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Abstract
Introduction

The surgical treatment of carpal tunnel syndrome (CTS) has been enriched, during the last years, by different
minimally invasive techniques to decompress the median nerve at the wrist as the endoscopic approaches or
modified open technique. However, controversy remains about their safety and complication rate. We
present the results of our minimally-invasive technique to median nerve release at the wrist. We will discuss
the instrumental preoperative assessment, surgical steps, post-operative management, and complications.

Methods

We retrospectively reviewed clinical and neurophysiological data of all patients admitted at our institution
between January 2001 and December 2020 for CTS surgery. The technique, performed under local anesthesia,
is based on a single, small, linear transverse incision proximal to the wrist fold. After unsharpened dissection
of subcutaneous tissues, a grooved guide is inserted in a slightly medial direction towards the fourth finger;
this strategy prevents possible damages of nerve branches that could originate at this level. A second small
incision over the guide’s tip allows a wide corridor in the context of the ligament. The carpalotome is then
inserted into the guide; the two minor wounds are closed with 5-0 prolene sutures. The final result is a wide
release of the nerve.

Results

A total of 1568 operations on 1371 patients were performed using the described technique at our institution.
The patients’ cohort showed a higher prevalence of women (68%), with a mean age of 56.4 years (range 24-
88 years). Paresthesia and numbness of the first three fingers were the most frequent signs and symptoms.
All patients were submitted to a preoperative electrophysiological evaluation, which revealed the typical
signs of CTS in most patients. The US evaluation of the median nerve at the wrist was a more recent
introduction, dating from 2018. In 47 patients, despite an electromyography (EMG) not showing marked
neurophysiological signs of severe CTS, the ultrasonographic evaluation was strongly consistent with the
clinical diagnosis. In such patients, carpal tunnel release determined the resolution of symptoms. In 99.8%
of total cases, we obtained a complete symptoms remission, with the disappearance of acroparesthesia and
numbness.

Conclusion

The use of this technique has become widespread at our institution due to fewer local complications, a very
low rate of recurrence, faster functional recovery, and reduced surgical time if compared to traditional open
surgery and to endoscopic release too.
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Introduction

The entrapment of the median nerve at the wrist, which determines carpal tunnel syndrome (CTS), is the
most frequent neuropathy, with an estimated prevalence of up to 4-7% in the general adult population [1].
Therefore, carpal tunnel release (CTR) is among the most frequent hand surgery procedures performed
worldwide [2]. The traditional open technique requires a longitudinal incision extending between the distal
end of the transverse carpal ligament (TCL) and the proximal end of the palmar crest [3]. Whereas this access
provides a complete exposure of the median nerve, it could carry the risk of scar tissue and scar sensitivity,
along with a possible flexion contracture in the wrist. All these conditions can significantly delay a complete
functional recovery [4,5]. To avoid such complications, less invasive techniques have been proposed, such as
the endoscopic-assisted release or mini-palmar incision surgery, sometimes by using innovative surgical
instruments [6,7]. When adopting a less invasive procedure, the final aim is to reduce surgical time and
possible complications (including the extent of the incision and post-operative scar), providing faster
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recovery and an earlier return to work and daily activities. Despite these premises, all the techniques
mentioned above could determine several complications, such as vascular, nerve, and tendon damages, or
the incomplete release of the transverse ligament, leading to recurrence [8].

Moreover, although the diagnosis of CTS is mainly clinical, coupling neurophysiological evaluation with
ultrasonographic (US) imaging can increase the diagnostic accuracy and indications for surgery with high
concordance to clinical scores and nerve conduction studies [9]. Moreover, in the case of diagnostic
uncertainty, symptoms not localized, severe and diffuse pain, US can help discriminate CTS secondary to
ganglia or space-occupying lesions. However, the US preoperative evaluation for median nerve entrapment
has not a widespread diffusion [10]. CTR could appear as a simple surgical procedure, but it could determine
morbidity due to nerve or vascular damage, mainly in the case of anatomical variants. A preoperative
morphological US evaluation can reduce the risk of damages.

We present a technical note about the preoperative management and the surgical technique for CTR, based
on Franzini carpalotome (a modified Paine retinaculotome), with only two short cutaneous incisions at the
wrist and palm. We will discuss the instrumental preoperative assessment, surgical steps, post-operative
management, and complications, and the results of this technique in a patient cohort submitted to surgery
during the last 20 years.

