
What you’re feeling

You may notice tingling or numbness in your hand or fingers. This happens when a nerve is squeezed in your

arm or wrist. The pain often travels from your shoulder or elbow down to your hand. You might feel a sharp,

electric shock or a dull ache. Sometimes the symptoms start in one nerve but affect another nearby. For

example, issues with the ulnar nerve can make you more likely to develop carpal tunnel syndrome later.

The discomfort often flares up at night or when you wake up. You might find it hard to grip objects firmly.

Simple tasks like turning a doorknob, holding a coffee cup, or typing on a keyboard can become difficult. Your

hand may feel weak or clumsy. In some cases, you might drop things without meaning to. The pain can worsen

after using your hands for a long time, such as during work or hobbies.

If the compression is near your elbow, you might feel pain on the inside of your arm. This can happen when you

bend your elbow for a long time, like when sleeping or holding a phone. If the issue is in your wrist, you may

notice swelling or a feeling of fullness. In rare cases, a small fluid-filled sac called a ganglion cyst presses on the

nerve. This can cause sudden, sharp pain or numbness. You might also notice changes in your thumb or fingers,

such as overgrowth or skin changes, though this is uncommon.

Your daily routine may change because of these symptoms. You might avoid lifting heavy items or using tools

that vibrate. Simple movements like buttoning a shirt or zipping a jacket can feel frustrating. You may try to rest

your hand to relieve the pressure, but the numbness can persist. It is important to pay attention to where the

pain starts and where it moves. This helps your surgeon understand which nerve is affected and how to treat it

effectively.

What’s actually happening

Your nerves are like electrical cables that carry signals between your brain and your hands. When these cables

get squeezed or compressed, the signals slow down or stop. This causes the tingling, numbness, or weakness you
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Compression
Neuropathies
The median nerve (centre of the palm) supplies the thumb, index, middle and inner half of
the ring finger; the ulnar nerve (along the little-finger side) supplies the little finger and
outer half of the ring finger. Compression at the wrist or elbow shows up in these patterns.
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feel in your fingers and wrist. It is not just a local issue. Your whole body plays a part in how these nerves react

to pressure.

Think of the nerve tunnel as a narrow hallway. If something grows inside this hallway, or if the walls swell,

there is less room for the nerve to move. This can happen because of a small fatty lump near the ulnar nerve at

your elbow. It can also happen if you have had a previous wrist fracture. Broken bone fragments or even the

hardware used to fix the bone can press directly on the nerve. This extra pressure makes the symptoms start

sooner than expected.

The pressure inside these tunnels is higher than we once thought. When you actively use your hand, the squeeze

increases significantly. This is especially true in conditions like carpal tunnel syndrome. Your surgeon looks for

these hidden causes to ensure the right treatment. Sometimes, a problem with one nerve, like the ulnar nerve,

makes you more likely to develop compression in another nerve, such as the median nerve.

We understand that managing these compressions can be complex. We focus on relieving that pressure

carefully. This might involve simple decompression or, in severe cases, using a nerve transfer to restore

function. We also use advanced imaging like ultrasound to see exactly where the squeeze is happening. This

helps us avoid complications and plan your recovery with confidence.

What we can do about it

Dr Kieran Hirpara, an upper-limb surgeon at Mater Private Hospital Rockhampton, starts with the least

invasive options that suit your condition. Patients are generally referred to our clinic by their GP; if a

physiotherapist has suggested you see us, you will still need a referral from your GP in order to be eligible for

the Medicare rebate. A clinic assessment, including history, examination, and imaging where needed,

establishes the diagnosis. For degenerative or long-standing problems, we usually try non-operative care first.

This includes activity change, physiotherapy or hand therapy, splinting, and injections. We consider surgery

when this has not given enough improvement. For structural or acute problems, surgery may be recommended

straight away, without a preceding non-operative trial.

Self-management is the first step for many. Conservative treatment benefits the majority of patients with

cubital tunnel syndrome who present with mild or moderate symptoms. Your physiotherapist will guide you

through exercises to keep the nerve moving smoothly and reduce pressure. You might also use a splint to keep

your elbow straight at night. Give this approach a fair trial, typically several weeks, to see if symptoms settle. If

the cause is a ganglion cyst, which is the most common cause of ulnar tunnel syndrome, symptoms may vary

based on the exact location of the compression.

Medical management focuses on reducing inflammation and pain. If simple measures do not help, we may

discuss injections. Cortisone injections can calm inflammation around the nerve, providing relief that lasts for

weeks or months. In some cases, hyaluronic acid or platelet-rich plasma (PRP) injections are used to support

tissue health. These options aim to reduce swelling and pressure on the nerve without surgery. If a tumour, such

as a collagenoma or perineural lipoma, is pressing on the nerve, debulking it along with decompression can

relieve neurological symptoms. We also consider rare causes like pseudogout, which can cause acute

compression in the hand.
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Surgery is considered when conservative care has reached its limit. If your symptoms persist, worsen, or if you

have significant weakness, we discuss operative options. The surgical goal is to create more space for the nerve

so it can glide freely. Techniques range from minimally invasive endoscopic decompression, which uses a

smaller incision, to open release. In severe cases, nerve transfer or advanced decompression techniques may be

used. We review the specific procedure details with you during your consultation, ensuring you understand the

risks and benefits before making a shared decision.

