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Compression of the lateral cutaneous nerve of the forearm is a rare clinical
entrapment syndrome. This report describes the compression of the lateral
antebrachial cutaneous nerve at the level of the lateral margin of the biceps
brachii tendon identified during autopsy. This is the first cadaveric case report-
ed in the literature. The anatomy, the possible areas of entrapment, the most
frequent diagnostic problems and the main therapeutic options for this rare
occurrence are also discussed. (Folia Morphol 2008; 67: 218–220)
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INTRODUCTION
As it descends laterally between the biceps and

the brachialis, the musculocutaneous nerve pierces
the deep fascia lateral to the tendon of the biceps
just below the elbow, continuing as the lateral cu-
taneous nerve of the forearm (LCNF). The latter nerve
passes deep to the cephalic vein, descending along
the radial border of the forearm to the wrist supply-
ing the skin of the anterolateral surface of the fore-
arm. At the wrist the LCNF pierces the deep fascia
and passes to the base of the thenar eminence, end-
ing in the cutaneous rami [1, 11, 13].

Compression of the LCNF is an infrequently iden-
tified entrapment neuropathy. Entrapment of the
LCNF most frequently occurs at the point where the
nerve arises from beneath the biceps tendon and
pierces the deep fascia. A case of LCNF entrapment
distal to the elbow flexion crease has also been de-
scribed, but this was attributed to an anatomical
variation. Proximal musculocutaneous nerve com-
pressions are mainly due to coracobrachialis hyper-
trophy, whereas distally compression occurs be-
tween the bicipital tendon or aponeurosis and the
brachialis muscle [2, 3, 8, 11, 12].

This report describes a case of LCNF, discovered
during cadaveric preparation, in a 78 year-old male
with no history of previous upper limb trauma.

CASE REPORT
During a routine dissection course at the De-

partment of Anatomy of the Aristotle University of
Thessaloniki, Greece, a brachial fascia band bridg-
ing the LCNF in the palmar surface of the cubital
region was identified in a 78-year old male (Fig. 1).
The band was triangular in shape with its tip aris-
ing from the midpoint of the palmar surface of the
brachial fascia, approximately 1.25 cm above the
elbow flexion crease. The band was almost 3.2 cm
in length passing obliquely medially and inferiorly,
inserting into the brachial fascia with a base mea-
suring 1.1 cm.

The fascial band crossed the LCNF superficially
at a distance of 0.9 cm from its tip. The band com-
pressed the LCNF at a distance of 2.9 cm after its
exit from the lateral margin of the bicipital tendon.
LCNF emerged underneath the fascial band enter-
ing the subcutaneous tissue just below the cephalic
vein (Fig. 2).
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DISCUSSION
The lateral cutaneous nerve of the forearm is the

sensory terminal branch of the musculocutaneous
nerve. It runs in the upper arm, where it is protected
by the biceps brachii muscle, and emerges from be-
neath the lateral margin of the biceps proximally to
the elbow, piercing the brachial fascia, becoming
subcutaneous. This is the standard course, although
it has also been reported that the LCNF emerges in

a variable manner thereafter to become subcutane-
ous. Specifically, according to some authors the LCNF
surfaces from the lateral aspect of the biceps ten-
don and pierces the deep fascia at the level of the
interepicondylar line. It must be mentioned howev-
er that the group of fasciculi of the musculocutane-
ous nerve to the biceps, brachialis and lateral cuta-
neous nerve of the forearm are constantly located
from lateral to medial. Moreover, it has also been

Figure 2. The lateral cutaneous nerve of the forearm (LCNF) emerging underneath the fascial band enters the subcutaneous tissue, just
below the cephalic vein; FB — fascial band, BT — bicipital tendon, CV — cephalic vein.

Figure 1. A brachial fascia band bridges the lateral cutaneous nerve of the forearm (LCNF) at the palmar surface of the cubital region;
FB — fascial band, BT — bicipital tendon.
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demonstrated that the LCNF is associated with the
cephalic vein within the subcutaneous fat in almost
every individual [1, 3, 4, 11, 13].

The musculocutaneous nerve can be compressed
in various anatomical areas. Proximal compressions
are located at the level of its passage within the
coracobrachialis and attributed to coracobrachialis
hypertrophy, whereas distal compressions occur at
the elbow flexion crease between the bicepital ten-
don or aponeurosis and the brachialis muscle. Very
rarely the site of the entrapment is distal to the el-
bow crease [2, 6, 15].

Narasanagi was the first to describe compres-
sion of the lateral antebrachial cutaneous nerve in
1972 [12]. Four years later Hale reported the case
of a physician suffering from LCNF compression and
named the condition “handbag paraesthesia” [9].
Since then, numerous clinical cases have been de-
scribed in the literature [2, 7, 8, 11, 15]. To our
knowledge the present case is the first identified
during cadaveric preparation.

