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Introduction   

Carpal tunnel syndrome (CTS) is the most 
common entrapment neuropathy that anatomically 
often occurs with compression of the median 
nerve in the wrist region (1). In the wrist, 
entrapment is observed as a result of compression 
of the median nerve under the transverse carpal 
ligament due to increased pressure in the canal as 
it passes through the carpal tunnel together with 
the flexor tendons (1). Tenosynovitis observed in 
the flexor tendons is the most common etiologic 
cause for entrapment.  As a result of compression 
of the median nerve in the area of entrapment, 
symptoms and signs such as loss of sensation in 
the area distal to the carpal tunnel, numbness, 
night pains, muscle atrophy in the tenar region, 
and decreased muscle strength occur (2). CTS is 
more frequently observed in middle-aged female 
patients (3). Although CTS symptoms, which are 
frequently seen by   many  clinicians,  are  very  

common in practice, the fact that they are 
reported as idiopathic indicates that their etiology 
is still unclear (4). Increase in body mass index 
(BMI) and secondary increase in intra-canal 
pressure is a serious risk factor for the 
development of CTS. Therefore, the relationship 
between obesity and CTS has frequently been the 
subject of research. Conditions such as age, 
gender, diabetes mellitus, thyroid diseases, 
connective connective tissue diseases, amyloidosis, 
acromegaly and repetitive hand movements have 
been frequently shown as risk factors for CTS(5). 
Medical treatment and physical therapy methods 
and in some cases surgical methods are used if 
necessary. Although the diagnosis of CTS is 
supported by the history taken from the patient 
and neurologic examination performed by the 
physician, studies such as electrophysiologic 
studies and in some cases radiologic examinations 
may be required to contribute to the diagnosis (6). 

Abstract 

Introduction: Carpal tunnel syndrome (CTS) is the most common entrapment neuropathy. This study aimed to determine the relationship 
between the complaints described by patients and the functional limitations detected during neurological examinations, and 
electrophysiological findings. We also aimed to determine the anxiety and depression levels of patients with CTS and to evalu ate the 
relationship between pain level, electrophysiological stage, anxiety, and depression.     

Materials and methods: A total of 180 patients with idiopathic carpal tunnel syndrome with electrophysiologically diagnosed CTS were 
included in the study. Electrophysiologic findings of the patients were classified using the electrophysiologic staging method of the Italian 
study group. A visual analog scale (VAS), Beck anxiety inventory (BAI) and Beck depression inventory (BDI) were administered to all 
patients participating in the study. A neurologic examination was performed and Tinel and Phalen's sign, numbness, pain and awakening 
from sleep at night were noted. 

Results: A statistically significant difference was found between patients who woke up at night due to pain related to CTS and those w ho 
did not (p<0.05) in terms of BMI, Beck Depression, Anxiety, and VAS measurements. The rate of night awakenings increased stat istically as 
the CTS stage increased in patients with both right- and left-sided CTS. 

Conclusion: CTS is a common syndrome especially in middle-aged and obese women and housewives. In this study, high levels of anxiety 
and depressive mood were found in patients with carpal tunnel syndrome.  
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Currently, electrophysiologic studies remain the 
gold standard for the diagnosis and determination 
of the degree of CTS.  Although CTS symptoms 
are more frequently observed in the dominant 
hand, which is the hand used in daily practice, 
bilateral CTS is also frequently observed (5). The 
most common complaints of patients presenting 
to neurology outpatient clinics are numbness, 
pain, tingling sensation in the hand, pain at night 
and awakening from sleep due to numbness. In 
this study, it was planned to determine the anxiety 
and depression levels of patients with CTS, the 
correlation between CTS severity and the patient's 
anxiety and depressive mood scores, and the 
relationship between pain level, electrophysiologic 
stage and anxiety and depression.  

