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MP PIP DIP
Pre-op 0° 0° 0°
POD9 45° 45° 45°
POD16 70° 80° 45°
1 month 90° 90° 80°

Changes in the range of motion of the little finger after surgery.
The left little finger flexion disorder gradually improved from about
10 days after surgery, and the range of motion restriction almost
disappeared about one month after surgery. MP: metacarpopha-
langeal joint. PIP: proximal interphalangeal joint. DIP: distal
interphalangeal joint. op: operation. POD: postoperative day.
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Site Latency Segment Interval NCV
Median (left)
Palm 20ms
Wrist 4.5ms Palm-Wrist 2.4ms 27.2m/s
Elbow 8.1 ms Wrist-Elbow 3.6 ms 56.1 m/s
Axilla 9.8 ms Elbow-Axilla 1.7ms 56.3m/s
Ulnar (left)
Wrist 29ms
BellowElbow 5.7ms Wrist-BellowElbow 2.8 ms 62.1 m/s
AboveElbow 7.6ms Wrist-AboveElbow 1.9ms 54.7m/s
Axilla 9.3 ms AboveElbow-Axilla 1.7ms 59.5m/s
Fig. 1]

Result of the preoperative nerve conduction study. A: The distal latency of the compound muscle action potential (CMAP) from
the left wrist to the abductor pollicis brevis was prolonged to 4.5 ms, and the nerve conduction velocity (NCV) at the wrist was
27.2 m/s, indicating a decrease in conduction velocity. B: The distal latency of the CMAP from the left wrist to the abductor
digiti minimi was 2.9 ms, with no obvious prolongation, indicating no left ulnar nerve disorder. C: The CMAP and the NCV distal
latency are described, respectively.
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Intraoperative photographs during carpal tunnel release surgery. A: A 3 cm skin incision was made from the midline of the distal
carpal line toward the middle of the third and fourth digits. B : After the complete decompression of the median nerve (*1) was
confirmed at the proximal and distal ends, no lesions compressing the ulnar nerve were found on the ulnar side above the
transverse carpal ligament (*2) . C:No compressive lesions that could have limited the flexion of the little finger were found on

the ulnar side below the transverse carpal ligament (*2) .
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Typical anatomy of the synovial sheath of the tendon on the
palmar side of the wrist and fingers. In most cases, the flexor
tendon sheaths of the index, middle, and ring fingers are not
continuous with the flexor tendon sheath of the common
flexor tendon. In contrast, the flexor tendon sheath of the
little finger (*) is continuous with the common flexor tendon
sheath. The flexor pollicis longus tendon sheath passes
through the carpal tunnel independently of the common
flexor tendon sheath. Adapted from page 458 of Anatomy of
the Human Body 28
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A Case of Carpal Tunnel Syndrome with Limited Little
Finger Flexion

Manabu NAGATA, lwao NISHIURA, Yuki OICHI, Takaaki MORIMOTO,
Yuki TAKAHASHI, Naoya YOSHIMOTO, Junya TAKI, Keisuke YAMADA

Department of Neurosurgery, Hyogo Prefectural Amagasaki General Medical Center

One of the symptoms of carpal tunnel syndrome, other than those related to median nerve compression, is
limited finger flexion. We report a rare case of carpal tunnel syndrome with severe flexion impairment of only
the little finger, which improved after carpal tunnel release surgery.

A 70-year-old woman presented with numbness in the first, second, fourth, and fifth fingers of the left
hand for about 1 year and 4 months, and difficulty flexing the left little finger. There was no deformity of the
fingers, and she had no history of trauma, diabetes, or rheumatoid arthritis. Left thenar muscle weakness was
noted, and nerve electrodiagnostic testing showed a decrease in conduction velocity in the carpal region of the
left median nerve. Still, the ulnar nerve was within normal limits. The left little finger, distal to the
metacarpophalangeal joint, remained extended and could not be flexed. Both the flexor digitorum superficialis
(FDS) and flexor digitorum profundus (FDP) tests were negative, as were the tests for intrinsic and extrinsic
muscle tightness.

The patient was diagnosed with left carpal tunnel syndrome, and carpal tunnel release surgery was
performed. Numbness in the left fingers and weakness of the thenar muscle improved shortly after surgery.
Furthermore, the left little finger flexion restriction gradually improved about 10 days after surgery.

In carpal tunnel syndrome, the restriction of finger flexion is considered a flexor tendon gliding disorder
in the carpal region, and the flexion of the entire second to fifth fingers is usually impaired. In our patient, the
severe flexion restriction observed only in the little finger gradually improved after surgery, which is difficult to
explain by flexor tendon gliding disorder in the carpal region alone. The common flexor tendon sheath is
continuous with the distal flexor tendon sheath only of the little finger, and this anatomical feature may be
related to the symptoms.
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