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Abstract: Introduction: There are three main potential mechanisms of recovery after nerve lesion: (1)
resolution of conduction block, (2) collateral reinnervation, and (3) nerve regeneration. Their relative
contributions in recovery after focal neuropathies are not well established. Methods: In a group
of previously reported prospective cohort of patients with ulnar neuropathy at the elbow (UNE), I
performed a post-hoc analysis of their clinical and electrodiagnostic findings. I compared amplitudes
of the compound muscle action potential (CMAP) and sensory nerve action potential (SNAP) on
ulnar nerve stimulation, as well as qualitative concentric needle electromyography (EMG) findings
in the abductor digiti minimi muscle on the initial and follow-up examinations several years later.
Results: Altogether, 111 UNE patients (114 arms) were studied. During median follow-up period of
880 days (range: 385–1545 days), CMAP amplitude increased (p = 0.02), and conduction block in the
elbow segment recovered (from median 17% to 7%; p < 0.001). By contrast, SNAP amplitude did not
change (p = 0.89). On needle EMG, spontaneous denervation activity diminished (p < 0.001), motor
unit potential (MUP) amplitude increased (p < 0.001), and MUP recruitment remained unchanged
(p = 0.43). Conclusions: Findings of the present study indicate that nerve function in chronic
focal compression/entrapment neuropathies seems to improve mainly due to the resolution of the
conduction block and collateral reinnervation. Contribution of nerve regeneration seems to be minor;
the majority of axons lost in chronic focal neuropathies probably never recover. Further studies using
quantitative methods are needed to validate present findings.
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1. Introduction

Focal neuropathies are among the most common neurological disorders. According to
epidemiological data from the province of Siena in Italy, we can calculate that, in Europe
(population of 750 million), each year, around 2 million people are affected by median
neuropathy at the wrist (i.e., carpal tunnel syndrome—CTS) [1]. The second most common
focal neuropathy is ulnar neuropathy at the elbow (UNE), which, in Europe each year,
affects around 150 thousand patients [2].

We reported previously outcomes of our cohort of patients with UNE after an average
follow-up of almost three years. In the majority of these patients (83%), arm function
improved at least moderately, and more than half of them (58%) reported major or complete
recovery [3]. Theoretically, on the motor side, there are three main patho-physiological
mechanisms of nerve function improvement: (1) reduction in conduction block, (2) collateral
reinnervation, and (3) nerve regeneration (i.e., direct reinnervation). However, relative
contributions of these mechanisms in recovery of function after chronic focal neuropathies
are not well established.

In the present study, I tried to estimate the relative contributions of these three mech-
anisms in the recovery of function in patients with UNE due to external compression
or entrapment. I compared findings of nerve conduction studies (NCSs) and qualitative
concentric needle electromyography (EMG) at the time of presentation and at follow-up
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examination several years later. The contribution of the conduction block in the elbow
segment was estimated by comparing amplitudes of the compound muscle action poten-
tials (CMAPs) recorded from the abductor digiti minimi (ADM) muscle on ulnar nerve
stimulation distal and proximal to the elbow. The contribution of muscle reinnervation was
estimated by comparing CMAP amplitudes on ulnar nerve stimulation distal to the elbow
at the time of presentation and at follow-up examination. For differentiation of collateral
and direct muscle reinnervation, I compared findings of qualitative needle EMG of ADM on
both examinations. In collateral reinnervation, the increase in motor unit potential (MUP)
amplitude with unchanged MUP recruitment, and in direct reinnervation, the opposite
would be expected. On the sensory side, nerve regeneration would present by increase
in amplitude of the sensory nerve action potential (SNAP), which was recorded from the
little finger.

2. Materials and Methods
2.1. Patients and Controls

I performed a post hoc analysis of the data obtained in a previously reported, prospec-
tively recruited cohort of consecutive patients with clinical UNE diagnosis confirmed by
electrodiagnostic (EDx) or ultrasonographic (US) examination [3,4]. Only patients with per-
sistent UNE symptoms, and abnormalities on the first clinical neurologic examination that
responded to our invitation to participate in a follow-up examination, were included in the
present study. Other inclusion and exclusion criteria were as previously described [4]. The
National Ethics Committee of Slovenia approved the study, and all participating patients
provided written informed consent prior to the investigation [5].

