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Abstract

An elderly patient with an extensive smoking history presented with acute severe
right-hand pain and evolving weakness with patchy sensory deficit. He had minimal
relief from multiple analgesics, gabapentin, and acupuncture. Motor deficits in his
right-hand progressed. A nerve conduction study confirmed motor-predominant
polyneuropathy and magnetic resonance imaging (MRI) of his C-spine and brachial
plexus ruled out apical lung mass or other structural lesions. A positive
GalNAc-GD1a ganglioside antibody (IgG) was noted. A diagnosis of immune
mediated neuralgic amyotrophy or Parsonage-Turner Syndrome was made.
Intravenous immune globulin (IVIG) was started with partial improvement in motor
function, six months later. Although this patient did not have SARS-CoV-2 infection
nor was he recently vaccinated, this case is of interest to hospital-based internists as the
Covid pandemic has seen an increase in the in reported cases of neuralgic amyotrophy

worldwide due to the virus itself as well as the associated COVID-19 vaccines.

A man in his 70s presented with one month of sudden
right-hand weakness, numbness, and pain. Gabapentin,
over-the-counter analgesics, and acupuncture provided
no relief. He denied any other symptoms or any preced-
ing trauma or injury. His medical history included hy-
pertension and chronic obstructive pulmonary disease
(COPD) and a one hundred fifty-pack year smoking his-
tory. He worked as a lawyer and denied recent viral infec-
tions, including any prior SARS-CoV-2 infection or re-
cent vaccinations. Examination of his upper extremities
revealed inability to close or open the fingers of his right
hand (Fig 1, and Fig. 2). Power in right wrist dorsiflexion
was 4/5, deep finger flexors 3/5, finger extension 2/5 with
the weakest finger abduction being 1/5. Sensory deficit
was noted in a patchy distribution over the right hand
and forearm. Initial lab findings were unremarkable. His
chest radiograph revealed no lung masses. A right upper
extremity nerve conduction study revealed extensive mo-
tor-predominant polyneuropathy. Magnetic resonance
imaging (MRI) of his cervical spine and brachial plexus
ruled out apical mass or other structural lesions. Serologic
testing for immune markers and paraneoplastic disease
were obtained and revealed a positive anti-/N-acetylgalac-
tosaminyl GDla (anti-GalNAc-GD1a) antibodies, a
marker associated with immune mediated acute motor
axonal neuropathy, and which predicts a good response
to intravenous immune globulin (IVIG) theralpy.1 A final
diagnosis of immune-mediated right upper extremity fo-
cal neuropathy associated with GD1a antibody consis-
tent with Parsonage-Turner Syndrome (PTS) was made.

Figure 1. Right (total) claw hand deformity with wasting of all
intrinsic muscles of the hand: lumbricals, palmar interossei, and most
prominently, the thenar eminence.

Treatment with IVIG started immediately and then at
three-week intervals. At five-month follow-up, wrist ex-
tensors and triceps had improved power, but flexors and
intrinsic hand muscles were still weak. IVIG and occupa-
tional therapy are currently ongoing. Given his extensive
smoking history, regular health screening for an occult
malignancy is also a priority. High on the initial differen-
tial diagnosis was a right sided lung malignancy in the api-
cal right lobe invading the lower brachial plexus (Pancoast
tumor) but this was quickly ruled out.

PTS is an often-overlooked acute multifocal motor
neuropathy described by Parsonage and Turner in 1948.2
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Figure 2. Dorsal view of hands: Right total claw hand (Lower trunk
of Brachial Plexus C8/T1) associated with Parsonage Turner
Syndrome. Right Metacarpophalangeal (MCP) joints are extended,
proximal interphalangeal (PIP) and distal interphalangeal (DIP)
joints are flexed. Weakness in thumb abduction and opposition.

The preferred term is neuralgic amyotrophy (NA)3 but
brachial neuritis, and acute brachial neuropathy* have
also been used. It most commonly affects middle aged
men and usually presents with sudden and severe uni-
lateral upper limb pain followed by motor weakness and
patchy sensory deficit.> Tt may also affect the diaphragm,
recurrent laryngeal nerve, lower limbs, or the shoulder.®
7 The etiology is generally multifactorial and is associated
with autoimmune causes (systemic lupus erythematosus,
giant cell arteritis and polyarteritis nodosa) or viral infec-
tions-most recently SARS-CoV-2.8 Vaccinations (includ-
ing Covid), Hepatitis E, surgery, or trauma may play a
role. The diagnosis of NA is fundamentally clinical and
based on a typical history and a focal neurologic exam.
MRI and nerve conduction studies are helpful in con-
firming the diagnosis. If the condition is immune medi-

ated, steroids and/or IVIG are efficacious especially when
added to analgesics in patients in whom pain is the pre-
dominant feature. Most cases improve or resolve with
time but there is a twenty-five percent chance of recur-
rence.
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