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The Clinical Picture

Soft tissue atrophy after corticosteroid injection

FIGURE 1

A 27-YEAR-OLD WOMAN PRESENTS with pain
and tenderness over her right radial sty-
loid. Examination reveals tenderness to pal-
pation and a positive Finkelstein test, and
her condition is diagnosed as de Quervain
tenosynovitis. She is referred for occupational
therapy and for a corticosteroid injection.

Injection of the tendon sheath results in
relief, but within several weeks she notes in-
creasing pain, transient purplish skin discol-
oration, and soft tissue (fat) atrophy at the
injection site (FIGURE 1).

Q: On the basis of the skin findings, which

corticosteroid injection was most likely used?

[] Triamcinolone hexacetonide (Aristospan)

[] Dexamethasone sodium phosphate
(Decadron)

[] Betamethasone sodium phosphate and
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betamethasone acetate (Celestone
Soluspan)
[] Triamcinolone acetonide (Kenalog-40)

A: Both triamcinolone hexacetonide and tri-
amcinolone acetonide are correct, as they are
the least soluble of the agents listed.

I ADVERSE EFFECTS
OF STEROID INJECTIONS

Soft tissue atrophy and local depigmentation
are possible adverse effects of any steroid injec-
tion, particularly when given at a superficial
site."? Although these are rare, with an esti-
mated risk of less than 1%, patients still need
to be told about these potential side effects.?
In addition, these adverse effects of injection
may be prevented by applying pressure with
gauze over the injection site as the needle is

Downloaded from www.ccjm.org on July 16, 2025. For personal use only. All other uses require permission.

VOLUME 76 ¢ NUMBER 6

Patients
need to be
told about
the potential
for atrophy

JUNE 2009 373


http://www.ccjm.org/

374

SOFT TISSUE ATROPHY

withdrawn to prevent leakage of corticoster-
oid along the needle track.’

Soft tissue atrophy generally appears in 1
to 4 months and resolves 6 to 30 months lat-
er.* Patients with darker skin are at greater risk
of depigmentation.

The cause of the pigment changes is not
fully understood but may be related either to
the steroid or to the constituents of the ve-
hicle in which the steroid is suspended.’

I CHOOSING THE APPROPRIATE
STEROID PREPARATION

Although soft tissue (fat) atrophy and local
depigmentation are possible with any steroid
preparation injected into soft tissue, the risk
can be modulated by using a corticosteroid
agent with appropriate solubility. A less sol-
uble agent such as triamcinolone acetonide
or hexacetonide is preferred for intra-articular
injections of deep structures, such as the knee,
elbow, or shoulder. A more soluble agent, such
as betamethasone sodium phosphate and ac-
etate or dexamethasone sodium phosphate, is
preferred for soft tissue injections of bursae,
tendon sheaths, metacarpophalangeal joints,
proximal phalangeal joints, and the carpal
tunnel.

I OTHER POSSIBLE COMPLICATIONS

Other potential complications of corticoster-
oid injection include pain, bleeding, infection

(risk 1 in 40,000), flushing, post-injection flare
(< 1%), nerve damage, tendon weakening,
and rarely, tendon rupture. In cases of tendon-
itis, it is very important to ensure that the drug
is injected into the tendon sheath and not the
tendon. A general rule for tendon sheath in-
jection is to not inject if resistance is met.

B PATIENT UNWILLING TO RECEIVE
MORE INJECTIONS

This patient’s symptoms persist, with a painful
right wrist, perhaps due to refractory de Quer-
vain tenosynovitis, nerve damage, or tendi-
nosis. In time, the tenosynovitis and atrophy
may improve, but she is reluctant to receive
any more injections, as she was not forewarned
about the possibility of atrophy.
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