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Abstract 

Background: Cubital tunnel syndrome can be caused by overtraction and dynamic compression in elbow deformi-
ties. The extent to which elbow deformities contribute to ulnar nerve strain is unknown. Here, we investigated ulnar 
nerve strain caused by cubitus valgus/varus deformity using fresh-frozen cadavers.

Methods: We used six fresh-frozen cadaver upper extremities. A strain gauge was placed on the ulnar nerve 2 cm 
proximal to the medial epicondyle of the humerus. For the elbow deformity model, osteotomy was performed at the 
distal humerus, and plate fixation was performed to create cubitus valgus/varus deformities (10°, 20°, and 30°). Ulnar 
nerve strain caused by elbow flexion (0–125°) was measured in both the normal and deformity models. The strains at 
different elbow flexion angles within each model were compared, and the strains at elbow extension and at maxi-
mum elbow flexion were compared between the normal model and each elbow deformity model. However, in the 
cubitus varus model, the ulnar nerve deflected more than the measurable range of the strain gauge; elbow flexion 
of 60° or more were considered effective values. Statistical analysis of the strain values was performed with Friedman 
test, followed by the Williams’ test (the Shirley‒Williams’ test for non-parametric analysis).

Results: In all models, ulnar nerve strain increased significantly from elbow extension to maximal flexion (control: 
13.2%; cubitus valgus 10°: 13.6%; cubitus valgus 20°: 13.5%; cubitus valgus 30°: 12.2%; cubitus varus 10°: 8.3%; cubitus 
varus 20°: 8.2%; cubitus varus 30°: 6.3%, P < 0.001). The control and cubitus valgus models had similar values, but the 
cubitus varus models revealed that this deformity caused ulnar nerve relaxation.

Conclusions: Ulnar nerve strain significantly increased during elbow flexion. No significant increase in strain 2 cm 
proximal to the medial epicondyle was observed in the cubitus valgus model. Major changes may have been 
observed in the measurement behind the medial epicondyle. In the cubitus varus model, the ulnar nerve was relaxed 
during elbow extension, but this effect was reduced by elbow flexion.
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Background
Cubital tunnel syndrome is the second most com-
mon peripheral entrapment neuropathy [1]. The etiol-
ogy involves nerve compression by soft tissues, such as 
the arcuate and Osborne’s ligaments, and by bone spurs 
around the elbow [2, 3]. In addition, nerve overstrain 
and friction have been suggested to contribute to the 
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pathophysiology of cubital tunnel syndrome [4]. Clark 
et al. [5] showed an 80% reduction in blood flow in the rat 
sciatic nerve associated with a 15% stretch. Tensile forces 
resulting in strains of 6‒12% in peripheral nerves have 
been shown to cause dysfunction and decreased perfu-
sion in rabbits [6, 7].

Strain on the ulnar nerve has been shown to be the 
greatest, directly behind the medial epicondyle, at maxi-
mum elbow flexion [8]. In cubitus valgus, the ulnar nerve 
runs longer inside the elbow, causing ulnar neuropathy 
due to overtraction and increased tension [9, 10]. In cubi-
tus varus, the triceps muscle moves anteromedially dur-
ing elbow flexion, dynamically compressing and pulling 
the ulnar nerve, resulting in neuropathy [11, 12]. In cubi-
tus valgus/varus, biomechanical factors may contribute 
to the pathogenesis of cubital tunnel syndrome.

However, how valgus/varus elbow contribute to 
changes of ulnar nerve strain is unknown, and the extent 
of deformity altering the nerve strain is unclear. Thus, 
this study investigated ulnar nerve strain caused by cubi-
tus valgus/varus deformity. We created cubitus valgus/
varus models using fresh-frozen cadavers, and used a 
strain gauge to measure the change in ulnar nerve strain 
at the elbow, in different positions, in each model.

Methods
Ethics
The study protocol involving human cadavers was 
approved by the Research Ethics Committee of the 
authors’ affiliated institutions. The cadavers used in 
the study were provided by the affiliated institutions. 

Consent to use the cadavers and submit for publication 
was obtained from the patients before death.

