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ORIGINAL ARTICLE

Out Come of Mini Open Carpal Tunnel Release (OCTR) in
Patients with Carpal Tunnel Syndrome
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ABSTRACT

Background: Among peripheral neuropathies the incidence of carpal tunnel syndrome (CTS) ranks higher. At
present surgery is considered as gold standard technique among the various available treatment options. Mini
OCTR is the minimally invasive technique with better efficacy and less morbidity.

Materials and Methods: Thus is prospective nonrandomized clinical study in which mini open carpel tunnel
release (OCTR) under local anesthesia with a 2-year follow-up.45 patients diagnosed with carpal tunnel
syndrome, some patients have bilateral disease so total number of cases 55.

Results: Instant response was noted in 78.2% cases in regard to pain and numbness. At final follow up 95%
reported improvement and 5.5%% reported persistence of symptoms, with no functional deficit.

Conclusion: Under local anesthesia, the mini OCTR technique is a treatment of choice in reducing the morbidity

and cost.

Abbreviations: OCTR: Open Carpal Tunnel Release. CTS: Carpal Tunnel Syndrome.

Key Words: mini open, carpel tunnel syndrome, release.

INTRODUCTION

Among entrapment neuropathies the CTS is usual
variety and approximately involves 3.5 to 5.5% of the
population. It usually involves the people of working
age group of 30 to 60 years. It affects females more
than men. It is estimated that if five patients presenting
with features of pain that is more at night, numbness,
and tingling in hands, one of them can have CTS.*?
Presence of three or more of the following clinical
features are sufficient to make the diagnosis of CTS:
(1) Pain along the distribution of median nerve, (2)
paresthesia at night, (3) atrophy of thenar muscle, (4)
positive Tinel sign, (5) positive Phalensign, and (6)
diminished sensation.

Although the etiology is un-known in most cases it
has been related with other diseases like diabetes
mellitus, pituitary disorders namely acromegaly,
rheumatoid arthritis, Trauma, hypothyroidism, and
pregnancy.*®

Different studies showed that the most related

histological form is inflammatory fibrosis and
thickening of the sub synovial connective tissue. The
important and gold standard treatment is surgery.
Surgical treatment has different techniques including
standard open, mini open and endoscopic or
percutaneous techniques for release of carpal tunnel.
Therefore it is very difficult to decide which is the
most effective strategy to resolve the entrapment [ 7
.In regard to anesthetic technique in many techniques,
duration of admission, return to work, and recurrences
including in the analysis,?** the efficacy of mini open
release has been evaluated.

MATERIAL AND METHODS

Prospective nonrandomized clinical trial in which
ethical approval was obtained from institutional ethical
board. Between June 2015 and March 2017. Mini
OCTR technique was used in 45 patients with carpal
tunnel syndrome, some patients have bilateral disease

Date of Submission: 15-7-2018
Date of Printing: 30-9-2018

Pak. J. of Neurol. Surg. — Vol. 22, No. 3, Jul. — Sep., 2018

-134-



Igbal Ahmad, et al

so total number of cases were 55. Presence of three or
more of the following clinical features are sufficient to
make the diagnosis of CTS: (1) Pain along the
distribution of median nerve, (2) paresthesia at night,
(3) atrophy of thenar muscle, (4) positive Tinel sign,
(5)positive Phalen sign, and (6) diminished sensation.

Inclusion Criteria

1. Failure of 03 months of conservative treatment
which includes rest, physical support and
pharmacological measures.

2. Severe numbness and pain persisting for a long
time.

3. Presence of weakness or muscle atrophy of the
thenar musculature.

Exclusion Criteria

1. Recurrent cases of Carpal tunnel syndrome.

2. Post injury or post surgical cases including
wrist.

3. Patients having rheumatoid arthris, diabetes
and thyroid disease.

After marking the superficial palmar arch and the
ulnar artery by the use of Doppler ultrasound 3 cc of
2%, lidocaine given locally in the thenar sulcus with
an insulin needle, the incision of 1.5 cm was made.
With mini OCTR technique the dissection was
completed in the subcutaneous plane. After isolating
the carpal tunnel ligament, its horizontal fibers were
cut under microscope, the median nerve was identified
and adhesions around the nerve were released. Wound
washed with normal saline, hemostasis secured and
wound was closed with proline 2/0. Antiseptic
dressing was done and patient was discharged after
two to three hours if stable. All the patients were
advised physiotherapy and hand care for 14 days.
Stitches were removed 10 to 12" post operative day.

RESULTS

Our study included 45 patients diagnosed with carpal
tunnel syndrome; some patients have bilateral disease
so total number of cases operated was 55 in number
with carpal tunnel syndrome using Mini Open Carpal
Tunnel Release (OCTR) technique. These patients 09
male and 36 female, of 31 years to 67 years (ave, 44
years). We operated upon 37 right and 18 left hands
(Table 1). All patients were followed for two years.

