CHEt 2N T - MI[&Eel8e[A] 6(2):197~202, 2004.

H| QI 0L0| 70| OBt AFRIAIZE O SHAIZZE HH 1 of

— L.

— Abstract —

A Case of Lower Trunk Brachial Plexopathy by Metastasis of
Nasopharyngeal Cancer

Noh-Kyung Park, M.D., Hyun-Seok Choe, M.D., Jong-Hyun Lee, M.D.,
Dong-Soo Kim, M.D., Jang-Hun You, M.D.

Department of Rehabilitation Medicine, Sun General Hospital

Neoplastic diseases affecting the brachial plexus are categorized into two forms, primary brachial tumors
and secondary ncoplastic disease. Primary brachial plexus tumors are considerably less common than the
secondary forms and are usually benign. Whereas secondary neoplastic disease of the brachial plexus is
unfortunately the most common form of brachial plexus tumor and all types are malignant. The two major
sources of these tumors arise from primary or metastatic disease to the upper lobe of the lung and breast
tissue. Additionally skin, pancreas, larynx, colon, urinary bladder and testis were reported as the sources.
Herein we report a rare case of the lower trunk brachial plexopathy induced by metastatic nasopharyngeal

cancer, which was confirmed by tumor biopsy.
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Table 1. Findings of Nerve Conduction Study
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Motor nerve

Axillary
MCl1
Median

Ulnar
(ADM? recorwed)

Ulnar
(FDP recorded)

Erb’ s point
Radial

Sensory nerve

) . . Latency (msec) Amplitude (mV) Velocity (m/sec)
Stimulation site
Right / Left Right / Left Right / Left
Erb’ s point 3.80/3.60 4.92/501
Erb’ s point 3.30/3.40 6.30/6.46
Wrist 3.10/3.20 643/9.35
Elbow 6.30/9.33 5547575
Axilla 6.04/897 582/60.3
Erb’ s point 3.27/8.66 36.3/67.1
Wrist 2.60/2.60 6.44/103
Below elbow 5.72/10.1 59.5/60.8
Above elbow 5.68/9.82 62.3/639
Axilla 539/9.53 63.1/654
Erb’ s point 3.02/9.08 33.6/68.8
Wrist 330/320 10.6/16.8
Below elbow 1037168 60.6/60.1
Above elbow 10.1/16.2 62.3/622
Axilla 981/158 629/64.2
5.68/156 31.7/69.0
Elbow 2.20/2.30 8.30/8.96
Below spiral groove 8.22/8.56 584/574
Above spiral groove 8.15/8.12 59.57580
Axilla 7.86/7.68 6127642
Erb’ s point 7.18/7.56 66.7/673

Stimulation site

Latency (msec)

Amplitude (uV)

Right / Left Right / Left

MAC* Forearm NR*/2.30 NR /1221
LACS Elbow 2.50/2.60 183/203
Median Palm 1.70/1.70 452/448
Wrist 3.30/3.00 38.7/404

Ulnar Wrist 3.10/3.10 9.58/19.6
DuUcC’ Forearm 3.30/3.20 8.06/20.6
SR* Forearm 2.30/2.20 1447128

1. MC=Musculocutaneous; 2. ADM=Abductor digiti minimi; 3. FDI=First dorsal interosseous; 4. MAC=Medial antebrachial cuta-
neous; 5. NR=No response; 6. LAC=Lateral antebrachial cutaneous; 7. DUC=Dorsal ulnar cutaneous; 8. SR=Superficial radial
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Fig. 2. Oval to spmdle tumor cells w1th abundant cytoplaqm

vesicular and pleomorphic nuclei, and inconspicuous
nucleoli, and without definite keratinization, associated
with necrosis. (H&E % 200)
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Fig. 1. Nested and trabeculated tumor cell clusters in needle
biopsied tissue from neck node. (H&E X 40)

Fig. 3. Tumor cell nests in nasopharyngeal mucosa, assoctated
with inflammation. (H&E X 100)
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