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Abstract: Original Research  
The severity of tissue damage caused by high-voltage electrical injuries to the limbs often 

complicates the management of such burns. Repair procedures are sometimes ineffective, 

and amputations become unavoidable. We report the case of a young patient who 

sustained high-voltage electrical injuries to both upper limbs, resulting in bilateral 

shoulder disarticulation. 
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INTRODUCTION 
High-voltage electrical burns are 

particularly devastating. The extent of damage 

is unpredictable, progressive, and the visible 

skin necrosis often underestimates the 

underlying tissue injury. Managing such 

injuries, especially when they affect the limbs, 

poses a significant challenge for plastic 

surgeons. These injuries are predominantly 

occupational, with a clear male predominance. 

They often result in severe burns with massive 

tissue destruction and can lead to life-

threatening complications, such as 

cardiorespiratory arrest, ventricular 

fibrillation, and acute renal failure. The 

severity of tissue damage makes the 

management of these burns extremely 

difficult. Debridement, escharotomy, and 

fasciotomy procedures are sometimes 

ineffective, and amputations become 

inevitable. 

We present the case of a young patient 

who sustained high-voltage electrical injuries 

to both upper limbs, resulting in bilateral 

shoulder disarticulation. 

 

Case Report 

A 36-year-old male with no significant 

medical history sustained a true electrical burn 

five days prior (likely due to copper cable 

theft). He did not receive immediate acute care 

and was later brought by his family to the 

Laayoune Regional Hospital Center, where he 

was hospitalized for 48 hours and underwent 

preliminary tests before being transferred to 

the Marrakech University Hospital without 

prior regulation. 

 

Admission Examination: 

 General Condition: The patient was 

tachycardic, hypertensive, slightly 
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lethargic, afebrile, with normal oxygen 

saturation and respiratory rate. 

 Local Examination: Circumferential 

burns with extensive tissue necrosis were 

observed on both upper limbs. The total 

burned surface area was estimated at 18% 

(third-degree burns). Signs of ischemia in 

both limbs were noted, and motor function 

in the hands and elbows was absent (Fig 

1). 

 Exit Wound: Located on the external 

aspect of the left thigh. 

 Biological Findings: See Table 1. 

 

Table 1: Admission biological findings 

 
 

 The patient was promptly admitted to the 

intensive care unit. Hydro-electrolytic 

resuscitation and analgesia were initiated. 

Hydration with urine alkalinization was 

continued, aiming for a urine output of >1 

mL/kg/h. The patient was placed on 

imipenem and amikacin antibiotic therapy. 

 It became clear that limb salvage was 

impossible. After obtaining consent from 

the patient and his family, he was taken to 

the operating room, where bilateral 

shoulder disarticulation was performed. 

The postoperative course was uneventful 

(Fig 2). 

 The psychological impact on the patient 

was significant, necessitating frequent 

psychiatric support. After several weeks of 

hospitalization, the patient was discharged 

to a rehabilitation center for bilateral 

prosthetic fitting. 

 

 
Fig 1: Admission appearance 

 

  
Fig 2: Bilateral shoulder disarticulation 
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DISCUSSION 
Approximately 9% of burns are 

electrical in origin, with frequencies ranging 

from 2-4% in Europe to 6.5-17% in China. 

Although their incidence is low, they carry 

high morbidity and mortality rates. Initially, 

electrical burns may appear to affect only 

small skin areas, but the true tissue damage 

becomes evident later. The burned area is 

often much larger and deeper than it initially 

appears. The extent of injury depends on the 

current, tissue resistance, and exposure time. 

 

Electrical current causes 

microcirculatory damage, endothelial integrity 

loss, and fluid retention in the extravascular 

space, leading to edema and reduced blood 

flow in the injured limb. This explains the 

progressive nature of necrosis. High-voltage 

electrical burns often affect the extremities, as 

they are typically the entry and exit points for 

the current. Limbs, being narrow body 

segments, concentrate the current in small 

tissue volumes, resulting in increased tissue 

destruction. 

 

The low resistance of neurovascular 

tissues makes nerves and blood vessels the 

preferred pathways for electrical current. 

Edema severely compromises blood supply to 

the affected tissues, exacerbating pre-existing 

injuries. Additionally, myoglobin and 

hemoglobin from damaged muscles and red 

blood cells can lead to myoglobinuria and 

even renal failure in cases of low renal blood 

flow and urine output. 

 

The management of high-voltage 

electrical burns remains challenging despite 

therapeutic advances over the past three 

decades. Local inflammatory reactions are 

often severe, leading to compartment 

syndrome and cellular necrosis in the limbs. 

Early fasciotomy (within six hours) is crucial 

in cases of ischemia. Early fasciotomy 

(required in 10-50% of cases) is a marker of 

burn severity and has been shown to preserve 

tissue perfusion and reduce the need for 

amputations. Some advocate for early vascular 

grafting to salvage distal ischemia. However, 

high-voltage current often causes significant 

vascular wall damage, particularly to the 

intima, leading to extensive and recurrent 

thromboses that worsen tissue damage and 

compromise revascularization efforts. 

 

Angiography may be useful for 

assessing vascular status but can worsen renal 

function. Angio-MRI is preferable, as it can 

detect vascular morphological changes and 

thromboses. Before surgical exploration, it is 

often difficult to predict the extent of deep 

tissue necrosis. MRI has proven valuable in 

detecting and assessing the extent of deep 

muscle necrosis, aiding surgical planning. 

