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Introduction
The Dorsal Cutaneous Branch of the Ulnar Nerve (DCBUN) is one of the pure sensory 

terminal branches innervating the dorsal aspect of the ulnar hand, fifth finger, and ulnar 
half of the fourth finger [1]. The nerve originates in the distal forearm approximately five 
centimeters proximal to the ulnar styloid and runs volar deep to the Flexor Carpi Ulnaris 
(FCU) tendon [2,3]. The DCBUN then pierces the Extensor Carpi Ulnaris (ECU) muscle dorsally 
approximately 1.5 centimeters proximal to the ulnar styloid and traverses subcutaneously 
to its terminal branches [3,4]. Although DCBUN neuropathy is considered rare, there is no 
epidemiologic data published in the current literature. Despite case reports listing potential 
causes including compressive accessories and handcuffs, distal ulna resection, traumatic 
laceration, proliferative wrist synovitis, and repetitive overuse, [5-7] the evidence for 
perineural hydrodissection as treatment is lacking. The following cases describe DCBUN 
entrapment neuropathy treated with perineural hydrodissection, offering a potential novel 
treatment.

Case Presentations
The first case is a 27-year-old, right-handed, military servicemember who presented with 

two years of atraumatic right dorsal, ulnar-sided distal forearm and wrist pain. The pain was 
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Abstract

The Dorsal Cutaneous Branch Of The Ulnar Nerve (DCBUN) is a pure sensory terminal branch supplying 
sensation to the dorsal ulnar hand. Extensive literature review revealed that although there are reports 
of DCBUN neuropathy and injury, the incidence and prevalence is rare. Presented are two cases of 
spontaneous overuse entrapment of the DCBUN with paresthesia in its corresponding distribution, 
confirmed via ultrasound showing enlargement and flattening of the nerve. Perineural hydrodissection 
provided complete symptomatic resolution in these cases, offering a potential novel treatment. Increased 
clinical suspicion and accurate diagnosis for DCBUN neuropathy is pivotal for effective management, 
especially when traditional treatment fails.

Keywords: Dorsal cutaneous branch of ulnar nerve; Ultrasound; Hydrodissection; Entrapment; Case 
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Abbreviations: DCBUN: Dorsal Cutaneous Branch of the Ulnar Nerve; FCU: Flexor Carpi Ulnaris; ECU: 
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sharp and provoked during computer mouse use and motorcycle 
riding. The patient reported associated numbness of the proximal 
dorsal ulnar hand with occasional wrist clicking. Physical 
examination revealed normal alignment, strength, and full Range 
of Motion (ROM) of the wrist and hand. He was tender to palpation 
over the right distal ulnar forearm dorsally proximal to the ECU 
Musculo-Tendinous junction. ECU and FCU resisted-activation tests 
both reproduced symptoms and Tinel’s sign over the DCBUN was 
positive. He had failed prior relative rest, cock-up wrist bracing, and 
a twelve-week course of Occupational Therapy (OT) focusing on the 
dorsal wrist tendons. Wrist radiographs were unremarkable. 

The second case is a 22-year-old, right-handed, military 
servicemember who presented with ten months of right ulnar-
sided wrist pain and dorsal hand pain in the fourth webspace 
after he started practicing martial arts without specific injury. 
The patient endorsed general weakness to his grip strength in 
the whole hand especially notable while shaking hands while 
his active ROM in all planes of the wrist worsened symptoms. 
Physical examination showed subtle resting pronation of the right 
forearm with mild decreased strength in the flexor digitorum 
profundo’s, lumbricals, and interosseus muscles while sparing the 

flexor digitorum superficialis. Wrist and hand ROM was normal. 
ECU and FCU resisted-activation tests reproduced symptoms and 
Tinel’s sign was positive over the DCBUN. Wrist radiographs were 
unremarkable and Magnetic Resonance Imaging (MRI) revealed 
ECU tenosynovitis. A twelve-week course of OT focusing on intrinsic 
hand strengthening initially helped, but symptoms progressively 
worsened after initiating throwing exercises. 

