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NERVE INJURY ON CONTRACEPTIVE IMPLANT REMOVAL

Management of iatrogenic nerve injury
The British Orthopaedic Association
Standards for Trauma (BOAST-5)
guidelines recommend prompt referral
for specialist assessment when there is
motor or sensory dysfunction in the
territory of a nerve following an
intervention in proximity to the nerve.12

A high grade nerve injury with axonal
degeneration should be suspected
when there is neuropathic pain,
autonomic dysfunction and a positive
Tinel’s sign at the site of injury. 

Early recognition and intervention
may prevent further degeneration and
improve outcomes. Careful clinical
examination is usually sufficient to make a
diagnosis and neurophysiological
investigations, while confirming the
severity of a lesion, are not essential and
should not delay referral.
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(C fibre function), deep pressure and
autonomic function including sweating
in the territory of the nerve.
Neurophysiological assessment of the
distal nerve demonstrates normal
conduction.

In more severe injuries there is axonal
damage resulting in Wallerian
degeneration. The axonal damage
affects all nerve fibre subtypes and as 
a result there is usually neuropathic pain
and loss of autonomic sudomotor and
vasomotor function in the cutaneous
territory of the affected nerve. Loss of
these autonomic supplies results in
disruption of function of sweat glands
and blood flow regulation respectively
which manifests as dry erythematous
skin. 

The neurophysiology will
demonstrate absent distal motor 
and sensory conduction velocities 
if the lesion is complete and
electromyography sampling will
demonstrate fibrillation potentials from
the denervated muscle fibres. 

The recovery potential depends on
whether there is physical continuity of
the nerve and the extent of internal
derangement. 

The hallmarks of a degenerative nerve
lesion are neuropathic pain, dry red skin
and a Tinel’s sign. If the Tinel’s sign is
non-progressive on sequential clinical
examination then either a neurotmesis
(nerve transection) or neuroma in
continuity should be suspected and the
nerve should be explored.
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The close proximity of contraceptive implant placement 
to the course of the ulnar nerve can result in injury. 
Several factors have been implicated in this complication
including: low BMI, erroneous placement of the implant,
implantation over the brachial groove, and migration of
the implant from its original insertion. 

Clinicians should familiarise themselves with the 
vulnerable neurovascular structures in the area and refer
promptly to a specialist if any neurological symptoms
develop during placement or removal of these devices. 

The prognosis following nerve injury is related to the  
anatomical site, pathophysiological depth of injury and
delay between injury and treatment. Minor injury
(neurapraxia) results from ischaemia or oedema within
the nerve. In more severe injuries there is axonal damage
resulting in Wallerian degeneration. The axonal damage
affects all nerve fibre subtypes and as a result there is
usually neuropathic pain and loss of autonomic
sudomotor and vasomotor function in the cutaneous
territory of the affected nerve. Loss of these autonomic
supplies results in disruption of function of sweat glands
and blood flow regulation respectively which manifests as
dry erythematous skin. 

High-grade nerve injury with axonal degeneration  
should be suspected when there is neuropathic pain,
autonomic dysfunction and a positive Tinel’s sign (pain
in the territory of the nerve elicited by gently tapping
over the site of suspected injury).

The British Orthopaedic Association recommends 
prompt referral for specialist assessment when there is
motor or sensory dysfunction in the territory of a nerve
following an intervention in proximity to the nerve. 
Early recognition and intervention may prevent further
degeneration and improve outcomes. 

Useful information 

British Orthopaedic Association
Guidelines for management of nerve injury
www.boa.ac.uk/wp-content/uploads/ 2014/12/BOAST-5.pdf 

The Birmingham Hand Unit at Queen Elizabeth Hospital
www.uhb.nhs.uk/hand-surgery 

Case report submissions

Do you have an interesting case that you
would like to share with other readers?
Your article would need to be around
1,500 words long, include a brief review
of the literature to put the case in
context, and be fully referenced in the
Vancouver style. 

Submissions for consideration for
publication should be sent to:
editor@thepractitioner.co.uk

We welcome your feedback
If you wish to comment on this article or have a question
for the authors, write to: editor@thepractitioner.co.uk 

‘Refer promptly 
to a specialist if any
neurological
symptoms develop
during placement
or removal 
of these devices’

‘Clinicians should
familiarise
themselves with
vulnerable
neurovascular
structures in the area’


