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Abstract. Cheiralgia paresthetica (CP) is a distinctive clinical condition arising from the compression of the superficial branch of the radial 
nerve (SBR). Typically, CP manifests as a burning-type pain in the dorsal and radial aspect of the hand. Existing literature highlight various 
etiological factors contributing to this condition, including constriction of the wrist, as with tight wristwatches or handcuffs. Symptoms 
may also arise from blunt traumas, distal radius fractures, and iatrogenic causes. However, CP induced by a lipoma is an exceptionally rare 
phenomenon. In this context, we present a case exemplifying the diagnosis and management of lipoma-induced CP.
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Neįprastas klinikinis atvejis: lipomos sąlygota Cheiralgia paresthetica
Santrauka. Cheiralgia paresthetica (CP) – reta patologija, kurią sukelia paviršinio stipininio nervo kompresija. Įprastai CP kliniškai būdingas 
skausmingas deginimo pojūtis, lokalizuotas nugarinės ir stipininės plaštakos dalių projekcijoje. Mokslinėje literatūroje nurodoma įvairių 
šiai ligai būdingų etiologinių veiksnių. Dažniausiai tai veiksniai, provokuojantys veržimą riešo srityje, pavyzdžiui, antrankiai ar ankšti riešo 
srities aksesuarai. Simptomų taip pat gali sukelti stipinkaulio distalinio galo lūžiai, bukos traumos ar jatrogeniniai pažeidimai. Straipsnyje 
dalijamasi patirtimi diagnozuojant ir gydant lipomos sąlygotą CP. Lipoma – atipinė ir itin reta CP priežastis.

Reikšminiai žodžiai: Cheiralgia paresthetica, paviršinis stipininis nervas, lipoma, pseudolipoma.

Introduction

The superficial branch of the radial nerve (SBR) is a terminal radial nerve sensory branch. It is located lateral 
to the radial artery, beneath the brachioradialis muscle, piercing the deep fascia at the lower third of the 
forearm where it lies superficial underneath the skin. Due to SBR’s anatomical location, the nerve is highly 
vulnerable to trauma and compression [1]. Cheiralgia paresthetica (CP) was first described by Wartenberg 
in 1932 as a mononeuropathy, defined by compression of the SBR [2]. The condition presents itself as pain 
and paresthesia located on the dorsal and radial aspect of the hand [3]. Lipomas of the distal forearm are an 
uncommon cause of CP [4]. Due to its rare occurrence, we report a case of SBR compression by lipoma in 
an otherwise healthy male.
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Case report

A 66-year-old male patient was referred to our center due to a six-month history of pain and paresthesia in 
the dorsal and distal aspect of the right forearm.

Figure 1. Palpable mass located at the distal forearm 

Figure 2. Post-trauma scar

The patient had a history of a penetrating trauma in the relevant area during childhood. In addition, the 
patient emphasized a slowly enlarging palpable lesion which occurred in concert with the presented symp-
toms. Physical examination demonstrated a palpable mass beneath the distal part of the scar (Figures 1, 2).

Sonoscopy revealed a non-encapsulated mass, measuring 6 cm at its largest diameter (Figure 3).

Figure 3. Ultrasound image of the lesion 
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The exact position of the lesion coincides with the anatomical location where SBR, piercing the deep fascia, 
approaches the subcutaneous layer. The mass was extirpated and confirmed to be a lipoma (Figures 4, 5). 

Figure 4. Forearm. A – superficial radial nerve; B – bra-
chioradial tendon, C – lipoma. 

Figure 5. 6×4 cm excised tumor

Decompressive fasciotomy reaching the extensors pelvis was also performed. 
Following a two-week postoperative period, the patient attended a consultation, noting the alleviation 

of symptoms.

Discussion

Cheiralgia paresthetica is a relatively rare condition when compared to other nerve compression syndromes 
[5]. The challenge for medical practitioners lies in diagnosing and discerning this uncommon condition, 
particularly given the elusive nature of the annual incidence rate. 

Various iatrogenic factors have been reported as potential contributors to CP among them surgical inter-
ventions such as K-wire fixation during distal radial fracture management and interventions like local steroid 
injections [6, 7]. Additionally, CP has been associated with procedures like peripheral vein cannulation [8]. 
Acknowledging the susceptibility of the SBR to iatrogenic influences, a thorough understanding of its ana-
tomy emerges as essential for both prevention and effective management.

Figure 6. Visual representation of differential 
pain localization in various hand and wrist 
pathologies
A – CP, B – De Quervain’s tenosynovitis, 
C – rhizarthrosis, D – schaphotrapeziotrape-
zoid arthritis.
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The hand and wrist region is notably complex, housing a wide array of specific pathologies. Many of these 
conditions present with similar symptoms, often resulting in misdiagnoses of CP. De Quervain’s tenosynovitis, 
for instance, is characterized by inflammation, causing localized pain, swelling, and impaired thumb mobility 
[9]. Similarly, Flexor carpi radialis tendinitis, driven by tendon inflammation, produces localized pain and 
tenderness, especially during wrist movements [10]. Scaphotrapeziotrapezoid arthritis signifies the degene-
ration of the wrist’s scaphotrapeziotrapezoid joint, located near the base of the thumb, and results in pain, 
exacerbated by activities involving gripping or twisting motions [11]. The primary distinguishing feature of 
CP is the presence of diffuse pain, along with sensory deficits, specifically localized in the radial aspect of the 
forearm. This distinction sets it apart from other conditions. Here, we provide an illustration depicting the 
differential localization of pain in various hand and wrist pathologies, as well as in CP (Figure 6).

In our case, we contemplate the possibility of the CP-induced lipoma originating as a  “pseudo-
lipoma”/“posttraumatic lipoma” – a hypothesis stemming from existing literature. Some lipomas are thought 
to have a posttraumatic origin linked to prior blunt soft tissue injuries [12]. The idea that soft tissue trauma 
could lead to the protrusion of adipose tissue through Scarpa’s fascia, forming pseudotumors in fatty tissues, 
was first introduced in 1969 [13]. Another perspective proposes the formation of lipomas as a consequence of 
preadipocyte differentiation and proliferation, driven by the release of cytokines following soft tissue trauma 
and hematoma formation [14, 15].

The literature does highlight associations between soft tissue trauma and lipoma formation, as exemplified 
by Aust et al. [12]. The study, involving 19 patients, revealed the detection of lipomas near the trauma site, 
with an average time interval of approximately 2 to 6 years after the trauma. However, Nigri et al. [16] repor-
ted a case of a substantial inframuscular lipoma occurring as long as 14 years following a blunt trauma event. 

With a significant 50-year gap between the initial trauma and the emergence of the lipoma in our case, it 
appears increasingly improbable that the lipoma should not be categorized as a pseudolipoma. This extended 
time frame suggests that the lipoma’s development may have been more coincidental rather than directly tied 
to the past trauma.

Conclusions

Attention is drawn to a rare and poorly appreciated condition of the CP causing sensory neuropathy. In our 
case, surgical enucleation of the compressing factor, lipoma, along with decompressive fasciotomy resulted 
in full recovery from the sensory symptoms and improvement in the quality of life. 
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