2.2. History and Clinical Neurologic Examination

On the first examination, as well as during the follow-up examination, demographic
and clinical data were collected using the patient’s history and a short questionnaire [6].
Hand paresthesia and weakness were graded as: 1—absent, 2—mild, 3—moderate, 4—severe,
or 5—extreme. On clinical neurologic examination, ADM muscle wasting was graded as:
4—severe, 3—moderate, 2—mild, or 1—absent. We estimated ADM muscle strength using
the extended Medical Research Council (MRC) scale [4], and graded light touch using
cotton wool as: 1—normal, 2—reduced, or 3—absent. ADM strength was also measured in
Newtons (N) using the Rotterdam Intrinsic Hand Myometer (RIHM) [5], and light touch
was tested using Semmes-Weinstein monofilaments as: 1—normal, 2—diminished light
touch, 3—diminished protective sensation, 4—loss of protective sensation, or 5—deep
pressure sensation only [6]. Strength measurements were performed three times, using
their average for further analyses.

We graded the clinical severity of UNE using a four point scale: (1) very mild UNE:
only (sensory) symptoms; (2) mild UNE: (sensory) symptoms (as per very mild) + reduced
sensation in the ulnar-innervated hand regions + normal motor function or mild ADM/FDI
weakness (>4 MRC); (3) moderate UNE: sensation reduced (as per mild) + moderate
ADM/FDI muscle weakness (4 MRC) + ADM/FDI muscle atrophy; (4) severe UNE: sensa-
tion reduced (as per mild) or absent + severe ADM/FDI muscle weakness (<4 MRC) + ADM/
FDI muscle atrophy [7–9].

2.3. Electrodiagnostic Studies (EDx)

NCSs have been performed using standard EMG equipment (Nicolet Synergy, Natus
Medical Incorporated, San Carlos, CA, USA). Short segment NCSs (SSNCSs) were per-
formed by stimulating the ulnar nerve at the wrist and in 2-cm steps from 4 cm distal (D4)
to 6 cm proximal (P6) to the medial epicondyle (ME) of the elbow. Ulnar CMAPs were
recorded from the ADM muscle. Ulnar SNAPs were recorded from the little finger on
stimulation 14 cm proximally at the wrist (i.e., antidromic technique). Concentric needle
EMG of ADM muscle was performed. Abundance of spontaneous denervation activity
(SDA) during muscle relaxation was described as: 0—absent, 1+—sparse, 2+—moderate,
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and 3+—dense. During stronger voluntary muscle activation amplitude (mV) of the high-
est reproducible MUPs, as well as MUP recruitment and interference pattern (IP) density
(0—normal, 1−—mildly, 2−—moderately, 3−—severely reduced, 4—individual MUPs,
5—no MUP recruitment), were estimated.

During EDx studies, the electromyographer (SP) was blinded to patients clinical
information (i.e., history and findings of the clinical neurologic examination), and on
follow-up examination, he was also blinded on findings of the initial examination several
years before. However, the electromyographer was aware of NCSs findings he obtained
just before the concentric needle EMG study.

2.4. Statistics

Data were prepared in a standard spreadsheet (Excel, Microsoft, Redmond, WA,
USA), and they were statistically analyzed using an on-line statistical calculator [10]. As
all evaluated parameters were non-normally distributed, I calculated parameter median
values and the 25th and 75th percentile limits. I also calculated the percentage of arms with
reduced CMAP amplitudes at D4 (lower reference limit: 6.8 mV) and at P6 (lower reference
limit: 6.6 mV), as well as reduced SNAP amplitudes recorded from the little finger (lower
reference limit: 13 µV). For single comparisons of ordinal and non-normally distributed
parameters, I used the Mann-Whitney U-test. I calculated correlations between differences
in several parameters (i.e., CMAP amplitudes on D4 stimulation, conduction block, MUP
amplitude, and MUP recruitment) and difference in ADM muscle strength measured by
dynamometry between the first and follow up examination. Multiple linear regression
analysis of the effect of these 4 independent parameters and the same dependent parameter
were also calculated. In addition, correlation between the difference in SNAP amplitude, as
well as the difference in monofilament testing between the first and follow up examination,
were calculated. The significance level was set at α = 0.05 (two-sided).