However, in some cases, tissue damage is 

immediately severe and irreversible, making 

repair efforts futile and necessitating 

amputation, as in our patient. The literature 

reports amputation rates of 24-49% in such 

cases. Amputations should be delayed as long 

as the patient’s condition allows. When 

necessary, the level of amputation is 

determined by the extent of injury and 

prosthetic fitting possibilities. In our patient, 

bilateral shoulder disarticulation was 

unavoidable. Proximal amputations 

complicate prosthetic fitting and reduce 

patient acceptance. 

 

These traumatic injuries are often 

accompanied by significant psychological 

sequelae, including depression, neurotic or 

psychotic manifestations, and memory 

disorders, typically associated with post-

traumatic stress disorder, which hinders socio-

professional reintegration. Family support and 

psychological counseling during 

hospitalization and rehabilitation are crucial 

for facilitating patient reintegration and 

improving long-term outcomes. 

 

CONCLUSION 
The management of electrical burns to 

the extremities should include urgent 

fasciotomy, excision of necrotic tissue, and 

amputation of non-viable limbs. Amputation 

may be the only solution when vital or 

functional prognosis is at risk. 

 



Dr. Y. Lamaalla et al., ISR J Med Case Rep, 2025 1(2), 34-37 

 
© 2025 ISR Journal of Medical Case Reports | Published by ISR Publisher, India                                                                                          37 

 

REFERENCE 

 Luz, D. P., Millan, L. S., Alessi, M. S., 

Uguetto, W. F., Paggiaro, A., Gomez, D. 

S., & Ferreira, M. C. (2009). Electrical 

burns: a retrospective analysis across a 5-

year period. Burns, 35(7), 1015-1019.  

 Ghavami, Y., Mobayen, M. R., & 

Vaghardoost, R. (2014). Electrical burn 

injury: a five-year survey of 682 

patients. Trauma monthly, 19(4), e18748.  

 Handschin, A. E., Vetter, S., Jung, F. J., 

Guggenheim, M., Künzi, W., & Giovanoli, 

P. (2009). A case-matched controlled 

study on high-voltage electrical injuries vs 

thermal burns. Journal of burn care & 

research, 30(3), 400-407.  

 Yakuboff, K. P., Kurtzman, L. C., & Stern, 

P. J. (1992). Acute management of thermal 

and electrical burns of the upper 

extremity. The Orthopedic clinics of North 

America, 23(1), 161-169.  

 Xiao, J., & Cai, B. R. (1994). A clinical 

study of electrical injuries. Burns, 20(4), 

340-346.  

 Moussaoui, A., Fejjal, N., Achbouk, A., 

Tourabi, K., Ribag, Y., Bakkali, H., ... & 

Ihrai, H. (2008). L'Attitude Chirurgicale 

dans les Brulures Electriques Graves par 

Haut Voltage: À Propos de Deux 

Cas. Annals of Burns and Fire 

Disasters, 21(2), 90-98. 

 Gürünlüoğlu, K., Demircan, M., Taşçi, A., 

Üremiş, M. M., Türköz, Y., & Bağ, H. G. 

(2018). Effects of high-voltage electrical 

burns and other burns on levels of serum 

oxidative stress and telomerase in 

children. Burns, 44(8), 2034-2041.  

 Babík, J., & Sandor, S. (1998). Electrical 

burn injuries. Annals of Burns and Fire 

Disasters, 11, 153-155.  

 Parshley, P., Kilgore, J., & Pullto, J. 

(1985). Aggressive approach to the 

extremity damaged by electric current. Am 

J Surg, 150, 78–82. 

 Arnoldo, B., Klein, M., & Gibran, N. 

(2006). Practice guidelines for the 

management of electrical injuries. J Burn 

Care Res, 27, 439–447. 

 Parshley, P., Kilgore, J., & Pulito, J. 

(1985). Aggressive approach to the 

extremity damaged by electric current. Am 

J Surg, 150, 78–82. 

 Wang, X., Wei, J., & Sung, Y. (1982). 

Early vascular grafting to prevent upper 

extremity necrosis after electrical 

burns. Burns Incl Therm Inj, 8, 303–312.  

 De Bono, R. (1999). A histological 

analysis of a high-voltage electric current 

injury to an upper limb. Burns, 25, 541–

547.  

 Panucci, C., Osborne, N., & Jaber, R. 

(2010). Early fasciotomy in electrically 

injured patients as a marker for injury 

severity and deep venous thrombosis risk: 

an analysis of the National Burns 

Repository. J Burn Care Res, 31, 882–

887.  

 Ligen, L., Hongming, Y., & Feng, L. 

(2012). Magnetic resonance imaging 

features of soft tissue and vascular injuries 

after high-voltage electrical burns and their 

clinical application. Injury, 39, 354–357. 

 Tarim, A., & Ezer, A. (2013). Electrical 

burn is still a major risk factor for 

amputations. Burns, 39, 354-357. 

 Remensnyder, J. P. (1990). Acute 

management of the burned 

patient. Philadelphia: Saunders Ed; 1990. 

Acute electrical injuries; pp. 66–86. 

 Piotrowski, A., Fillet, A. M., Perez, P., 

Walkowiak, P., Simon, D., Corniere, M. J., 

... & Lambrozo, J. (2014). Outcome of 

occupational electrical injuries among 

French electric company workers: a 

retrospective report of 311 cases, 1996–

2005. Burns, 40(3), 480-488. 


