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Musculocutaneous neuropathy after anaesthesia for thyroid surgery:
a case report
Tiroid cerrahisi anestezisi sonrasında gelişen muskulokutanöz sinir nöropatisi:
olgu sunumu
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Summary

Postoperative isolated injury of the musculocutaneous nerve is a rare disorder and complication. Reported cases are claimed
to present with loss of biceps and brachialis power without neuropathic pain. When injury occurs to one of the terminal
branches of the brachial plexus, the lateral cutaneous nerve of the forearm, pain is the major symptom and it typically radiates
along the radial aspect of the forearm. In the literature, isolated lesions of the musculocutaneous nerve have been attributed
to repeated microtrauma, indirect trauma or direct trauma to the nerve. It may also occur due to strenuous extension of the
forearm for prolonged periods.
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Özet

Postoperatif muskulokutanöz sinir hasarı nadir bir sorun ve komplikasyondur. Bildirilen vakalarda bu sinirin hasarı sonucunda, nöropatik ağrı olmaksızın bisesps ve brakialis kaslarında güç kaybı olduğu yazılmıştır. Brakiyal pleksusun, lateral kutanöz siniri gibi terminal dallarından birinde hasar oluştuğu zaman majör belirti ağrı olup; bu ağrı ön kolun radial yüzüne doğru yayılır. Literatürde izole muskulokutanöz sinir hasarılarının, tekrarlayan mikrotravmalar ve sinirin indirekt veya direkt travmaya maruz kalması nedeniyle oluştuğu bildirilmiştir. İzole muskulokutanöz sinir hasarı ayrıca, ön kolun uzun süre boyunca ekstansiyonda kalmasına bağlı da oluşabilir.
Anahtar sözcükler: Lateral kutanöz sinir; muskulokutanöz sinir; nöropati; hasta pozisyonu; postoperatif ağrı.
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Postoperative isolated injury of the musculocutaneous nerve is a rare disorder and complication.
Reported cases are claimed to present with loss of
biceps and brachialis power without neuropathic
pain.[1-3] When injury occurs to one of the terminal
branches of the brachial plexus, the lateral cutaneous nerve of the forearm, pain is the major symptom and it typically radiates along the radial aspect
of the forearm.[1,4] In the literature, isolated lesions
of the musculocutaneous nerve have been attributed to repeated microtrauma, indirect trauma or
direct trauma to the nerve.[5] It may also occur due
to strenuous extension of the forearm for prolonged
periods.

Case Report
A-41-year old euthyroid patient presenting with a
goiter underwent a bilateral total thyroidectomy.
Preoperative evaluation was normal. She was on no
medications and had no history of prior surgery. She
was ASA I with no health issues. Anaesthesia induction, intubation and maintenance were uneventful,
with a normal postoperative course. The duration
of surgery was 5 hours. During the procedure, the
right arm was adducted and the left arm was abducted, with padding at the pressure points.
The patient was discharged from the hospital on the
second postoperative day. However, one week after
the surgery, she complained of sharp stabbing and
burning pain starting at the axilla and radiating over
the medial aspect of the left arm, continuing to the
radial antebrachial region.
She was referred by the department of surgery to
the pain clinic. On physical examination, minimal
tenderness was observed on the forearm and over
the arm. There was 2/5 sensory deficit in the antecubital fossa and the inner portion of the forearm
and 2/5 motor deficit in the biceps, coracobracialis
and brachialis muscles. The range of motion of the
shoulder and elbow was limited and the movement
was painful. X-ray revealed a normal bony structure
of the shoulder and a chest radiograph was normal.
A shoulder MRI was performed and it was normal.
The rotator cuff and the other soft and bony tissues
were normal. The distribution of pain in the forearm was in accordance with the distribution of the
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lateral cutaneous nerve of the forearm. Examination
for lateral epicondylitis and radial tunnel syndrome
was normal. The pain started from the axilla and
the distribution of pain was in line with the track
of the musculocutaneous nerve. The possibility of a
more proximal injury to this nerve was considered.
Electrodiagnostic examination (EMG: Electromyography) showed that the patient had suffered an
isolated and serious left musculocutaneous nerve
axonal injury. In addition, the left median sensory
nerve onset was 2.6 ms at the second digit; the right
superficial radial sensory nerve onset was 1.7 ms,
the left superficial radial sensory nerve onset was 1.7
ms, and the left ulnar sensory nerve onset was 2.8
ms at the fifth digit. Testing the reminder of the upper extremity musculature and paraspinal muscles
did not reveal additional spontaneous activity.
The patient was referred to the physical rehabilitation medicine clinic. Physical therapy and medications were started at the same time. We started
her on gabapentin 1200 mg daily, which was progressively increased to 3600 mg daily, NSAIDs
(paracetamol 325 mg and tramadol hydrochloride
37.5 mg) plus a tricyclic antidepressant. The patient
received corticosteroid injection to the subcoracoid
region at 3-week intervals for 3 months. By the end
of the 3rd month, she reported no further painful
episodes.

Discussion
The ulnar nerve is the most common nerve to be
injured during surgery because its superficial position leaves it vulnerable to compression. The mechanism of injury to the musculocutaneous nerve has
been reported to be strenuous and vigorous exercise,
which contracts the biceps muscle against resistance
during flexion and pronation of the elbow.[1] Isolated musculocutaneous nerve injury has also been
reported after surgical procedures due to compression of the nerve arising from improper positioning.
[3,6]
In the literature, isolated lesions of the musculocutaneous nerve have been reported due to repeated
microtrauma, indirect trauma, or direct trauma to
the nerve. Musculocutaneous nerve injury can occur proximally, where it painlessly affects biceps
strength and sensation in the forearm, or it can occur more distally, near the elbow crease, where it is
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purely a sensory syndrome, accompanied by pain.[7]
Musculocutaneous neuropathy is also described in
the literature in a 37-year-old male presenting 5
weeks after moving large rolls of yarn.[8] Compression may also be a cause for isolated musculocutaneous neuropathy, as reported in a 22-year-old male
who presented with painless weakness in the biceps
brachii in the morning after playing recreational
basketball.[9] Our patient had pain and weakness
from the axilla to the radial antebrachial region.
An isolated musculocutaneous nerve injury has also
been reported in the literature in a 21-year-old male
following a 10-hour surgical procedure in which
both arms were positioned in external rotation and
abduction at approximately 90°.[3] A similar case was
reported by Besleage et al.,[10] who described the case
of a 55-year-old female who complained of numbness, weakness, and pain throughout the arm, starting 1 day following a surgical procedure. The pain
was noted predominantly at the right shoulder girdle and radiated down the right arm to the thumb.
Musculocutaneous nerve injury, besides being rare,
may present with an atypical clinical picture, and
the objective finding may be seen by MRI imaging and EMG examination. We were unable to find
any abnormality in MRI images. Our case was easy
to diagnose and was unique in its symptoms and
findings. Although the mechanism of injury in the
present case was similar to that previously reported
in the literature, the clinical picture was somewhat
different.
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Our patient responded to conservative treatment
and steroid injections and reported relief from
symptoms following physical therapy and medications. We have to remain alert with respect to intraoperative patient positioning and postoperative
pain in the extremities, as it can cause serious clinical symptoms.
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