Specimen preparation
Six fresh-frozen transthoracic specimens from five male 
donors and one female donor with an average age of 
77  years (range, 61–95  years) at the time of death were 
used in the present study. The specimens were prepared 
by thawing overnight at room temperature one day 
before the experiment. The specimens included the left 
upper extremities, from the second cervical to the sec-
ond thoracic vertebrae. The nerves running to the upper 
extremities maintained continuity from the spinal cord. 
None of the specimens had any trauma or deformity of 
the neck, shoulder, or upper extremity. Fluoroscopy con-
firmed that all specimens had no obvious elbow osteo-
arthritis, and the range of motion of the elbow was 0° 
extension and 125° flexion. The average carrying angle of 
the specimens was 10° (range, 0°–20°).

To create cubitus valgus/varus deformities, we used an 
implant with adjustable deformations. The implant con-
sisted of proximal and distal components, which were 
firmly fixed to the bone, and a removable spacer. By 
changing the spacers, valgus and varus deformities (10°, 
20°, and 30°) could be created (Fig. 1). Osteotomies were 
made 2 cm and 4 cm proximal to the medial epicondyle 
of the humerus, with an approach from the anterior side 
to preserve the triceps muscle, and each component was 
fixed anterior to the humerus. Each specimen was then 
placed on an experimental table with an external fixator 
(Fig. 2).

Fig. 1 Schematic illustration of cubitus valgus/varus models created. The implant comprises proximal and distal components, which are firmly fixed 
to the bone, and a removable spacer. By changing the spacers, valgus and varus deformities (10°, 20°, and 30°) can be created
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The ulnar nerve upper limb neurodynamic test [13] was 
used to determine the limb position in which the ulnar 
nerve was most strained. Each specimen was immobi-
lized at 110° abduction and with 90° external rotation of 
the shoulder joint, maximum forearm rotation, and max-
imum extension of the wrist joint, using 2.0 mm diameter 
Kirschner wires at the shoulder, distal radioulnar, and 
radiocarpal joints, and only elbow motion was allowed.

Measurement of ulnar nerve strain
Skin and fascia windows (6 cm long and 3 cm wide) were 
made 3 cm proximal to the cubital tunnel, and the ulnar 
nerve was exposed. The site of maximum nerve strain 
with elbow flexion is behind the medial epicondyle [8]. 
However, the center of rotation of the elbow deformity 
in our elbow deformity models is 2  cm proximal to the 
medial epicondyle. Moreover, in a previous study, the 
ulnar nerve showed the greatest strain change at 2  cm 
proximal to the medial epicondyle during elbow flexion 
except behind the medial epicondyle [14]. Accordingly, 
we predicted that the site most affected by elbow deform-
ities would be 2  cm proximal to the medial epicondyle. 
Therefore, a strain gauge (Pulse-Coder; LEVEX, Kyoto, 
Japan) was placed on the ulnar nerve 2  cm proximal to 
the medial epicondyle, with the elbow in the extension 
position (Fig.  2). The strain gauge consisted of a brass 
pipe (32 mm long and 3 mm wide) and a rod-shaped coil 
sensor. The measurement system has been described pre-
viously [15]. The strain refers to the distortion (amount 
of elongation change) of the ulnar nerve itself that occurs 
as a result of the traction force applied to it. The strain 
gauge can measure the amount of change in ulnar nerve 
elongation. The measurement range was 14 mm. Twelve-
millimeter-long needles, attached to both ends of the 
strain gauge, were inserted into the ulnar nerve at 15 mm 

intervals during elbow extension in the no-elbow deform-
ity model. The needles were barbed to prevent them from 
slipping off the nerve. Ulnar nerve strain (%) was calcu-
lated by dividing the amount of elongation (mm, meas-
ured with the strain gauge) by the distance between the 
needles at elbow extension in the no-elbow deformity 
model (i.e., 15 mm).

Experimental sequences
First, ulnar nerve strain was measured during elbow 
flexion (0°, 30°, 60°, 90°, 120°, up to a maximum flexion 
of 125°) in the no-elbow deformity model, which was 
used as the control model with an implant angulation of 
0°. The elbow angles were measured using a goniometer. 
Six elbow deformity models were created by changing 
the spacers in each specimen as follows: 10°, 20°, and 30° 
for the cubitus valgus model, and 10°, 20°, and 30° for the 
cubitus varus model. The strain was measured using the 
same procedure. The spacer was carefully replaced while 
keeping the strain gauge attached. After replacement of 
the spacer, the skin at the entry site was sutured. The con-
ditions were the same for all models. Each measurement 
was performed three times, and the average value was 
obtained.

