
 

 

 

 

RADIAL NERVE LESIONS 

 

“The Empress Theodora at the Hippodrome”, oil on canvas, Benjamin Jean Joseph 

Constant, (1845-1902). 

 

 



Constantinople adopted the follies, though not the virtues of ancient Rome; and the same 

factions which had agitated the circus raged with redoubled fury in the hippodrome. In 

the reign of Anastasius, this popular frenzy was inflamed by religious zeal; and the 

Greens, who had treacherously concealed stones and daggers under baskets of fruit, 

massacred at a solemn festival three thousand of their Blue adversaries. From the capital 

this pestilence was diffused into the provinces and cities of the East, and the sportive 

distinction of two colors produced two strong and irreconcilable factions, which shook 

the foundations of a feeble government. The popular dissentions, founded on the most 

serious interest or holy pretence, have scarcely equaled the obstinacy of this wanton 

discord, which invaded the peace of families, divided friends and brothers, and tempted 

the female sex, though seldom seen in the circus, to espouse the inclinations of their 

lovers, or to contradict the wishes of their husbands. Every law, either human or divine, 

was trampled under foot; and as long as the party was successful, its deluded followers 

appeared careless of private distress or public calamity. The license, without freedom, of 

democracy, was revived at Antioch and Constantinople, and the support of a faction 

became necessary to every candidate for civil or ecclesiastical honours. A secret 

attachment to the family or sect of Anastasius was imputed to the Greens; the Blues were 

zealously devoted to the cause of orthodoxy and Justinian. 

 

Edward Gibbon, “The History of the Decline and Fall of the Roman Empire”, volume 4 

1781. 

 

During the reign of the Byzantine Emperor Anastasius in the late Fifth Century AD, there 

arose a peculiar factional unrest within the capital of the Empire at Constantinople.  Two 

great factions (or “demes”) of the populace evolved, that became known as the Blues and 

the Greens. Their names appear to have been derived from the games at the Hippodrome, 

where they referred to the colours of the city’s two strongest teams of charioteers. With 

time however these factions left the confines of the arena and permeated the whole of 

society and even began to spread to the rest of the Empire. You were either a “Blue” or a 

“Green”, and rivalry became so severe that whole societies, even individual families, 

were torn apart. Urban warfare and revenge killings became endemic not only at the 

Hippodrome but in the streets at night. It is impossible from this distance in time to 

ascertain just exactly what it was that divided these two social factions. It appears that 

originally the Blues were predominantly, but be no means exclusively, the party of the big 

estate owners and descendents of the old Graeco-Roman aristocracy, whilst the Greens 

tended to be the party of the civil service, the trades and of industry. Later these 

affiliations took on almost cult or semi-religious status. So pervasive had they become 

that even the Emperor Justinian associated with one of the factions, the Blues, as did the 

Empress Theodora. It is anachronistic to try to describe this enigmatic Fifth and Sixth 

Century phenomenon as “early political parties”, the only real way to attempt to 

understand it through the eyes of the Twenty-First Century is to say that they were 

officially sanctioned “street gangs”, but on a scale and degree of ferocity that made the 

“Chicago mobs” of the 1920s or the “New York gangs” of the 1890s, or the “Melbourne 

mafia” of the 1990s look distinctly civilized!     

 

The Emperor Justinian appears to have tolerated this situation, so long as the Blues, (his 

own faction) appeared to have the upper hand over their rival Greens. Benjamin 

Constant’s classic painting “The Empress Theodora at the Hippodrome” catches the 



“mood”. It depicts the Empress nonchalantly watching the chariot races at the 

Hippodrome, seemingly bored, perhaps even mildly amused, at the carnage taking place 

in the stands between rival Blues and Green supporters…presumably more Greens are 

being killed than Blues! Justinian himself did not seem to be particularly concerned with 

the situation, so along as the factions did not directly threaten his own authority. Yet on 

one fateful afternoon at the Hippodrome, it did just exactly that!  On the 10
th

 of January, 

532 AD, after the races at the Hippodrome, the Blues and Greens clashed savagely. 

Justinian finally had had enough. He ordered in the troops who restored order and 

arrested the ring leaders…of both sides. Justinian then had them executed, however two 

managed to escape, one a Blue the other a Green. Justinian continued to have them 

pursued. Both factions then incredibly united with each other demanding the pardon of 

their leaders. At the next race meeting at the Hippodrome, Justinian was in attendance 

and both factions called out for his abdication! General rioting broke out, which rapidly 

spread to the rest of the city. Very quickly a massive Green mob had gathered and were 

putting up rival candidates for the throne of the Empire and calling for Justinian’s head. 

