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Le syndrome de compression de la branche motrice du nerf ulnaire 

par kyste ganglionnaire à la main.   Etude rétrospective.

ISOLATED COMPRESSION OF THE ULNAR  MOTOR  BRANCH 

FOLLOWING CARPAL JOINT GANGLIA. A CLINICAL SERIES.



• The entrapment syndromes of the ulnar nerve are quite widespread in the population, 
second in order of frequency only to carpal tunnel syndrome. 

• The most frequent site of compression is at the elbow, followed by the Guyon’s canal

Guyon’s canal

The etiologies of the ulnar nerve compression include 
soft-tissue tumours, repetitive or acute trauma, the 
presence of anomalous muscles and fibrous bands 



Sede di compressione 
al polso

Junction of Ab.D.M. and 
F.B.D.M. muscles

The ulnar nerve passes though Guyon’s canal and divides into 

sensory and motor branches.

Depending on whether the compression is at the level of the wrist 

or downstream, the symptomatology can only be sensitive, only 

motor or combined.



Mixed sensory-motor syndrome

Pure motor syndrome with or without 
ipotenar muscles involvement

If the compression is carried out after the Guyon’s canal, the 

patient could exclusively present a motor dysfunction. 



The motor branch passes though the piso-hamate hiatus 

and runs transversely at the level of the carpometacarpal 

joints giving off branches to the ulnar interosseous 

muscles. 

Possible causes of compression:

• articular ganglia (hamate-triquetrum or hamate-capitate )

• fibrous bands 
• vessels abnormalities
• accessory muscles
• fracture of the hook of the hamate bone 

Pure Motor Guyon Syndrome



Compression of the motor branch of the ulnar nerve:

• weakness 

• progressive atrophy of the hypothenar muscles, interosseous, third and 
fourth lumbricals, adductor pollicis, part of the flexor pollicis brevis

• No sensory disfunction. 

Differential diagnosis with pathologies of the central nervous system:
• multiple sclerosis 
• amyotrophic lateral sclerosis

A DELAYED DIAGNOSIS IS FREQUENT IN THESE CASES, WHICH ARE TYPICALLY FOLLOWED-UP FOR A 

LONG TIME IN THE SUSPICION OF MAJOR NEUROLOGICAL DISEASES. 



In our clinical experience, the articular ganglia are particularly insidious, since their 
development can either be gradual or sudden, not preceded by traumatic events and 
not accompanied by pain. 
Furthermore these ganglia don't lead to a modification of the anatomical profile, as 
instead cysts do in other sites. 

Electromyography and imaging are imperative in 
the diagnosis of this motor syndrome



Surgical procedure 



CLINICAL CASE
Age 56
Symptoms onset  6 months





Outpatient check at 1 year
Age 56
Operated 6 months after symptoms onset



CLINICAL CASE
Age 71
Symptoms onset 14 months



CLINICAL CASE
Age 71
Symptoms onset 14 months







Outpatient check at 1 year
Age 71
Operated  14 months after symptoms onset



CLINICA SERIES 

9 cases in 4 years ( 1 lost at f-u)
Follow-up one year
Mean age:  56,5 years
Mean onset symptoms: 8,2 month 



CLINIC RESULTS

patient gender age (at the time of surgery)
elapsed time between 

diagnosis and surgery

pre- op clinical score                       

PRWE

 post- op clinical score             

PRWE

1 M 56 6 months 12 0

2 F 43 2 months 15 0

3 M 36 12 months 15 0

4 F 59 8 months 20 2

5 M 56 18 months 30 6

6 *** M 71 14 months 85 28,5

7 F 53 3 months 90 0

8 F 78 3 months 15 4

*Patient-Rated Wrist Evaluation

(Parkinson)

Subjective Physical Examination: 



patient gender age (at the time of surgery)
elapsed time between 
diagnosis and surgery

pre- op physical examination post- op physical examination

1 M 56 6 months 4 + 0 +

2 F 43 2 months 4 + 0 +

3 M 36 12 months 4 + 0 +

4 F 59 8 months 4 + 0 +

5 M 56 18 months 4 + 2 +

6 *** M 71 14 months 4 + 2 +

7 F 53 3 months 4 + 0 +

8 F 78 3 months 4 + 0 +

CLINIC RESULTS

• Froment’s sign: to not hold a piece of paper, between the thumb and index finger

• Jeanne’s sign: weak and unstable pinch with hyperextension of the thumb MP joint

• Masse’s sign:  displays palmar arch flattening and loss of ulnar hand elevation

• Wartenberg’s sign:  slightly greater abduction of the fifth digit

(Parkinson)

Objective Physical Examination: 



E.M.G. RESULTS

patient
pre- op EMG abductor 

digiti minimi (ADM)

post- op EMG abductor 

digiti minimi (ADM)

pre- op EMG first dorsal 

interosseous (FDI)

post- op EMG first dorsal 

interosseous (FDI)

1 2.1 ms  5.8 mV 2.3 ms  6.3 mV 2.5 ms  8.5 mV 2.7 ms  9.2 mV

2 2.5 ms  10.9 mV 2.7 ms  11.8 mV 3.2 ms  13 mV

3 2.3 ms  13 mV 2.6 ms  13.5 mV 2.4 ms  15.6 mV 2.7 ms  16.1 mV

4 1.9 ms  9.1 mV 2.2 ms  9.5 mV 2.4 ms  10.8 mV 2.7 ms  11.1 mV

5 2.8 ms  3.3 mV 2.9 ms  4.5 mV 3.6 ms  6.3 mV

6 *** 2.0 ms  2.7 mV 2.9 ms  14.0 mV non evocabile 2.8 ms  14.8 mV

7 2.6 ms  6.0 mV 2.9 ms  7.9 mV 3.2 ms  6.6 mV

8 2.1 ms  5.6 mV 2.7 ms  8.1 mV 2.7 ms  10.7 mV



• The purpose of this study was to describe an uncommon ulnar nerve entrapment motor 
syndrome and the surgical technique to perform. 

• We wanted to emphasize the need for a timely diagnosis, in order to obtain a restoration of 
motor functions of the intrinsic muscles of the hand involved. 

• Surgical treatment appears to be decisive in most cases, although late diagnosis often leads to 
incomplete functionally recover. 

• In fact, the lack of knowledge of this pathology usually leads to hypothesize pathologies of the 
central nervous system, delaying treatment for years.    -Almost all our patients had complained 
about motor deficits for months and several physicians had hypothesized very different 
aetiologies-

CONCLUSIONS



Grazie


