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Et=#Y T2 ZH=(Plain-film myelography)
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(intrathecal injection) st9) AH2AE S et} o A
ABTAG A =72 o] o8 H7% Yo AF CT
= Agto] dhA] HYw (7).

CT &2 == (CT myelography)

2719 CTHAR= o8 714 A Aol AL, 53] +
A¥ (thick slice)olzte= Ag Ho| oA 7Hd4=H 2
ofl et CTHRY de# o] o] 83ttt F4% ot
& A HAL A A7 2ol & HolA] U E AN, F
EAE A5 A E(artifact) o] AA et of2F wjitolr},
R 2o AR A Z(cervical rootlet)o] A1 mm FAoBRE
ZAARE 0.5 mm BHAFA (slice thickness) 7} o]AH& o]t} CT
71719] w2 #A 0.625 mm HHFAY G4 A& + 3l
3, 2T 0.5 mm °)3F A YA FEE Aot

CT 942 A7+4 92 reconstruction algorithms) ¥HE
o w} 5 722 AZd(hard-bone kernel)¥} HEF9
(soft standard kernel)o] Urt. Z&=3& HAE (edge)?

\
1
\
\ \

UN
Divisions
Terminal Cords
Branches

- Trunks

Fig. 1. Normal anatomy of brachial
plexus. The five portions of the
brachial plexus are drawn out and
separated into roots, trunks, divi-
sions, cords, and terminal branch-
es. AN, axillary nerve; LC, lateral
cord; LT, lateral trunk; MC, medial
cord; MCN, musculocutaneous
nerve; MN, median nerve; MT,
middle trunk; PC, posterior cord;
RN, radial nerve; UN, ulnar nerve;
UT, upper trunk.
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coronal oblique imaging technique) & AHE- a7t gltt

Fig. 3. Traumatic brachial plexopathy. 46-year-old-male
patient with pseudomeningocele. Coronal T2-weighted
fast spin-echo MR image with fat saturation shows high
signal intensity lesion along the right C8 nerve roots (ar-
row).

Fig. 2. Traumatic pseudomeningo-
cele. 29-year-old-male who had a
recent automobile injury. Axial
and reformatted coronal CT myelo-
gram show a CSF collection lateral
to the thecal sac on he right extend-
ing into the neural foramen due to
C7/C8 nerve root avulsion.
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(Nontraumatic Brachial Plexopathy)

WL (Overview)
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Common causes of nontraumatic brachial
plexopathy

LA M FZE (Radiation fibrosis)
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Aot} A7 THFToT WA FLF 5o FHd=H o
f&3 (13).
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A=M MAMAZE #H (Inflammatory brachial
plexopathy)
st e s 2S5 A 2@ (chronic inflammatory
demyelinating polyneuropathy)< WujA4 2744
(immune-mediated neuropathy)o|® gt o2 zuA]
g4+ % (demyelination), A4%34 (remyelination) 181
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2 & 9 (immunoglobulin)®
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AN AY (brachial neuritis, Parsonage-Turner
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Fig. 4. Radiation fibrosis. 50-year-old-man with involve-
ment of right brachial plexopathy who had arm pain af-
ter radiotherapy. Coronal T2-weighted fast spin-echo
MR image with fat saturation shows diffuse thickening
of the right brachial plexus with an increased signal in-
tensity (arrow).
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Holtt (Fig. 6).
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214 4E (Neurogenic tumors)
LRGN BT T4 20%5 AN EF N 2 E
z2%(Schwannomas), 2174-%F (neurofibromas)#
ot wx 4174 2% % (malignant peripheral nerve sheath
tumors, MPNSTs) 5ol AMAM{FE o] 7b¢ Zait}, A
ArE 1/3& 2134554 18 (neurofibromatosis type
Dol A wrAsts | g7 Hue dugoz yehdo gk
AFERY FHAAL AH2FH gdo] oFH e gdd

Fig. 6. Superior sulcus tumor (Pancoast tumor) at the
apex of the lung. 77-year-old man with C8 and T1 in-
volvement of brachial plexus who presented right arm
pain. Coronal T2-weighted fast spin-echo MR image
shows a mass in the right apical lung and high signal in-
tensity in the right brachial plexus (arrow).

a

Fig. 5. Parsonage-Tuner syndrome. 22-year-old-man with isolated involvement of suprascapular nerve who had
shoulder pain for 5 months. Sagittal oblique and axial T2-weighted fast spin-echo MR image with fat saturation show
high signal intensity throughout supraspinatus and infraspinatus muscles (arrows} compared with normal signal in-

tensity throughout teres minor muscle (star).
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Fig. 7. Neurogenic tumor. 53 year-old-female patient
presented a palpable mass in supraclavicular fossa.
Coronal T2-weighted fast spin-echo MR image with fat
saturation shows a mass in the left brachial plexus
showing the cystic portion of neurogenic tumor. This
mass was excised and shown to be a Schwannoma.
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Imaging of the Brachial Plexus
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MR [magnetic resonance) imaging of the brachial plexus is challenging because of the complex and tan-
gled anatomy of the brachial plexus and the multifariouness of pathologies that can put on it.
Improvements in imaging techniques, including the availability of high resolution MR image systems and
high channels multidetector computed tomography (CT), have led to more accurate diagnoses and im-
proved serve for treatment planning. For the purpose of imaging and treatment of the brachioplexopathy,
it is considerate to divide traumatic and nontraumatic diseases affecting the brachial plexus. MRI is the
current gold standard imaging modality for nontraumatic brachial plexopathy. CT myelography is the
preferred for the diagnosis of nerve root avulsions affecting the brachial plexus. Other modalities, such as
CT, ultrasonography and positron emission tomography, have a limited role in the evaluation of brachial
plexus pathology. High-quality, high-resolution MRI remains the main tool for imaging the brachial plex-
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