3. Results

An amount of 170 patients (175 arms) were potentially eligible, having clinical di-
agnoses of UNE, confirmed by EDx or US examinations. Follow-up examination was
performed in 111 of them (114 arms). These patients were, on average, 55 (range: 19–87)
years old. The cohort included more men (65%), and the left arm was more often affected
(65%) than the right. UNE was due to entrapment under the humeroulnar aponeurosis
(HUA) in 47 arms (38 treated surgically), as well as due to external compression in the
retrocondylar canal (RTC) in 61 arms (56 treated conservatively). In the remaining six arms,
UNE localization was not clear.

The median time between the first and follow-up examination was 880 days (range:
385–1545 days). Except absent MUP parameters in two completely denervated ADM
muscles on the first examination (none on the follow-up examination), there were no
missing data.

During the follow-up period, all observed motor and sensory symptoms and signs
significantly improved (Table 1). Patients reported complete disappearance of symptoms
in thirty-three arms, marked improvement in thirty-three, and moderate improvement in
twenty-six arms, as well as no change in fifteen arms and worsening symptoms in seven
arms. Clinical severity of UNE was initially very mild in four arms, mild in fifty-seven
arms, moderate in twenty arms, and severe in thirty-three arms, but these improved during
the follow-up period to forty-three, forty-three, six, and twenty-two arms, respectively.
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Table 1. Comparison of neurological symptoms and signs in 114 arms with ulnar neuropathy at the
elbow (UNE) on the first and follow-up examination.

First Examination Second Examination Difference
(2nd–1st) p-Value

Symptoms
Hand weakness 3 (1–4) 1 (1–2) −1 (−2–0) <0.001

Hand paresthesia 3 (3–4) 2 (1–2) −1 (−2–(−1)) <0.001
Signs

ADM atrophy 2 (1–3) 1 (1–2) 0 (−1–0) <0.001
Extended MRC grading 5 (4–6) 7 (6–7) 1 (0–2) <0.001

Dynamometry (N) 7.3 (3.7–10.0) 11.0 (6.5–13.7) 2.4 (0.2–4.9) <0.001
Touch sensation 2 (2–2) 2 (1–2) 0 (−1–0) <0.001

Monofilament testing 2 (2–3) 2 (1–2) 0 (0–1) <0.001

Medians (25th percentile–75th percentile) are shown. Hand weakness and paresthesia were graded as: 1—absent,
2—mild, 3—moderate, 4—severe, or 5—extreme. The abductor digiti minimi (ADM) muscle wasting was
graded as: 4—severe, 3—moderate, 2—mild, or 1—normal muscle bulk. ADM muscle strength was estimated
using the extended Medical Research Council (MRC) scale (0–7) [4], and it was measured (N) using the Rotter-
dam Intrinsic Hand Myometer (RIHM) [5]. Touch sensation using cotton wool on the fifth digit was graded
as: 1—normal, 2—reduced or 3—absent, and it was also graded using Semmes-Weinstein monofilaments as:
1—normal, 2—diminished light touch, 3—diminished protective sensation, 4—loss of protective sensation, or
5—deep pressure sensation only [6]. Significances (p < 0.05) are shown in bold.

During the follow-up period, median CMAP amplitude on ulnar nerve stimulation at
D4 increased by 1.0 (25th perc.–75th perc.: −0.2–2.0) mV (p = 0.02), and, upon stimulation at
P6, it decreased by 1.3 (0.3–3.2) mV (p < 0.001; Table 2). Conduction block in the elbow area
diminished, on average, from 17% to 7% (p = 0.04, Figure 1). The percentage of arms with
CMAP amplitudes below the lower reference limit reduced from 61% to 46% on D4, and
they reduced from 81% to 47% upon P6 stimulation. By contrast, ulnar SNAP amplitudes
did not change (p = 0.89; Table 2), and their proportion below the lower reference limit even
increased during the follow-up period from 63% to 66%.

Table 2. Comparison of nerve conduction studies (NCSs) and qualitative concentric needle EMG
parameters in the abductor digiti minimi (ADM) muscle on the first and follow-up examination in
114 arms with ulnar neuropathy at the elbow (UNE).

