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Molemminpuolisen rannekanavaoireyhtymän avausleikkaukset suoritetaan toisistaan erillisinä 

leikkauksina. Toinen leikkaus voidaan suorittaa, kun potilas on toipunut ensimmäisestä 

leikkauksesta. Noin kolmen kuukauden ensimmäisen leikkauksen jälkeen potilaalle soitetaan ja 

kysellään, kuinka hän on toipunut leikkauksesta, ja onko hän valmis ja halukas toisen käden 

operaatioon. Tässä tutkimuksessa kontrollipuhelut suoritti sairaanhoitaja käyttäen kyselylomaketta. 

Tutkimuksen tarkoituksena on selvittää, kykeneekö sairaanhoitaja itsenäisesti ilman käsikirurgin 

konsultointia suoriutumaan kontrollisoitoista. Tavoitteena on saada vähennettyä käsikirurgien 

työtaakkaa siirtämällä kontrollisoittoja sairaanhoitajien suoritettavaksi.  

Kaksi sairaanhoitajaa soitti yhteensä 61 potilaalle aikavälillä 28.11.2018 – 27.5.2019. Jokaisen 

soiton yhteydessä he täyttivät potilaan vastausten mukaisesti kyselylomakkeen, jotka kerättiin 

analysoitaviksi. Lomakkeiden tiedot muutettiin sähköiseen muotoon. Analyysit suoritettiin 

retrospektiivisesti. Potilaiden tiedot tarkistettiin vielä jälkikäteen mahdollisten huomaamatta 

jääneiden komplikaatioiden löytämiseksi.  

11 prosentille (7/61) potilaista sairaanhoitajat varasivat ylimääräisen vastaanottokäynnin, joista 

kuusi oli käsikirurgille ja yksi toimintaterapeutille. Kolmessa prosentissa (2/61) tapauksia 

sairaanhoitaja joutui konsultoimaan käsikirurgia. Näissä kahdessa tapauksessa konsultointien syynä 

olivat toisessa tapauksessa jo aiemmin sovittu konsultointi leikkaamattoman käden leikkauksesta, 

sekä toisessa tapauksessa rannekanavaoireyhtymään varsinaisesti liittymätön napsusormivaiva.  

Sairaanhoitajat suoriutuivat itsenäisesti 97 prosentissa (59/61) tapauksista, mikä on hyvä tulos. 

Sairaanhoitaja siis kykenee suoriutumaan itsenäisesti kontrollisoitosta potilaille 

rannekanavaoireyhtymän avauksen jälkeen. Instituutiossamme, Turun Yliopistollisessa 

keskussairaalassa, aiomme jatkaa tätä toimintatapaa, jossa sairaanhoitaja suorittaa kontrollisoiton.  
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Closed Ended Structured Questionnaire in Fast Track 

Familiarization of Nurses to Conduct Telephone Follow-

up after Open Carpal Tunnel Release  

 

Abstract 

 

Background 

Open carpal tunnel release (OCTR) due to chronic carpal tunnel syndrome (CTS) is the most 

common procedure in hand surgery. CTS is often bilateral. A follow-up is required to detect any 

complications and confirm successful recovery before contralateral procedure is booked.  

Objectives 

The purpose of this study is to evaluate a closed ended questionnaire to assist nurses when starting 

routine follow-up telephone interviews after carpal tunnel surgery. 

Methods 

In our hospital routine follow-up phone calls to the patients 3 months after OCTR were allocated to 

nurse practitioners instead of surgeons. Once the practice was started a structured face validated 

closed ended questionnaire was used to collect data from a total of 61 consecutive patients.  

Results 

Nurse practitioners performed the follow-up independently in 97 % (59/61) of the cases. Ten per 

cent (6/61) of the patients were assigned further appointments to a surgeon and one patient was 

referred to an occupational therapist. 2 patients contacted the hospital after the telephone interview 
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because of minor complaints. Patient charts were reviewed 18 months after the phone calls. No 

missed complications were detected.  

Conclusions 

We conclude that a structured closed ended questionnaire is useful assist in fast track 

familiarization of nurse practitioners for the follow-up contact after OCTR. 

