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INTRODUCTION

Ulnar neuropathy is a common condition and cubital tun-

nel syndrome is the second most common nerve compres-

sion syndrome in the upper extremity after carpal tunnel

syndrome1. The double compression or crushing syndrome

was first described by Upton and McComas2 and it is a com-

pression neuropathy with dual compression of the single

nerve along with its pathway. The proximal compression

lesion of a single nerve might cause the disruption of axonal

flow and neurofilament architectures resulting in the distal

nerve to be vulnerable to the compression and make clini-

cal symptom worse than the simple addition of symptoms

of two compression lesions1 Both surgical releases of double

compression lesion were thought to be optimal rather than

the single lesion release1. The double compression syn-

drome of the ulnar nerve, especially occurring at the cubital

tunnel and Guyon’s canal simultaneously was reported
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The double compression syndrome of the ulnar nerve is a rare condition.

Herin, we experienced double compression of ulnar nerve at cubital tunnel and

Guyon’s canal by re-evaluation after surgical decompression of cubital tunnel.

We might suspect the double compression lesion in cases of worsening of

symptom or nerve conduction velocity findings in a relative short duration of

symptom as in our case. Meticulous physical examination might be needed to

detect the Guyon’s canal syndrome as a comorbidity in the treatment of cubital

tunnel syndrome and re-evaluation for dual compression might be recom-

mended if the resolution of symptom was not achieved after surgical decom-

pression of single nerve lesion.
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before but is rare3,4. Herein, we experienced the double

compression syndrome of ulnar nerve which was diagnosed

late after the surgical decompression of the cubital tunnel.

The blind faith to the result of nerve conduction study

which was the compression of ulnar nerve at distal cubital

tunnel and mild compression of median nerve at wrist as

well as non-meticulous initial physical examination and

rarity of the disease itself made authors miss the compres-

sion lesion at Guyon’s canal. 

CASE REPORT

A 56-year-old female patient, who was a housewife, visited

the outpatient clinic with a complaint of tingling sensation

in her ring and little fingers for the last eight months. On

physical examination, the Tinel’s sign in the medial elbow

was positive and the elbow flexion test induced tingling sen-

sation in the ring and little fingers. Also, there was a dimin-

ished sensation of dorsoulnar aspect of hand with a light

touch. The Tinel’s sign at the level of the wrist for median

nerve was positive and tapping induced tingling sensation

in the middle and ring fingers, however the Tinel’s test for

ulnar nerve at wrist was not performed initially. The

Phalen’s test was positive and no definite motor compro-

mise was found, such as atrophy of the thenar, hypothenar,

and interossei muscles, decrease in pinching power, and

difficulty in finger abduction. A nerve conduction velocity

(NCV) study revealed a decrease in conduction velocity,

between the mid-forearm and elbow segment of the motor

component of the ulnar nerve, to 43.2 m/sec, compared

with the contralateral side of 63.1 m/sec; and a decrease in

conduction velocity, of the sensory component of the ulnar

nerve, to 39.6 m/sec at the elbow to wrist segment and 41.5

m/sec at the wrist to finger segment, compared with 56.7

m/sec for the contralateral side of the elbow to the wrist and

the wrist to finger segments. Decreased conduction velocity

of sensory component of median nerve was also observed.

Conservative treatment was prescribed, as follows: a night

splint for the elbow for five months and non-steroidal anti-

inflammatory drugs (NSAIDs, Aceclofenac 100 mg, twice a

day) for two months. However, the patient still complained

of discomfort and tingling sensations in the wrist, and mid-

dle, ring, and little fingers. The patient’s main complaint

was tingling in the ring and little fingers, and the NCV study

supported the diagnosis of cubital tunnel syndrome with

mild carpal tunnel syndrome. A surgical decompression of

the cubital tunnel with subcutaneous ulnar nerve anterior

transposition was performed and a mild fusiform swelling

of ulnar nerve, distal to cubital tunnel, was observed (Fig. 1).

