2003 Exam

Neurology qs

1. Man, 20 years old, rugby injury. Traumatic shoulder injury, not dislocated. Examination reveals weak shoulder abduction 4/5, external rotation 3/5 and patchy sensory loss lateral forearm.

(a) axillary nerve injury

(b) musculocutaneous nerve lesion

(c) C5 root lesion

(d) Upper brachial plexus lesion

(e) Long thoracic nerve lesion

Axillary nerve injury (C5): deltoid weakness, results in weakness of the second 90 degrees of movement. (in contrast a C5 lesion will weaken all 180 degrees of shoulder abduction). Sensory loss is a small area over the deltoid only. Caused by a fractured neck of humerus, dislocated shoulder or deep IM injection.

Musculocutaneous nerve injury (C5 +/- C6): supplies biceps and brachioradialis (elbow flexion) and sensory loss is over the lateral forearm. Lose biceps jerk.

C5 root lesion: supplies the deltoid, supraspinatus, infraspinatus and rhomboids which  will weaken all 180 degress of shoulder abduction and external rotation. Sensory loss is lateral border upper arm to the elbow. Biceps jerk is lost.  

Upper brachial plexus lesion: usually caused by falls and automobile and motorcycle accidents in which the shoulder is forced downwards (Erb’s palsy). Results in numbness of the lateral arm, forearm and hand, with loss of abduction, internal and external rotation of the shoulder, elbow flexion and radial wrist extension owing to weakness in the extensor carpi radialis longus and brevis. The biceps and supinator jerks are absent. 

Long thoracic nerve lesion: supplies the serratus anterior and results in winging of the scapula.