Materials and Methods 

This study was conducted using the data of 180 
(one hundred and eighty) patients diagnosed with 
'Carpal Tunnel Syndrome' by clinical evaluation 
and EMG (Electromyelography) among adults 
aged 18-65 years who applied to the 
electrophysiology laboratory of YYU Medical 
Faculty Neurology Clinic. Body mass index (BMI) 
in kg/m² was calculated based on demographic 
data such as age, gender, marital status and 
measurements of dominant and CTS-affected 
hand, height and weight of the patients included 
in the prospectively planned study. Patients 
admitted to our EMG laboratory were diagnosed 
with CTS based on clinical findings, physical 
examination and EMG evaluation. Anamnesis of 
the patients diagnosed with CTS as a result of 
electrophysiologic examinations were taken and 
neurologic examinations were performed. 
Accordingly, the presenting symptoms of pain, 
numbness, numbness and weakness and the 
localization of these symptoms (right, left, 
bilateral) were examined. It was noted whether the 
existing symptoms were affected by repetitive 
physical activities and whether the patients had 
complaints of waking up at night due to numbness 
and pain. Neurologic examination of the patients 
was performed and tinel and phalen tests, which 
are considered as provocative tests, were 
performed and the complaints of pain, numbness 
and waking up at night due to pain or numbness 
were noted. Tinel's test was detected by holding 
the patient's palm facing upwards and tapping the 
reflex hammer on the carpal tunnel. Phalen's test 
was considered positive in the detection of 
paresthesia in the sensory area of the median 
nerve during one minute of the position in which 
both elbows and wrists were flexed 90 degrees and 
the dorsal sides of the hand were pressed against 

each other.  A visual analog scale (VAS) was used 
to rate the pain of the patients and they were 
asked to rate their pain from 0 to 10 and mark it 
with a pencil. Beck anxiety and Beck depression 
inventory were administered to all patients who 
participated in the study.  Patients with cervical 
radiculopathy (root lesion), plexopathy, thoracic 
outlet syndrome and polyneuropathy, patients 
with previous surgery for CTS or a history of local 
steroid injection for CTS, patients secondary to 
trauma such as fracture, nerve injury, tumor and 
CTS secondary to pregnancy were excluded. 
During the data collection phase, patients were 
also asked whether they were currently taking any 
medical treatment that might affect their anxiety 
or depression symptoms or that might have a 
clinical impact on pain. Patients receiving such 
medical treatment were excluded from the study.  
Measurement tools: Beck Anxiety Inventory 
(BAI), Beck Depression Inventory (BDI) and 
Visual Pain Scale (VAS) Rating Scale, which are 
tools that have been tested for validity and 
reliability in Turkey, were given to the patients. 
Beck Anxiety Inventory (BAI): It is an assessment 
scale consisting of 21 items used to measure the 
level and severity of anxiety symptoms. Each item 
is scored between 0 and 3 and the total is scored 
between 0-63. Total scores of the test were 
recorded as 0-7 minimal anxiety, 8-15 mild 
anxiety, 16-25 moderate anxiety and 26-63 severe 
anxiety. The validity and reliability study for the 
Turkish adaptation of the scale was conducted by 
Ulusoy et al(7). Beck Depression Inventory (BDI): 
It is used to determine the risk for depression and 
to measure the level and severity of depressive 
symptoms. Beck Depression Inventory (BDI) was 
developed by Beck and colleagues in 1961 (8). It is 
a self-assessment scale consisting of 21 items 
applied to measure the level and severity change 
of depression symptoms. A questionnaire form 
consisting of 21 questions was used in the 
evaluation of the BDI. Patients were asked to 
choose the most appropriate situation for 
themselves from these questions. Each item 
receives a score between 0 and 3 and the total 
score ranges between 0 and 63. According to the 
scores obtained from the BDI, Beck et al. 
categorized depression levels as follows: 0-13 
points no depression, 14-19 points low 
depression, 20-28 points moderate depression, 29-
63 points high depression. The  reliability   
andvalidity study of the scale in Turkish culture 
was conducted by Hisli (9). 
Pain level:  Pain assessment at rest and during 
activity was performed using VAS and the 
meanings of the numbers placed from 0 to 10 on a  
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Table 1: Distribution of Demographic Characteristics 

    n(%) 

Gender  
Male 

Woman 
42(23.3) 

138(76.7) 

Marital Status  
Married 
Single 

156(86.7) 
24(13.3) 

Education Status  

Can read and write 
Primary School 
Middle School 

63(35.0) 
69(38.3) 
12(6.7) 

 High School 20(11.1) 

 University 16(8.9) 