Statistical analysis
Statistical analysis of the strain values was performed 
with Friedman test, followed by the Williams’ test 
(Shirley‒Williams’ test for non-parametric analysis). 
Within each model, strain was compared according to 
the elbow flexion angle, and strains at elbow extension 
and maximum elbow flexion were compared between 
the control model and each elbow deformity model. In 
the cubitus varus models, the ulnar nerve deflected more 
than the measurable range of the strain gauge, and strains 

Fig. 2 Schematic illustration of specimen fixing and strain gauge setting. An external fixator fixed the humerus to the experimental table. Two 
needles attached to the strain gauge were inserted into the ulnar nerve 2 cm proximal to the medial epicondyle
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below 30° of elbow flexion were used as reference values. 
Consequently, the cubitus varus models were compared 
with the control group for elbow flexion of 60°. The level 
of significance was set at P < 0.05. Statistical analyses were 
performed using Statcel 4 software (OMS Publishing 
Inc., Tokyo, Japan).

Results
In all models, ulnar nerve strain increased significantly 
from elbow extension to maximal flexion (control: 13.2%, 
cubitus valgus 10°: 13.6%, cubitus valgus 20°: 13.5%, cubi-
tus valgus 30°: 12.2%, cubitus varus 10°: 8.3%, cubitus 
varus 20°: 8.2%, cubitus varus 30°: 6.3%, P < 0.001; Figs. 3 
and 4). Comparison between the control and cubitus 
valgus models showed no significant difference in strain 
at elbow extension or maximum flexion (P < 0.235 and 
P < 0.532, respectively; Fig. 5).

A comparison between the control and the cubitus 
varus models showed that the ulnar nerve was relaxed 
due to this deformity, and the strain was significantly 
reduced during elbow extension. However, these were 
reference values because the relaxation exceeded the 
measurable range of the strain gauge (P < 0.003; Fig.  6). 
The nerve strain at 60° elbow flexion was within the 
measurable range of the strain gauge, and the strain at 30° 
in the cubitus varus model was significantly less than that 
in the control (P < 0.004; Fig.  6). However, there was no 
significant difference in strain at maximal elbow flexion 
(P < 0.201; Fig. 6).

Discussion
In this cadaveric study, we investigated the extent to 
which elbow deformities contribute to ulnar nerve strain. 
In all the models, ulnar nerve strain increased signifi-
cantly from elbow extension to maximal flexion. The 

Fig. 3 Strain on the ulnar nerve during elbow flexion in control and cubitus valgus models. P value indicates the significant difference in strain from 
elbow to maximum flexion

Fig. 4 Strain on the ulnar nerve during elbow flexion in the control and the cubitus varus models. P value indicates the significant difference in 
strain from elbow to maximum flexion. The grid bar is for reference
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control and cubitus valgus models had similar values, 
but the cubitus varus models revealed that this deformity 
caused ulnar nerve relaxation.

The ulnar nerve glides with elbow joint movement, and 
the nerve itself repeatedly stretches and relaxes [4, 16]. A 
nerve strain of 5–10% impairs intraneural blood flow [5, 
16, 17], axonal transport [18], and nerve conduction [6, 
7]. Wall et  al. [7] reported in their animal model that a 
6% strain in a peripheral nerve for a 1 h period caused a 
decrease in the amplitude of the action potential, and that 

a 12% strain for a 1 h period caused complete conduction 
disturbance. Thus, overtraction of the ulnar nerve has 
been proposed as a contributing factor in cubital tunnel 
syndrome [3]. Toby and Hanesworth [8] observed that 
the maximum strain in this nerve was located behind the 
medial epicondyle during maximal elbow flexion. Wright 
et al. [19] found that ulnar nerve strain of 29% occurred 
with elbow flexion. In the current study, the ulnar nerve 
in the control group showed a strain of 13.2 ± 6.9% 2 cm 
proximal to the medial epicondyle at maximal elbow 

Fig. 5 Comparison between the control and cubitus valgus models at elbow extension and maximal elbow flexion. val10: cubitus valgus 10°; val20: 
cubitus valgus 20°; val30: cubitus valgus 30°

Fig. 6 Comparison between the control and cubitus varus models at elbow extension, 60° elbow flexion, and maximal elbow flexion, respectively. 
The grid bar is for reference. var10: cubitus varus 10°; var20: cubitus varus 20°; var30: cubitus varus 30°
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flexion, which was similar to that reported by Aoki et al. 
[15]: 13.1 ± 6.1% in maximal elbow flexion, 3  cm proxi-
mal to the cubital tunnel. This result showed that even 
in the normal elbow, elbow flexion produces significant 
strain. However, compliance to nerve elongation changes 
has been measured to be higher for nerve segments that 
cross the joint than for segments that do not cross the 
joint [20]. Therefore, we assume that nerve damage does 
not occur in the normal elbow.