What was different on this occasion was the shear scale of the riots. Now seriously 

alarmed Justinian locked himself away in the palace with his most senior advisers to 

discuss what should be done. The court was by now in a panic and a decision was made 

to flee the city. Theodora was horrified and outraged and at this critical junction jumped 

to her feet and according to Procopius screamed at the cowering group: “Every man 

who is born into the light of day must sooner or later die; and how could an Emperor 

ever allow himself to be a fugitive? May I myself never willingly shed my imperial robes, 

nor see the day when I am no longer addressed by my title. If you my lord wish to save 

your skin, you will have no difficulty in doing so. We are rich, there is the sea, there too 

are our ships. But consider first whether, when you reach safety, you will not regret that 

you did not choose death in preference. As for me, I stand by the ancient saying: the 

purple makes the noblest winding-sheet.” 

 

The imperial council, which included one of Byzantium’s greatest ever Emperors as well 

as one of its greatest ever generals (Belisarius was present), were stunned into an 

ashamed silence at their berating at the hands of a woman, (though a formidable one at 

that). Regaining their composure the council decided to make a stand. Generals 

Belisarius and Mundus, who happened to be in the city with a sizable force of 

Scandinavian mercenaries, devised a plan of attack. With careful and skilful command of 

the forces directly loyal to the Emperor they managed to trap the worst of the rioting mob 

within the Hippodrome. Justinian unhesitatingly ordered all to be massacred to the last 

man…Blue, Green it didn’t matter. Belisarius and Mundus immediately led the attack. By 

the end of the day, it is recorded that 30,000 bodies were counted in the Hippodrome. 

The factions did not cease to exist after this, but they were far less prominent and never 

again would Justinian be challenged in Constantinople.  

 

Justinian owed his throne not to his great and loyal generals, but to a woman, supremely 

confident, never wavering in anything that she did, she was the “woman behind” one of 

the supposedly greatest Emperors in history. Justinian’s “greatness” in fact owed a great 

deal to his Empress, Theodora. Benjamin Constant’s work shows the Empress at the 

Hippodrome. The tensions of the moment affect her not. She has no intention of fleeing. 

In fact so relaxed is she, with arm draped over the back of her couch, she puts herself at 

risk of the “Saturday Night Palsy”!  



RADIAL NERVE LESIONS 

 

Introduction 

 

Radial nerve lesions are characterized predominantly by wrist drop and inability to 

extend the elbow.  

 

Variable anesthesia is experienced over the lateral half of the dorsum of the hand and 

lateral forearm.  

 

The most common causes will be trauma, compartment syndromes, or sustained pressure 

to the axilla.  

 

Investigation and management of radial nerve lesions will depend on the exact cause of 

the lesion, its acuteness of onset as well as the degree of severity of symptoms. 

 

Anatomy 

 

Course of the radial nerve 

 

It comes from the C5, 6, 7, 8 and T1nerve roots. 

 

The radial nerve arises from the posterior cord of the brachial plexus. 

 

It passes into the arm between the long and medial heads of triceps, then travels within 

the spiral groove (together with the profunda brachii artery) on the posterior aspect of the 

humerus between the lateral and medial heads of triceps. 

 

Just above the elbow it pierces the lateral fascial septum to enter the cubital fossa. At the 

level of the lateral epicondyle the radial nerve divides into its deep and superficial 

branches. 

 

The superficial radial nerve then travels into the forearm beneath the brachioradialis 

muscle, and over the supinator then pronator teres muscles. It runs lateral to the radial 

artery. 

 

In the lower third of the forearm it passes dorsally by running beneath the tendon of the 

brachioradialis muscle. It then continues as a cutaneous nerve.  