Materials And Methods

We retrospectively reviewed clinical and neurophysiological data regarding all patients admitted at our
institution during the last two decades. A dedicated database is employed to collect such reports
prospectively. We included in the study all consecutive patients who were surgically treated for CTS with our
minimally invasive technique between January 2001 and December 2020 at our institution, which represents
a tertiary, national referral center with high-volume os surgical procedures on the peripheral nervous
system. Whereas it is hard to precisely define potential cut-off in neurophysiological or clinical data in CTS,
patients with mild symptoms admitted to surgery received preoperative conservative treatments, based on
steroidal and non-steroid anti-inflammatory drugs, vitamin B6, local steroid injections, or hand braces. In
patients with moderate and severe symptoms, surgical treatment is generally required. The first category
comprises patients with slow nerve conduction but good muscle strength and pain usually worse during the
night rather than the day. In case of failure of conservative treatments, surgery was offered.

Preoperative assessment: neurophysiology and ultrasonography

Clinical assessment is considered the gold standard, and in the presence of negative motor or sensory signs,
collecting an accurate clinical history is mandatory for diagnosis. However, the real need for confirmatory
testing and the role of nerve conduction studies, electromyography, and nerve ultrasonography in treatment
decision-making is still debated. The electrophysiological assessment, particularly nerve conduction studies
(NCS), is very sensitive to identifying a median nerve dysfunction, the degree of focal demyelination and/or
axonal loss, and therefore it can quantify the nerve damage and its prognostic consequences [11].

Recently, the availability of probes that reach high frequencies allows reaching the resolution necessary for
correctly visualizing superficial peripheral nerves and fascia. Ultrasonography (US) is a valid method for
identifying an entrapment and a valid diagnostic aid for focal mononeuropathies. In CTS, the hallmarks of
median nerve entrapment are present of a focal reduction of nerve size (cross-sectional area) at the site of
compression and an increased nerve section proximal to the compression (Figure 1) [12,13]. These features
sometimes are detectable before evidence of abnormality at the nerve conduction studies. In our experience,
especially in more complicated cases where the diagnosis of CTS may require confirmation (i.e., in pre-
existing cervical radiculopathy or sensory polyneuropathy or chronic tenosynovitis, or recurrent disease), US
combined with NCS gives several advantages: the cross-sectional area, flattening ratio, and palmar bowing
of the median nerve, along with information on nerve vascularity with power Doppler can confirm uncertain
diagnoses. Furthermore, the US can show the presence of a bifid median nerve, an anomaly in which also a
concomitant persistent median artery can be detected.
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FIGURE 1: Preoperative assessment of median nerve entrapment

The ultrasonographic scan of the median nerve shows a cross-sectional area (CSA) of 18 mn# at the level of the
pisiform bone (A), while more proximally, the median nerve (B) presents the classical “heart-shape” CSA. At the
pronator quadratus level (C), the CSA and the echogenicity appear normal (CSA 8 mm?) with a wrist-to-forearm
ratio >1.4 mm2. Ultrasonographic imaging could also identify the vascular structures by using the Doppler effect
(D). The corresponding nerve conduction studies show a not recordable sensory conduction (E), with an
increased distal latency of 4.9 ms (F).

Surgical technique

All procedures were performed under local anesthesia based on injection of 5 ml of 2% lidocaine (Figure 2).
A single, small, linear transverse incision proximal to the wrist fold is performed. After unsharpened
dissection of subcutaneous tissues and antebrachial fascia, the median nerve is exposed, possibly with the
site of origin of its superficial palmar branch if it is present. The proximal edge of the TCL and the palmaris
longus tendon are visualized too. After the section of the proximal edge of the TCL, a grooved guide is
inserted in a slightly medial direction towards the fourth finger. This strategy prevents possible damages of
nerve branches that could originate at this level. A small incision over the guide’s tip allows a wide corridor
in the context of the ligament. The carpalotome is then inserted into the guide and is moved forward along
its groove until it stops due to the presence of the notch in the guide tip. The final result is a wide release of
the nerve. The carpalotome and its guide are then retracted, and the two minor wounds are closed with 5-0
prolene sutures. The entire procedure requires less than 10 minutes.
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FIGURE 2: Step-by-step technique description

