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Spinal Accessory Nerve Injury Misdiagnosed as Brachial Plexus Injury
after Cervical Lymph Node Excisional Biopsy

Yeong Wook Jeong, MD), So Young Huh, MD’ and Hyoung Shin Lee, MD, PhD'

'Department of Otolaryngology-Head and Neck Surgery; *Neurology, Kosin University College of Medicine,
Busan, Korea

— ABSTRACT —

Spinal accessory nerve (SAN) injury is one of the complications of neck dissection especially for posterior trian-
gle lymph node biopsy and results in shoulder dysfunction and chronic pain. Variations in innervation pattern of
SAN to the trapezius muscle may lead to a variable clinical presentation from patient to patient and may confuse
the diagnosis. Therefore in patients with possible SAN injury, it is important to recognize the clinical symptom
and determine whether the patient should have surgical treatment or conservative treatment. A 47-year old fe-
male patient who underwent excisional biopsy of a lymph node located at right level V complained difficulty with
right arm elevation and elbow flexion. She was initially misdiagnosed as right brachial plexus injury. Four months
after initial surgery, exploration surgery was conducted. Trans-section of SAN was identified and primary nerve
repair (end-to-end anastomosis) was conducted. Two months after nerve repair, shoulder pain decreased signifi-
cantly and arm and shoulder movements were improved. Since injury of SAN may have similar clinical features
of brachial plexus injury, clinical suspicion and surgical exploration are crucial to prevent such misdiagnosis. (J
Clinical Otolaryngol 2019;30:289-293)
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Fig. 1. Preoperative radiologic findings. Contrast-en-
hanced computerized tomography axial view shows
ovoid homogenous lymph node (arrow) at right level V.
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Fig. 3. Surgical procedures In the right level V areaq, the spinal accessory nerve was injured. Proximal end (arrowhead)
and distal end (arrow) of the injured nerve (A). End-to-end anastomosis was conducted (B).
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