
 

 

Case study  
 

The cubital tunnel syndrome due to a synovial cyst : a case report 

 

 

Abstract: 

The cubital tunnel syndrome is a compressive neuropathy of the ulnar nerve around the 
elbow, is the most common neurocompression syndrome in the upper limb after carpal 
tunnel syndrome. Ulnar nerve entrapment is usually located under the thickening of the 
proximal fascia between two heads of the ulnar flexor of the carpus or arcade of Osborne at 
distal part of the epicondylar curve. However, it could also be caused by occupying masses 
along the course of the nerve. 

This report shows a case of  cubital tunnel syndrome caused by ulnar entrapment with 

medial synovial cyst. Epidemiologic, pathogenesis and diagnosis are discussed and 

literature was reviewed. 
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INTRODUCTION:  

Cubital tunnel syndrome is a symptomatic ulnar nerve dysfunction at the level of the elbow 

resulting from a combination of compression, traction, and friction. It’s one of the most 

prevalent upper extremity compressive neuropathies. It’s the second most common nerve 

compression syndrome in  peripheral nerve compression disease [1]. Although, potential 

ulnar nerve entrapment can occur multiple points along its course, such as the arcade of 

struthers, the medial intermuscular septum,  the medial epicondyle, the cubital tunnel and the 

deep flexor pronator aponeurosis, the most  common site of entrapment is the cubital tunnel 

and has been referred to as the tardy ulnar nerve palsy in the past [2,3]. However, it  could 

also be caused by the occupying masses along the course of ulnar nerve. We present a rare 

case of  cubital tunnel syndrome caused by a synovial cyst. The aim of this work is to study 

the different epidemiological, etiopathogenic, clinical and treatment of this rare disease. A 

literature review was made. 

 

 Case report: 



 

 

A 58-year–old gentleman who had suffered with progressive paraesthesia on left upper extremity 

visited our hospital. Tingling sensation on medial two fingers and the ulnar side of the limb 

developed one year ago. There was no history of previous trauma at the left elbow, neither 

history of diabetes nor vascular and neuropathic diseases. On direct questioning he reports the 

worseness of the tingling and the loss of strength 6 months ago. Clinically he had atrophy of the 

hypothenar and interosseous muscle in the left hand. Froment’s sign was positive. tinel’s sign 

was also positive at the medial side of the elbow. Sensory examination revealed loss of normal 

discrimination on the entire little finger and the ulnar side of the ring finger. Elbow radiographs 

didn’t show degenerative changes nor proliferative osteophyte nor calcific disposition. The nerve 

conduction studies with electromyography revealed evidence of ulnar nerve compression at the 

elbow. Ultrasonography revealed a cystic mass that compressed the ulnar nerve at the level of 

cubital tunnel. 

In order to relieve the nerve compression, surgery was planned. After induction of general 

anesthesia, interior sweeping 10 cm incision around medial epicondyle was made. The 

subcutaneous tissues were dissected, identifying the ulnar nerve who was flattened and 

compressed in the cubital tunnel by a synovial cyst whose diameter was 2 cm. we resected 

completely the cyst. After further exploration we didn’t found another point of compression. The 

arcade of stuthers, the osborne’s fascia and the deep flexor pronator aponeurosis were divided. 

After that, an anterior subcutaneous transposition of the nerve was performed to ovoid re-

compression by the cyst recurrence. Synovial cyst was confirmed by histopathological 

examination. 

 
 

Figure1 : clinical photograph demonstrating a claw hand deformity and intrisic muscle 

atrophy. 

 



 

 

  

Figure2 :preoperative ultrasonography shows ulnar nerve compressed by aneochoic mass. 

 

figure3 : intra operative photograph showing the cyst  compressing the ulnar nerve in the 

cubital tunnel.



 

 

figure4 : intra operative photograph showing total removal of the cyst. 

  

 

 

Discussion : 

 

Cubital tunnel syndrome is a common and debilitating condition that can be overlooked until 

after nerve damage has occurred [11]. 

The elbow cyst with cubital tunnel syndrome is rarely reported in the literature. The 

prevalence rate is 3~8% [7],  and there was occasional case reports in Europe and the  

United States [8].  

Kato [10] thought that the morbidity rate of the disease is up to 8% in  a large sample of 472 

patients. 

Diagnoses of cubital tunnel syndrome is made through a combination of history, physical 

examination, and an electroneurographic examination .  

Paresthesia is anticipated in the little finger and ulnar half of the ring finger. Weakness of the 

interossei, the adductor pollicis, and the ulnar lumbrical muscles, which occurs with 



 

 

advanced disease, may cause characteristic posturing in the hand (Wartenberg sign, 

Froment sign, and claw hand deformity, respectively) [14]. 

Cubital tunnel syndrome may be categorized as mild, moderate, or severe disease. Common 

grading systems include modified McGowan and Dellon classifications [1]. 

The  use of imaging, such as sonography and MRI, to detect the cause of compressions, 

including those, such as substantial or cystic mass that are rare and unexpected [2,12,13]. 

The  ulnar nerve may be compressed at multiple points along its course, the most common 

location is at the elbow [9]. 

There are 4 sites where the ulnar nerve is frequently vulnerable to compression. These are 

(1) the arcade of Struthers (medial intermuscular septum), (2) the ulnar groove, (3) the 

humeroulnar arcade (or cubital tunnel), and (4) the exit point between the 2 heads of FCU. 

Among these locations, the most common sites of compression are the ulnar groove and 

humeroulnar arcade [18].  

Cubital tunnel syndrome could be caused by soft-tissue masses such as ganglia [5] synovial 

chondromatosis [6] which might compress the ulnar nerve as it lies in the condylar groove or 

within the cubital tunnel. 

In previous reports, synovial cysts were related with the post-traumatic osteoarthritis of the 

elbow and can cause a relatively acute onset of cubital tunnel syndrome [6]. 

 

Conservative treatment measures focus on pain relief, inflammation reduction, and 

rehabilitation. This includes patient education and behavior modification, non-steroidal anti-

inflammatories, night splints, elbow pads, physical therapy, ultrasound, pulsed signal 

therapy, and corticosteroid injections. 

If conservative management is not successful in preventing progression of impairment after 

several months, surgery may be required. 

There are still debates on which surgical procedure is optimal for the treatment of cubital 

tunnel syndrome. Some authors favor anterior transposition [15], whereas others report high 

success rates with simple decompression [16] or medial epicondylectomy [17]. 

 For the treatment, though in situ decompression was considered as a good choice in recent 

years, the decompression with subcutaneous transposition was better procedure for avoiding 

re-compression caused by the cyst recurrence after the cysts were removed. 

 

CONCLUSION:  

 

Cubital tunnel syndrome is a common condition that can be overlooked until after nerve damage 

has occurred. Timely recognition and treatment is paramount to good clinical outcomes to avoid 

irreversible muscle atrophy and functional deficit. In our case, a rarely aetiology, synovial cyst, 



 

 

caused the compression. This soft-tissue masse was susceptible to be missed and ignored 

during the treatment using in situ decompression with the mini incision. Regular incision is 

benefit for finding some little mass to ovoid the second operation for the incomplete release or 

recurrent symptomtology.in our opinion decompressing the nerve with subcutaneous 

transposition was good procedure for avoiding recompression caused by eventually cyst 

recurrence. 
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