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Accessory tendon or muscle has been reported in several
parts of the upper extremity. The accessory slip of extensor
carpi ulnaris (ECU) was identified arising from the normal
ECU in the sixth extensor compartment with variation of
incidence from different cadaveric study, from 5.6 to
34.2%.1–3 The variation of ECU tendinous slips was classified
according to the different insertion site on the fifth metacar-
pal bone.3 However, there were a few reports in clinical
context with the result for surgical intervention.

Clinical presentation of ulna-sided wrist pain could be
caused by different pathologies. The causes of pain from ECU
tendon lesions are found commonly from tenosynovitis, torn,
or instability as subluxation or dislocation of the tendon. The
accessory ECU was also found to be another source of
dorsoulnar-sided wrist pain which was resolved after resec-
tion of the slip according to previous studies.4–6 This report
represents another unusual case of accessory ECU found
bilaterally and the clinical outcomes following surgical
treatment.

Case Report

A 54-year-old female patient visited the outpatient clinicwith
bilateral wrist pain at the dorsoulnar side for 6 months. The
pain was triggered by almost every activity of her daily living,
fromdriving car to justputtingherclotheson.Onexamination,
her wrists were not shown any sign of inflammation but
tenderness on direct palpation at ECU tendon and when the
patient flexed or rotated her wrists. The range of motion of
bothwristswas normal. The ice cream scoop test did not show
any subluxation or dislocation of the tendon but pain. Synergy
test was positive for both sides. Themuscle power of wrist and
fingers was grade V for all and sensationwas intact. Therewas
no history of wrist injury or palpable mass. She was given
conservative regimens of immobilization, medication, and
physical therapies for 6 months, including one-time steroid
injection foreachsidedueto thesuspectof tenosynovitis cause
but the pain did not resolve. Plain radiographs were taken and
showed no abnormal findings (►Fig. 1A–D). Due to prolonged
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Abstract Several abnormal pathologies, such as inflammation or degenerative change, can be
causes of ulnar-sided wrist pain. This study demonstrated bilateral accessory extensor
carpi ulnaris found in a patient who presented with bilateral wrist pain. The patient was
initially treated with all conventional methods but failed to improve. Following the
operation by releasing the sixth extensor compartment, the pain was completely
relieved. The Disabilities of the Arm, Shoulder, and Hand (DASH) score was remarkably
improved and there was no limitation in daily living activities compared with
preoperative status. We presented an uncommon condition of ulnar-sided wrist pain
caused by bilateral accessory extensor carpi ulnaris which was successfully treated by
releasing the extensor compartmental sheath without tendon resection.
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pain and clinical suspicion on ECU tendon anomaly, surgical
exploration was suggested for the patient.

The patient underwent surgical treatment by releasing
the sheath of the sixth extensor compartment under local
anesthesia, wide awake technique. Her right wrist was
operated first due to worse clinical presentation. At opera-
tion, skin incisionwasmade longitudinally at dorsoulnar side
of the wrist approximately 1 to 2 cm in length. The osteofi-
brous sheath was also cut longitudinally releasing the ECU
tendon from the compartment. The accessory slip was found
situated lateral to themain ECU (►Fig. 2). Both tendons were
examined and found no signs of inflammation or degenera-
tion. The stability of tendon was examined by passively
rotating patient’s wrist and showed no subluxation or dislo-
cation. The accessory slip was not resected. Incision was
closed and a volar short-arm slab was applied for 2 weeks
postoperatively. The patient underwent the same procedure
for left wrist after the prior operation for 3 months (►Fig. 3).
Following the treatment, the patient’s symptom was signifi-
cantly improved.

At 3 years postoperatively, the patient was able to do all
activities by herself without pain exhibited such as driving,
gardening, housework, or opening a bottle cap. She could
moveher wrists in full range and no clicking or crepitation on
motion. The motor power of wrist and finger extension was
grade V. The ice cream scoop test did not show any pain or
signs of tendon subluxation bilaterally. The grip strength of
left and right hand was 16 and 20kg, respectively. The visual
analog scale of bothwristswas improved following operative
treatment from 10 to be 0 out of 10 for both sides. The
Disabilities of the Arm, Shoulder and Hand (DASH) score of
pre- and postoperative periodswas 67.24 and 0, respectively.
The DASH score was same for both left and right wrists.

Discussion

In this study, the patient’s symptoms were not resolved by
nonoperative treatments then the operation was performed
for both wrists. After the sixth compartment was released
using longitudinally cut, accessory ECU slips were identified

Fig. 1 (A, B) Plain film of right wrist in anteroposterior (AP) and lateral view, (C, D) plain film of left wrist in AP and lateral view. All demonstrated
no abnormal findings.

Fig. 2 The accessory extensor carpi ulnaris slip was identified at the
right wrist.

