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Abstract  Case Report 
 

Interosseous nerve syndrome is a compressive entrapment of the deep motor branch of the radial nerve in the radial 

tunnel. These attacks of the radial nerve constitute a rather rare but particularly interesting variety of radial palsy. We 

report the case of a 39-year-old woman who presented with right posterior interosseous nerve syndrome. The diagnosis 

was made on clinical grounds in particular the low radial palsy which was clear and without muscle atrophy. 

Electromyography con fi rmed the diagnosis objectifying the presence of a conduction block in the motor branch of the 

radial nerve. Surgical exploration revealed compression of the motor branch of the radial nerve in the arch of 

FROHSE. Internal neurolysis of the radial nerve was performed. Full recovery was obtained after three months. 
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INTRODUCTION 
Compression of the radial nerve at the elbow is 

infrequent compared to that of the ulnar nerve [1]. It is 

manifested by two distinct clinical presentations, either 

painful: radial tunnel syndrome, or paralytic 

interosseous nerve syndrome or supinator duct 

syndrome [1]. The deep motor limb is particularly 

vulnerable to chronic compressions [2],  

 

Their crude symptomatology and their 

occurrence pose a diagnostic problem. Lateral 

epicondylitis can be a difficult differential diagnosis [1], 

although electromyography is a questionable 

examination. Our case reported here relates to a case of 

supinator duct syndrome with complete paralysis, 

treated by internal neurolysis. 

 

CASE REPORT 
We report the case of a 39-year-old woman 

with no specific history who was referred to our 

orthopedic surgery and trauma consultation for sudden 

pain on the external face of the right elbow without 

motor or sensory deficit. The diagnosis of epicondylitis 

was made and the patient was treated conservatively. 

One month later, the development was marked by 

progressive paresis of the extension of the fingers. 

Clinical examination revealed a deficit of extension of 

the 3rd, 4th and 5th finger and the right wrist (Figure-1) 

with radial hypoaesthesia and osteotendinous reflexes 

present in both upper limbs. The electromyogram 

(EMG) showed a collapse of the motor amplitude of the 

right radial nerve with normal sensory nerve conduction 

of the right radial nerve, as well as a neurogenic tracing 

in the territory of the right radial nerve. These signs 

were in favor of a partial axonotmesis of the right 

posterior interosseous nerve. The surgical treatment was 

carried out under locoregional anesthesia and under 

tourniquet, by a postero-external incision as described 

by Iselin [3] (Figure-2) the radial nerve was located and 

explored over its entire height (Figure-3) up to the 

fibrous band of the supinator muscle (arch of Frôhse) 

under which the motor branch of the radial nerve was 

compressed. A Wide Opening of the FROHSE arch was 

made to free the radial nerve (Figure-4). During the last 

postoperative check-up 3 months after the operation, 

recovery was complete without deficit. 
 

 
Fig-1: Picture of deficit of extension of the 3rd, 4th and 5th 

finger and the right wrist 
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Fig-2: Picture of the incision 

 

 
Fig-3: Picture of the bifurcation of the radial nerve 

 
Fig-4: Picture of the wide Opening of the FROHSE 

arch to made free the radial nerve 

 

DISCUSSION 
Compression of the radial nerve at the elbow is 

infrequent compared to that of the ulnar nerve [1-4]. 

Knowledge of anatomical structures and their 

relationship to the region could provide a better 

understanding of the radial tunnel [2]. Spinner [5] has 

carried out extensive studies of the path of the radial 

nerve at the elbow. He pointed out that the tendon 

consistency of the arch is a predisposing factor for 

chronic compression of the deep branch of the radial 

nerve, especially when it is thick and provides a narrow 

opening for the passage of the motor branch. The other 

causes of compression are represented by the fibrous 

fibers at the entrance to the radial tunnel as well as the 

tendon of the second radial [6]. Indeed, pain is always 

found in the history of ductal syndromes. As long as 

there is no paresis or paralysis, it is difficult to 

differentiate this type of pain from that of radial 

epicondylitis, and the diagnostic difficulty between the 

latter and posterior interosseous nerve syndrome has 

attracted the attention of many authors [6-8]. 

 

From a clinical point of view, the pain of radial 

epicondylitis appears only during muscle contractions 

and disappears at rest whereas the pain of supinator duct 

syndrome onset after activity, does not decrease at rest, 

often continues at night and radiates. up to the wrist [9, 

10]. It is associated with a progressive paralysis of the 

extensors of the fingers (finger by finger). This 

paralysis is often incomplete because it respects the 

radial extensors of the carpal and the supinator [1]. 

Neurophysiological examination does not always 

provide a definitive diagnosis [8, 11]. However, in 

many cases of ductal syndrome, a decrease in motor 

conduction speed as well as subtle alterations in the 

EMG may be evident. 
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Management depends on the time before 

consultation, age, clinical presentation, preoperative 

EMG and imaging results. In the event of an expansive 

process, the treatment is immediately surgical. 

Otherwise, surgical exploration is indicated within eight 

to twelve weeks if there is no clinical recovery or 

evidence of reinnervation on EMG. 

 

The intervention can be performed by a 

postero-external route as described by Iselin [3] or by 

an anterior route depending on the origin of the 

compression. Neurolysis consists in freeing the radial 

nerve but especially the motor branch by cutting the 

superficial layer of the supinator muscle. In old and 

complete paralysis, palliative surgery is recommended 

in addition to neurolysis. The results are satisfactory, 

but still remain inferior to good neurological recovery 

[12]. 

 

CONCLUSION 
The differential diagnosis between radial nerve 

duct syndrome at the elbow and radial epicondylitis 

sometimes remains difficult as long as there is no 

paralysis, Symptoms of pain at night and at rest in the 

elbow, radiating up to the wrist, pressure pain in the 

supinator canal suggesting a local nerve complication. 

In the case of paralysis, surgical exploration with 

neurolysis is required if spontaneous recovery does not 

appear after two to three months maximum. 
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