
Box 1 

Pathophysiology and prognosis of different types of nerve injury
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in the upper arm, including the lateral
cutaneous nerve as it crosses the
antecubital fossa7 and the superficial
branch of the radial nerve as it passes
the wrist in close association with the
cephalic vein.8, 9

A population study of iatrogenic
nerve injuries in New Zealand identified
venepuncture and cannulation as the
second and third most common
causes respectively.10

course renders them vulnerable to
injury during minor procedures,
cannulation and injection. 

The spinal accessory nerve, which
crosses the posterior triangle of the
neck, may be injured during lymph
node biopsy. One paper reports this
injury occurring in up to 10% of all lymph
node biopsy procedures in the neck.6

Simple venepuncture or cannulation
has been implicated in injury of nerves
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FIGURE 3
Normal nerve structure

In the lower limb the sciatic nerve is
vulnerable to injury during
intramuscular injection, and a review
published in 2010 identified these
injuries as a persistent and global
problem.11

Pathophysiology and diagnosis 
of nerve injury
The prognosis following a nerve injury is
related to the anatomical site, the
pathophysiological depth of injury and
the delay between injury and treatment.
For a mixed motor and sensory nerve
the loss of distal function will present as
anaesthesia or hypoaesthesia with
motor weakness or paralysis dependent
on whether the lesion is complete or
partial. 

Minor injury is termed physiological
conduction block or neurapraxia and
results from ischaemia or oedema
within the nerve with segmental
disruption of myelin sheaths, (see figure
3, left, and box 1, below). In such injuries
there is no axonal damage and no
Wallerian degeneration. Myelinated
fibres are affected more than
unmyelinated fibres and generally 
there is preservation of some slow pain