Level of evidence: Level II (retrospective cohort study) 

Key words: Carpal tunnel release; Carpal tunnel syndrome; Hand surgery 

 

Introduction 

 

Open carpal tunnel release (OCTR) due to chronic carpal tunnel syndrome is (CTS) is the most 

common surgical procedure of the hand [1]. After surgery a follow-up is required to detect 

complications such as nerve injuries, wound dehiscence, wound infection or complex regional pain 

syndrome, and to document overall patient satisfaction [2]. CTS is often bilateral. Even though 

possible, bilateral OCTR is seldom performed [3]. Instead of a fixed interval it may be preferable to 

confirm recovery of the operated side before booking the second surgery. Experience of the first 

surgery such as any minor or major complications, discussion with fellow patients and verbal and 

non-verbal communication with the surgeon or other staff may affect the patients decision to have 

the second surgery. It is also necessary to contact the patient before the surgery of the contralateral 

side because some patients may opt to cancel if the contralateral side has improved.  

The follow-up may include an out-patient visit to a surgeon, a routine telephone call 

from a secretary or a nurse, a structured SMS or a web-based questionnaire [4]. Nursing follow-up 

(telephone or nurse led clinic) is standard in many units, but to our knowledge there is a paucity of 

published data regarding this practice. The structured closed ended questionnaire method uses 
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closed ended questions only. In this study we analyze using a closed ended questionnaire in 

familiarizing nurse practitioners to perform the follow-up of OCTR. The purpose of this study is to 

pilot a closed ended questionnaire that aids a nurse practitioner in performing the follow-up phone 

calls. 

   

 

Patients and methods 

 

In our institution the conventional routine protocol after OCTR was to have the surgeon call the 

patients in bilateral cases 3 months after surgery to discuss the operation of the contralateral hand.  

In our hospital CTS is operated by hand surgery consultants or residents in training.  In bilateral 

cases the same surgeon who performed the first surgery will usually also operate the contralateral 

side. Because of the difficulty for the patients to meet their daily needs after bilateral hand surgery a 

bilateral OCTR is seldom performed in one go.  In unilateral cases follow-up phone calls are only 

done on demand. There are no routine in person follow-ups since the suture removals are done in 

health-care centers. In our hospital OCTR of primary CTS is most often performed in the outpatient 

clinic using the WALANT technique. Patients with proliferative rheumatoid tenosynovitis, bleeding 

disorders or severe underlying cardiorespiratory illnesses are not candidates for outpatient surgery. 

All patients undergo preoperative electroneuromyography (ENMG), and only patients with a 

positive finding in ENMG are considered candidates for surgery. Before undergoing OCTR the 

patient is examined by the attending surgeon at the clinic. In case of bilateral complaint both hands 

are examined.  

After OCTR the patient is instructed to hold the hand high to avoid postoperative 

swelling. Patients are routinely prescribed NSAIDs and acetaminophen and are instructed to contact 

the clinic in case of problems with severe pain. Before discharge an occupational therapist counsels 
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the patient regarding wound care and patients receive written instructions regarding wound care and 

postoperative hand exercises including contact information of the operating unit in case of 

postoperative emergencies. Sutures are removed two weeks postoperatively by a nurse at the local 

Health Center as is customary in our setting.  

Due to shortage of hand surgeons and residents, and in an effort to improve efficiency 

we opted to modify this protocol to such, that at 3 months a nurse practitioner phoned the patients 

using a routine questionnaire (Appendix I, translated in English). To assist nurses starting to 

perform routine follow-up after carpal tunnel surgery we designed a structured closed ended 

questionnaire, which was face validated by a hand surgeon, a registered nurse and a hand surgery 

resident. We applied and received the institutional approval of the participating institution to 

document and analyze the results (Institutional permit for the study was granted by Turku 

University Hospital, Turku, Finland, permit number T 291/2018). Data collection was based on the 

structured questionnaire used consecutively in all routine telephone calls done by nurse 

practitioners. Two nurse practitioners were assigned to the task. Our hospital policy is not to record 

phone calls to patients. Patients unable to comprehend Finnish language were excluded from the 

study.  

 In the questionnaire, we collected information regarding patients’ name and identity 

number, time from OCTR operation, date of the telephone call and name of the nurse practitioner 

who phoned the patient, location (left or right hand), wound healing, pain and numbness in the 

wrist, the desire of the patient for an outpatient visit with a surgeon and overall satisfaction with the 

procedure. Questions about the non-operated hand were: Does the patient have continuous 

symptoms on the non-operated hand or wrist? Does he/she choose to undergo an OCTR operation 

on the non-operated hand? We also collected data about the patients that attended the additional 

outpatient visit, had an OCTR of the contralateral side scheduled and finally yet importantly, did the 

nurse practitioner have to consult a surgeon.  All patient charts were reviewed 6 months and 18 
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months after the telephone contact to check if the patients had contacted the hospital after the 

telephone interview. Oral consent given by the patient during the interview was considered 

sufficient for this non-randomized, chart review of a prospectively collected patient cohort. In our 

setting having the nurses perform the calls does not cause medico-legal or ethical problems since 

clinic nurses are an integral part of the clinical care team.  

