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Deltopectoral Approach Overcomes All Blind Spots 
for Axillary Nerve Transfers in Brachial Plexus Injuries 
and Isolated Axillary Nerve Injuries
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Kline and Kim described the following four categories of  
axillary nerve (AN) injuries: solitary AN palsy, AN palsy asso-
ciated with suprascapular nerve palsy, AN and posterior cord 
palsy, and AN injuries with other brachial plexus lesions.1 The 
axillary nerve is vulnerable to injuries around the shoul-
der and traction lesions. Although spontaneous recovery 
is expected in many patients, reconstruction is sometimes 
required. The functional outcome of axillary nerve recon-
struction is relatively good because of the anatomical char-
acteristics, relatively simple function, and the short distance 
between injury and target muscle.2

Jerome had noted isolated axillary nerve avulsion from 
the posterior cord and found the anterior deltopectoral 
approach helpful in identifying it.2 The approach also helped 
to completely excise the 13 cm neuroma from the posterior 
cord to the quadrangular space, and nerve to brachialis was 
transferred to the axillary nerve. The author divided the pec-
toralis muscles and sutured them back. Recovery and func-
tional outcome were full in their follow-up with no shoulder 
morbidity.

Pérez et al evaluated the feasibility of exploring the AN 
in a cadaver at the 6 o'clock position (blind spot), using 
the deltopectoral approach, with the interval lateral to 
the conjoint tendon (CJT) or combined with the axillary 
approach.3 Further, they recommended a combination of 
deltopectoral approach, medial or lateral to CJT, and axillary 
approach exposing 81 to 94% of the total length of the AN.

Jerome and Perez et al reported difficulty accessing the 
proximal portion of the AN as a disadvantage in the axil-
lary and posterior approach.2,3 Jerome retracted the CJT to 
have direct and easy exposure of AN through his deltopec-
toral approach, in order to avoid the blind spot.4 For better 
visualization in obese patients and certain tough conditions, 
they cut pectoralis muscles and sutured them back with no 

morbidity. The lateral cord and the axillary artery are swept 
medially to access the posterior cord and the AN. The AN is 
located high in the axilla, posterior to the axillary artery, 
lateral to the radial nerve, and anterior to the subscapu-
laris. The long head of the triceps branch (first branch of the 
radial nerve) is posterior and medial to the radial nerve at 
this region. These three nerves course more or less paral-
lel in their exit at this level of approach. In this region, the 
AN is lateral, the radial nerve is in the middle, and the long 
head of the triceps branch is medial. Thus, the deltopectoral 
approach provides straightforward access for long head of 
triceps branch transfer to the AN.4

Jerome reported the deltopectoral approach as an 
open window for AN repair or transfers.5 All other poten-
tial donors such as medial pectoral nerve, thoracodorsal 
nerve, and median and ulnar nerve fascicles were easily 
accessed.6 Through the same approach, medial pectoral and 
thoracodorsal transfer to AN produced good shoulder abduc-
tion and functional outcome in their series.5

The cadaveric dissection of different surgical approaches 
to the AN may not simulate the real-time injuries happening 
to patients. The AN injuries may be associated with fractures, 
shoulder dislocations, arthroscopic procedures, and other 
interventions around the shoulder with a definite and differ-
ent pattern of injuries. Combining the deltopectoral approach 
(medial or later to the conjoint tendon) and axillary approach 
for a single entity to avoid the blind spot may not be appro-
priate and pragmatic.2,4-6 The AN injury may range from an 
isolated complete avulsion from the posterior cord to associ-
ation with other cord or plexus injuries, for which deltopec-
toral conjoint tendon splitting or retracting approach seems 
better and very useful.2
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