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Fig. 2 The site of maximum compression of the nerve (arrowhead) is located at the level of the carpal tunnel 
inlet; bone prominence of the lunate (asterisk) is present in its adjacent proximal location. 

 Arrow: Proximal end of the transverse carpal ligament.

Fig. 3 The marker on the site of maximum compression during surgery is located distally, adjacent to the volar 
dislocated fragment of the lunate.
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primary cause of CTS associated with Kienböck disease. Because the unaffected wrist frequently 
showed a delayed DML (7/12), idiopathic CTS may also influence the onset of this disorder.

All patients except 1 underwent only open carpal tunnel release because the volar capsule was 
not ruptured and the patients had little or no wrist pain. Our surgical procedure provided good 
outcomes (except in 2 patients who had experienced CTS symptoms for more than 5 years), and 
CTS did not recur during the follow-up period. Therefore, we recommend only open carpal tunnel 
release for CTS associated with Kienböck disease if there is no moderate or severe wrist pain.

There are limitations to this study, including its retrospective nature and the small number of 
patients investigated. Moreover, all the surgeries were not performed by the same surgeon, and 
the follow-up period was relatively short. Lastly, changes in carpal alignment, such as carpal 
height, were not examined.

Nevertheless, our findings serve to better elucidate the relationship between CTS and Kienböck 
disease.
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Fig. 4 The median nerve (arrow) is compressed beneath the proximal section of the transverse carpal ligament 
(asterisk) because the median nerve is pushed against the volar side by the lunate bone. The transverse 
carpal ligament is located just distally to it.
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