78.2% patients showed satisfactory relieve of
symptoms after the surgery, although few symptoms
persisted but decrease in clinical features was so
significant and compatible with daily work of patients
as shown below (Table2). Regarding operative and

Table 1: Preoperatively Specific Physical Findings.

Physical Findings No. of Patients | Percentage
Positive phalen sign 43 78.2%
Hypesthesia 41 74.5%
Positive Tinel sign 38 69.1%
Muscle atrophy 28 51%

Table 2: At the final follow-up, some specific symp-
toms and signs persisted.

Findings persisted No of Patients | Percentage
Positive phalen sign 03 5.4%
Hypesthesia 03 5.4%
Positive Tinel sign 02 3.6%
Muscle atrophy 04 5.5%

peri-operative complications there was no significant
injury to median nerve, ulnar artery, palmer arch,
marked pain at scar site in the distribution of median
nerve. In two cases there was mild wound infection
treated with local antiseptic dressing (Fig. 2).

Fig. 1: Steps of microscopic release of Carpal Tunnel
Syndrome.
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Fig. 2: Results of MINI OPEN release of Carpal Tunnel
Syndrome (a) symptoms free (b) scar and pares-
thesia.

DISCUSSION

There are different treatment options for CTS
including Physiotherapy, Pharmacology and local
steroids surgical technique. The steroid reduces the
edema and inflammation but at the same time they
have degenerative effort on connective tissue.*?
Patients whose clinical features did not improve to
medical treatment of the carpal tunnel syndrome, the
surgical release is the treatment of the choice .In this
regard the open method has been considered the gold
standard because of its efficacy in the form of good
out come in the 75% cases .similar results were found
in our study like most of studies which resulted in
improvement of pre pain and numbness. Complete
recovery is found in 99% of patients with mild
conduction disturbances and 94% of those with
moderate anomalies in most of the reported series.
Both the surgical treatment and rehabilitation in the
early postoperative period gives the best outcomes.

A survey report from the American Association
for Hand Surgery from 2012 found that most surgeons
use local anesthesia, 33.4% are in favor of standard
open surgical technique, while 45.5% use mini-OCTR,
and endoscopic procedure is preferred by 19.5%.
Surgeons having prolonged experience use “mini-
open” procedure as method of choice. Injection of
steroids to relieve symptoms in CTS are being used
regularly by 63.2% of surgeons in their clinical
practice.

The Mini OCTR procedure for carpal tunnel
syndrome has been routinely practiced by different
surgeons. The advantages of mini OCTR has been
documented by different results,”® because this
technique has brought improvement in symptoms.
Microscopic release there are little chances of
surrounding structures like median nerve ulnar artery

branches because of small mid line and precise
incision.” By microscopic release we reported
insignificant problems (5.5% in our study) pain at
surgical site, wound problems and per operative injury
to surrounding neurovascular structures in few
patient."*** The mini OCTR has been recognized for
its better results regarding improvement of clinical
features while Endoscopic Release of carpal tunnel has
been related to restoring the symptoms from to 20 to
80%.%"° With mini OCTR it is very easy to completely
release the transverse ligaments which is necessary for
satisfactory improvement of clinical features. Per-
operative complications of this surgery becomes less
as the experience of surgeon increases with increase in
number of cases Chow et al.*

In mini OCTR it is very easy to completely
releases the transverse ligaments, which is necessary
for satisfactory improvement of symptoms and
prevention of recurrence.'” The microscopic procedure
is ambulatory and can be admitted directly to the
operation room. In most cases patients can be
discharged after one hour of the surgery. We did not
use a tourniquet in any of our patients,*® which in our
view is an unnecessary traumatic event; and the use of
lidocaine as a local anesthetic without epinephrine
does not compromise the microcirculation of the
perineurium. A key point concerning the benefits of
the microsurgical resection is that since it is a small
incision, the risk of keloid scars in the area is reduced,
and the dissection can be complemented at the distal
and proximal level of the transverse ligament of carpal
tunnel in the subcutaneous plane.

Carpal tunnel microsurgery with local anesthesia
has become a good treatment option because it is fast,
safe, and effective. The day care strategy allows
reducing the morbidity involved in more invasive
anesthetic procedures, hospital stay, and the costs for
the procedure. Furthermore, the patient can return
sooner to his daily activities.”**

CONCLUSION

The mini OCTR technique is a minimally invasive
surgery for the release of carpal tunnel syndrome
(CTS) by using local anesthesia and day care
scheduled surgery with successful outcomes and
significant improvement in patient’s problems as
resulted by many surgeons. This technique is not
recommended for comparison with other techniques
regarding efficacy, but in our experience better
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technique for mechanical release of carpal tunnel
syndrome (CTS).
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