Fig. 3 The accessory extensor carpi ulnaris slip was identified at the
left wrist.
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in both wrists but were not resected. The ECU stability was
tested and found no subluxation in all wrist motions; there-
fore, the sixth compartment was left open. The remained
stability of the tendon could be from linea jugata, the fibers
inserted inside the sixth compartment which reinforced the
retinaculum and stabilized the tendon.7 Following the oper-
ation, the patient’s symptoms were remarkably improved
and she was able to return to her previous functional status
completely. Additionally, postoperative DASH score was
significantly improved. Our approach was different from
the previous literature, it was reported that resection of
the accessory slip was performed as the operative manage-
ment. By the way, there was one patient who needed
reoperation due to recurrent wrist pain. The thick fibrous
tissue was found at the previous surgical area and it was
excised, then painwas resolved.4 The extensivefibrous tissue
could possibly be one of the complications following explo-
ration and slip resection. In our study, the procedure was
limited to releasing the ECU by longitudinally opened sixth
extensor compartment which showed favorable clinical out-
comes and patient’s satisfaction. This method is suggested to
be the choice of operative management for patients with
accessory ECU slip without sign of tendon instability on
passive wrist motion intraoperatively.

The clinical context of patient with accessory ECU was
initially described in 1986 by Barfred and Adamsen.4 The
variant was found when three patients underwent the wrist
operation. Two of them presented with pain at ECU area,
while another patient was found this structure incidentally.
The accessory slip was resected in only two patients who
presented with pain at this area, but there was one of these
two patients who developed recurrent pain at the same area
after 2 years of operation. The patient received reoperation
by exploration and debridement of fibrous tissue and then
able to resume to normal activities. Allende and Le Viet6

retrospectively reviewed 27 patients with ECU tendon
lesions and discovered seven patients (25.93%) with acces-
sory ECU slip who were all treated by excision. However, the
result of the treatment for ECU slip was not demonstrated
specifically due to the study which was focused on the
information of other pathologies of ECU tendon. Eo et al5

presented a patient with dorsoulnar wrist pain who did not
respond to any conservative methods of treatment. The ECU
slip was found on exploration and excised. The patient’s
symptom was improved after the operation.

The accessory ECU was investigated about its anatomy in
various cadaveric studies. Nakashima3 examined 240 normal
cadaver upper limbs and discovered 34.2% accessory ECU slip
existed in the sixth extensor compartment. The slipwas found
arising from the main ECU and first categorized according to
the three different insertions on the fifth metacarpal bone as
follows: at the base (type A, 29.6%), the midsection (type B,
2.5%), and the head (type C, 1.7%). Pınar et al2 dissected 54
cadaveric forearms and found the ECU slip in only three
specimens (5.6%) which were all type C according to Naka-
shima.3 The average width of the slip was similar in both
studies (1.53�0.37mm3and1.4�0.01mm2). Floodet al8 also

discoveredthisvariantduring theroutinecadavericdissection.
The accessory ECUwas found bilaterally whichwas originated
from the muscular slip of ECU in the right side while I the left
side, it arose from the ECU tendon under the extensor retinac-
ulum. Another cadaveric study about accessory ECU was
presented by Hinds et al1 that examined in 25 matched-pair
upper limbs (50 specimens). The accessory slips were identi-
fied in 11 specimens (22%) which were 10 matched pairs and
only1unpaired. Regarding toNakashima’s study, typesAandC
slip were found in nine (82%) and two (18%) specimens,
respectively. There was no type B slip found in this study.
The variant was discovered relativelymore inmale (25%) than
in female cadavers (18%).

Limitations

Therewere some limitations in this study. The plain filmwas
the only preoperative radiographic assessment done for the
patient. If further investigations, such as ultrasound or
magnetic resonance imaging (MRI) scan could be provided,
additional preoperative information could assist in diagnosis
or treatment planning. The grip strength was not evaluated
preoperatively and there was limited data for comparison;
also, the preoperative DASH score which was assessed in
postoperative period would be the risk of recall bias.

Conclusion

The accessory ECU slip is another one of pathologies of ECU
problems and should be aware of as an etiology of ulnar-
sided wrist pain. This report presented the successful
surgical treatment of bilateral accessory ECU. The surgical
treatment may be considered after failure conservative
treatment.

Conflict of Interest
None declared.

References
1 Hinds RM, GottschalkMB,Melamed E, Capo JT, Yang SS. Accessory

slip of the extensor carpi ulnaris: a cadaveric assessment. J Wrist
Surg 2016;5(04):273–276

2 Pınar Y, Gövsa F, Bilge O, Celik S. Accessory tendon slip arising
from the extensor carpi ulnaris and its importance for wrist pain.
Acta Orthop Traumatol Turc 2012;46(02):132–135

3 Nakashima T. An accessory extensor digiti minimi arising from
extensor carpi ulnaris. J Anat 1993;182(pt. 1):109–112

4 Barfred T, Adamsen S. Duplication of the extensor carpi ulnaris
tendon. J Hand Surg Am 1986;11(03):423–425

5 Eo S, Bahk S, Jones NF. Wrist pain due to abnormal extensor carpi
ulnaris tendon. Arch Plast Surg 2016;43(04):389–390

6 Allende C, Le Viet D. Extensor carpi ulnaris problems at thewrist–
classification, surgical treatment and results. J Hand Surg [Br]
2005;30(03):265–272

7 Taleisnik J, Gelberman RH, Miller BW, Szabo RM. The extensor
retinaculum of the wrist. J Hand Surg Am 1984;9(04):495–501

8 Flood ZD, Hawley DJ, Marshall MC, Capehart AA. Extensor carpi
ulnaris: bilateral accessory tendons to the fifth metacarpal. Int J
Anat Var 2013;6:231–233

Journal of Wrist Surgery Vol. 12 No. 4/2023 © 2022. The Author(s).

Surgical Treatment of Bilateral ECU Prusmetikul, Tawonsawatruk370