 

Results 

 

We included patients who had symptoms of CTS in both of their hands and underwent OCTR from 

October, 2018 through March, 2019. There were no cases of bilateral OCTR in the series. The 

phone calls were done from November 28th, 2018 through May 27th, 2019. A permission for data 

collection was asked from patients during the phone call.  

One patient had had their contralateral side already operated previously so their information 

concerning the non-operated side was excluded. There were 61 patients who underwent OCTR 

operation and were phoned after it during the research conducted between November 28th, 2018 and 

May 27th, 2019. 2 patients underwent simultaneous release of a trigger digit. CTS was mild in 5 

cases, moderate in 33 cases and severe in 23 cases. In bilateral cases the severity of the CTS 

contralateral side was mild, moderate and difficult in 14, 33 and 11 cases, respectively. In addition 

2 patients had symptoms indicating a possible early CTS on the contralateral side but ENMG 

showed no nerve compression. All patients allowed to include information concerning them in the 

data collection. The results are shown in Table 1. 

No patient contacted our unit during the first postoperative days. However, difficulties 

with post-operative pain forced one patient to contact our clinic before the scheduled follow-up at 3 

months, one patient contacted the clinic after observing a small painless bump at the thenar region 
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and one patient had also experienced significant pain and had sought a second opinion from a hand 

surgeon before the scheduled phone call. 

Two thirds (41/61) of patients were called by the first nurse practitioner and one third 

(20/61) of patients were called by the second nurse practitioner.  

Nurse practitioners assigned further appointments for 11 % (7/61) of patients (95 % 

CI 6–22 %). Of these, six patients had further appointment to a surgeon assigned and one patient 

had an appointment to an occupational therapist. Of the six patients who had an appointment to a 

surgeon, for two out of three the reason for the appointment was symptoms/problems in the 

operated hand caused by other conditions. Two of the six patients with assigned appointments to a 

surgeon had residual symptoms which lead to clinical follow-up and no procedures. Only one 

patient had residual numbness which relieved on its own before the assigned appointment. Nurse 

practitioners consulted a surgeon in three per cent (2/61) of cases (95 % CI 0.9–11 %). Thirty-seven 

patients had symptoms on their contralateral side at the time of the phone call. Twenty-six of them 

(70 %) had the second surgery booked during the telephone interview.  

The charts were reviewed at 6 months to check if the patients had contacted the 

hospital after the telephone interview due to complications e.g. One patient had seen a surgeon due 

to pain in the area of the scar from OCTR. The pain was found to be normal post-operative pain. In 

addition two patients had contacted a surgeon. One had residual numbness which relieved with no 

further procedures and the other had had a relief of symptoms after the operation but similar 

symptoms recurred 6 months after the surgery. Despite the symptoms ENMG showed that the 

median nerve conduction had improved. MRI was programmed for further investigation. MRI 

showed unspecific postoperative changes and no further procedures were undertaken. The final 

review of the patient charts at 18 months did not reveal any undetected complications. 

Nurse practitioner had to immediately consult a surgeon in two out of the 61 cases 

(3%). In one of these two cases the operating surgeon had already discussed with the patient that 
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she might benefit from discussing with a surgeon whether to operate the contralateral side. In this 

case the operating surgeon had not been fully aware of the protocol of the telephone control done by 

nurse. The surgeon contacted the patient ten days after the first operation and the contralateral side 

was decided to be operated. In the other case surgeon was consulted since the patient had trigger 

finger (TF) problem in their thumb on the unoperated side and the patient wanted it to be operated 

at the same time with the OCTR.  