Profession  
Housewife Other 150(83.3) 

30(16.7) 

 
Table 2: Test of Normality of Descriptive Statistics of Numerical Measurements  

 n Min-Max(M) Mean±ss skewness Kurtosis 

Age 180 18-70(40) 40.42±11.83 0.267 -0.631 

Boy 180 150-181(163) 164.52±7.15 0.230 -0.894 

Weight 180 50-100(70) 70.56±10.99 -0.109 -0.682 

BMI 180 17.3-34.6(26.4) 26.07±4 -0.021 -0.703 

Beck Depression 180 2-51 (11) 14.46±10.42 1.415 1.854 

Beck Anxiety 180 1-45(10) 11.98±9.05 1.140 1.276 

VAS 180 0-10(5) 5.35±2.05 -0.265 -0.089 

Mean+SD 

 
10 cm line were explained. No pain was recorded 
as 0, unbearable pain as 10, and moderate pain as 
5 points. According to these explanations, they 
were asked to mark their pain on a 10 cm line.  
Electrophysiologic evaluation:  Nihon Kohden 
MEB-9400K (Nihon Kohden, Korp, Tokyo, 
Japan, 2011) was used for EMG study and patient 
evaluation. In our EMG laboratory, the filter 
setting was set between 20 Hz and 10 kHz for 
motor conduction studies, stimulation frequency 
was 1 Hz and stimulation duration was 0.2 msec; 
for sensory conduction studies, the filter setting 
was set between 20 Hz and 2 kHz, stimulation 
frequency was 1 Hz and stimulation duration was 
0.2 msec. As in routine EMG examinations, the 
room temperature was kept at an average of 25 
degrees Celsius and the skin temperature between 
31-34°C during the procedure. The 
recommendations of the American Society of 
Electrodiagnostic Medicine were used for our 
electrophysiologic examinations (10). Throughout 
the study, upper extremity nerve conduction 
studies were performed using standard techniques 
of supramaximal percutaneous stimulation with a 
current stimulator and recording surface electrode. 
Median and ulnar sensory conduction was 

measured antidromically by placing recording 
electrodes on the 2nd and 5th fingers and 
stimulating electrode on the wrist, respectively, 
and median-ulnar peak latency was recorded from 
the 4th finger. Median nerve motor conduction 
study was recorded from the abductor pollicis 
brevis muscle and ulnar nerve motor conduction 
study was recorded from the abductor digiti 
minimi muscle and distal latency, amplitude and 
nerve conduction velocity were calculated. 
Although there are various reports on CTS staging 
in the literature, no clear method has been 
established in this regard (11). In our study, 
electrophysiologic findings were classified by the 
staging method of the Italian CTS study group, 
which is also frequently used in the literature (11). 
Ethical approval: Ethical approval was obtained 
for the study from the local ethics committee. 
(approvalnumber:B. 05.04.2023, Decision no: 03) 
Statistical analysis: Data were analyzed with 
SPSS 27.0 program and 95% confidence level was 
used. Frequency (n) and percentage (%) statistics 
were given for categorical (qualitative) variables 
and mean (X), standard deviation (SD), minimum, 
maximum, median (M) statistics were given for 
numerical (quantitative) variables. In the study,  
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Table 3: Distribution of Clinical Characteristics  

  
 

n(%) 
 

Additional Disease Yes 70(38.9) 
 

BMI 

Weak 3(1.7) 
 

Normal 68(37.8) 
 

Overweight 74(41.1) 
 

Obese 35(19.4) 
 

Disease Name 

Arthritis 15(21.4) 
 

Other 15(21.4) 
 

DM 13(18.6) 
 

DM+HT 6(8.6) 
 

Hypothyroidism 5(7.1) 
 

HT 15(21.4) 
 

RA 1(1.4) 
 

Dominant Hand 
Right 165(91.7) 

 
Left 15(8.3) 

 

Application Complaint 

Pain 47(26.1) 
 

Pain+ Tenar Atrophy 4(2.2) 
 

Numbness+ Pain 47(26.1) 
 

Numbness+ Pain, Tenar Atrophy 7(3.9) 
 

Numbness 71(39.4) 
 

Numbness + Tenar Atrophy 1(0.6) 
 