First Examination Second Examination Difference (2nd–1st) p-Value

Nerve conduction studies
CMAP amplitude D4 (mV) 6.0 (2.2–8.1) 7.1 (3.8–9.4) 1.0 (−0.2–2.0) 0.02
CMAP amplitude P6 (mV) 3.9 (1.5–6.1) 6.7 (3.2–8.7) 1.3 (0.3–3.2) <0.001

Conduction block (%) 17 (7–43) 7 (3–11) −7 (−31–3) 0.04
SNAP amplitude (µV) 6 (0–22) 5.5 (2–22) 0 (−6–2) 0.89

Needle electromyography
Denervation activity 1 (0–1) 0 (0–0) 0 (−1–0) <0.001

MUP amplitude (mV) 4 (3–6) 6 (4–8) 2 (0–4) <0.001
MUP recruitment 5 (5–6) 5 (5–6) 0 (−1–1) 0.43

Medians (25th percentile–75th percentile) are shown. CMAP—compound muscle action potential; SNAP—sensory
nerve action potential; MUP—motor unit potential; D4—stimulation 4 cm distal to medial epicondyle;
P6—stimulation 6 cm proximal to medial epicondyle. Significances (p < 0.05) are shown in bold.
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Figure 1. Amplitudes of compound muscle action potentials (CMAPs) on ulnar nerve stimulation 
at 4 cm distal (D4, above) and 6 cm proximal to the medial epicondyle (P6, below), and the recording 
from the abductor digiti minimi (ADM) muscle. Responses obtained on the first (dark gray) and on 
follow-up examination (light grey), being, on average, performed two and a half years later, are 
shown. The increase in CMAP amplitude on stimulation distal to the elbow (D4, above) is mainly 
due to collateral reinnervation. Increase in CMAP amplitude on stimulation proximal to the elbow 
(P6, below) occurs, in addition, due to resolution of the conduction block. The lower reference limit 
for this parameter is 6.3 mV. 

Figure 1. Amplitudes of compound muscle action potentials (CMAPs) on ulnar nerve stimulation at
4 cm distal (D4, above) and 6 cm proximal to the medial epicondyle (P6, below), and the recording
from the abductor digiti minimi (ADM) muscle. Responses obtained on the first (dark gray) and
on follow-up examination (light grey), being, on average, performed two and a half years later, are
shown. The increase in CMAP amplitude on stimulation distal to the elbow (D4, above) is mainly
due to collateral reinnervation. Increase in CMAP amplitude on stimulation proximal to the elbow
(P6, below) occurs, in addition, due to resolution of the conduction block. The lower reference limit
for this parameter is 6.3 mV.
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Upon concentric needle EMG, SDA diminished significantly during the follow-up
period (p < 0.001; Table 2). Upon qualitative MUP analysis, MUP amplitude increased, but
MUP recruitment remained unchanged (Table 2, Figure 2). The same pattern of change in
NCS and needle EMG parameters was also observed separately for arms with UNE due to
entrapment, as well as due to external compression.
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Figure 2. Amplitudes of motor unit potentials (MUPs, above) and MUP recruitment (below) in the 
abductor digiti minimi (ADM) muscle on qualitative concentric needle electromyography (EMG) 
on the first (light grey) and on follow-up examination (dark grey) performed, on average two and a 

Figure 2. Amplitudes of motor unit potentials (MUPs, above) and MUP recruitment (below) in the
abductor digiti minimi (ADM) muscle on qualitative concentric needle electromyography (EMG)
on the first (light grey) and on follow-up examination (dark grey) performed, on average two and a
half years later. Note the increase in MUP amplitudes and only the slight trend towards increased
recruitment. Normal MUP amplitudes are of 2–3 mV.
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During the follow-up period, the change in all tested parameters, except MUP ampli-
tude, demonstrated significant correlation with change in ADM dynamometry (Table 3).
Upon multiple linear regression analysis, the change in three correlated parameters also had
a significant effect on the ADM dynamometry change. These three parameters explained
25% of the variability in dynamometry change (R2 = 0.25). In our linear regression model,
the relationship between the predicted and observed data was moderate (R = 0.50), and
the model provided better fit than the model without independent variables (F = 12.25,
p ≤ 0.001). Correlation between the change in SNAP amplitude, and the change in monofil-
ament sensation, was not significant (Pearson correlation coefficient r = 0.03, p = 0.72).

Table 3. Correlation and multiple linear regression of change in nerve conduction study (NCS) and
needle electromyography (EMG) parameters, with change in the abductor digiti minimi (ADM) mus-
cle dynamometry during the follow-up period in 114 arms with ulnar neuropathy at the elbow (UNE).