The ulnar nerve travels a longer distance in the medial 
elbow in cubitus valgus, which causes nerve traction and 
overstrain, resulting in ulnar neuropathy [9, 10]. In the 
current cubitus valgus models, no significant increase in 
ulnar strain was observed as compared with the controls. 
At maximum elbow flexion, the strain was similar to that 
of the control. We hypothesized that ulnar nerve tension 
and strain would increase with cubitus valgus deform-
ity. However, contrary to our hypothesis, we found that 
cubitus valgus deformity up to 30° had no effect on the 
ulnar nerve. We measured strain 2  cm proximal to the 
medial epicondyle, the center of the elbow deformity. 
However, maximum strain occurs behind the medial epi-
condyle during elbow flexion [8], therefore, measuring 
strain at this site may have revealed a significant change 
in the strain. Dilley et al. [21] found that the ulnar nerve 
has an undulating segment, which provides the laxity 
that reduces the load on the nerve caused by the flex-
ion movement of the elbow. This section is referred to 
as the “high-compliance segment.” In a previous study, 
Nagashima et al. [14] reported that traction on the ulnar 
nerve caused by elbow flexion was reduced by straighten-
ing the high-compliance segment, preventing increased 
strain on the nerve itself. Similarly, the ulnar nerve trac-
tion caused by cubitus valgus may have been reduced by 
the straightening of the high-compliance segment, and 
thus, the strain did not increase. Therefore, increase in 
nerve strain may be seen in severe cubitus valgus deform-
ity or in valgus plus rotaional deformity that exceeds 
the amount of stretch provided by the high-compliance 
segment.

In cubitus varus, the traction axis of the triceps muscle 
is displaced medially, causing the triceps muscle to move 
anteromedially during elbow flexion. The ulnar nerve is 
subjected to anterior subluxation due to the movement 
of the triceps muscle [11, 12]. This anterior displacement 
of the nerve results in neuropathy due to constriction 
by Osborne’s ligament and kinking in the humeral head 
of flexor carpi ulnaris [22]. In the current cubitus varus 
models, the ulnar nerve showed significantly reduced 
strain with elbow extension as compared with the con-
trol, and the ulnar nerve was also visually flaccid. Dur-
ing maximal elbow flexion, nerve laxity was eliminated, 
and there was no significant difference in the nerve strain 

compared with the control. In our study, excessive lax-
ity of the ulnar nerve was observed. In cubitus varus, 
the ulnar nerve passed a shorter distance medial to the 
elbow, resulting in relaxation of the ulnar nerve. This lax-
ity may increase the short-axis movement of the ulnar 
nerve, facilitating hypermobile ulnar nerve with anterior 
subluxation [23].

Clarification of the effects of elbow deformity on the 
ulnar nerve may assist in the clinical management of 
elbow deformities. In this study, we could not detect an 
effect of cubitus valgus on ulnar nerve strain. Therefore, 
no definitive conclusion can be drawn regarding the 
effects of elbow deformities and we could not demon-
strate the extent of acceptable clinical elbow deformity. 
Restriction of ulnar nerve gliding increases nerve strain 
by 50–154%, as compared to conditions allowing nerve 
gliding [24, 25]. Therefore, ulnar nerve adhesions due 
to trauma may be more likely to cause nerve overtrac-
tion. If nerve adhesion occurs in a way that disrupts the 
high-compliance segment, the nerve strain may increase 
with elbow deformity. An experimental model simulating 
ulnar nerve adhesion around the osteotomy site would 
increase the ulnar nerve strain in cubitus valgus deform-
ity. In addition, pressure changes in the cubital tunnel 
may also be involved in ulnar neuropathy at the elbow. 
Additional studies are warranted to measure the pres-
sure in the cubital tunnel and compression force at the 
fulcrum in cubitus valgus.