For the carpal tunnel syndrome, 1 mL of triamcinolone was

injected into the carpal tunnel. After the operation, the

Tinel’s sign at distal cubital tunnel was completely disap-

peared; but, the tingling sensation in the ring and little fin-

gers persisted with a little improvement. Six months after

the operation, the patient still complained of tingling sensa-

tions in the middle, ring, and little fingers. In the follow-up

nerve conduction study, the motor component conduction

velocity of the ulnar nerve between elbow and forearm had

recovered to 56 m/sec; however, the sensory component

conduction velocity of ulnar nerve between wrist and finger

were still decreased to 48.9 m/sec, and conduction velocity

of dorsal sensory branch of ulnar nerve was recovered from

38.6 to 47.3 m/sec but still decreased compared with 60.9

m/sec of the contralateral side. On repeated physical exami-

nation, the meticulous compression around the Guyon’s

canal evoked abrupt aggravation of the tingling sensation in

the ring and little fingers. After this, a wrist magnetic reso-

nance imaging was performed. It revealed a dumbbell-

shaped ganglion at the pisotriquetral joint volarly abutting

the Guyon’s canal (Fig. 2). The surgical decompression of
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Fig. 1. Surgical decompression of cubital tunnel and subcuta-

neous ulnar nerve anterior transposition were performed. Focal

mild swelling of the ulnar nerve was observed (white arrow).
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Guyon’s canal with excision of the ganglion and transverse

carpal ligament release were performed (Fig. 3). After the

surgery, tthe tingling sensation was almost completely dis-

appeared.

DISCUSSION

The most common compression site of the ulnar nerve is

the cubital tunnel5 and compression at the Guyon’s canal is

infrequent but it can occur. The double compression syn-

drome, including the combination of cervical radiculopathy

with carpal tunnel syndrome, has been reported earlier by

several authors2,6. However, the double compression syn-

drome of the ulnar nerve at the cubital tunnel and Guyon’s

canal was seldom reported before3,4. In our case, we experi-

enced the double compression syndrome of the ulnar nerve,

which was diagnosed late after the surgical decompression

of the cubital tunnel. Pearce et al.7 emphasized the impor-

tance of electrodiagnosis and stated that the electrodiagnos-

tic study was sensitive in the detection of compression of the

ulnar nerve at Guyon’s canal. However, Osterman8 reported

that similar motor latencies were demonstrated between an

isolated carpal tunnel syndrome and double compression

syndrome and it seemed difficult to classify a single nerve

lesion as the double crush syndrome by an electrodiagnostic

study. We also experienced the double compression syn-

drome of the ulnar nerve that could not be correctly diag-

nosed at initial work up although the NCV study was per-

Fig. 2. Magnetic resonance imaging of Guyon’s canal. A

dumbbell-shaped ganglion at the pisotriquetral joint volarly

abutting the ulnar nerve at Guyon’s canal was observed. (A) T2

fat suppression coronal image. (B) T2 fat suppression axial

image.

Fig. 3. Guyon’s canal decompression with excision of the gan-

glion and carpal tunnel release. (A) Ganglion was observed on

the pisotriquetral ligament. (B) After excision of the ganglion,

the capsule was opened. (C) Carpal tunnel release was also

performed with Guyon’s canal release.
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formed. An ulnar nerve lesion at Guyon’s canal might be dif-

ficult to diagnose by NCV and a proximal compression

lesion at the cubital tunnel might hinder diagnosis of the

distal compression lesion at Guyon’s canal. The clinical fea-

tures and neurophysiologic findings of double compression

syndrome exceed the addition of two single compression

lesions, hence and one should suspect the double compres-

sion lesion in the cases where there is a worsening of symp-

toms or NCV findings in a relative short duration of symp-

toms, as in our case8. Meticulous physical examination

might be needed to detect Guyon’s canal syndrome as a

comorbidity in the treatment of cubital tunnel syndrome

and re-evaluation for dual compression might be recom-

mended if the resolution of symptoms was not achieved

after surgical decompression of single nerve lesion.
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주관유리술후척골신경의이중압박증후군확인

김준엽∙곽호일∙유정현∙김주학∙손동욱∙조재호
명지병원 정형외과

척골신경의 이중압박증후군은 드문 질환이다. 본 문헌에서는 저자들은 척골관의 외과적 감압술 후 재평가를 통하여 척골

관과 기용관의 이중압박증후군이 있음을 확인하 다. 저자들의 예에서 처럼 비교적 짧은 임상증상의 기간에도 신경전도

검사 및 증상의 악화가 있는 경우, 이중압박증후군을 의심할 수도 있다. 척골 신경관 증후군의 치료에서 동반병변으로 기

용관증후군을 발견할 수 있는 철저한 이학적 검사가 필요할 수도 있으며, 단일 신경병변의 외과적 감압술 후 증상의 개선

을 달성할 수 없다면, 이중압박에 한 재평가가 필요할 수도 있다.  
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