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Case Report

Post Thermal Sciatic Nerve Injury Successfully Repaired
with a Sural Nerve Graft: Case Report
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Abstract: Loss of the sciatic nerve may result in paralysis and sensory loss of the leg. Among indications for lower limb
amputation is blunt trauma to the nerve that is feared to have no chances of recovery. Injuries of thermal in nature are thought
to have an extensive damage far from the site of injury and are thus unlikely to recover. The injured nerve is likely to heal by
fibrosis and scarring making it difficult for any axons to go through it. The only hope for such recovery is removal of all
injured sections followed by the nerve repair with a nerve graft or nerve transfer. With advances in microsurgery more and
more injured nerves that were otherwise considered unsalvageable are now routinely reconstructed with relatively good
outcomes. A good proportion of this are nerve injuries of the upper limbs such brachial plexus, median, ulnar and radial nerve
injuries. Compared to the upper limb nerve injuries there is little data on the outcomes of lower limb nerve injuries. The
tendency towards amputation of the lower limb following blunt trauma to the sciatic nerve is much higher than the upper limb.
We present a case of post traumatic thermal sciatic nerve injury that was repaired with a sural nerve graft with good outcomes.
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1. Introduction
Injury to the sciatic nerve is potentially fatal and could
lead to the loss of the extremity. Majority of the injuries
rarely occurs in isolation. Appropriate reconstruction of such
wounds requires repair of all structures damaged during the
injury. Vascular structures if injured must be repaired
urgently before the limb gets irreversible ischaemia. Soft
tissue coverage may be by direct wound closure or local flaps
as the case may demand. We present a case of a patient who
presented to us with extensive injury to the right limb at the
work place who was successfully reconstructed.

was reconstructed in a one stage surgical procedure. At
surgery he was found to have awound involving the posterior
aspect of the knee and lower thighof about 15cm by 20cm in
dimensions (figure 1).

2. Case Presentation
Figure 1. Patient with postthermalsoft tissue loss and sciatic nerve injury.

A twenty six year old factory worker sustainedthermal
injury to the right lower limb secondary to a hot metal rod.
The rod was about 10 cm in diameter. After initial
resuscitation, and wound bed preparation the patient’s defect

The injury to the nerve was from the distal sciatic nerve to
the proximaltibia and common peroneal nervestotaling about
12 centimeters in length. (figure 2).
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Figure 2. Wound post surgicaldebridement, sciatic nerve defect about 12
centimetres.

A Sural nerve graft of about 30 cm in length was harvested
from the contralateral leg. [figure 3]. The nerve was cut into
two parts with one coapted into the lateral aspect of the
sciatic nerve and the common peroneal nerve and the other
the medial aspect of the sciatic nerve and the tibial nerve.
Medial gastrocnemus muscle was raised as a pedicle flap and
utilized to cover the neurovascular structures. [figure 4]. The
muscle and the burnt areas were grafted at the same sitting
with good graft take [figure 5]. At six months of follow up
the wound had fully healed and no contractures were noted.
[figure 6]. Post operatively the knee was splint with a knee
cast. The Patient was commenced on physiotherapy two
weeks after surgery. Nerve recovery was assessed by the
progression of the Tinnel sign, motor and sensory response.
At six months of follow up the patient had knee flexion
followed by recovery of the foot drop after one and a half
years of follow up. [figure7]. Sensory recovery over the heel
and dorsum of the foot was noted at about one year of follow
up.

Figure 3. Sural nerve graft identified and being harvested from the
contralateral leg.

Figure 5. Soft tissue coverage over the repaired Nerve.

Figure 6. Wounds fully healed at six months of follow up.

Figure 7. Patient able to flex the knee against gravity at six months of follow
up.

3. Discussion

Figure 4. Sural nerve graft used to establish continuity between the sciatic
nerve and the tibial and common peroneal nerves.