 

Discussion 

 

We found a structured questionnaire to be useful for nurse providers when starting follow-up after 

OCTR. Nowadays, telephoning, text messages or even social media platforms are increasingly used 

in patient care [5, 6]. Although follow-up by nurse practitioners is already common in many 

centers, to our knowledge no study has specifically evaluated the use of closed-ended 

questionnaires in the follow-up of carpal tunnel syndrome. Multiple choice closed ended 

questionnaires such as Boston Carpal Tunnel Questionnaire (BCTQ) and Michigan Hand 

Questionnaire (MHQ) are commonly used pre- and postoperatively to measure the patient rated 

outcome measures (PROM). PROMs are designed to measure treatment success from the patient’s 

perspective, but do not function as screening tools for patient care [7, 8]. Several tools already exist 

for assessing the immediate recovery process after discharge from day surgery. These measure 

postoperative pain, nausea, vomiting, nutrition and activities of daily living [9]. Our aim was to 

develop a screening tool with high sensitivity that would help the provider to recognize all patients 

with late complications or complaints in need of further consultation with a surgeon.  

There are studies that show the economic benefit of substituting doctors by nurses [10, 

11]  even though the economic benefit varies [12].  The cost of treatment can be reduced by having 

a nurse phone the patients instead of a surgeon. In pursuance of substitution of doctors by nurses the 
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formers workload is reduced, but the downside to this practice is the risk of additional 

complications that may increase costs and the workload of surgeons. In our setting as a Nordic 

country the access to low-cost health care services is readily available and we did not observe any 

additional complications in this study. The situation may be different among underprivileged 

patients in low-income regions, where a more rigorous follow-up may be needed to detect all 

complications.  

After OCTR it is common for patients to have minor residual symptoms which relieve 

with time. There is only limited and low quality evidence regarding optimal rehabilitation after 

OCTR [13]. It has been shown that one postoperative visit to a hand therapist is sufficient [14]. We 

prefer the therapist to counsel the patient immediately after the procedure; another option is to have 

the visit after 1-2 weeks.  It is known from literature that at 1 month post-operatively one in five 

patients has residual pain, but the corresponding figure is only three per cent at 6 months [15]. Our 

decision to perform follow-up phone calls 3 months after the operation meant that some residual 

pain was expected to be present. Regarding pain-killers for postoperative and residual pain we 

routinely opt to prescribe NSAIDs but avoid routine administration of opioid medication due to 

addiction potential [16–18].  

There are many reasons why all patients with symptoms in the contralateral hand do 

not have a second surgery booked, e.g. patient not desiring it due to improvement of the symptoms 

or poor satisfaction with the result of the first surgery. In this study we did not book a second 

surgery during the phone call for those who had a further appointment assigned. One patient 

requested consultation with a surgeon because of a trigger thumb in the unoperated side. Since the 

incidence of trigger digits is known to increase after OCTR, we think a specific question regarding 

triggering of the digits could be added to the questionnaire [19, 20].  

The benefit of a closed ended structured questionnaire is that a response choice 

clarifies the question for the respondent, responses are consistent and it is easy to compare and 
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analyze questionnaires. We believe that there is no specific reason why the questionnaire could not 

be applicable to be used also by other health care providers than nurses or surgeons, but we did not 

research this since in our setting doctors and nurses are usually in charge of patient contacts.  

Limitations of this study were that the analysis were made retrospectively although 

the data was collected prospectively. We cannot rule out whether more of our patients did consult 

hand surgeons of other hospitals due to residual symptoms in the operated hand. After the OCTR 

patients were routinely informed to contact our facility in case of any concerns. We are the only 

public hospital within a 160 km radius with a hand surgery unit, and as a public health facility the 

cost of an outpatient visit is minimal to the patient. We are confident that no major complications 

were left undetected. Our hospital policy is not to record patient phone calls, so we could not 

analyze if the interaction of the nurse and the patient affected the answer given by the patient. The 

population of Finland is a very homogenous population with high education and literacy rate. In a 

more multicultural setting the sociocultural factors affect the reliability of a telephone follow-up.  

In conclusion, a structured questionnaire is useful in the follow-up of OCTR. The 

majority of patients that did request an outpatient visit to a surgeon did so because of hand 

symptoms and conditions unrelated to CTS, but which still may require treatment to further patient 

satisfaction. We find it important to offer all patients an option for an outpatient visit should they so 

wish. 