Change in ADM Muscle Strength
Correlation Regression

Pearson r p-Value Coefficient p-Value

CMAP amplitude D4 0.28 0.002 0.60 0.004
Conduction block 0.36 <0.001 0.54 0.001
MUP amplitude 0.09 0.31 0.03 * 0.79 *

MUP recruitment −0.35 <0.001 −0.85 0.013
CMAP—compound muscle action potential; D4—4 cm distal to medial epicondyle; MUP—motor unit potential.
Regression was calculated using two step multiple linear regression analysis (R2 = 0.25, R = 0.50, F = 12.25,
p ≤ 0.001). MUP amplitude was excluded in the second step of analysis; *—values obtained in the first step
of analysis.

During the follow-up period, CMAP amplitude on ulnar nerve stimulation at D4
increased >3 mV in 12 patients. Upon needle EMG in seven of them, the MUP amplitude
also increased by >3 mV, with no major change in MUP recruitment. MUP recruitment
improved >1 grade in seven arms: two were performed with no MUPs, four were performed
with single MUPs, and one was performed with severely reduced MUP recruitment on the
first needle EMG examination. The mechanism of improvement in MUP recruitment was,
in two arms, related to the resolution of a severe conduction block (the improvements were
100% and 91%), and, in three arms, both reduction in conduction block (for 32%, 20%, and
16%) and reinnervation were observed, and, in the remaining two arms, reinnervation was
observed (<10% reduction in conduction block).

4. Discussion

Findings of the present study suggest that, in UNE, the mechanisms of functional
recovery are mainly the resolution of the conduction block, and, on the motor side, also
collateral reinnervation. Based on the present findings, the contribution of nerve regenera-
tion (i.e., direct reinnervation) seems to be less important. During an average follow-up
period of two and a half years (minimal > one year), the conduction block in the ulnar
nerve segment across the elbow was reduced by a median of 7% (Table 2, Figure 1). CMAP
amplitude on stimulation distal to the elbow also increased significantly (median value
17%), pointing to reinnervation, either collateral or direct. However, concentric needle
EMG findings suggests that this increase was mainly due to collateral reinnervation and
not due to nerve regeneration. This conclusion is based on findings of significant increase in
MUP amplitude, with unchanged MUP recruitment being observed during the follow-up
period (Table 1, Figure 2). Unchanged MUP recruitment points to, more or less, unchanged
number of motor units innervating ADM. Although not systematically studied, I did also
not observe early reinnervating (i.e., nascent) MUPs in this, or in our other UNE cohorts
studied at shorter intervals. The increase in CMAP amplitude on ulnar nerve stimulation
distal to the elbow was, therefore, mainly due to MUP enlargement. In experiments, an-
imals’ innervation ratio increased by up to three to five times [11], meaning that, after
collateral reinnervation, MUPs can become at least three to five times larger.
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These findings from the motor side were complemented by findings of unchanged
SNAP amplitude during the follow-up period, speaking against significant nerve regenera-
tion, also on the sensory side. There is no sensory equivalent of the collateral reinnervation
on the motor side that could be detected using sensory NCSs, and, therefore, changes in
SNAP amplitude directly measure changes in the number of sensory nerve fibers within
the peripheral nerve. It is, however, interesting that I found correlation and significant
effect on multiple linear regression of change in MUP recruitment, but not of maximal
MUP amplitude on change in ADM strength (Table 2). The explanation for this might be
that maximal MUP amplitudes are compensatory mechanisms, reflecting also the severity
of nerve damage. Large MUPs, therefore, point to both efficient reinnervation and the
severity of muscle denervation damage, thus first reducing, and, second, causing weakness.
By contrast, MUP recruitment directly reveals the number of active MUPs that generate
muscle strength.

The presented findings might seem surprising, as we would expect nerve regen-
eration to be much more important in functional recovery of compression/entrapment
neuropathies. The explanation for this probably lies in limited optimal time for axonal
regeneration, which is most efficient in the first four weeks after axonotmesis [12]. In cut
nerves, all axons cross the suture line within 1 month [13], and only 5% of muscle mass is
reinnervated after chronic denervation, as compared to immediate repair [11].