In both cases, dynamic musculoskeletal ultrasound with 
wrist extension and ulnar deviation illustrated flattening of the 
honeycomb appearance of the DCBUN in transverse axis, deep to 
the FCU muscle. Sono-palpation at this location also reproduced 
symptoms. Given their strong preference for participating in 
upcoming deployments, both patients underwent diagnostic 
and therapeutic ultrasound-guided fascial plane and perineural 
hydrodissection around the DCBUN deep to the FCU muscle (Figure 
1). After injection of a ten-milliliter mixture consisting of 10 
milligrams of 40mg/mL triamcinolone acetonide, 0.5 milliliters of 
1% lidocaine, 0.5 milliliters of 0.5% ropivacaine, and 9 milliliters 
of 5% dextrose using a 23-gauge 1.5-inch needle, both patients 
experienced complete and continued symptom resolution at three 
and six months.

Figure 1: Ultrasound-guided fascial plane and perineural hydrodissection of the Dorsal Cutaneous Branch Of 
The Ulnar Nerve (DCBUN) in short-axis via an in-plane approach with the needle (arrows) deep to the Flexor Carpi 

Ulnaris (FCU) muscle. UA, ulnar artery; UN, ulnar nerve; FDP, flexor digitorum profundus.

Discussion
DCBUN neuropathy may be misdiagnosed due to vague 

symptoms, nonspecific examination findings, and overlap with 
common conditions. Accurate diagnosis is critical for appropriate 
treatment. Initial workup includes history, physical examination, 
and imaging including radiographs, computed tomography, or 
MRI to rule out other conditions such as fractures, tendinopathy, 
or space-occupying lesions. Preliminary evaluation may reveal 

paresthesia and decreased sensation along the dorsal ulnar hand 
involving the fourth and fifth digits while pain is often provoked 
with wrist flexion and extension while in ulnar deviation [2]. Given 
its pure sensory origin, there is intact strength and muscle tone 
with diminished sensation in DCBUN distribution compared to the 
contralateral side. Electromyography and nerve conduction studies 
may help localize the pathology and identify differences between 
extremities with high specificity and low sensitivity, but further 
research is needed [3].
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Cadaveric studies reveal variations between the origin, 
path, and branching but ultrasonography studies demonstrate 
reproducible identification of the DCBUN despite these differences 
[3,5,8]. Diagnostic scanning begins in the volar ulnar forearm 
approximately five centimeters proximal to the ulnar styloid with 
the transducer placed transverse to the ulnar nerve. The DCBUN 
is visualized medial to the ulnar nerve, deep to the FCU as the 

transducer is translated distally [9,10]. Dynamic wrist ulnar 
deviation, flexion, and extension at this location may reproduce 
symptoms and illustrate signs of entrapment including flattening 
and enlargement (Figure 2). DCBUN entrapment is also highly 
associated with ECU tenosynovitis, warranting careful evaluation 
of the ECU [9]. 

 
Figure 2: (A) Cross-sectional anatomy of the distal forearm. (B) Sonoanatomy of the ulnar nerve (UN) at the forearm. 

UA, ulnar artery; FCUM, Flexor carpi ulnaris. FDPM, flexor digitorum profundus muscle; FDSM, flexor digitorum 
superficialis muscle; DCBUN, dorsal cutaneous branch of the ulnar nerve. 

SOURCE:NYSORA.COM

Both conservative and surgical outcomes are rarely reported in 
the current literature. Conservative treatment includes rest, anti-
inflammatory medications, nerve glides, focused rehabilitation, and 
splinting while refractory cases are historically referred for surgical 
decompression. Low-level laser therapy has also been reported 
as adjunct treatment [9]. Given the limited evidence for current 
treatment options and the time-sensitive nature of upcoming 
deployments, diagnostic and therapeutic ultrasound-guided 
perineural hydrodissection of the DCBUN was performed for both 
patients after detailed discussion and shared decision-making. 
The intent of hydrodissection is for the hydrostatic pressure of 
the injectate to release tissue around the nerve. Specifically, the 
DCBUN is identified in the distal volar forearm with the transducer 
transverse to the nerve. After a Doppler time-out to ensure safe 
needle passage, the needle is introduced in-plane next to the 
DCBUN to place the injectate in the fascial plane deep to the FCU, 
taking extreme caution not to iatrogenic ally injure the nerve.

These are two cases of reported DCBUN entrapment 
neuropathy treated with perineural hydrodissection, offering 
a novel non-operative modality for this rare condition. DCBUN 
neuropathy may be misdiagnosed or overlooked but ultrasound 
is an operator-dependent yet readily available modality that 
aids diagnosis and treatment in the appropriate clinical context. 
Increased clinical suspicion for DCBUN neuropathy is pivotal for 
effective management, especially when traditional treatment fails.
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