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CUBITAL TUNNEL SYNDROME

What is a Cubital Tunnel Syndrome?

Cubital tunnel syndrome is a condition that
affects the ulnar nerve where it crosses the
inside part of the elbow. Often patients refer it
to hitting the funny bone, but in fact it’s the
nerve which is ‘funny’.

Anatomy

The ulnar nerve starts just above the arm pit
along with other nerves that supply the
sensation & power in hands. The ulnar nerve
passes behind the inside of elbow behind a bone
of the arm - called the medial epicondyle. As it
passes beyond the elbow joint it goes through
the ‘tunnel’ formed by muscle, ligament & bone.
Sometimes you may be able to feel the nerve as
you bend and straighten the elbow.

The ulnar nerve supplies feeling to the little &
ring finger. It also supplies motor power to 15
out of 20 small muscles in hand.

Causes:

There are a number of causes, but most
commonly its ‘idiopathic’ meaning no specific
cause if found. The ulnar nerve has a large
excursion as the elbow moves from flexion into
extension which may cause it to be irritated.
One common cause if frequent bending of the
elbow, constant direct pressure. It may happen
in patients who have arthritis of elbow with
extra bone pressing on the nerve. Fracture
dislocation of elbow or swelling in elbow joint
can also cause ulnar nerve compression
symptoms.

Symptoms:
The common symptoms are aching sensation in
forearm with tingling and numbness in the ring
and little fingers. These may be worsened by
bending the elbow or resting on a hard surface.
If the muscles are affected then patients have
clumsiness in hands.
Typical symptoms include:
e Clumsiness of hand
e Difficulty in holding small change, doing
buttons, shoe laces, playing fine
instrument etc.
e In long standing cases there may be
muscle wasting.
Sometimes the little finger may stand out and
not come together with the other fingers.
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Diagnosis:

The cubital tunnel syndrome is usually a clinical
diagnosis. Tapping around the nerve just distal
to the elbow can cause a shooting sensation in
the fingers called Tinel sign. There may be
numbness in the little & ring fingers.

Tests:

X-rays:

These imaging tests provide detailed pictures of
dense structures, like bone. Most causes of
compression of the ulnar nerve cannot be seen
on an x-ray. However, your doctor may take x-
rays of your elbow or wrist to look for bone
spurs, arthritis, or other places that the bone
may be compressing the nerve.

Nerve Conduction Studies:

These tests can determine how well the nerve is
working and help identify where it is being
compressed.

Nerves are like "electrical cables" that travel
through your body carrying messages between

your brain and muscles. When a nerve is not
working well, it takes too long for it to conduct.
During a nerve conduction test, the nerve is
stimulated in one place and the time it takes for
there to be a response is measured. Several
places along the nerve will be tested and the
area where the response takes too long is likely
to be the place where the nerve is compressed.
Nerve conduction studies can also determine
whether the compression is also causing muscle
damage. During the test, small needles are put
into some of the muscles that the ulnar nerve
controls. Muscle involvement is a sign of more
severe nerve compression.

Treatment:

Nonsurgical Treatment

In the very early stages when the symptoms are
mild Non-Steroidal Anti-Inflammatory
medications like Nurofen may be useful. Avoid
activities that require you to keep your arm bent
for long periods of time.

e If you use a computer frequently, make
sure that your chair is not too low. Do not
rest your elbow on the armrest.

e Avoid leaning on your elbow or putting
pressure on the inside of your arm. For
example, do not drive with your arm resting
on the open window.

e Keep your elbow straight at night when you
are sleeping. This can be done by wrapping
a towel around your straight elbow or
wearing an elbow pad backwards.

Surgery:

The goal of surgery is to release the pressure on
the nerve. There are two options and they are
used depending on the presenting symptoms

and it’s unclear if one is better than the other.

Ulnar Nerve Release +/- Transposition

In this procedure | generally make a small cut
behind the elbow about (3 — 4cm) and release
the cubital tunnel and free the nerve. Once this
is done then | surgeon would assess if the nerve

is stable i.e. staying in its groove. If the nerve
feels unstable then the nerve is transposed
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(moved) to the front of the elbow. This entails a
much larger incision, often about 12 — 15 cms.

The nerve is then released further up and below
the elbow and placed in a tunnel in front of the
elbow.

Medial Epicondylectomy:

In this technique, the bone called medial
epicondyle is removed which allows the nerve to
glide easily and is only used in recurrent cases.

Frequently Asked Questions

What are the benefits of having Surgery for
Cubital Tunnel Syndrome?

The purpose of an operation is to release the
pressure on the nerve and reduce any chance of
further damage and prevent worsening of hand
function.

What are some of the possible complications?
Complications relating to anaesthesia, Other
complications may include an infection,
bleeding, nerve damage, stiffness, persistent
numbness in 5 — 10% patients. A small
percentage of patients develop stiffness leading
to Chronic Regional Pain Syndrome (CRPS), most
of these resolve with physiotherapy but a
minority of patients can develop very severe
pain & stiffness.

What kind of anaesthesia is used?

Majority of these cases are done under general
anesthesia but can be done under regional
anesthesia.

How long will I be in the hospital?
Almost all patients are able go home the same
day of surgery.

After hospital care

Will | have to wear a sling after the
operation? After your surgery, you will be fitted
with a high arm sling, which is for your comfort,
but you start to use the hand / arm as you feel
comfortable

Wound care: After surgery you will have a
sticky plaster dressing and a thick wool and

bandage on top. This is removed typically at 48 —

72 hours either by patient themselves or by
nurse or wound clinic.

Medication: You will be given a
prescription for pain medication. Please start
your regular medication as soon as possible after
the operation.

Removal of stitches: Usually there are no
stitches to be removed. | normally use
dissolvable stiches which will need to be
trimmed at two weeks which can be arranged at
a mutually convenient place

Follow-up clinic: You will need to be reviewed in

clinic after your operation. This is usually 2 — 4
weeks after surgery.

Physiotherapy after your operation.

A physiotherapist will assess you before or after
your operation and will give you exercises to do
when you go home, so that you gradually regain
range of motion of the shoulder, elbow and
wrist.

Return to Work

The time that you can return to work will
depend on the nature of your work. If you are in
a relatively sedentary job you may be able to
return as early as 1-2 weeks after surgery. If your
job involves heavy lifting or sustained overhead
positions it may take up to 6-8 weeks before you
can return. Your doctor and physiotherapist will
discuss this with you and advise you accordingly.

Leisure Activities

You should avoid sustained repetitive overhead
activities for up to 4 - 6 weeks. You can usually
start swimming when you are out of the sling —
usually 2 to 4 weeks after surgery breast-stroke
is advisable initially. Patients generally return to
activities such as Golf at about 6 weeks. You
should avoid physical contact sports like rugby
or football for 3 months. For specific guidance
regarding sport or DIY please speak to your
physiotherapist.

Driving

When you feel comfortable and have a good
range of movement you can begin driving,
typically at approximately 1 - 3 weeks’ post-

operative stage. It is advisable to check this with
your Doctor or Physiotherapist if you are unsure.
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This information has been designed to
help you gain the maximum benefit in
the management of your condition. It is
not intended to be a substitute for
professional care and should be used in
association with the recommendations
given by your orthopaedic consultant.
Individual variations needing specific
instructions not mentioned here may be
required.

Further Information
If you have any further questions then please
ask at your clinic appointments.
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