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Ptevalence of Carpal Tunnel Syndrome in Cervical Radiculopathy

Tai Ryoon Han, M.D., Nam Jong Paik, M.D. and Kyeong Woo Lee, M.D.

Department of Rehabilitation Medicine, Seoul National University College of Medicine

— Abstract -

Objectives : To investigate the prevalence of carpal tunnel syndrome among subjects with cervical
radiculopathy and whether it is explainable by the double crush hypothesis. )
Method : We retrospectively reviewed electrodiagnostic records of 396 cervical radiculopathy cases(419
limbs). Cervical radiculopathy were diagnosed by electromyography. Median and ulnar nerve conduction
studies were done at least one limb ipsilateral to radiculopathy.

Results : Ten precent of subjects(7.9% of limbs) with cervical radiculopathy had coexisting carpal tun-
nel syndrome in at lease one limb ipsilateral to radiculopathy side, which were comparable with that of
general population. In only 0.7% of the limbs with cervical radiculopathy had anatomically correlated dis-
tal nerve lesion, i.e., C6-7 radiculopathy with abnormal median sensory nerve conduction studies, C8-T1
radiculopathy with abnormal median motor nerve conduction studies or C6-T1 radiculopathy with both
median motor and sensory conduction abnormalities.

When considering axonal involvement in abductor pollicis brevis muscle, 0.2% of total limbs had proxi-
mal and distal nerve lesion explainable by double crush hypothesis.

Conclusion : The prevalence of carpal tunnel syndrome among cervical radiculopathy was not so high
as expected. We should be more conservative to use the term ‘double crush syndrome’ until definitive
neurophysiological and clinical evidences are obvious.

Key Words : Double crush syndrome, Carpal tunnel syndrome, Cervical radiculopathy
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Table 1. Demographic Characteristics of CTS* and non-CTS

Groups

CTS non-CTS
Sex Male:Female 13:27 234:122

% of Female 67.5 343
Age- Male 48.9+18.1 47.3+12.9

" Female 54.2+13.0%* 46.9£13.9%
Total 52.7+14.5 47.7+13.8
-* Carpal Tunnel syndrome

Table 2. Prevalence of Carpal Tunnel Syndrome(CTS)

Sex  Cases  CTS  Limbs  CTS

Male - 247
Female 149

135.3%)* 265  10(3.8%)**
27(18.1%)* 154 23(14.9%)**

Female:Male  1:1.7 2.1:1(3.4:1)
Total . 396 40(10.1%) 419 33(7.9%)
* Hk, p<0.05

87] oj&l9 axonal flow 7Hde] ZAg
2 A37) ?j‘—‘é X](hmb)“ oo 2
3R] %= C
rami)€] = H ‘?:—‘E
A 44, C6-T AAZ

griol gle A
AF LB ool e A T, ARRTAA L
Aot ool SlomiA P EEAANRt o] e Bl 1

7‘] T = '1311 ATHTable 4).

nEHoz 2% 493 99
BARANE d thew 2T 5 HF 22k
£ 067 F& A% SEAA Flelahe C8-T1 47

0,
—ﬁ
ol‘EPLH

ol Moy
i o R

o
B
)
tifo
o
rO
on
o
N
p—t
3
2

1A

rl
j}i do oy
4
o,
o,
o
e
5 of
e
TN
2
2
> T
ot
2
(o
fru
R,
I
oX,
o,
rO
o

o rlr‘

1 ok 1o
v e
SR
R
>, N
ol
o,
o 2
o
off

N o
Nl o

A

vo M oo
o
™
5
o
2o
.
ok ©
r

7/019114(Tab1e 6).
tﬂ‘_]_—oﬂ 5H ?sLx%oi H;glg_i

I TR Qo) 2 % ow *b];g Lo
3 2

o

R MFNY Yoo SHE £2B ZFT0| YE  BEHE S
Table 3. Bilaterality
Radiculopathy
Unilateral Bilateral
CTS*  Bilateral 15
Unilateral 14

* Cases with carpal tunnel syndrome in at least one limb ipsi-

lateral to side of cervical radiculopathies

Table 4. Anatomic Continuity between Proximal and Distal

Lesions(1): Limbs Showing Inadequate Correlation

Sex Limbs
C5 Radiculopathy with CTS* 1
Abnormality only in paraspinal muscles 4
C6-7 radiculopathy with motor CTS** 7
SEP abnormality with motor CTS** 1
Total 13

* Carpal tunnel syndrome
* Carpal tunnel syndrome with only motor nerve conduction

abnormality

Table 5. Anatomic continuity between Proximal and Distal

Lesions(2): Limbs Showing Partial Correlation

Limbs
C6-7 Radiculopathy with motor & sensory CTS* 7
C8T1 Radiculopathy with motor & sensory CTS* 10
Total 17
% among total limb with radiculopathy (n=419) 4%

* Motor & sensory CTS: Carpal tunnel syndrome with sensory

and motor nerve conduction abnormality
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Table 6. Anatomic continuity between Proximal and Distal

Lesions(3): Limbs showing anatomically well corre-

lated proximal and distal lesions

Limbs

C6-7 radiculopathy with sensory CTS*

2448 Aol BuieTt FEse] AA2AE 3

C8T1 radiculopathy with motor CTS**
~ C6-T1 radiculopathy with motor & sensory CTS*

2

K
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Total

0.7%

% among total limbs with radiculopathy(n=419)
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Table 7. Axonal Involvement of Median Nerve by Needle EMG*

% among total limbs(n=419)

Axonal injury**

2.1%
0.2%

9/17

Limb'é showing partial anatomic correlation

173

Limbs with anatomically well correlated proxintal and distal lesion

Total

2.3%

11

* Eléctromyograpﬁy .

© ** Limbs with abnormal spontaneous activities in abductor pollicis brevis muscles
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