Incidences of sciatic nerve injuries are approximately two
percent of all peripheral nerve injuries [1], the incidence of
periphery nerve injuries constitute about 1.8 percent of all
patients with traumatic injuries. [2]. The aetiology of
majority of sciatic nerve injuries are trauma related with
either motor vehicle accident or gunshot injuries contributing
to bigger proportion. [3, 4] Iatrogenic injuries including laser
related injuries have also been documented to do contribute
to these injuries. [5] Repairs of the lower limb nerve injury
are less common compared to the upper limb nerve injuries.

Journal of Surgery 2019; 7(5): 119-122

The outcomes are also considered inferior [6, 7].
Unsuccessful repair may result inan insensate and paralyzed
limb that may be unpleasant to the patient and hence
necessitatingamputation. However with refinement of
microsurgical techniques sciatic nerve injuries can be
repaired with good surgical outcomes like in our patient and
thus obviating the need for amputation.
Different authors have reported inconsistent outcomes with
sciatic nerve repairs. Trumble in a retrospective review of
patients operated on in the 80s and 90s showed only one
patient with protective sensations out of thirteen patients
reviewed [7]. Aydin a series of 11 patients, found seven with
protective sensation of the foot and at least 50 percent with
good motor outcome [6]. The reasons for this inconsistent
results could be due to different anatomical location of the
lesions, the length of the nerve defect, the surgical experience
of the surgeon especially in microsurgical techniques and the
nature of the injury. Proximal injuries of the nerve tend to
have worse outcomes as compared to distal nerve injuries. [8,
9] Nerve injuries that could be repaired primarily with no
need for nerve grafts tend to do better than those that require
nerve grafts. [8-10] Injuries of the tibial branch of the sciatic
nerve tend to recover better than those involving the common
peroneal nerve. [8-13] Children tend to recover better than
adults probably as a result of the plasticity in children.
Our patient sustained injuries secondary to a hot rod at the
place of work. The extent of the injury resulted in destruction
of the skin subcutaneous tissues and the surrounding muscles.
The sciatic nerve was extensively damaged resulting in a
nerve defect of about 12 cm in length. The challenges in
reconstructing this patient included ability to provide supple
soft tissue coverage as well ensuring that the nerve was
appropriately repaired so as to allow for a tension free repair
and healthy nerve ends that could allow for regrowth of the
neurons. (Some authors do consider absence of well
vascularised soft tissue patient like in our an indication of
amputation). The options for the nerve repair was either to
use a nerve graft or a vascularised nerve. [9-12, 14] The
nerve graft is technically less challenging but has been shown
to have suboptimal outcomes as compared to the vascuralised
nerve flaps. [8] The vascularised nerve are however more
technically demanding requiring longer operative time. The
soft tissue lose was appropriately repaired with local muscle
flaps and skin grafts. The muscle flaps provided adequate
vascularity for the nerve graft to take and hence allow for the
regrowth of the axons. Other options for the soft tissue
coverage would have been afreeflap.
The order of functional recovery for the patient was motor
followed by sensory, Muscles innervated by the tibialnerve
showed recovery first followed by those supplied by the
common peroneal nerve. This has also been documented by
other authors. [2-4] The reasons for this could be due to the
proximities of these muscles to the nerves. Sensory recovery
was last. In spite of the delayed sensory recovery our patient
did not experience any wounds or ulcerations as would have
been expected with the insensate extremity. After full nerve
recovery at about one year of follow up he had attained good

121

protective sensation all the way to the plantar aspect of the
foot.

4. Conclusion
Patientwith extensive injuries of the sciatic nerve
accompanied by soft tissue loss should be given a chance of
reconstruction. The options for reconstruction should be
guided by the reconstruction principles of both the nerve and
soft tissue loss. In such wounds one must be able to provide
adequate vascuralisedsoft tissue coverage as well
asreconstruct the nerve defect with a nerve conduit. With
meticulous
reconstruction
and
appropriate
post
operativefollow up good functional outcome can be attained
and thus avoid amputations.
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