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Table 1 Neurological characteristics of the affected muscles.
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muscle root / cord / nerve MMT atrophy n-EMG (MUP / interference)

Lt.  Deltoid C5-6 / posterior / axillary 4 +++ (WFC) polyphasic / reduced

Supraspinatus C5-6/ - / suprascapular 4 ++ polyphasic / reduced

Infraspinatus C5-6/ - / suprascapular 4 ++

Serratus Anterior C5-7/ -/ long thoracic 3+ ++ normal / reduced

Triceps C7 / posterior / radial 4+ ++ normal / normal

Brachioradialis C6-7 / posterior / radial 5 + polyphasic / reduced

Extensor Carpi Radialis Longus C6-7 / posterior / radial 3+ +

Extensor Carpi Ulnaris C6-7 / posterior / radial 4 +

Abductor Pollicis Longus C7 / posterior / radial 4 +

Extensor Pollicis Brevis C7-8 / posterior / radial 2 +

Extensor Pollicis longus C7-8 / posterior / radial 2 +

Extensor Digitorum Communis C8 / posterior / radial 3 + polyphasic / reduced

Muscle strength was estimated by manual muscle testing, muscle atrophy was evaluated by computed tomography and fatty changes were
assessed using magnetic resonance imaging. These results suggested that four peripheral nerves, the axillary, suprascapular,
long thoracic and radial nerves (underlined), were predominantly involved. MMT: manual muscle testing; n-EMG: needle-electromyography;

wFC: with fatty changes.

Fig. 1 Clinical pictures and muscle computed tomography (CT).

Mild dropped hand and fingers are shown (A). Left thumb fails to rise, consistent with weakness of the extensor pollicis longus (B).

At standing position, muscles appear almost normal except for the mild atrophy around left scapula of the spine (C), but when the

arms are raised, left deltoid atrophy is apparent (D). Mild winged scapula is also visible on the left side when pushing a wall (E).

Hypoesthesia and dysesthesia were localized from the lateral side of the upper arm to the dorsal surface of the hand, consistent
with the radial nerve territory (F). Muscle CT at the level of the shoulder (G), humerus (H, I) and forearm (J, K). Left deltoid,
infraspinatus (G), triceps (I), brachioradialis and finger extensor (K) muscle atrophy was presented.
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Abstract

Radial nerve palsy as a presenting feature of neuralgic amyotrophy

Hirofumi Tsuboi, M.D."”, Naoto Sugeno, Ph.D."”, Ayumi Nishiyama, M.D.",
Maki Tateyama, Ph.D.” and Masashi Aoki, Ph.D.”

YDepartment of Neurology, Tohoku University School of Medicine

A 28-year-old man noticed weakness in his left arm when he woke up. He was diagnosed as left radial nerve palsy
and managed conservatively at a local hospital. A few days later, severe pain of the brachium appeared. Although severe
pain improved in a year, dysesthesia and muscle atrophy remained. On admission, muscle weakness and atrophy were
found in muscles innervated predominantly by the left radial nerve. In addition, needle-electromyography and computed
tomography revealed the involvement of muscles innervated by the left suprascapular, long thoracic and axillary nerves,
and we diagnosed the patient as neuralgic amyotrophy. Neuralgic amyotrophy should be kept in mind in diagnosing acute
onset, painful radial palsy.

(Clin Neurol 2013;53:312-315)
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