 

The deep radial nerve (or posterior interosseous nerve) winds around the neck of the 

radius between the superficial and deep layers of the supinator, to enter the posterior 

compartment of the forearm. It then passes downward lateral to the posterior interosseous 

artery, to enter the wrist. 

 

Radial nerve innervations 

 

The radial nerve has the following innervations: 

 



In axilla: 

 

● Long and medial heads of triceps 

 

● Posterior cutaneous brachial nerve   

 

In spiral groove: 

 

● Lateral and medial heads of triceps, branch to anconeus  

 

● Lower lateral brachial cutaneous nerve, (skin over the lower lateral and anterior 

aspect of arm) 

 

● Posterior cutaneous nerve of the forearm 

 

At the cubital fossa: 

 

● Lateral part of brachialis 

 

● Brachioradialis 

 

● Extensor carpi radialis longus 

 

Superficial radial nerve: 

 

● Lateral 2/3 of the dorsum of the hand 

 

● Lateral 2 ½ fingers 

 

Deep branch in dorsal forearm: 

 

● Supplies all the extensor muscles of the compartment 

 

See also appendices 1 & 2 below 

 

Pathology 

 

Causes of radial nerve lesions: 

 

1. Trauma: 

 

Important injury patterns include: 

 

● Direct penetrating or blunt trauma 

 

● Compartment syndromes, (in particular of the dorsal forearm)  

 

● Fractures: 



 

 Typically: 

 

 Fractures involving the spiral groove of the humeral shaft, most 

commonly at the middle third. 

 

 Monteggia fractures, (from anterior displacement of radial head). 

 

● Elbow dislocations 

 

2. Neuropraxias: 

 

These are most commonly the result of compression lesion in the axilla 

 

 Causes of this typically include: 

 

● Compressive lesions high in the axilla can occur from improper use of 

crutches. 

 

 ● Prolonged pressure/ traction on the axilla: 

 

The term “Saturday night palsy” has been used to describe this condition, 

whereby an alcohol intoxicated person has had a prolonged period of 

unconsciousness with the arm draped over the back of a chair On 

awakening in the morning they find they have a wrist drop! 

 

The term “honeymooners” palsy has also been used to describe this 

phenomenon, (the arm of the male “casually” draped over the back of the 

seat, encircling his “date”!). 

 

3. Mass lesions: 

 

 ● Locally compressive/ invasive lesions due to malignancy or infection. 

 

4. Neuropathies: 

 

Mononeuritis (or mononeuritis multiplex, when two or more peripheral nerves are 

involved) is dysfunction of a peripheral nerve(s) due to a systemic disease 

process. The condition is rare. 

 

It may be caused by: 

 

● Diabetes mellitus, (small nerve vessel ischemia): 

 

● Malignant disease: 

 

♥ Local compression/ invasion 

 



♥ Paraneoplastic syndromes 

 

● Infective causes: 

 

♥ Leprosy 

 

♥ HIV 

 

● Connective tissue diseases, (small nerve vessel inflammation): 

 

  ♥ Rheumatoid arthritis 

 

  ♥ SLE 

 

♥ Polyarteritis nodosa 

 

♥ Scleroderma 

 

♥ Sarcoidosis 

 

 Less commonly: 

 

● Amyloidosis 

 

● Lyme disease 

 

● Heavy metal poisoning 

 

Clinical Assessment 

 

 

Left: testing triceps (C6, 7, 8), the patient extends the forearm against resistance. Right: 

testing brachioradialis, (5, 6), the patient flexes the forearm against resistance with the 

forearm midway between pronation and supination, the muscle belly can then be seen 

and felt.   



 

 

 

 

 

 

 

 

 

 

 

 

 

Left: testing extensor carpi radialis longus (C5, 6), the patient extends and abducts the 

hand at the wrist against resistance. The muscle belly and tendon can be felt and often 

seen. Right: testing supinator, (C6, 7), the patient supinates the forearm against 

resistance, with the forearm extended at the elbow.       