 

 

1.  Hanewinckel R, Ikram MA, Van Doorn PA (2016) Peripheral neuropathies. Handb Clin 

Neurol 138:263–282. https://doi.org/10.1016/B978-0-12-802973-2.00015-X 

2.  Aroori S, Spence RAJ (2008) Carpal tunnel syndrome. Ulster Med J 77:6–17 

3.  Dickson DR, Boddice T, Collier AM (2014) A comparison of the functional difficulties in 

staged and simultaneous open carpal tunnel decompression. J Hand Surg (European Vol 



 
 

 15 

39:627–631. https://doi.org/10.1177/1753193413509938 

4.  Kleopa KA (2015) Carpal Tunnel Syndrome. Ann Intern Med 163:ITC1. 

https://doi.org/10.7326/AITC201509010 

5.  Sobanko JF, Da Silva D, Chiesa Fuxench ZC, et al (2017) Preoperative telephone 

consultation does not decrease patient anxiety before Mohs micrographic surgery. J Am 

Acad Dermatol 76:519–526. https://doi.org/10.1016/j.jaad.2016.09.027 

6.  Hawkins SD, Koch SB, Williford PM, et al (2018) Web app-and text message-based patient 

education in mohs micrographic surgery-a randomized controlled trial. Dermatologic Surg 

44:924–932. https://doi.org/10.1097/DSS.0000000000001489 

7.  Bernstein DN, Houck JR, Mahmood B, Hammert WC (2019) Minimal Clinically Important 

Differences for PROMIS Physical Function, Upper Extremity, and Pain Interference in 

Carpal Tunnel Release Using Region- and Condition-Specific PROM Tools. J Hand Surg 

Am 44:635–640. https://doi.org/10.1016/j.jhsa.2019.04.004 

8.  Mertz K, Lindsay SE, Morris A, Kamal RN (2020) Outcome Metrics in the Treatment of 

Carpal Tunnel Syndrome: A Systematic Review. Hand. 

https://doi.org/10.1177/1558944720949951 

9.  Sternberg MW, Saxborn E, Gambreus S, et al (2015) Tools for the assessment of the 

recovery process following discharge from day surgery: A literature review. J. Perioper. 

Pract. 25:219–224 

10.  Lewis CE, Resnik BA (1967) Nurse Clinics and Progressive Ambulatory Patient Care. N 

Engl J Med 277:1236–1241. https://doi.org/10.1056/NEJM196712072772305 

11.  Dierick-van Daele ATM, Steuten LMG, Metsemakers JFM, et al (2010) Economic 

evaluation of nurse practitioners versus GPs in treating common conditions. Br J Gen Pract 

60:e28-35. https://doi.org/10.3399/bjgp10X482077 

12.  Laurant M, Reeves D, Hermens R, et al (2005) Substitution of doctors by nurses in primary 



 
 

 16 

care. Cochrane Database Syst Rev. https://doi.org/10.1002/14651858.CD001271.pub2 

13.  Peters S, Page MJ, Coppieters MW, et al (2016) Rehabilitation following carpal tunnel 

release. Cochrane Database Syst. Rev. 2016 

14.  Mack EM, Callinan NJ, Reams M, et al (2017) Patient-reported outcomes after open carpal 

tunnel release using a standard protocol with 1 hand therapy visit. J Hand Ther 30:58–64. 

https://doi.org/10.1016/j.jht.2016.03.007 

15.  Khan AA zi., Ali H, Ali K, et al (2015) OUTCOME OF OPEN CARPAL TUNNEL 

RELEASE SURGERY. J Ayub Med Coll Abbottabad 27:640–642 

16.  Peters B, Izadpanah A, Islur A (2018) Analgesic Consumption Following Outpatient Carpal 

Tunnel Release. J Hand Surg Am 43:189.e1-189.e5. 

https://doi.org/10.1016/j.jhsa.2017.09.019 

17.  Brummett CM, Waljee JF, Goesling J, et al (2017) New persistent opioid use after minor and 

major surgical procedures in us adults. JAMA Surg 152:170504. 

https://doi.org/10.1001/jamasurg.2017.0504 

18.  Ilyas AM, Miller AJ, Graham JG, Matzon JL (2018) Pain Management After Carpal Tunnel 

Release Surgery: A Prospective Randomized Double-Blinded Trial Comparing 

Acetaminophen, Ibuprofen, and Oxycodone. J Hand Surg Am 43:913–919. 

https://doi.org/10.1016/j.jhsa.2018.08.011 

19.  Nosewicz J, Cavallin C, Cheng CI, et al (2019) Factors associated with trigger digit 

following carpal tunnel release. World J Orthop 10:454–462. 

https://doi.org/10.5312/wjo.v10.i12.454 

20.  Shafaee-Khanghah Y, Akbari H, Bagheri N (2020) Prevalence of Carpal Tunnel Release as a 

Risk Factor of Trigger Finger. WORLD J Plast Surg 9:174–178. 

https://doi.org/10.29252/wjps.9.2.174 

 



 
 

 17 

Table 1.    