What to expect

Your outlook depends on how quickly the pressure on your nerve is relieved. When managed well, most people

see a steady reduction in pain and numbness. Minimally invasive techniques allow for good functional

outcomes with less tissue damage. You can expect a smoother recovery with smaller incisions and less blood loss

compared to traditional open surgery.

If you have severe or long-standing compression, the path to feeling better may take longer. Early diagnosis and

careful removal of any cysts or swelling around the nerve are associated with satisfactory results. However, if

symptoms have been present for a prolonged period, complete recovery of nerve function may not occur. Nerve

injuries following elbow procedures are likely under-reported, and severe injuries may be more common than

previously thought. This is why your surgeon relies on a solid understanding of anatomy to prevent

complications.

Treatment decisions for uncommon compression syndromes are often based on smaller studies rather than

large trials. Despite this, management of failed decompressions remains challenging even with advanced

imaging like ultrasound and MRN. If your initial treatment does not fully resolve symptoms, revision surgery

combined with a collagen nerve wrap has shown good success in managing recurrent compression.

Long-term improvement following carpal tunnel release is maintained to the same extent in patients with

diabetes as in those without. For severe chronic ulnar nerve compression, combining nerve transfer with tunnel

release results in sustained clinical improvements. Your surgeon will tailor the approach to your specific

anatomy and symptoms.

If left alone, compression neuropathies can persist or worsen. Ulnar nerve issues may even increase your

susceptibility to median nerve compression later on. While some mild cases may settle with rest, significant

entrapment usually requires intervention to prevent permanent nerve damage. Your surgeon will guide you on

the best path to sustained relief based on your individual condition.

When to see someone

See your GP if you have persistent pain, weakness, or instability that does not improve with rest. Ask for a

specialist review if symptoms interfere with sleep or work, or if your hand locks or gives way. Sudden

worsening of symptoms also warrants prompt attention. Be aware that compression neuropathies can involve a

‘double-crush’ mechanism, where one nerve issue increases susceptibility to another. Systemic factors may also

contribute to these nerve problems. Because symptoms can vary based on the exact location of compression,
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early assessment helps identify the cause. This ensures you receive the right care before complications like

pathologic pain syndromes develop.

In more depth

This section goes further than you need for your own treatment decisions. Nerve compression in the arm is

worth the extra reading because of a single figure that explains a large share of disappointing outcomes: a

meaningful minority of people have more than one nerve compressed, and releasing the wrong one changes

nothing.

THREE PERCENT NEED A SECOND, DIFFERENT NERVE RELEASED WITHIN A YEAR

In a cohort of 7,867 patients undergoing surgery for nerve compression, approximately 3% underwent

decompression of a different nerve in the same arm within one year — and patients with both carpal and

cubital tunnel syndrome may benefit from simultaneous decompression, since outcomes were comparable

to single decompression [1].

Three percent is small in absolute terms and large in what it implies. It counts only those who proceeded to a

second operation within twelve months; it does not count those still symptomatic who did not, or those whose

second site was recognised before the first operation. The true frequency of multi-site compression is higher

than the surgical rate.

The clinical consequence is the important part: when a hand remains wrong after a technically sound release,

the question is not only “did the operation fail” but “was there a second site all along”.

DOING BOTH AT ONCE DOES NOT APPEAR TO COST ANYTHING

The instinctive objection to simultaneous decompression is that two operations at once in the same limb must

raise the risk — particularly of complex regional pain syndrome, a poorly understood condition of persistent

pain and dysfunction that historically was reported at higher rates after combined procedures.

That concern has been examined directly. Analysing 753 patients, adding carpal tunnel release to those

requiring fasciectomy showed only a marginal increase in the occurrence of CRPS, contradicting original

reports demonstrating a much higher rate — indicating no clear clinical risk associated with

simultaneous surgery [2].

Read alongside the finding that combined decompression gives outcomes comparable to single decompression

[1], the case for addressing two demonstrated sites in one anaesthetic is reasonable rather than reckless.

THE DOUBLE CRUSH IDEA, AND WHAT IT DOES AND DOES NOT EXPLAIN

The observation that compression at one point along a nerve makes it more vulnerable at another is known as

double crush. The proposed mechanism is that compression impairs the transport of materials along the nerve

fibre, so a nerve already embarrassed proximally tolerates a second insult less well.
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The concept is useful and frequently over-applied. It offers a real explanation for why someone with neck

pathology may develop carpal tunnel symptoms at a lower threshold than expected, and why multi-site

compression clusters in the same individuals. It is not a licence to attribute any unexplained arm symptom to a

hypothetical second lesion, and it does not predict which patients will benefit from which release.

WHAT THIS MEANS PRACTICALLY

Two things follow. Before an operation, symptoms that do not fit the nerve being released — numbness in the

ring and little fingers when a carpal tunnel release is planned, or vice versa — are worth raising explicitly,

because the pattern is what identifies a second site.

And afterwards, persistent symptoms deserve reassessment of the diagnosis rather than assumption of a

technical failure. The evidence above indicates that the second nerve is a real and recognised possibility, not an

unusual excuse.
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