
Case Report 297Vol. 16, No. 4, 2002

Annals of Nuclear Medicine Vol. 16, No. 4, 297–298, 2002

CASE REPORT

Received March 1, 2002, revision accepted April 24, 2002.
For reprint contact: Hitoya Ohta, M.D., Department of Radi-

ology, Osaka Red Cross Hospital, 5–53 Fudegasaki-cho,
Tennohji-ku, Osaka 543–8555, JAPAN.

INTRODUCTION

THERE ARE FEW REPORTS on brachial plexus infiltration by
non-Hodgkin’s lymphoma (NHL).1–3 The author reports
a rare case of brachial plexus infiltration by NHL detected
by Ga-67 scintigraphy.

CASE REPORT

A 46-year-old female began to have pain and numbness
in the right shoulder and upper arm. For the past three
months the patient had been treated with CHOP (cyclo-
phosphamide, adriamycin, vincristine and predonisolone)
for NHL stage IV (extranodal, diffuse large B cell).
Before therapy abnormal Ga-67 uptake in the breasts,
ovary and bone marrow was recognized, and the serum
soluble interleukin-2 receptor (sIL-2R) level was 12,300
U/ml (normal range 145–519 U/ml). Two months later the
sIL-2R level was 685 U/ml.

At this time the sIL-2 level was 1,380 U/ml. T2-
weighted MR (TR/TE 3700/120) images showed high
signal intensity along the right brachial plexus and soft
tissue masses (Fig. 1 lower, arrow), although T1-weighted
MR (TR/TE 480/15) images were equivocal (Fig. 1 up-
per). Ga-67 scintigraphy showed abnormal tracer uptake
along the course of the right brachial plexus (Fig. 2).
Cytologic examination of the cerebrospinal fluid revealed
abnormal cells. Although histopathological examination

could not be performed, brachial plexus infiltration by
NHL was thought to be convincing.

The patient was treated with methotrexate and cytarabine
with symptomatic improvement, but the patient died of
progressive disease one year after the onset despite the
intensive treatment. Follow-up Ga-67 scintigraphy and
MRI could not be performed and an autopsy was not
obtained.

DISCUSSION

Lesions of NHL in the brachial plexus are reported to be
usually the result of compression by adjacent enlarged
lymph nodes. Van Echo et al. have reported a case of
Hodgkin’s disease with massive supraclavicular lymph
node enlargement causing weakness and paresthesia in
the left arm and loss of the left radial pulse.4 To the best
of my knowledge, there are only three case reports on
NHL directly infiltrating the brachial plexus without
adjacent lymphadenopathy.1–3 The value of Ga-67 scin-
tigraphy in the detection of brachial plexus infiltration by
NHL is well illustrated in all three reports. MR images
showing a soft tissue mass are also described in two case
reports.2,3 In the present case, Ga-67 scintigraphy was
superior to MRI in detecting the abnormality and this
finding was consistent with those of previous reports.

NHL of the nerve system should be diagnosed early
because of its poor prognosis.5 To differentiate infiltra-
tion by NHL from cervical spondylosis, peripheral neuro-
pathy caused by side effects of the drug and paraneoplastic
syndrome was thuoght to be very important.6,7 In the
present case, Ga-67 scintigraphy was very useful for the
evaluation of this rare condition.
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Fig.  1   T2-weighted MR images showed high signal intensity along the right brachial plexus and soft
tissue masses (lower, arrow), although T1-weighted MR images were equivocal (upper).

Fig.  2   Ga-67 scintigraphy showed abnormal tracer uptake
along the course of the right brachial plexus.
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