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A Case Report of Posterior Interrosseous Nerve Syndrome Due to 
Intermuscular Lipoma

Posterior interosseous nerve compressions are rare. The compression of the posterior interosseous nerve can happen either before, or through or 
after the course of the nerve in the supinator muscle.  Tumors could rarely lead to secondary compression of the nerve by mass effect. We 
describe a case of a lady aged 73 years with a posterior interosseous nerve syndrome due to an intermuscular lipoma. The patient had appreciable 
recovery after surgery and physiotherapy.
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Introduction
The posterior interosseous nerve syndrome is the weakness of the 
muscles innervated by the motor branch of radial nerve. The 
posterior interosseous nerve traverses below the extensor carpi 
radialis brevis and longus and supplies them before entering the 
supinator. The proximal edge of the superficial supinator muscle 
forms an arch (arcade of Frohse). After entering and supplying the 
supinator muscle, the nerve supplies the extensor carpi ulnaris, the 
extensors of the fingers and thumb as well as the abductor pollicis 
longus. The nerve can be compressed by a number of conditions like 
fibrous arcade of Frohse, aneurysms, ganglion cyst, enlarged bursae, 
fracture dislocation around the elbow and tumors which may 
compress nerve at the proximal edge of the supinator muscle which 
leads to sandwich effect on posterior interosseous nerve. 
On presentation the hand deviates radially as the extensor carpi 
ulnaris is paralysed, and the patient cannot extend the fingers at the 
metacarpophalangeal joints nor extend or radially abduct the thumb. 
This paper describes an unusual case of severe posterior interosseous 
nerve syndrome (PINS) caused by a lipoma, treated by surgical 
exploration of  PIN and excision of  lipoma.

Case Report
A lady aged 73 years, presented with inability to extend the fingers of 
left hand for the past 3 months. She had noticed a mass in left proximal 
forearm over the past 6 months, which was gradually increasing in 

size. She had felt the inability to extend the fingers insidiously for the 
past 3 months. There was no history of any trauma or other diseases. 
Local examination revealed a swelling of 2x3 cm in the left proximal 
forearm just below the elbow. The swelling was firm in consistency, 
immobile, not fixed to skin; there were no dilated veins over the 
swelling or signs of inflammation. The neurological examination 
showed complete posterior interosseous nerve paralysis with wrist in 
neutral, thumb and finger drop. The elbow function was within the 
normal limit, as was flexor strength of the wrist and fingers; wrist 
range of motion were within normal limits and only extension was 
absent at metacarpophalangeal joints of all fingers of left hand; there 
was no sensory deficit. The radiographs of the elbow and forearm 
were normal. The ultra-sonogram of the forearm revealed an 
encapsulated mass in the intermuscular plane of the supinator 
muscle.
Under brachial block the mass was accessed by dorsal approach over 
the swelling. The dissection on supinator muscle exposed a fatty 
encapsulated mass compressing on the posterior interosseous nerve 
below the fibrous band of the Frohse. The nerve was identified and 
preserved, and the mass was carefully released and removed.
The histopathological examination confirmed the tumor as benign 
lipoma. Physiotherapy was started after suture removal and the 
patient had appreciable recovery 6 weeks after surgery, after which 
she resumed her day to day activities.
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Discussion
Compressive neuropathies of PIN are not infrequently seen in clinical 
scenarios. They have been described in literature. Avram and Hynes 
[1] in 2004 described 29 cases in literature which have been reported 
in past 10 years [2, 3]. The neuropathies of PIN can be due to  
rheumatoid synovial cysts [4], ganglion [5], myxoma [6], 
pseudogout [7] and chondroma [8] among others. The present case 
represents a class of Compressive neuropathies of PIN due to 
intramuscular lipoma leading to posterior interosseous nerve 
syndrome which has no pain nor other sensory symptoms but 
presents as paralysis of extensor muscles of forearm. 
Our patient presented with a similar history, the pathogenesis of  
cascade of neuropathies is thought to be due to compression of 
vascular supply to the nerve suggestive of Sunderland type 3 injury. 
The animal study models [9] reveal that chronic compression of 
nerve leading to neuropathies often shows recovery on release of the 
compression.
The method of choice for confirming intramuscular lipoma is MRI 
and FNAC  to  rule out any malignancy [10]. However, the 
intramuscular lipoma in our case was radiologically confirmed by 
ultrasonography. Surgical excision of lipoma is recommended at the 
earliest in order to decompress the nerve. Full recovery has been 

reported after surgery for the longest period of 18 months [11]. We 
present a case of intramuscular lipoma causing posterior interosseous 
nerve syndrome presenting within the time frame of  3 months in  the 
above case. Surgical exploration of PIN and excision of lipoma, 
followed by physiotherapy and rehabilitation gave us good recovery, 
the dynamic cock-up splint was given for the duration of  3 weeks post 
operatively. 
The posterior interosseous nerve syndrome was diagnosed based on 
clinical history, physical examination, and radiological examination. 
It required an urgent and prompt nerve exploration and excision of 
mass. The earlier the decompression following symptoms, the better 
stands the prognosis.

Conclusion 
The prognosis of posterior interosseous nerve compression 
syndrome depends on early diagnosis and surgical decompression of 
PIN neuropathy facilitating early functional and neurological 
recovery. 
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Figure 2: After incision lipoma visualizedFigure 1: Presenting picture of our patient Figure 3: PIN identified 

Figure 4: Closure of surgical wound Figure 5: Excised specimen Figure 6: HPE of lipoma

Figure 7: Post-operative 3 weeks Figure 8: Post-operative 6 weeks
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