After administering local anesthesia (5 ml of 0.5% lidocaine) both at the wrist (A) and in correspondence of the
palmar incision (B), a small transverse incision (1 cm proximal to the wrist crease) is performed (C).
Subcutaneous tissues are then dissected in a blunt way (D) to expose the median nerve at the entrance of the
carpal tunnel and are visualized (yellow arrow in E), together with the proximal edge of the TCL and with the
palmaris longus tendon. The grooved guide is inserted into the tunnel (F) and pushed forward beneath the
ligament in a slightly medial direction (to avoid any median nerve branch that could originate at this level) to about
4 cm from the base of the fourth finger, and exit through a 3-mm incision made over the tip of the guide. The
carpalotome (dotted blue circle) is finally inserted into the guide and moved forward along the groove (G): the
ligament cutting creates a characteristic “grating” sound, determining an adequate carpal tunnel release (H). The
two small incisions are sutured with 5-0 prolene (I).

Results

From January 2001 to December 2020, 1568 operations on 1371 patients were performed at our institution
using the described technique. The patients’ cohort showed a higher prevalence of women (68%), with a
mean age of 56.4 years (range 24-88 years). Paresthesia and numbness of the first three fingers were the
most frequent signs and symptoms, with a mean lasting of a minimum of three months. A smaller
proportion of patients (23, representing 3.8% of the series) also showed various hyposthenia and muscle
hypotrophy.

All patients were submitted to a preoperative electrophysiological evaluation, which revealed the typical
signs of CTS in almost the entire cohort. The US evaluation of the median nerve at the wrist was a more
recent introduction, dating from 2016; thus it has been employed in 289 patients only. In 37 patients,
despite an electromyography (EMG) not showing marked neurophysiological signs of severe CTS, the
ultrasonographic evaluation was strongly consistent with the clinical diagnosis. However, the clinical
examination and the patients’ history determined, in such cases, a surgical indication. The carpal tunnel
release determined, in this specific subcohort, the resolution of symptoms.

In 99.8% of total patients, we obtained a complete symptoms remission, with the disappearance of
acroparesthesia and numbness since the early post-operative time. Patients with hypotrophy and
hyposthenia showed few improvements in motor signs, as expected considering the prolonged degree of
nerve damage leading to motor impairment. These results are comparable to the trend evidenced when we
presented our institutional historical cohort in 2008 [7], comparing the double incision technique with the
single wrist incision, always by using the carpalotome, with or without the assistance of the
transillumination. Adding the second incision in the palm significantly increased the transverse ligament
release. The mean duration of every single procedure was about 8 minutes. We experienced only four
surgical complications, represented by wound infection not requiring a surgical correction but only systemic
antibiotic treatment. Nevertheless, in 21 cases, patients experienced, after a transient amelioration, pain
and paresthesias recurrence within three months; therefore, a second surgery was proposed to increase the
TCL section.
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Discussion

Our technique demonstrated safety and effectiveness for median nerve release in CTS, with a low rate of
adverse events and complications, reduced surgical time, and rapid return to hand movements. Despite the
surgical treatments’ feasibility, CTS is a relevant condition regardless of the technique employed,
considering its frequency and the long symptoms lasting before treatment. As a matter of fact, due to the
chronic pain and the limitations to daily activities, CTS has a profound impact on brain structures, and the
pain modulates the thalamus and insula networks, as recently demonstrated by Li et al. [14].

The epidemiology of CTS, its frequency mainly among the working population, and the different physicians
treating such conditions (i.e., neurosurgeons, plastic surgeons, orthopedics, hand surgeons) led, during the
years, to the flourishing of different techniques, aiming to reduce invasiveness and side effects as
hypertrophic scarring, pillar pain, and prolonged convalescence. In the attempt to overcome the traditional
“longitudinal technique”, one of the most promising strategies was the introduction of endoscopically
assisted surgery, firstly described by Okutsu et al. in 1989 [15]. The endoscopic approach allows to examine
the transverse carpal ligament and its adjacent structures directly. Several endoscopic-assisted techniques
have been employed, whereas the most common is Chow’s dual-portal procedure [16]. Compared to open
techniques, endoscopy is associated with the above-mentioned better results in a slightly higher percentage
of cases [17]. However, the endoscopic release is a promising but challenging technique, presenting some
disadvantages. The trocar placement is a blinded procedure; inserting a relatively large device through a
narrow tunnel could lead to tissue damage before directly visualizing the anatomical structures. Moreover,
often a tourniquet is used, which might lead to nerve ischemia if maintained too long. Obviously, an
adequate learning curve is necessary, particularly for physicians who usually do not perform other
endoscopic approaches than carpal tunnel release. On the contrary, open surgical techniques with small
incisions as the mini-palmar longitudinal one [18], which is more anterior than the transverse one used in
our technique, could determine an uncertain degree of tunnel release.

