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A cause of ulnar neuropathy in a baseball
pitcher
A case report
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Elbow pain is a frequent clinical complaint in baseball
pitchers. The possible etiology of this discomfort is varied
and includes epiphyseal injuries, medial collateral ligament
strains, osteochondritis, epicondylitis, and ulnar neuropa-
thy.2,6.12 Conservative measures comprise the initial treat-
ment regimens used for these diagnoses. Surgical interven-
tion is occasionally required, and should be directed toward
a specific region of suspected pathology. A recent case of
ulnar neuritis in the throwing arm of a baseball pitcher
emphasized the need for an accurate physical examination
and knowledge of surgical anatomy.

CASE REPORT

A 20-year-old right-handed male presented with a 12 month
history of right elbow pain. He was a pitcher on the baseball
team of a large midwestern university. Although he relied
primarily on his fast ball, the pain was first noted following
a vigorous practice session in which multiple breaking
pitches were thrown. The sharp discomfort was located along
the medial aspect of his proximal forearm and was associated
with distal dysesthesias in the ulnar nerve distribution. The
initial presentation was very specific in location and quite
severe in intensity. Rest and immobilization relieved the
symptoms, but resumption of pitching activities continued
to precipitate his complaints.

Physical examination revealed normal sensation of the
hand and forearm. No atrophy was noted and symmetric
range of motion of all joints was appreciated. No tenderness
at the medial epicondyle was detected, and resisted wrist
flexion did not cause discomfort. The patient was not tender
over his ulnar nerve in the cubital tunnel, but had pain
when palpating this nerve just distal to the elbow. This

tenderness was similar to his throwing complaints and was
felt to represent entrapment of the ulnar nerve within the
flexor carpi ulnaris (FCU) muscle. Plain radiographs and
elbow arthrography were unremarkable. Electromyoneurog-
raphy studies were also normal. Local anesthetic injections
into the medial epicondylar region did not alleviate the
symptoms. Cast immobilization ameliorated the discomfort
but did not provide long-term relief from the pain once
throwing activities were resumed.
The patient underwent surgical exploration and de-

compression of his ulnar nerve. The superficial aponeurosis
connecting the two heads of the FCU was hypertrophic and
was released. The patient’s area of maximal clinical tender-
ness corresponded to the area where the ulnar nerve passed
beneath the deep aponeurosis of the FCU (Fig. 1). These
deep fascial fibers were similarly released and a mild concave
impression on the inflamed ulnar nerve was noted at this

Figure 1. Superficial aponeurosis between the two heads of
the FCU has been released. The deep aponeurosis overlying
and compressing the ulnar nerve is evident (arrow).
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Figure 2. Cadaver specimen demonstrates the superficial
fibrous arcade connecting the two heads of the FCU (arrow).
The ulnar nerve passes beneath this structure.

Figure 3. The deep aponeurosis (dark arrow) of the FCU in
this cadaver specimen forms a potential site of extrinsic

compression on the underlying ulnar nerve (white arrow).

location. The ulnar nerve was then decompressed proximally
in the cubital tunnel where it had a normal appearance.
Clinical subluxation of the ulnar nerve in the tunnel was
not noted with flexion and extension of the elbow.
The patient was immobilized at 60° for 2 weeks and then

begun on a splinting program which permitted motion be-
tween 0° and 60°. Wrist motion and forearm rotation were

integrated into the rehabilitation program at 4 weeks and
full elbow flexion at 6 weeks postoperatively. Resistive ex-
ercises were initiated at 8 weeks and light throwing at 3
months. Full throwing activities at 4 months were without
pain or paresthesias.

DISCUSSION

The FCU contributes to wrist flexion, ulnar deviation of the
wrist, forearm supination, and elbow flexion. The double
origin of this muscle consists of one head from the medial

epicondyle of the humerus and the second from the medial
and posterior borders of the ulna. A superficial aponeurosis
connects the two heads of origin (Fig. 2). The deep aponeu-
rosis of FCU is located in the proximal forearm and provides
a common fascial origin for FCU, flexor digitorum superfi-
cialis, and profundus muscles (Fig. 3). The ulnar nerve enters
the forearm after passing between the two FCU heads of
origin and beneath the fascial arcades. Compressive neurop-
athy of the ulnar nerve as it passes through the FCU has
been reported, 1, 4,~, Recent publications have implicated the
deep aponeurosis connecting the ulnar and humeral FCU
origins, as noted in our patient, in the pathogenesis of the
extrinsic entrapment. 3,8,9 Decompression or transposition of
the ulnar nerve without release of these FCU fascial arcades
would therefore be an incomplete procedure and could po-
tentially aggravate extrinsic compression on the nerve by
these structures.

Electrodiagnostic examinations of the ulnar nerve at the
elbow are frequently equivocal. Clinical signs of ulnar neu-

ropathy include tenderness along the course of the nerve,
pain with flexion of the elbow, weakness of ulnar innervated
muscles, and respective sensory abnormalities. Treatment
intervention includes rest, antiinflammatory medication, ac-
tivity modification, splinting, and occasionally surgical de-
compression and transposition. 10, IS
The combination of elbow extension, ulnar deviation of

the wrist, and forearm supination is needed for throwing a
breaking pitch. These maneuvers directly involve contrac-
tion of the FCU. The normal proximal fascial arcades of the
FCU may also become hypertrophic in baseball pitchers due
to the repetitive tensile stresses. These proximal forearm
fascial structures may then produce static and dynamic
entrapment neuropathy of the ulnar nerve. The normal
valgus strain applied to the elbow during throwing maneu-
vers also serves to stretch the medially situated ulnar nerve.

Decompression or anterior transposition of the ulnar
nerve for symptoms of ulnar neuritis in competitive baseball
pitchers is frequently unpredictable and ungratifying. Too
often, the patient is unable to return to the throwing sport.
If decompression and/or transposition surgery for the ulnar
nerve at the elbow is to be successful, a thorough knowledge
of the local anatomy is required.
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