Brachial Plexitis: An unexpected Sequela of Herpes Zoster Virus i
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! Background 1| Discussion 1 ( Shingles
* Brachial plexitis 1s a type of peripheral * Brachial plexitis can occur after infections such as Smallpox, Coxsackievirus, Cytomegalovirus, Typhoid * A unilateral painful vesicular eruption within a
neuropathy characterized by acute shoulder pain fever, Influenza, Parvovirus B19, HIV, Borrelia burgdorferi. dermatome
followed by neurological symptoms such as * Is a diagnosis of exclusion  Often presents in adults over 50 or in the

weakness and sensory loss of the affected upper

, * MRI: can reveal diffuse T2 signal hyperintensities Immunocompromised.
extremity.! . o . . o
T .  Jionathic and heredit * Electromyography (EMG): Best study for evaluation of demyelination of the brachial plexus, may show » Shingles results from reactivation of latent HZV
 Two main types: idiopathic and heredita . S . o . .
YP P Finted Y p positive sharp waves and fibrillation potentials. Should be performed 2-3 weeks after symptom onset. within the dorsal root ganglion and its
 Pathophysiology: Immune mediated: increase . . . . . e . L. ~ ~ ~
l }f Y . Y to the brachial bl * Treatment: conservative with analgesia and physiotherapeutic rehabilitation. This includes kinesiotherapy, axoplasmic transport to nerve terminals which
mphocyte exposure to the brachial plexus or . . . . .
Y t'bp di 4 P ) lin sheath p transcutaneous electrical nerve stimulation, deep dermal therapy, cryotherapy and/or functional electric causes the segmental cutaneous rash and
antibodies against myelin shea . . .. ) . : )
S Y stimulation. Analgesia includes NSAIDs. Steroids may be used in the early phase. neuralgic pain.
 QOur patient developed brachial plexitis after a Herpes zoster virus (HZV) infection that caused shingles. * Complications include post-herpetic neuralgia,
Case Description meningoencephalitis, transverse myelitis, vision
NCS and EMG Findings loss, cranial nerve palsies and deafness
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. : digitorum Thumb . .
* He was treated with valacyclovir. protundus Radial | Thumb| 30| 35| 74| Radal 10 33 polyradiculopathy is rare.
199 ; Wrist Wrist -
° S oon after, 11e developed severe left upper Il;ra'l':hc::aps Radial 82— None | None | None | None | Normal | Normal | Normal | Normal I T — | Thumb
. . . . on ea Ian, kadial - umb comparison
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L : FCorean . motor weakness following a cutaneous HZV
* On examination, he had atrophy of his left Motor NCS Rosdslo oo oe st pon \Pereart — - . :
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