Initially, the main reason for this is progressive deterioration of Schwann cells in the
intramuscular nerve sheaths [11]. To support the regenerating axons that sprout from the
proximal nerve stump, Schwann cells and collagen fibers align in longitudinal “bands of
Büngner” [14]. Many growth-associated genes are upregulated in denervated Schwann
cells as they proliferate and switch from a myelinating to a growth-supportive phenotype.
However, expression of these genes reaches its peak at seven days, and it declines to
baseline levels within six months [15]. After the rapid early decline in regeneration ability
caused by the Schwann cell denervation, later further deterioration is due to inability of
the long-term denervated muscle to accept reinnervation [11,12]. Muscle size, weight, and
contractile force all decline progressively with duration of chronic denervation [16]. After
denervation, satellite cells divide and fuse to form multinucleated muscle fibers [17], but
their limited number may preclude full recovery [16]. Not only are there fewer muscle
fibers, but the size of the fibers is also reduced.

The large majority of arms with ulnar nerve entrapment was treated by surgical
resection of HUA (80%), and the large majority of arms with external compression in RTC
(92%) was treated conservatively [3]. I observed the same patterns of NCS and needle EMG
parameter changes in HUA and RTC arms, as in the complete UNE cohort. Chronic nerve
entrapment, as well as repeated habitual external compressions, usually persist for months
or even years before diagnosis and eventual intervention. I would expect that, under such
unwelcome conditions, bands of Büngner disintegrate and transform into the fibrous tissue,
which further precludes growth of axon cones and nerve regeneration.

The main mechanism of long-term conduction block is demyelination [18], which
often resolves after successful remyelination. According to the findings of the present
study, remyelination is also one of two main mechanisms of UNE recovery. Even in
asymptomatic subjects, ulnar nerve elbow segments demonstrate histological changes,
indicative of previous demyelination and remyelination [19].

Lack of efficient direct reinnervation is probably not typical only of UNE, but also
of other chronic focal neuropathies. In patients with median neuropathy at the wrist
(causing CTS), lower thenar CMAP amplitude and larger MUP amplitudes on quantitative
monopolar needle EMG studies were reported [20], pointing to collateral reinnervation as
the mechanism of improvement. In CTS, no effective direct reinnervation occurs, in spite
of a very short distance between the entrapment site and the thenar muscles. This also
explains common clinical observation of persistent marked thenar muscle atrophy, even
years after flexor retinaculum release. Similarly, in the present study, I also found that two
thirds of severe UNE did not improve into the moderate category.
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It is interesting that UNE patients report improved skin sensation in the ulnar area
in spite of unchanged SNAP amplitudes (Table 1). I also did not find correlation between
change in SNAP amplitude and change in sensation using monofilament during follow-
up period. In addition to the improvement in the conduction block proximal to the
assessed nerve segment, the mechanism of this sensory improvement may also involve
central mechanisms.

The main limitation of the present study was the application of qualitative concentric
needle EMG analysis. The problem may be sensitivity of qualitative EMG to detect minor
differences occurring during nerve recovery. The present study findings, therefore, need
to be regarded as preliminary. Quantitative motor unit number estimation (MUNE) and
MUP analysis would be needed to validate them. A qualitative approach also introduced
an element of subjectivity into analysis, although the same electromyographer performed
all EMG examinations using consistent criteria. A large majority of EMG examinations are
still performed using this approach. In addition, conclusions of the present needle EMG
study were also based mainly on assessment of MUP amplitude and recruitment, which
are the most robust qualitative EMG parameters. Furthermore, to obtain a representative
MUP sample in severely neuropathic small hand muscles might be a problem, and about a
third of arms in the present study had clinically severe UNE. The limitation of the study
was also the electromyographer’s awareness of NCSs findings, which was unavoidable, as
he performed NCSs just before needle EMG examination. Another limitation is exclusion
of a significant proportion of UNE patients that did respond to our invitation for follow-up
examination. However, it is not clear how this could change the main conclusions of
the study.

The strength of the study is a rather large number of prospectively recruited patients
and arms, using consistent inclusion and exclusion criteria. Prospective data on muscle
reinnervation are limited, particularly in focal neuropathies. At the time of needle EMG
examination, the electromyographer was also not aware of the patients’ clinical information.
Another strength of the study is a long follow-up period, providing enough time for
potential nerve regeneration to be completed.

5. Conclusions

During UNE recovery, ulnar CMAP amplitude increased, the conduction block re-
solved, and the SNAP amplitudes remained unchanged. Upon needle EMG, MUP ampli-
tude increased, while MUP recruitment remained unchanged. These results suggest that, in
UNE, nerve function improves mainly due to the resolution of the conduction block and col-
lateral reinnervation, nerve regeneration being probably less important. However, further
studies using quantitative methods would be needed to validate the present findings.