Combustion 3(1.7) 
 

Awakening from  
Sleep at night 

   
Yes 44(24.4) 

 

Repetitive Activities 

No 136(75.6) 
 

Using a computer 11(6.1) 
 

Doing housework 33(18.3) 
 

Symptomatic Hand 

Right 77(42.8) 
 

Left 48(26.7) 
 

Bilateral 55(30.6) 
 

Tinel Test 
Negative 103(57.2) 

 
Positive 77(42.8) 

 

Phalen Test 
Negative 135(75.0) 

 
Positive 45(25.0) 

 

CTS 

Right 81(45.0) 
 

Left 45(25.0) 
 

Right and Left 54(30.0) 
 

    

CTS Right (Stage) 

No 45(25.0) 
 

Phase 1 58(32.2) 
 

Phase 2 52(28.9) 
 

Phase 3 20(11.1) 
 

Phase 4+5 5(2.8) 
 

CTS Left (Stage) 

No 81(45.0) 
 

Phase 1 44(24.4) 
 

Phase 2 36(20.0) 
 

Phase 3 13(7.2) 
 

Phase 4+5 6(3.3) 
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the relationship between grouped variables was 
analyzed by Chi-square test, and the differences of 
numerical variables according to groups were 
analyzed by independent groups t and one-way 
ANOVA test. The relationship between age and 
measurements was analyzed by Pearson 
correlation test. The test used to determine the 
relationship between two categorical variables is 
Chi square. The test used to compare a numerical 
variable according to groups (2 groups) is the 
independent samples t test. The test used to 
compare a numerical variable according to groups 
(more than 2 groups) is one-way ANOVA test. 
Pearson Correlation is the test used to determine 
the direction and severity of the relationship 
between numerical variables.  

Results 

The study included 180 patients who were 
examined in our EMG laboratory. 23.3% of the 
patients were male and 76.7% were female. 86.7% 
were married and 13.3% were single. Regarding 
educational level, the majority (38.3%) were 
primary school graduates and 8.9% were 
university graduates. The majority of the cases 
(83.3%) were housewives, while 16.7% were 
employed in other professions. (Table-1 
Demographic data)  The mean age was 40.42 years 
and the mean BMI was 26.07.  (Table-2 Analysis 
of numerical measurements)  When BMI values 
were analyzed, the majority of our sample group 
was overweight or obese. 38.9% of the patients 
had comorbidities. The most common 
comorbidity was arthritis (21.4%). 91.7% of the 
patients were right-handed and 8.2% were left-
handed. In the clinical history, the most common 
presenting complaint was "numbness" (39.4%). 
24.4% of the patients stated that they 
hadcomplaints of waking up from sleep at night. 
18.3% of the patients stated that they had hand 
complaints as a result of repetitive activity while 
doing housework and 6.1% while using a 
computer. While there were 77 cases with right 
hand CTS involvement, bilateral CTS was found 
in 55 cases. The majority of cases were found to 
have stage 1 and stage 2 CTS (Table-3 
Distribution of Clinical Characteristics). There 
was a statistically significant difference in BMI, 
Beck Depression, Anxiety, VAS measurements 
between those who woke up at night and those 
who did not (p<0.05). BMI (28.22), Beck 
Depression (19.73), Anxiety (17.49), VAS (7.6) 
measurements were higher in patients who woke 
up from night sleep compared to patients who did 
not wake up from night sleep (Table 4). In 
patients with both right-sided and left-sided CTS, 

the rate of nocturnal awakenings increased 
statistically as the CTS stage increased (Table 5). 

