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This report presents a case of direct injury to the dorsal sensory branch of the ulnar nerve caused by

arthroscopic repair of the triangular fibrocartilage complex. The dorsal sensory branch of the ulnar
nerve was strangulated by one of the three pull-out sutures of the joint capsule, just ulnar to the
extensor carpi ulnaris tendon. Pain and dysaesthesia of the ulnar side of the wrist was completely
relieved after excision of the injured nerve segment. This complication can be avoided by careful
exploration of the dorsal sensory branch of the ulnar nerve prior to suturing or passage of
instruments during arthroscopy.
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The rates of neurological complications due to arthro-
scopy in different series were between 0.1% and 2%
(Beredjiklian et al., 2004, Rodeo et al., 1993). Although
many neural structures are extremely close to the portals
used during wrist arthroscopy, the reported rate of
neurological complications of wrist arthroscopy is
surprisingly low. In 1993, Rodeo argued that the rarity
of neurological complications of wrist arthroscopy was
probably a result of the infrequency with which this
procedure was employed and that it was largely being
performed by experienced surgeons who are knowledge-
able of hand and wrist anatomy (Rodeo et al., 1993).
Following an exponential rise in the use of wrist
arthroscopy worldwide over the last 10 years, this is
probably no longer the case in 2006, but the incidence of
neurological complications remains low. In 2004,
Beredjiklian and his colleagues reported four cases of
neurological complications in 211 (1.9%) wrist arthro-
scopic procedures ( Beredjiklian et al., 2004).

This report is a case in which the dorsal sensory
branch of the ulnar nerve was injured as a complication
of arthroscopic repair of a traumatic triangular fibro-
cartilage complex (TFCC) tear.
CASE REPORT

A 21 year-old right-handed man sustained an injury to
his left wrist in a traffic accident. No fracture was found
after X-ray examination. Arthroscopic surgery was
performed for ulnar-sided wrist pain which had per-
sisted for 4 weeks after the accident and identified a
Palmer Class 1B TFCC lesion. This lesion was repaired
with three percutaneous sutures, using an arthroscope-
assisted inside-out technique. However, the patient
began experiencing severe pricking pain which radiated
to the dorsal aspect of the ring and little fingers soon
530
after surgery. The patient also experienced pain when
rotating his left forearm while performing manual
labour and when the operation scar over the TFCC
was hit. These pain problems persisted for 4 months and
were preventing him carrying out daily activities.
Physical examination identified a 1.5 cm longitudinal

scar extending distally from the ulnar styloid of the left
wrist (Fig 1). Pronating and supinating the left forearm
and light percussion on the operation scar caused severe
pain which radiated distally to the dorsum of the ulnar
two digits. Exploration by extending the previous
wound revealed three stitches of multifilament non-
absorbable suture material on the joint capsule, ulnar to
the extensor carpi ulnaris tendon. The dorsal sensory
branch of the ulnar nerve was caught in the most distal
of the three sutures, just proximal to the first bifurcation
of this nerve (Fig 2). Segmental excision of the nerve
2 cm proximal and distal to the suture site was
performed. The wound was closed with simple sutures,
after haemostasis, and covered with a light compressive
dressing. The patient experienced immediate pain relief
and regained pain-free wrist and forearm movement.
DISCUSSION

The reported rates of neurological injury resulting from
arthroscopic procedures ranged from less than 0.1% to
2% in various series (Beredjiklian et al., 2004; Rodeo
et al., 1993). Many of these are transient (Beredjiklian
et al., 2004; Grechenig et al.,1999), but there have been a
few reports of neurological injury confirmed by surgical
exploration, some of which have been at the wrist. Del
Pinal et al. (1999) reported one case of complete
avulsion of the distal posterior interosseous nerve at
wrist arthroscopy. Lourie reported three cases of
transection of the transverse radioulnar branch of the
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Fig 1 The surgical scar (black arrow) on the ulnar border of the left

wrist extending distally from the ulnar styloid at the site of the 6-

U portal.

Fig 2 The dorsal sensory branch of the ulnar nerve was identified.