This study has several limitations. First, the sample 
size was small. Second, our study used frozen cadav-
ers; therefore, it is not possible to determine the muscle 
contraction associated with joint motion. Caution was 
exercised not to damage the soft tissues, such as the para-
neurium [26], which are crucial for nerve gliding during 
the study; however, over time, the properties of the fascia 
and nerves may change due to drying of the cadaver, and 
the environment may be different from that of in  vivo 
experiments. Third, elbow deformity caused by trauma is 
accompanied by valgus/varus deformity as well as angu-
lar deformity, rotational deformity, and perineural adhe-
sions, but these factors were not evaluated in this study. 
Finally, although we could measure the precise amount of 
strain with our sensor, we could not evaluate movement 
within 2 cm of the medial epicondyle because the nerve 
was bent with elbow flexion. Major changes may have 
been observed in the measurement behind the medial 
epicondyle.

Conclusions
Ulnar nerve strain significantly increased during elbow 
flexion. Contrary to our expectations, no significant 
increase in strain was observed in cubitus valgus. In 
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cubitus varus, strain decreased significantly during elbow 
extension due to relaxation of the ulnar nerve.

Acknowledgements
We thank the staff of the Excellence in Osteology Research and Training 
Center (ORTC), Surgical Training Center, and the Department of Anatomy and 
Orthopedics of Chiang Mai University for their assistance in this study. We also 
thank Dr. Mitsuhiro Aoki of the Health Sciences University of Hokkaido for his 
advice on the measurement of strain in this study.

Authors’ contributions
Mitsuyuki Nagashima: Methodology, Investigation, Writing—Original Draft. 
Shohei Omokawa: Conceptualization and Project administration. Yasuaki 
Nakanishi: Investigation, Validation, and Formal analysis. Pasuk Mahakka-
nukrauh: Resources. Hideo Hasegawa: Investigation and Visualization. Taka-
masa Shimizu: Formal analysis. Kenji Kawamura: Investigation. Yasuhito Tanaka: 
Supervision. The author(s) read and approved the final manuscript.

Funding
This research did not receive any specific grant from funding agencies in the 
public, commercial, or not-for-profit sectors.

Availability of data and materials
The datasets generated during and analyzed during the current study are not 
publicly available, as additional research will be conducted in future, but are 
available from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The study protocol involving human cadavers was approved by the Chiang 
Mai University Faculty of Medicine Research Ethics Committee, Chiang Mai, 
Thailand (code: ANA-2563–06984). The cadavers used in the study were 
provided by the Department of Anatomy at Chiang Mai University. Consent to 
use the cadavers and submit for publication was obtained from the patients 
before death. All methods were performed in accordance with the Declara-
tion of Helsinki.

Consent for publication
Consent to use the cadavers and submit for publication was obtained from 
the patients before death.

Competing interests
None.

Author details
1 Department of Orthopedic Surgery, Nara Medical University, 840 Shijo-cho, 
Kashihara, Nara 634-8521, Japan. 2 Department of Hand Surgery, Nara Medical 
University, 840 Shijo-cho, Kashihara, Nara 634-8521, Japan. 3 Department 
of Anatomy, Faculty of Medicine, Chiang Mai University, 50200, Chiang Mai, 
Thailand. 4 Excellence in Osteology Research and Training Center (ORTC), 
Chiang Mai University, 50200, Chiang Mai, Thailand. 

Received: 15 February 2022   Accepted: 30 August 2022

References
 1. Green DP. Green’s Operative Hand Surgery. 5th ed. Philadelphia, PA: 

Elsevier/Churchill Livingstone; 2005.
 2. Bozentka DJ. Cubital tunnel syndrome pathophysiology. Clin Orthop 

Relat Res. 1998;351:90–4.
 3. Green JR Jr, Rayan GM. The cubital tunnel: anatomic, histologic, and 

biomechanical study. J Shoulder Elbow Surg. 1999;8:466–70.
 4. Hicks D, Toby EB. Ulnar nerve strains at the elbow: the effect of in situ 

decompression and medial epicondylectomy. J Hand Surg Am. 
2002;27:1026–31.

 5. Clark WL, Trumble TE, Swiontkowski MF, Tencer AF. Nerve tension and 
blood flow in a rat model of immediate and delayed repairs. J Hand Surg 
Am. 1992;17:677–87.

 6. Kwan MK, Wall EJ, Massie J, Garfin SR. Strain, stress and stretch of periph-
eral nerve. Rabbit experiments in vitro and in vivo. Acta Orthop Scand. 
1992;63:267–72.