Discussion 

In studies on epidemiologic and demographic data 
in carpal tunnel syndrome, it was found that 
gender and age were associated with CTS as 
independent risk factors and the frequency of CTS 
increased with aging (12). Carpal tunnel syndrome 
is generally seen in a wide age range between 30 
and 65 years in studies on the age of occurrence 
(13) and in the study conducted by Phalen et al. in 
654 patients, it was reported that 58% of the 
patients were between 40-60 years and 78% were 
between 40-70 years (13). Considering the gender 
relationship with CTS, it has been reported that 
CTS is seen 2 to 10 times more frequently in 
women (14). In our study, the mean age of onset 
was found to be 40.42 years, consistent with the 
age range reported in the literature, and 76.7% of 
our patients were female.  Although there is no 
study evaluating the relationship between CTS and 
education level and marital status, when the data 
in studies conducted in patients with CTS were 
examined, it was found that the mean years of 
education was 5.5-7.5 years and 46% had at least 5 
years of education and 34.4-95.2% were married 
(15). In our study, the highest rate (38.3%) was 
found in the group with 5-11 years of education 
and the marital status of 86.7% of the patients was 
found to be married. Although carpal tunnel 
syndrome occurs in the dominant hand, which is 
frequently used in daily activities, it can frequently 
be seen bilaterally (16). The reason for its 
occurrence in the dominant hand may be related 
to the fact that it is frequently preferred for daily 
use and the dominant side carpal tunnel is 
anatomically narrower.  In our sample group, right 
hand CTS was found with a rate of 45% and 
bilateral CTS was found with a rate of 30% in 
accordance with the literature. In daily practice, 
even if the patient presenting with CTS has 
unilateral complaints, the evaluations should be 
bilateral. Bagatur et al. In their study of 131 
patients with CTS, it was observed that 59% of 
the patients who underwent surgery had bilateral 
CTS involvement and according to 
electrophysiologic measurements, 66% had 
simultaneous onset in both hands, while 73% had 
unilateral onset and postoperative onset in the 
other hand (16). In studies in which etiologic 
screening was performed in patients with carpal 
tunnel syndrome, it was found that diabetes 
mellitus, obesity, thyroid dysfunction, rheumatoid 
arthritis and osteoarthritis were evaluated as a risk 
factor, and also connective tissue diseases such as  
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Table 4: Comparison of BMI, Beck Depression, Beck Anxiety, and VAS measurements according to 
Nighttime Sleep Awakening Status  

  
Awakening from Sleep at Night 

p 
No Yes 

 Mean+SD Mean+SD  

BMI 25.37±3.86 28.23±3.68 0.001* 

Beck Depression 12.89±9.48 19.3±11.78 0.002* 

Beck Anxiety 10.38±7.12 16.91±12.2 0.001* 

VAS 4.63±1.69 7.57±1.35 0.001* 

*p<0.05 significant difference, p>0.05 no significant difference; dependent group t test  

 
Table 5: Comparison of CTS stages according to waking up from sleep at night  

 
    No  Yes  p  

 
       n(%)      n(%)   

CTS Right (Stage)  

No  

Phase1  

Phase2  

31(22.8) 

57(41.9) 

38(27.9) 

 14(31.8) 

1(2.3)  

14(31.8)  

 

 

 
0.001*  

 Phase3  9(6.6)   11(25.0)   

 Phase 4+5  1(0.7)  4(9.1)   

CTS Left (Stage)  

No  

Phase1  

Phase2  

62(45.6) 

39(28.7) 

28(20.6)  

 19(43.2)  

5(11.4) 

8(18.2)  

 

0.001*  

 Phase3  6(4.4)  7(15.9)    

 Phase 4+5  1(0.7)   5(11.4)   

 
 
acromegaly, mucopolysaccharidoses, and chronic 
renal failure were found to be more common 
(17,18)   In the literature, it has been claimed that 
hydrostatic pressure caused by an increase in the 
amount of fat around the median nerve in patients 
with excess body weight causes slowing of sensory 
conduction in EMG examination. In studies 
conducted on this subject, it has been reported 
that obesity is an independent risk factor for CTS 
and 70% of cases are obese (17,18). In studies 
conducted in obese patients with this hypothesis, 
it was found that the amount of adipose tissue 
acting as support around the nerve trunk increased 
in people with high BMI and this situation 
narrowed the carpal  canal and posed a risk in the 
development of entrapment neuropathy (19,20). 
In another retrospective study, 720 patients were 
analyzed and it was found that BMI values were 
significantly higher in patients with CTS compared 
to those without CTS (21). In our study, the mean 