Patient characteristics (N 61) 

 

Age, Median (Range)   61 (28-93) years 

Operated wrist 

 Left   17 

 Right    44 

 

Neurophysiological grading on the operated hand 

 Mild   5 

 Moderate   33 

 Severe   23 

 

Time from surgery, months, mean ± SD  2.4±0.54 

Pain in the operated wrist  

 None   24 

 Mild   34 

 Significant   2 

 

Complaints 

 None   26 

 Residual numbness  31 

 Wound dehiscence  4 

 

Referred to surgery for contralateral OCTR 
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 No   34 

 Yes    26 

 

Further appointment with surgeon assigned 

 No   55 

 Yes, reason   6 

  Major residual numbness  3 

  Major pain  1 

  Pain and numbness 1 

 Discussion of the contralateral side  1 

 

Further appointment with occupational therapist assigned 

  No  60 

  Yes  1 

 

Nurse practitioner had consult a surgeon 

  No  59 

  Yes  2 

 

Patient contact to a hand surgeon before 3 months* 

  No  59 

  Yes  2 

 

Additional patient contact after nurse follow-up** 

18-month follow-up No  59 
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  Yes  2*** 

 

Late undetected complications** 

18-month follow-up No  61 

  Yes  0 

--------------------------------------------------------------------------------------------------------------- 

*One contact due to a palpable small bump in thenar region; one patient sought second opinion 

from a hand surgeon due to postoperative pain 

**Retrospective chart review 

***One contact due to scar tenderness; one contact due to recidive numbness with normal 

postoperative ENMG and MRI. 
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Appendix 1. 

 

Follow-up form 

Follow-up phone call 1-3 months after open carpal tunnel release – form 

for nurse practitioner 
 

Patient’s name:_____________________________________________________ 

 

Identity number:____________________________________________________ 

 

Nurse practitioner who performed the phone 

call:______________________________________________________________ 

 

Date:_____________________________________________________________ 

 

 

1. Operated side: Left □  Right □ 

 

Read the questions to patient and tell the options. 

Tick patients answer. 

Act according to guidelines.  

 

2. Patient’s opinion on wound healing after the surgery: 

No problems □ 

Wound dehiscence, didn’t see a doctor □  

Had to see a doctor □ 

A bacterial wound infection was found □ 

Antibiotics were prescribed to bacterial infection of the wound □ 

Where did the patient go, description of the 

problem?_________________________________________________________ 

________________________________________________________________ 

 

 

3. How would you describe pain in the area of the wound? 

 

Completely painless □     

Mild pain, yet overall situation is better than before the operation □    

Significant or harmful pain □! (If patient answers affirmatively, assign an admission to a doctor) 

 



 
 

 21 

4. Do your fingers still go numb? 

 

Not at all □    

Less than before the operation □    

As much or more than before the operation □! (If patient answers affirmatively, assign an 

admission to a doctor) 

 

5. Do you wish a new polyclinical admission to the doctor who did the operation? 

 

No, I do not wish it □   

Yes, I do wish it □!  (If patient answers affirmatively, assign an admission to a doctor) 

 

Questions (6-8) are to the patients who have bilateral CTS found and one side is operated 

 

6. Are you satisfied to the operated wrist? 

 

Yes □ 

No □ 

 

7. Do you have continuous symptoms on the unoperated hand or wrist? 

 

Yes □ 

No □ 

 

8. Do you desire an operation on the unoperated side? 

 

Yes □ 

No □ 

 

If the patient answered Yes on questions 6, 7 and 8 place the patient on waiting list for 

decompression of the median nerve on the unoperated side.  

 

If you ticked a box followed by an exclamation mark(□!), the patient is called for a leisurely 

polyclinical admission to the clinic of hand surgery to the doctor who operated.  



 
 

 22 

 

 

Patient was called to an extra polyclinical admission □ 

 

OCTR was programmed to the contralateral side □ 

 

Doctor was consulted about the patient □ 

 

9. Do you give permission to save the information on this questionnaire to a coded research 

archive and use your information to research and improving customer service? 

 

Yes □ 

No □  

 


