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Abstract  Case Report 
 

Traumatic injury to peripheral nerves are common. In the upper limb, the radial nerve is the most commonly injured, 

followed by the ulnar and median nerves. The advent of microsurgery has revolutionized the management of these 

lesions, unfortunately functional outcomes remain mediocre. We report an atypical case of a 32-year-old man with a 

puncture wound of the left arm caused by a glass injury. Surgical exploration found a total section of the radial nerve 

repaired by direct suturing. Radial nerve injury may be due to physical open or closed trauma, infection or a tumoral 

compression. It’s exceptionally during penetrating wounds because of his deep location. All Radial nerve palsies 

associated with open wounds should be explored surgically and primary nerve repair provides excellent results ranging 

between 78 and 90 percent. Initial clinical evaluation is important and all penetrating trauma need a surgical 

exploration: a puncture wound can be enough to damage a nerve, tendon, artery. 
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INTRODUCTION 
In Morocco, drug trafficking and drug-use has 

exploded. It become a significant threat to public safety 

increasing road traffic accidents and physical assault. 

Our institute provides comprehensive patient care in all 

aspects of traumatic and degenerative disorders of the 

adult and supports these patients. We report an atypical 

case of a 32-year-old patient with a puncture wound of 

the left arm caused by a glass injury. Surgical 

exploration found a total section of the radial nerve 

repaired by direct suturing. This work has been reported 

in line with the SCARE criteria [1]. 

 

CASE PRESENTATION 
A 32-year-old, right-handed, man with no 

particular history was referred to our institute two-hours 

after physical assault. Physical examination found a 

stab wound of the lateral side of the left arm measuring 

1.5 cm with radial nerve palsy (Figure-1). Upper limb 

radiography was normal (Figure-2). Orthopedic team 

admitted the patient to the operating room. We 

explained to him the consequences of this trauma and 

the purpose of the surgical treatment. He was placed in 

a supine position with the left upper limb on a support. 

Then, surgical exploration was performed under general 

anesthesia and found a total section of the radial nerve 

(Figure-3) wich we repaired by epiperineural nerve 

sutures using a non-absorbable 8-0 sutures. An orthosis 

was applied to prevent vicious attitude. Electrical 

stimulations and passive exercises session was prescribe 

to keep a good muscular trophicity and prevent stifness. 

Follow-up assessement of muscle tone, strength of 

contraction and sensitivity will be rated according to the 

Medical Research Council (MRC) criteria. 

Electromyography will be done after six months. 

Unfortunately, the patient didn’t consult, and we could’t 

follow the evolution. 

 

Orthopaedic Surgery 
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Fig-1: Clinical image showing the stab wound of the lateral side of 

the left arm 

 

 
Fig-2: Radiography of the arm 

 

 
Fig-3: Intra-operative image showing total section of the radial 

nerve 

 

DISCUSSION 
Radial nerve injury may be due to physical 

open or closed trauma, infection or a tumoral 

compression. Fractures from the middle to the distal 

third of humerus most common for causing radial nerve 

palsy. The lesion of radial nerve is exceptionally during 

penetrating wounds because of his deep location [2-5]. 

It causes a myriad of signs and symptoms, the most often 

diagnosed of which includes loss of the ability to 

supinate the forearm while still being able to extend it. 

Loss of forearm extension can occur when the radial 

nerve is injured in the axilla. Injury to the nerve in the 

arm does not significantly impact the triceps and the 

anconeus, therefore the ability to extend the forearm 

remains intact [6]. Motor deficits include loss of 

mobility in the brachioradialis and supinator muscle, 

which supinate the forearm, as well as loss of mobility 

in the extensor carpi radialis longus and brevis, which 

extends the wrist. An inability to extend the fingers at 

the metacarpophalangeal joints may also result. 

 

Extension of the interphalangeal joints remains 

intact as the lumbricals and interosseous are innervated 

by the ulnar nerve [7]. The sensory deficits include loss 

of sensation in the posterior forearm, dorsum of the 

hand and lateral three and a half fingers. Sensation in 

the posterior arm remains intact as it is innervated by 

the radial nerve before it reaches the diaphysis of the 

humerus [8]. These signs are often accompanied with 

pain, tingling, and numbness [2, 9]. Radiography is 

essential to look for a fracture or dislocation and 

electromyography examinations are crucial to assess the 

recovery or persistence of the lesion [10, 11]. All Radial 

nerve palsies associated with open wounds should be 

explored surgically. If the nerve has been sharply 

transected, but there is adequate nerve length and 

minimal soft-tissue injury, then it should be repaired 
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primarily. A primary nerve repair should be performed 

without tension. Nerve grafting is indicated if the nerve 

defect is large or there is significant tension on the 

repair [2, 10, 12]. Patient follow-up is important and 

electromyography examinations should not be done too 

early (6 months for the radial nerve). There are several 

important factors that influence nerve recovery such as 

age, level of injury, length of defect, associated injuries, 

and interval to surgery [10, 13-18]. Most authors agree 

that tendon transfers provide good results if the nerve 

reconstruction fails. Sunderland recommended a tendon 

transfer if there were no signs of recovery within 1 year 

[2, 3, 19]. 

 

CONCLUSION 
The incidence of penetrating trauma in 

Morocco are rising and witness of the violence in the 

big cities of the World. Initial clinical evaluation is 

important, all penetrating trauma need a surgical 

exploration: a puncture wound can be enough to 

damage a nerve, tendon, artery. According to the 

literature, primary nerve repair provides excellent 

results, ranging between 78 and 90 percent, and avoid to 

the victim the handicap of a radial palsy. 
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