BMI value of our patients was found to be 26.07 
kg/m², which is similar to the literature. In 
addition, correlation analyses showed that as the 
CTS stage increased in both the right and left 
hand, BMI values also increased with statistical 
significance. Our results supported the 
relationship between obesity and CTS risk.  
Diabetes Mellitus (DM), hypothyroidism and the 
presence of arthritis have been studied most 
frequently in etiologic epidemiologic studies. In 
these studies, DM was reported with a rate of 2.2-
22%, hypothyroidism with a rate of 2.3-4% and 
arthritis with a rate of 1-2.1% (22). In our study, 
the presence of these diseases was found similar 
to the rates reported in the literature. Recently, the 
presence of daily routine repetitive movements 
such as occupational and hobby activities, which 
are frequently mentioned as local factors in the 
etiology of CTS, have been studied(23). In these 
studies, it has been reported that microtraumas 

Awakening from Sleep at Night   
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caused by repetitive movements constitute an 
important risk in the development of CTS (23). It 
has been reported that the risk of CTS 
development increases in activities associated with 
computer use, hobby activities and excessive 
flexion and extension of the hand used in daily 
activities, jobs requiring high force application and 
the use of vibrating tools, and especially the 
frequency and duration of repetitive movements 
are the most important risk factors in the 

development of CTS (23).  These studies have 
been conducted on people who use their hands in 
the foreground such as mechanics, machine 
operators, butchers, drivers, managers and 
secretaries.In three studies conducted in 
housewives in the literature, a relationship 
between housework and CTS was reported (23).  
In our study, the rate of housewives was found to 
be 76.7% and the rate of doing handicraft was 
found to be 18.3% in the occupational analysis  

data. We think that hobby activities such as 
handicraft making may also be effective in the 
development of CTS. We think that the missing 
aspect of our study is that the time spent on these 
activities and housework was not determined and 
recorded in detail. In a study by Keklikolu et al., 
the relationship between electrophysiologic 
characteristics and pain was examined and no 
statistically significant result was obtained (24). At 
the same time, the frequency and number of 
nocturnal awakenings were statistically 
significantly higher in patients with higher VAS 
values (Table 4).  The reason for this result is that 
electrophysiological studies, the most commonly 
used method to support the diagnosis of CTS, test 
only the thick fibers passing through the carpal 
tunnel. Fine fibers are not evaluated through this 
test. Pain is a complaint that occurs when thin 
fibers are affected. It was thought that VAS scores 
may have increased in patients with advanced CTS 
due to the fact that the involvement of thin fibers 
was severely affected along with thick fiber 
involvement. In addition, these nerve conduction 
studies only measure permanent nerve damage and 
cannot show transient nerve damage that occurs in 
the early stage of CTS (25).  For these reasons, the 
recorded conduction studies are only the findings 
of thick fibers and permanent damage in these 
fibers.  In this study, depression and anxiety 
scores were found to be high in patients with CTS 
(Table2). Although these results suggest that 
anxiety, depression and sleep problems may be 
experienced more in CTS patients compared to 
healthy individuals, it can be interpreted that these 
problems cannot be explained by CTS alone. 
Similarly, when our study data analyzed for pain 
intensity and frequency of nocturnal awakenings 
were analyzed, it was observed that cases with 
high CTS stage and high VAS values had higher 
rates of nocturnal awakenings, probably secondary 
to pain (Table 4). It is thought that if the 
relationship between CTS and psychiatric 
problems is investigated, other reasons not related 
to the disease (e.g. psychosocial factors, quality of 
life) should also be taken into account. In other 
words, while knowing one's illness can be 