Funding: The author reports grants from The Republic of Slovenia Research Agency (Grant No.
P3-0338) during the conduct of the study. The study sponsor had no role in the collection, analysis
and interpretation of data and in the writing of the manuscript.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki, and approved by the National Ethics Committee of Slovenia (protocol code 147/03/09
and date of approval 10 May 2009).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to protection of patients’ privacy.

Acknowledgments: The author thanks Alenka Dremelj for subject recruitment and assistance with
nerve conduction studies, Tomaž Žgur for performing neurological examinations, and Gregor Omejec
for data preparation.

Conflicts of Interest: The author has no conflict of interest to disclose.



J. Clin. Med. 2023, 12, 3906 10 of 10

References
1. Mondelli, M.; Giannini, F.; Giacchi, M. Carpal tunnel syndrome incidence in a general population. Neurology 2002, 58, 289–294.

[CrossRef] [PubMed]
2. Mondelli, M.; Giannini, F.; Ballerini, M.; Ginanneschi, F.; Martorelli, E. Incidence of ulnar neuropathy at the elbow in the province

of Siena (Italy). J. Neurol. Sci. 2005, 234, 5–10. [CrossRef] [PubMed]
3. Omejec, G.; Podnar, S. Long-term outcomes in patients with ulnar neuropathy at the elbow treated according to the presumed

aetiology. Clin. Neurophysiol. 2018, 129, 1763–1769. [CrossRef] [PubMed]
4. Omejec, G.; Podnar, S. Utility of nerve conduction studies and ultrasonography in ulnar neuropathies at the elbow of different

severity. Clin. Neurophysiol. 2020, 131, 1672–1677. [CrossRef] [PubMed]
5. Podnar, S. Patterns and parameters describing nerve thickening in compression and entrapment ulnar neuropathies at the elbow.

Clin. Neurophysiol. 2021, 132, 530–535. [CrossRef] [PubMed]
6. Mondelli, M.; Padua, L.; Giannini, F.; Bibbò, G.; Aprile, I.; Rossi, S. A self-administered questionnaire of ulnar neuropathy at the

elbow. Neurol. Sci. 2006, 27, 402–411. [CrossRef] [PubMed]
7. McGowan, A.J. The results of transposition of the ulnar nerve for traumatic ulnar neuritis. J. Bone Joint Surg. Br. 1950, 32-b, 293–301.

[CrossRef] [PubMed]
8. Bartels, R.H.M.A.; Menovsky, T.; Van Overbeeke, J.J.; Verhagen, W.I.M. Surgical management of ulnar nerve compression at the

elbow: An analysis of the literature. J. Neurosurg. 1998, 89, 722–727. [CrossRef] [PubMed]
9. Pelosi, L.; Mulroy, E. Diagnostic sensitivity of electrophysiology and ultrasonography in ulnar neuropathies of different severity.

Clin. Neurophysiol. 2019, 130, 297–302. [CrossRef] [PubMed]
10. Kingdom, S. Mann Whitney U Test Calculator Volume 2021. Statistics Kingdom. 2017. Available online: http://www.

statskingdom.com/170median_mann_whitney.html (accessed on 5 January 2022).
11. Fu, S.; Gordon, T. Contributing factors to poor functional recovery after delayed nerve repair: Prolonged denervation. J. Neurosci.

1995, 15, 3886–3895. [CrossRef] [PubMed]
12. Sulaiman, O.A.; Gordon, T. Effects of short- and long-term Schwann cell denervation on peripheral nerve regeneration, myelina-

tion, and size. Glia 2000, 32, 234–246. [CrossRef] [PubMed]
13. Brushart, T.M.; Hoffman, P.N.; Royall, R.M.; Murinson, B.H.F.; Witzel, C.; Gordon, T. Electrical Stimulation Promotes Motoneuron

Regeneration without Increasing Its Speed or Conditioning the Neuron. J. Neurosci. 2002, 22, 6631–6638. [CrossRef] [PubMed]
14. Witzel, C.; Rohde, C.; Brushart, T.M. Pathway sampling by regenerating peripheral axons. J. Comp. Neurol. 2005, 485, 183–190.

