
 

 

 

History: 
A 30 year old male presented with history of pain in the left elbow radiating to forearm and in 
distal arm since many months. Examination findings revealed possibility of ulnar nerve 
entrapment.  
 
MRI Observations:  

ULNAR NEUROPATHY – A CASE REPORT. 

• Thickening of the ulnar nerve was noted proximal to the medial epicondyle, 
measuring 0.5 cm in maximum thickness .It showed altered signal intensity appearing 
hyperintense on PDFS and T2WI and mildly hyperintense to muscle on T1WI, which 
was seen to extend for a length of 2.5cm. The ulnar nerve distal to the cubital tunnel 
was normal in caliber. 

• Anconeus epitrochlearis (anomalous accessory muscle) visualized along the posterior 
part of the cubital tunnel causing compression of ulnar nerve against the medial 
epicondyle.  

• No evidence of denervation edema noted in the muscles around the elbow. 
 

Diagnosis: Compression of ulnar nerve in the cubital tunnel against medial epicondyle by 
anconeus epitrochlearis muscle. 
 
Discussion: 
Anatomy of Ulnar nerve at the level of elbow joint: 
The ulnar nerve passes posterior to the medial epicondyle of the  
humerus in the cubital tunnel. The cubital tunnel is a fibro-osseous  
channel formed by the olecranon process laterally, the posterior cortex of the medial 
epicondyle medially, the elbow joint capsule and posterior bundle of the medial collateral 
ligament anteriorly, and the ligament of Osborne (the cubital retinaculum) posteriorly (Fig. 
1). The tunnel begins just proximal to the ulnar groove in the posterior aspect of the medial 
epicondyle. Within the tunnel, the ulnar nerve is normally surrounded by fat.  
 
Anatomy of Ulnar nerve: 

 

Fig 1: Axial proton density MR image through 
cubital tunnel shows olecranon process (OP), 
joint capsule, and posterior bundle of medial 
collateral ligament (round-tailed arrow), 
medial epicondyle (ME), and ligament of 
Osborne (straight black arrows).Ulnar nerve 
(white arrow)surrounded by normal fat. 
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Ulnar nerve entrapment: 
Compression of the ulnar nerve may occur at four different locations along its course at the 
elbow from proximal to distal:  

1. at the intermuscular septum due to the arcade of Struthers;  
2. at the medial epicondyle at the entrance to the cubital tunnel;  
3. within the cubital tunnel;  
4. and at the flexorpronator aponeurosis between the heads of the flexor carpi ulnaris as 

the nerve enters the forearm. 
Other causes include: callus formation due to distal humeral and supracondylar fractures and 
elbow dislocation 
 
Anconeus Epitrochlearis muscle: 
The cubital tunnel is the most common location of ulnar nerve compression, and the most 
common structural abnormality of the cubital tunnel is the anconeus epitrochlearis muscle, an 
anomalous muscle reported in 23% of asymptomatic elbows on MRI but which has been 
reported in as much as 34% of the population in anatomic dissections.  
Located along the posterior aspect of the cubital tunnel, the anconeus epitrochlearis muscle 
may compress the ulnar nerve against the medial epicondyle as in our case (Fig. 2,3) or 
olecranon. This muscle overlies the ulnar nerve posteriorly, becomes more taut in flexion, and 
is a potential source of compression. 
 
Diagnosis should be made on the basis of history, physical examination, and diagnostic 
imaging studies. If ulnar nerve symptoms predominate, electromyography and nerve 
conduction studies should be obtained to localize the compression to the elbow.  
 
 
 

Fig2,3: Axial and Sagittal T2W MR image shows ulnar nerve compressed against medial 

epicondyle (ME) by anconeus epitrochlearis (AE). 



 

 

 

 
 
Magnetic resonance imaging can also be helpful in elucidating the cubital tunnel and 
surrounding structures, including the anconeus epitrochlearis muscle. The anconeus 
epitrochlearis muscle is best viewed on axial images, where the relationship of the ulnar nerve 
and adjacent soft tissue is clearly delineated. If edema exists in the muscle, it will be best 
appreciated with short T1 inversion recovery MRI.

• Cubital tunnel is the most common location of ulnar nerve compression, and 
the most common structural abnormality of the cubital tunnel is the 
anconeus epitrochlearis muscle. 

 Enlargement of ulnar nerve and 
intraneural T2 hyperintensity are MR features compatible with cubital tunnel syndrome.  
  
Other imaging features like ganglion cysts, soft tissue tumors and degenerative spurs may be 
responsible for compressive ulnar neuropathy and can be easily depicted on MR imaging.  
 
Conclusion: 
 

 
• MRI is a crucial modality in imaging of nerve entrapment syndromes. 

 
 
Regards, 
 
 
Dr.Deepa S.Nadkarni   /   Dr.Shaikh M.Mazhar 
 
 
N.B: This case is authentic and from the archives of Radiance Diagnostics. For any queries / suggestions/feedback write to 
us at   radiance@radiancediagnostics.in 
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