tender spot is usually helpful in relieving the pain. It may need to be repeated before the problem resolves.
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