Three sutures (black arrow) were identified ulnar to the extensor

carpi ulnaris tendon. The most distal suture had strangulated

the dorsal sensory branch of the ulnar nerve.
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dorsal sensory branch of the ulnar nerve with neuroma
formation after surgical procedures such as ganglion
excision rather than arthroscopic surgery (Lourie et al.,
1994). Lourie’s report is of note as the transverse
radioulnar branch can be injured during arthroscopy of
the distal radioulnar joint.

Triangular fibrocartilage complex injury is a common
aetiology of ulnar-sided wrist pain. Arthroscopy is
effective in obtaining both correct diagnosis and
treatment of these injuries, which cannot always be
clearly diagnosed with other imaging techniques, such as
arthrography or magnetic resonance imaging. Arthro-
scopic repair of traumatic triangular fibrocartilage
complex tears has been shown to achieve good or
excellent result for more than 85% of patients (Bednar
and Osterman, 1994). Nevertheless, nerve injury can
occur with this procedure when the sites of portal
installation or suture placement are not identified
correctly and respected.
Understanding the course and patterns of arborization

of the dorsal sensory branch of the ulnar nerve is critical
to limiting injury to this nerve by surgeons who operate
on the ulnar side of the wrist. According to the study by
Botte et al. (1990), the dorsal sensory branch of the ulnar
nerve arises from the ulnar nerve deep to the flexor carpi
ulnaris tendon and runs subcutaneously across the ulnar
border of the forearm approximately 5 cm proximal to
the pisiform bone (Botte et al., 1990). The nerve then
continues dorsally across the ulnar border of wrist, just
distal to the ulnar styloid and directly over the triquetrum
and triquetro-hamate articulation, at an angle of 301 and
451 relative to the long axis of the forearm (Garcia-Elias
et al., 2003). With the forearm pronated, the nerve
branches may displace slightly palmarly and pass along
the palmo-ulnar aspect of the ulnar head (Botte et al.,
1990). The nerve has, on average, five branches (range,
three to nine branches), with one transverse branch
innervating the distal radioulnar joint and the overlying
skin in 20 of 24 specimens (Lourie et al., 1994). The
course of this branch, when present, is near the 6-R
portal for wrist arthroscopy. In a cadaver study,
McAdams and Hentz (2002) demonstrated that when
performing TFCC repair using the inside-out technique,
sutures can be as close as 0.4mm to the main trunk of the
dorsal sensory branch of the ulnar nerve and that, in 50%
of the wrists, sutures exited on opposite sides of the
nerve. This finding suggested that if the nerve is not
located and protected prior to passing sutures through
the capsule, there is a 50% chance of strangulating the
nerve branch when these sutures are tied.
Technical tips to avoid injury of the dorsal sensory

branch of the ulnar nerve had been suggested in various
reports. Bednar and Osterman (1994) suggested that
pulling out the suture ulnar to the extensor carpi ulnaris
tendon or tying the suture on a button over the skin
were not safe techniques, whereas making a 1 cm
incision just radial to the extensor carpi ulnaris tendon
for suture retrieval and tying the suture at the capsule
level was safer. McAdams proposed making a long-
itudinal incision on the ulnar side of wrist to identify the
dorsal sensory branch of the ulnar nerve before inserting
the needle to avoid cutting the sutures with a scalpel
(McAdams and Hentz, 2002). Grechenig suggested
inserting instruments through the radial side of the
extensor carpi ulnaris tendon (Grechenig et al., 1999).
Lourie et al. (1994) emphasized the possibility of injury
to the transverse radioulnar branch of the dorsal sensory
branch of the ulnar nerve when the 6-R portal is created.
Culp (1999) showed that the arborization pattern of the
dorsal sensory branch of the ulnar nerve is highly
variable, and that nerve injury is possible even when the
portals are in the correct locations. This author
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suggested that spreading the soft tissues with a fine-
point hemostat prior to instrument insertion enables the
nerve to slide or move away from blunt instruments.
Incising the skin only and identifying the nerve prior to
establishing portals or suture passage would seem
the most sensible and effective method of avoiding the
various branches of the dorsal sensory branch of the
ulnar nerve during TFCC arthroscopy.
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