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There are reports of lateral position of ECA.4,5,6 According to

Bussaka et al, lateral position of the external carotid artery

was seen in 17 cases (4.3%), of which 13 cases were on the

right side and 4 cases on the left. It is necessary to know the

lateral position of the external carotid artery for the correct

diagnosis by intravenous digital subtraction angiography

(IVDSA) and doppler scanning. During bleeding from terminal

branches of ECA occasionally it is necessary to consider

ligation of the artery. It is very important to ensure that the

artery being ligated is indeed the ECA rather than internal

carotid as ligation of latter causes a high risk of hemi paresis.

An unusual case of peripheral hypoglossal nerve palsy,

caused by lateral position of the external carotid artery

and an abnormally high carotid bifurcation has been

reported7. Improvement followed ligation and cutting of

the external carotid artery at its origin. The present

variation may be of particular interest to surgeons and

anatomists.
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ABSTRACT 

Although the sural nerve is the most extensively studied nerve in man, there is a dearth of data 
regarding the normal variations in the size and distribution of axons in normal subjects. Since the 
sural nerve is the most frequently used sensory nerve in nerve transplantation, knowledge of variations 
in its course and distribution plays an important role in the surgical procedures. Here, an entrapment 
of the sural nerve in the gastrocnemius is reported. The short saphenous vein also passed through 
the gastrocnemius muscle along with the sural nerve. 
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INTRODUCTION then descends down lateral to the tendocalcaneus to a 

region between calcaneus and lateral malleolus. It is 

he sural nerve is a branch of the tibial nerve. It is accompanied by the short saphenous vein in most of its 

given off in the popliteal fossa. It normally descends course. It supplies the skin of the posterolateral part ofT between the two heads of the gastrocnemius and the lower third of the leg and the lateral border of the foot. 
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CASE REPORT 

During the routine dissections for the medical 

undergraduates, a variation in the course of the sural nerve 

and the short saphenous vein was noted. In the current 

case, the sural nerve pierced the gastrocnemius muscle 

along with the short saphenous vein instead of passing 

superficial to it [Figure 1]. The short saphenous vein, below 

the level of entrapment was dilated. The upper, terminal 

part of short saphenous vein was extremely thin [Figure 

1]. This variation was found in the left leg of a male cadaver 

aged approximately 50 years and was unilateral. 

DISCUSSION 

This variation found here is of clinical and surgical 

importance since sural nerve is the most frequently used 

sensory nerve in nerve transplantations. It is either 

transplanted alone or together with the other elements of 

the neurovascular stalk within the superficial sural flap. 

Clinically, the sural nerve is widely used for both diagnostic 

(biopsy and nerve conduction velocity studies) and 

therapeutic purposes (nerve grafting). Thus, a detailed 

knowledge of the anatomy of the sural nerve and its 

contributing nerves are important in carrying out these 

and other procedures. Though the sural nerve is considered 

to be a sensory nerve, motor fibres have been found in 

4.5% of nerves.1 In the current case, since the nerve passed 

through the gastrocnemius muscle, it is likely that it gave 

motor branches to the muscle as it passed through it. 

Presence of motor fibres may play important role in sural 

nerve biopsy and pathological findings. This abnormal 

course of the sural nerve can produce pain up on the 

contraction of the gastocnemius or altered sensation over 

the area of its distribution. Pain associated with sural nerve 

entrapment in athletes2 and in scar tissue after the injury 

of gastrocnemius3 has already been reported. In the former 

case, the sural nerve was entrapped in the superficial sural 

aponeurosis. In the case reported here, the nerve passed 

through the fleshy part of gastrocnemius. 

Figure 1: Superficial dissection of the back of the leg showing sural nerve 
and short saphenous vein entrapped in the gastrocnemius 

The enlargement of the short saphenous vein in this case 

could be due to the obstruction for its blood flow by the 

contracting gastrocnemius muscle. The deep veins of the 

legs are in an advantageous position for venous drainage 

as the drainage is favored by the contraction of the 

neighbouring muscles. But in a case like this, where a vein 

is passing through the muscle, the sustained pressure on 

the vein might be a factor hindering the blood flow. That 

could be the possible reason for the enlargement of the 

vein below the entrapment. If not, the vein should have 

enlarged in its proximal part as well. The entrapment of 

the short saphenous vein has not been reported yet. 

The knowledge of this kind of entrapment of sural nerve 

and short saphenous vein is very important for plastic 

surgeons, sport medicine, physiotherapy, clinical and 

surgical procedures. 
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