[CrossRef] [PubMed]
15. You, S.; Petrov, T.; Chung, P.H.; Gordon, T. The expression of the low affinity nerve growth factor receptor in long-term denervated

Schwann cells. Glia 1997, 20, 87–100. [CrossRef]
16. Gordon, T.; Tyreman, N.; Raji, M.A. The Basis for Diminished Functional Recovery after Delayed Peripheral Nerve Repair.

J. Neurosci. 2011, 31, 5325–5334. [CrossRef] [PubMed]
17. Schmalbruch, H.; Lewis, D. Dynamics of nuclei of muscle fibers and connective tissue cells in normal and denervated rat muscles.

Muscle Nerve 2000, 23, 617–626. [CrossRef]
18. E Feasby, T.; Brown, W.F.; Gilbert, J.J.; Hahn, A.F. The pathological basis of conduction block in human neuropathies. J. Neurol.

Neurosurg. Psychiatry 1985, 48, 239–244. [CrossRef] [PubMed]
19. Neary, D.; Ochoa, J.; Gilliatt, R. Sub-clinical entrapment neuropathy in man. J. Neurol. Sci. 1975, 24, 283–298. [CrossRef] [PubMed]
20. Nashed, J.; Hamilton-Wright, A.; Stashuk, D.W.; Faris, M.; McLean, L. Assessing motor deficits in compressive neuropathy using

quantitative electromyography. J. Neuroeng. Rehabil. 2010, 7, 39. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1212/WNL.58.2.289
https://www.ncbi.nlm.nih.gov/pubmed/11805259
https://doi.org/10.1016/j.jns.2005.02.010
https://www.ncbi.nlm.nih.gov/pubmed/15993135
https://doi.org/10.1016/j.clinph.2018.04.753
https://www.ncbi.nlm.nih.gov/pubmed/29887400
https://doi.org/10.1016/j.clinph.2020.02.019
https://www.ncbi.nlm.nih.gov/pubmed/32199727
https://doi.org/10.1016/j.clinph.2020.10.025
https://www.ncbi.nlm.nih.gov/pubmed/33450574
https://doi.org/10.1007/s10072-006-0719-3
https://www.ncbi.nlm.nih.gov/pubmed/17205225
https://doi.org/10.1302/0301-620X.32B3.293
https://www.ncbi.nlm.nih.gov/pubmed/14778847
https://doi.org/10.3171/jns.1998.89.5.0722
https://www.ncbi.nlm.nih.gov/pubmed/9817408
https://doi.org/10.1016/j.clinph.2018.11.018
https://www.ncbi.nlm.nih.gov/pubmed/30552047
http://www.statskingdom.com/170median_mann_whitney.html
http://www.statskingdom.com/170median_mann_whitney.html
https://doi.org/10.1523/JNEUROSCI.15-05-03886.1995
https://www.ncbi.nlm.nih.gov/pubmed/7751953
https://doi.org/10.1002/1098-1136(200012)32:3&lt;234::AID-GLIA40&gt;3.0.CO;2-3
https://www.ncbi.nlm.nih.gov/pubmed/11102965
https://doi.org/10.1523/JNEUROSCI.22-15-06631.2002
https://www.ncbi.nlm.nih.gov/pubmed/12151542
https://doi.org/10.1002/cne.20436
https://www.ncbi.nlm.nih.gov/pubmed/15791642
https://doi.org/10.1002/(SICI)1098-1136(199706)20:2&lt;87::AID-GLIA1&gt;3.0.CO;2-1
https://doi.org/10.1523/JNEUROSCI.6156-10.2011
https://www.ncbi.nlm.nih.gov/pubmed/21471367
https://doi.org/10.1002/(SICI)1097-4598(200004)23:4&lt;617::AID-MUS22&gt;3.0.CO;2-Y
https://doi.org/10.1136/jnnp.48.3.239
https://www.ncbi.nlm.nih.gov/pubmed/3981192
https://doi.org/10.1016/0022-510X(75)90248-8
https://www.ncbi.nlm.nih.gov/pubmed/1117305
https://doi.org/10.1186/1743-0003-7-39
https://www.ncbi.nlm.nih.gov/pubmed/20701781

	Introduction 
	Materials and Methods 
	Patients and Controls 
	History and Clinical Neurologic Examination 
	Electrodiagnostic Studies (EDx) 
	Statistics 

	Results 
	Discussion 
	Conclusions 
	References