The possibility of entrapment of lateral cutane-
ous nerve of the forearm must be included in the
differential diagnosis of lateral elbow pain. Patients
usually present with pain around the elbow. Physical
examination may demonstrate tenderness over this
area, a positive Tinel’s sign lateral to the biceps ten-
don and hypaesthesia of the anterolateral aspect of
the forearm. Some patients may manifest paraesthe-
sia along the volar aspect of the distal forearm. It is
also significant to distinguish between forearm para-
esthesia caused by disorders of the LCNF and the su-
perficial radial nerve [8, 10, 11, 14]. Other conditions
that may produce similar symptoms include lateral
epicondylitis, cervical radiculopathy, brachial plexus
injury and median neuropathy of the forearm [7, 8].

Diagnosis of LCNF entrapment depends on detailed
history, thorough physical examination and good
knowledge of anatomical landmarks. Injections of lo-
cal anaesthetic in the suspected area for diagnostic
purposes can discriminate between LCNF entrapment,
lateral epicondylitis and radial tunnel syndrome. In ad-
dition, electrodiagnostic studies can be very helpful in
confirming the diagnosis of LCNF entrapment [11].

Whatever the cause of LCNF compression, treat-
ment alternatives include resting and general restric-
tion of activities, administration of non-steroidal
anti-inflammatory agents, splinting, the use of ul-
trasound techniques, steroidal injections locally,

electrical nerve stimulation and surgical exploration
and decompression [5]. Regarding surgical interven-
tion, it has not been elucidated whether resection
of the lateral margin of the biceps is mandatory
during decompression of the LCNF or not [5].

REFERENCES
1. Beldner S, Zlotolow, DA, Melore CP Jr, Agnes AM, Jones MH

(2005) Anatomy of the lateral antebrachial cutaneous
and superficial radial nerves in the forearm: a cadaveric
and clinical study. J Hand Surg, 30: 1226–1230.

2. Belzile E. Cloutier D (2001) Entrapment of the lateral
antebrachial cutaneous nerve exiting through the fore-
arm fascia. J Hand Surg, 26: 64–67.

3. Bourne MH, Wood MB, Carmichael SW (1987) Locat-
ing the lateral antebrachial cutaneous nerve. J Hand
Surg, 12: 697–699.

4. Chiarapattanakom P, Leechavengvongs S, Witoonchart K,
Uerpairojkit C, Thuvasethakul P (1998) Anatomy and
internal topography of the musculocutaneous nerve:
the nerves to the biceps and brachialis muscle. J Hand
Surg, 23: 250–255.

5. Dailiana ZH, Roulot E, Le Viet D (2000) Surgical treat-
ment of compression of the lateral antebrachial cuta-
neous nerve. J Bone Joint Surg, 82: 420–423.

6. Davidson JJ, Bassett FH III, Nunley JA II (1998) Muscu-
locutaneous nerve entrapment revisited. J Shoulder
Elbow Surg, 7: 250–255.

7. Felsenthal G. Mondell DL. Reischer MA, Mack RH (1984)
Forearm pain secondary to compression syndrome of
the lateral cutaneous nerve of the forearm. Arch Phys
Med Rehabil, 65: 139–141.

8. Gillingham BL, Mack GR (1996) Compression of the lat-
eral antebrachial cutaneous nerve by the biceps ten-
don. J Shoulder Elbow Surg, 5: 330–332.

9. Hale BR (1976) Handbag paresthesia. Lancet, 2: 470.
10. Mackinnon SE, Dellon AL (1985) The overlap pattern

of the lateral antebrachial cutaneous nerve and the
superficial branch of the radial nerve. J Hand Surg, 10:
522–526.

11. Naam NH, Massoud HA (2004) Painful entrapment of
the lateral antebrachial cutaneous nerve at the elbow.
J Hand Surg, 29: 1149–1153.

12. Narasanagi SS (1972) Compression of the lateral cuta-
neous nerve of forearm. Neurol India, 20: 224–225.

13. Olson IA (1969) The origin of the lateral cutaneous nerve
of forearm and its anaesthesia for modified brachial
plexus block. J Anat, 105: 381–382.

14. Paraskevas G, Natsis K, Papaziogas B, Papadopoulou S,
Boulti V, Papadopoulos A, Gigis P (2002) The relation-
ship between the bifurcated tendon of brachioradialis
muscle and the superficial radial nerve: A possible site
of entrapment syndrome. Scient Ann Faculty Medicine
AUTH, 29: 59–61.

15. Swain R (1995) Musculocutaneous nerve entrapment:
a case report. Clin J Sport Med, 5: 196–198.