 7. Wall EJ, Massie JB, Kwan MK, Rydevik BL, Myers RR, Garfin SR. Experimen-
tal stretch neuropathy. Changes in nerve conduction under tension. J 
Bone Joint Surg Br. 1992;74:126–9.

 8. Toby EB, Hanesworth D. Ulnar nerve strains at the elbow. J Hand Surg Am. 
1998;23:992–7.

 9. Mouchet A. Fractures de l’extrémité inférieure de l’humérus, avec radiog-
raphies. Parish Thesis. 1898. (in French).

 10. Rubin G, Orbach H, Bor N, Rozen N. Tardy ulnar nerve palsy. J Am Acad 
Orthop Surg. 2019;27:717–25.

 11. Ogino T, Minami A, Fukuda K. Tardy ulnar nerve palsy caused by cubitus 
varus deformity. J Hand Surg Br. 1986;11:352–6.

 12. Spinner RJ, O’Driscoll SW, Davids JR, Goldner RD. Cubitus varus associated 
with dislocation of both the medial portion of the triceps and the ulnar 
nerve. J Hand Surg Am. 1999;24:718–26.

 13. Manvell N, Manvell JJ, Snodgrass SJ, Reid SA. Tension of the ulnar, median, 
and radial nerves during ulnar nerve neurodynamic testing: observa-
tional cadaveric study. Phys Ther. 2015;95:891–900.

 14. Nagashima M, Omokawa S, Nakanishi Y, Mahakkanukrauh P, Hasegawa H, 
Tanaka Y. A cadaveric study of ulnar nerve movement and strain around 
the elbow joint. Appl Sci. 2021;11:6487.

 15. Aoki M, Takasaki H, Muraki T, Uchiyama E, Murakami G, Yamashita T. Strain 
on the ulnar nerve at the elbow and wrist during throwing motion. J 
Bone Joint Surg Am. 2005;87:2508–14.

 16. Ogata K, Naito M. Blood flow of peripheral nerve effects of dissection, 
stretching and compression. J Hand Surg Br. 1986;11:10–4.

 17 Lundborg G, Rydevik B. Effects of stretching the tibial nerve of the rabbit. 
A preliminary study of the intraneural circulation and the barrier function 
of the perineurium. J Bone Joint Surg Br. 1973;55:390–401.

 18. Dahlin LB, McLean WG. Effects of graded experimental compression 
on slow and fast axonal transport in rabbit vagus nerve. J Neurol Sci. 
1986;72:19–30.

 19. Wright TW, Glowczewskie F Jr, Cowin D, Wheeler DL. Ulnar nerve excur-
sion and strain at the elbow and wrist associated with upper extremity 
motion. J Hand Surg Am. 2001;26:655–62.

 20. Phillips J, Smit X, De Zoysa N, Afoke A, Brown RA. Peripheral nerves in 
the rat exhibit localized heterogeneity of tensile properties during limb 
movement. J Physiol. 2004;557:879–87.

 21. Dilley A, Summerhayes C, Lynn B. An in vivo investigation of ulnar nerve 
sliding during upper limb movements. Clin Biomech (Bristol, Avon). 
2007;22:774–9.

 22. Shimizu H, Beppu M, Arai T, Kihara H, Izumiyama K. Ultrasonographic 
findings in cubital tunnel syndrome caused by a cubitus varus deformity. 
Hand Surg. 2011;16:233–8.

 23. Staples JR, Calfee R. Cubital tunnel syndrome: current concepts. J Am 
Acad Orthop Surg. 2017;25:e215–24.

 24. Vinitpairot C, Jianmongkol S, Thammaroj T, Wattanakamolchai S. Ulnar 
nerve strain in functional elbow and shoulder motions. J Hand Surg Asian 
Pac. 2019;24:323–8.

 25. Mahan MA, Vaz KM, Weingarten D, Brown JM, Shah SB. Altered ulnar 
nerve kinematic behavior in a cadaver model of entrapment. Neurosur-
gery. 2015;76:747–55.

 26. Millesi H, Zöch G, Rath T. The gliding apparatus of peripheral nerve and its 
clinical significance. Ann Chir Main Memb Super. 1990;9:87–97.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	A cadaveric study of ulnar nerve strain at the elbow associated with cubitus valgusvarus deformity
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Ethics
	Specimen preparation
	Measurement of ulnar nerve strain
	Experimental sequences
	Statistical analysis

	Results
	Discussion
	Conclusions
	Acknowledgements
	References