considered a sufficient reason for feeling worse, 
the fact that the symptoms of the illness are found 
to be more severe through the recorded materials 
does not affect this perception in a more negative 
way. In this case, rather than the severity of the 
disease, the subjective evaluation of the problems 
experienced due to the disease and its impact on 
one's life should be taken into account. In this 
respect, the aboveaverage scores for anxiety and 
depressive mood in our study cannot be explained 
by the presence of isolated CTS, and it should be 
kept in mind that sleep quality and activities of 
daily living may deteriorate as the presence and 
severity of CTS increases. Patients with Carpal 
Tunnel Syndrome often wake up at night due to 
pain and numbness of the affected hand and 
fingers (nocturnal paresthesia). These patients 
complain more of poor sleep quality, interruption 
of night sleep and consequent daytime sleepiness 
(26). One of the shortcomings of our study is that 
there were no planned and organized psychiatric 
interviews to assess whether the patients had any 
psychiatric diagnosis and the effect of life events 
that may affect anxiety, depression or sleep quality 
was not evaluated.  In a study by Pogorzelski et al. 
the data of patients with CTS and control group 
were compared (27). No difference was found 
between the groups in terms of the frequency of 
anxiety and depression. There was a correlation 
between symptoms such as pain and numbness, 
which are   common  in CTS, and  anxiety  and  
depression. It was also concluded that anxiety and 
depression increased as the severity of CTS 
increased (27). In a study conducted by Tekeoğlu 
et al. to determine sleep quality and depression 
and anxiety findings in CTS patients, depression 
and anxiety levels of patients with CTS were 
found to be higher compared to the control 
group, while sleep quality was found to be lower 
(28).  The study could have been made more 
detailed by filling in sleep quality indices. In the 
study by Gül et al. in which they aimed to 
investigate the relationship between CTS and 
anxiety and its effect on sleep disorders, they 
applied UAE, Hamilton Anxiety Rating Scale and 
Epworth Sleepiness Scale to patients diagnosed 
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with CTS. It was suggested that the mean BAI 
scores were higher than the general mean in 
patients with CTS and as a result, anxiety level was 
high in patients with CTS (29). In our study, the 
mean BAI score was 11.98 (compatible with mild 
anxiety) (Table-2). The BAI measures the anxiety 
level of the person. The higher the BAI score, the 
higher the anxiety level of the person. Since we 
did not use a scale to diagnose anxiety disorder in 
our study and there was no control group to 
compare the anxiety level found, we thought that 
it would not be a correct statement to make 
statements such as anxiety level is high in patients 
with CTS or anxiety disorders are common in 
patients with CTS. Likewise, the mean BDI score 
was found to be 14.46. 14.46 was found. Similarly, 
it was a result compatible with mild depression 
(Table-2).  In our study, we also evaluated the 
relationship between electrophysiologically 
determined stages, obesity (BMI), VAS, UAE, 
BDI scores and clinical staging in CTS patients.  
Study limitations: Evaluation of the severity of 
CTS is an important step for prognosis and 
treatment planning. Limitations of our study 
include the fact that more complex systems could 
not be used in clinical staging, for example 
symptom scales could have been used. In 
conclusion, in this study, the presence of manual 
or hobby activities and high BMI were considered 
as risk factors for the presence and severity of 
CTS. In addition, the observation that 
electrophysiologic findings progressed similarly 
with the severity of clinical findings suggests that 
nerve conduction studies provide important 
information in the diagnosis and evaluation of 
CTS severity.  

Conclusion 

Carpal tunnel syndrome is the most common 
syndrome among entrapment neuropathies. It 
results in motor and sensory impairment of the 
median nerve in the wrist region. Clinical findings 
include nocturnal pain, paresthesia, weakness and 
in severe cases atrophy of the tenar region. The 
diagnosis of carpal tunnel syndrome is based on 
history, physical examination findings and 
electrophysiologic support of these findings. 
Conservative and surgical methods are used in the 
treatment of carpal tunnel syndrome. In 
conclusion, CTS is a common syndrome especially 
in middle-aged and obese women and housewives. 
Although many causes have been identified in its 
etiology, it is still highly idiopathic. More detailed 
studies are needed to determine the etiology in our 
society, especially in housewives.  In our region, 
CTS is more common in middle-aged, obese, 

married housewives with low education and 
moderate income. We found that CTS is generally 
not accompanied by additional systemic diseases, 
bilateral involvement is high, and when the disease 
becomes chronic and the severity increases, the 
frequency of pain and awakening from sleep at 
night increases. In this study, in which especially 
the socio-demographic data of CTS were 
examined in detail, we think that knowing the 
community-specific profile well will contribute to 
the treatment process.  In chronic diseases such as 
Carpal Tunnel Syndrome, it should be taken into 
consideration that accompanying psychiatric 
disorders such as anxiety and depression 
negatively affect the quality of life of patients, 
reduce the response to treatment and patients' 
satisfaction with treatment. Therefore, comorbid 
psychiatric disorders should be recognized early 
and measures should be taken to address them.  
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