In our experience, using a carpalotome with two incisions can overcome some limitations of both
endoscopic and mini-palmar techniques. This approach is based mainly on topographical anatomical
landmarks. In fact, despite permanent injuries to the palmar cutaneous branch, thenar branch, and common
digital nerves have been reported only in less than 0.12% of cases, the risk of nerve injury is higher in
patients undergoing endoscopic CTR compared with open surgery [19]. However, in most cases, these
damages are mainly temporary neurapraxias. On the contrary, in the attempt to avoid the branches of the
median nerve, it must be avoided to direct instruments towards the ulnar side of the tunnel, increasing the
risk of injury to the Guyon canal’s structures. Therefore, the direction we use to advance the grooved guide
appears safe, also comparing the current results to our historical cohort (based on transillumination or
mono-incision technique). In the previous series, damage of the primitive median artery requiring to switch
to open technique was recorded [7], while no such side effect was due to the current approach. Whereas by
using the abovementioned techniques a complete remission of acroparesthesia and numbness was obtained
in about 90% of patients, 9.3% of patients in the historical cohort presented symptoms’ recurrence within
two months, requiring a second surgery.

Finally, due to reduced invasiveness, we never used a tourniquet to control hemostasis. Considering our
results, we think that the technique we adopted is an effective treatment for CTS: it combines the
advantages of a low-cost, minimally invasive surgical technique with a reduced incidence of therapeutic
failure.

Complications and other possible predicting factors

The groover guide and the carpalotome must be deep enough to avoid skin damage if the instruments are
too superficial. Careful attention must be reserved to avoid the palmar cutaneous branch of the median
nerve. The common digital nerves may be injured if surgical dissection is taken too far distally. Nerve
damage could determine neuropraxia, persistent paresthesias, or painful neuroma. We also suggest
particular attention to skin disinfection after surgery; we control the wound at first and tenth days after
surgery in a hospital outpatient setting. We suggest patients to early move the hand, avoiding prolonged
immobilization: no late hematomas have been encountered following hand movements.

In patients with NCS not conclusive but with an evident clinical syndrome, the use of US can confirm
ultrastructural alterations that could indicate the need for surgical treatment. An ongoing trial is
comparing, at our institution, the effectiveness and predictive value of preoperative US also in case of
negative neurophysiological studies. Finally, in case of multiple recurrences or associated conditions such as
lipomatosis of the nerve and non-syndromic macrodactyly, advanced imaging techniques such as MRI or
diffusion tensor imaging (DTI) should be considered [20].

Limitations

The main limitation of our analysis is the retrospective nature, which could per se determine some bias
compared to a prospective evaluation. Moreover, although preoperative electromyography and NCS were
performed in all patients, their invasiveness and costs greatly limited a long-term post-operative
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evaluation, especially in patients with a satisfactory subjective outcome. In our opinion, the application of
routine ultrasonographic evaluation could overcome these limitations.

Conclusions

The carpalotome with double incision technique confirms representing a valid therapeutic strategy in CTR
because it combines the advantages of a low-cost, minimally invasive surgical technique with a minimal
incidence of therapeutic failure. A complete preoperative assessment based on neurophysiological and
ultrasonographic evaluation provides reliable anatomical and functional information in the decision-making
process, helping to prevent possible damages due to unexpected anatomical findings, thus limiting the
recurrence of disease due to incomplete carpal tunnel section.