 

 

Left: testing extensor carpi ulnaris, (posterior interosseous nerve, C7, 8), the patient 

extends and adducts the hand at the wrist against resistance. The muscle belly and 

tendon can be seen and felt. Right: testing extensor digitorum, (posterior interosseous 

nerve, C7, 8), extension at the MCP joints is maintained against resistance. The muscle 

belly and tendon can be seen and felt.  

 

Left: testing abductor policis longus (posterior interosseous nerve, C7, 8), the patient 

abducts the thumb at the CMP joint in a plane at right angles to the palm. The tendon 

can be seen and felt anterior and closely adjacent to the tendon of extensor pollicis 



brevis. Right: testing extensor pollicus longus, (posterior interosseous nerve, C7, 8), the 

patient extends the thumb at the IP joint against resistance. The tendon can be seen and 

felt. 

Left: testing extensor pollicis brevis, 

(posterior interosseous nerve, C7, 8), the 

patient extends the thumb at the MCP joint 

against resistance. The tendon can be seen 

and felt.  

    

 

 

 

 

 

Left: The approximate area within which sensory changes may be found in high lesions of 

the radial nerve, (above the origin of the posterior cutaneous nerves of the arm and 

forearm). The average area is usually considerably smaller, and in fact absence of 

sensory changes has been recorded. 
2 

Right: The approximate area within which sensory 

changes may be found in lesions of the radial nerve above the elbow joint and below the 

origin of the posterior cutaneous nerve of the forearm, (the distribution of the superficial 

terminal branch of the radial nerve). Usual area of loss is shaded, with dark blue line, 

light blue lines show possible smaller and larger areas of involvement.  

 

Investigations 

 

When the clinical picture is clear cut, (such as radial nerve neuropraxia) often no specific 

investigation will be necessary 

 



The type and extent of investigation therefore will depend on the index of suspicion for 

any given condition, such as a mononeuritis. 

 

The following may be considered: 

 

Nerve conduction studies 

 

Nerve conduction studies can be undertaken to: 

 

● Establish a firm diagnosis in equivocal cases 

 

● Rule out a more generalized disease process 

 

● Establish the extent of deficit, which may also help to predict longer term 

prognosis. 

 

Blood tests 

 

According to the index of clinical suspicion for any given condition, consider: 

 

● FBE 

 

● U&Es/ glucose 

 

● CRP 

 

● ESR 

 

Others as clinically indicated, such as blood lead levels. 

 

CT Scan 

 

For delineation of mass lesions causing a compression of the radial nerve, in any part of 

its course  

 

MRI 

 

Again this may be even more useful for delineation of mass lesions. 

 

It may also be used to directly visualize diseased nerve itself. 

 

Biopsy 

 

Nerve biopsy may rarely be done in particular diagnostic dilemmas.  

 

For example: 

 

● Cases of apparent mononeuritis 



 

● Suspected (or unsuspected) leprosy. 

 

Management 

 

General principles include: 

 

1. Treat the underlying cause where possible  

 

2. Compartment syndrome: 

 

● Fasciotomy may be appropriate in some cases  

 

3. Occupational therapy: 

 

● Occupational therapy is able to assist with splinting and other support 

devices devises when symptoms are severe.  

 

4. Physiotherapy: 

 

● Physiotherapy may assist in recovery in selected reversible cases, or in the 

prevention of secondary complications in irreversible cases.  

 

Disposition 

 

Disposition of the patient who presents to the ED with a radial nerve palsy will obviously 

depend on: 

 

● The cause of the lesion 

 

● The severity of the symptoms 

 

● The acuteness of onset of the symptoms 

   

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Appendix 1 

 

Radial Nerve Anatomy 

 

 

 

The Radial nerve, (Gray’s 

Anatomy, 1918) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Appendix 2 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

“A Tired Seamstress”, oil on canvas, Angelo Trezzini, (1827-1904) 

 

This Nineteenth century seamstress has been forced to work long hours into the night, 

(…sound familiar?). Unfortunately she has fallen to sleep out of sheer exhaustion, lying 

on her outstretched arm, her wrist dropped limply over her work table. In the morning 

she may find that not only is her work uncompleted, she may not be able to complete it, 

because of wrist drop caused by a radial nerve neuropraxia! 
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