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Intrasubstance Rupture of Biceps Brachii Diagnosed by Ultrasonography:

2 Case Reports
Jae-Man Ryu, M.D.

Baron Orthopedic Clinic

Rupture of biceps brchii is seen mainly in tendinous portion and intrasubstance rupture is rare. Author experienced 2
cases of intrasubstance rupture of biceps brachii diagnosed by sonographic examination which showed satisfactory

result by conservative treatment.
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Fig. 1. Sonographic images 3rd day after injury. (A) Transverse scan demonstrates oval shaped lesion with mixed
echogenicity (open arrows) within the belly of biceps muscle. Aponeurosis loses its echogenicity by edema
(star) (B) Longitudinal scan demonstrates lenticular shaped lesion with mixed echogenicity (open arrows).
Ventral to the lesion, intact muscle is seen (star). (C) Transverse scan 10 days after injury shows anechoic
areas(stars) within the lesion meaning liquefaction of hematoma. (D) Sagittal extended field-of-view shows
the intact muscle tissue at proximal and distal to the lesion.
BL: belly of long head of biceps, Br: brachialis, BS: belly of short head of biceps, CB: coracobrachialis, H: humerus
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Fig. 2. Sonographic image after 5 months. (A) Transverse scan shows poorly demarcated area of increased
echogenicity by fibrous healing(open arrows). Aponeurosis also shows good regeneration as linear hypere-
choic appearance (star). (B) Longitudinal scan shows nodular hyperechoic area (open arrows) formed by
fibrous healing.
BA: brachial artery, BL: Long head belly of biceps brachii, Br: brachialis, CB: coracobrachialis, H: humerus
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Fig. 3. Sonographic images at anteromedial aspect of proximal arm 10 days after injury. (A) Transverse scan
demonstrates 0.9mm sized round area losing muscular architecture (open arrow) within the medial part of
the belly of biceps. (B) Longitudinal scan demonstrates 28mm long lenticular shaped lesion(open arrows).
Ventral and dorsal to the lesion, no normal muscular architecture are preserved.
BA: brachial artery, BL: belly of long head of biceps, Br: brachialis, H: humerus
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