Additional Information
Disclosures

Human subjects: Consent was obtained or waived by all participants in this study. Animal subjects: All
authors have confirmed that this study did not involve animal subjects or tissue. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

References

1. Atroshi I, Gummesson C, Johnsson R, Ornstein E, Ranstam ], Rosén I: Prevalence of carpal tunnel syndrome
in a general population. JAMA. 1999, 282:153-158. 10.1001/jama.282.2.153
2. Fajardo M, Kim SH, Szabo RM: Incidence of carpal tunnel release: trends and implications within the
United States ambulatory care setting. ] Hand Surg Am. 2012, 37:1599-1605. 10.1016/j.jhsa.2012.04.035
3. Gerritsen AA, Uitdehaag BM, van Geldere D, Scholten R], de Vet HC, Bouter LM: Systematic review of
randomized clinical trials of surgical treatment for carpal tunnel syndrome. Br J Surg. 2001, 88:1285-1295.
10.1046/j.0007-1323.2001.01858.x
4. Kiymaz N, Cirak B, Tuncay I, Demir O: Comparing open surgery with endoscopic releasing in the treatment
of carpal tunnel syndrome. Minim Invasive Neurosurg. 2002, 45:228-230. 10.1055/s-2002-36361
5. Polat O: Evaluating of the outcomes of median nerve decompression with a Mini Incision Proximal to the
distal wrist crease. Turk Neurosurg. 2019, 29:927-932. 10.5137/1019-5149.JTN.26462-19.2
6. Aslani HR, Alizadeh K, Eajazi A, Karimi A, Karimi MH, Zaferani Z, Hosseini Khameneh SM: Comparison of
carpal tunnel release with three different techniques. Clin Neurol Neurosurg. 2012, 114:965-968.
10.1016/j.clineuro.2012.02.017
7. Nazzi V, Franzini A, Messina G, Broggi G: Carpal tunnel syndrome: matching minimally invasive surgical
techniques. Technical note. ] Neurosurg. 2008, 108:1033-1036. 10.3171/JNS/2008/108/5/1033
8. Kilinc F, Behmanesh B, Seifert V, Marquardt G: Does recurrence of carpal tunnel syndrome (CTS) after
complete division of the transverse ligament really exist?. ] Clin Med. 2021, 10:4208. 10.3390/jcm 10184208
9. Visser LH, Smidt MH, Lee ML: High-resolution sonography versus EMG in the diagnosis of carpal tunnel
syndrome. ] Neurol Neurosurg Psychiatry. 2008, 79:63-67. 10.1136/jnnp.2007.115337
10. Charles S, Oommen K, Ong ], Fowler JR: Use of ultrasound in patients with carpal tunnel syndrome: a cost-
effective solution to reduce delays in surgical care (IN PRESS). ] Hand Surg Am. 2021,
10.1016/j.jhsa.2021.08.008
11.  Jablecki CK, Andary MT, So YT, Wilkins DE, Williams FH: Literature review of the usefulness of nerve
conduction studies and electromyography for the evaluation of patients with carpal tunnel syndrome.
Muscle Nerve. 1993, 16:1392-1414. 10.1002/mus.880161220
12.  Fowler JR, Gaughan JP, Ilyas AM: The sensitivity and specificity of ultrasound for the diagnosis of carpal
tunnel syndrome: a meta-analysis. Clin Orthop Relat Res. 2011, 469:1089-1094. 10.1007/s11999-010-1637-5
13.  Chang Y-W, Hsieh T-C, Tzeng I-S, Chiu V, Huang P-J, Horng Y-S: Ratio and difference of the cross-sectional
area of median nerve to ulnar nerve in diagnosing carpal tunnel syndrome: a case control study. BMC Med
Imaging. 2019, 19:52. 10.1186/512880-019-0351-3
14. LiY-L,Wu]J-J,Ma]J,etal.: Brain structural changes in carpal tunnel syndrome patients: from the
perspectives of structural connectivity and structural covariance network. Neurosurgery. 2021, 89:978-986.
10.1093/neuros/nyab335
15.  Okutsu I, Ninomiya S, Takatori Y, Ugawa Y: Endoscopic management of carpal tunnel syndrome.
Arthroscopy. 1989, 5:11-18. 10.1016/0749-8063(89)90084-4
16. Chow JCY: Endoscopic release of the carpal ligament: a new technique for carpal tunnel syndrome .
Arthroscopy. 1989, 5:19-24. 10.1016/0749-8063(89)90085-6
17.  Orhurhu V, Orman S, Peck ], et al.: Carpal tunnel release surgery- A systematic review of open and
endoscopic approaches. Anesthesiol Pain Med. 2020, 10:112291. 10.5812/aapm.112291
18. Tarallo M, Fino P, Sorvillo V, Parisi P, Scuderi N: Comparative analysis between minimal access versus
traditional accesses in carpal tunnel syndrome: a perspective randomised study. ] Plast Reconstr Aesthetic
Surg. 2014, 67:237-243. 10.1016/j.bjps.2013.10.033
19. Sayegh ET, Strauch RJ: Open versus endoscopic carpal tunnel release: a meta-analysis of randomized
controlled trials. Clin Orthop Relat Res. 2015, 473:1120-1132. 10.1007/s11999-014-3835-z
20. Vetrano IG, Sconfienza LM, Albano D, Chianca V, Nazzi V: Recurrence of carpal tunnel syndrome in isolated

2022 Vetrano et al. Cureus 14(1): e21426. DOI 10.7759/cureus.21426 60f7


https://dx.doi.org/10.1001/jama.282.2.153
https://dx.doi.org/10.1001/jama.282.2.153
https://dx.doi.org/10.1016/j.jhsa.2012.04.035
https://dx.doi.org/10.1016/j.jhsa.2012.04.035
https://dx.doi.org/10.1046/j.0007-1323.2001.01858.x
https://dx.doi.org/10.1046/j.0007-1323.2001.01858.x
https://dx.doi.org/10.1055/s-2002-36361
https://dx.doi.org/10.1055/s-2002-36361
https://dx.doi.org/10.5137/1019-5149.JTN.26462-19.2
https://dx.doi.org/10.5137/1019-5149.JTN.26462-19.2
https://dx.doi.org/10.1016/j.clineuro.2012.02.017
https://dx.doi.org/10.1016/j.clineuro.2012.02.017
https://dx.doi.org/10.3171/JNS/2008/108/5/1033
https://dx.doi.org/10.3171/JNS/2008/108/5/1033
https://dx.doi.org/10.3390/jcm10184208
https://dx.doi.org/10.3390/jcm10184208
https://dx.doi.org/10.1136/jnnp.2007.115337
https://dx.doi.org/10.1136/jnnp.2007.115337
https://dx.doi.org/10.1016/j.jhsa.2021.08.008
https://dx.doi.org/10.1016/j.jhsa.2021.08.008
https://dx.doi.org/10.1002/mus.880161220
https://dx.doi.org/10.1002/mus.880161220
https://dx.doi.org/10.1007/s11999-010-1637-5
https://dx.doi.org/10.1007/s11999-010-1637-5
https://dx.doi.org/10.1186/s12880-019-0351-3
https://dx.doi.org/10.1186/s12880-019-0351-3
https://dx.doi.org/10.1093/neuros/nyab335
https://dx.doi.org/10.1093/neuros/nyab335
https://dx.doi.org/10.1016/0749-8063(89)90084-4
https://dx.doi.org/10.1016/0749-8063(89)90084-4
https://dx.doi.org/10.1016/0749-8063(89)90085-6
https://dx.doi.org/10.1016/0749-8063(89)90085-6
https://dx.doi.org/10.5812/aapm.112291
https://dx.doi.org/10.5812/aapm.112291
https://dx.doi.org/10.1016/j.bjps.2013.10.033
https://dx.doi.org/10.1016/j.bjps.2013.10.033
https://dx.doi.org/10.1007/s11999-014-3835-z
https://dx.doi.org/10.1007/s11999-014-3835-z
https://dx.doi.org/10.1007/s00256-018-3098-y

Cureus

non-syndromic macrodactyly: DTI examination of a giant median nerve. Skeletal Radiol. 2019, 48:989-993.
10.1007/s00256-018-3098-y

2022 Vetrano et al. Cureus 14(1): e21426. DOI 10.7759/cureus.21426 7of7


https://dx.doi.org/10.1007/s00256-018-3098-y

	Minimally Invasive Carpal Tunnel Release: A Technical Note and a 20-Year Retrospective Series
	Abstract
	Introduction
	Methods
	Results
	Conclusion

	Introduction
	Materials And Methods
	Preoperative assessment: neurophysiology and ultrasonography
	FIGURE 1: Preoperative assessment of median nerve entrapment

	Surgical technique
	FIGURE 2: Step-by-step technique description


	Results
	Discussion
	Complications and other possible predicting factors
	Limitations

	Conclusions
	Additional Information
	Disclosures

	References


