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Abstract

There are many etiologies of brachial plexus paralysis. They are dominated in adults by blunt trauma and wounds. We report the case of a
44-year-old patient who presented for a consultation with paralysis of the upper left limb that had progressed for four months. without any notion
of trauma. The etiological assessment revealed a compressive pseudoaneurysm of the axillary artery secondary to Behcet’s disease. The revealing
mode and the rarity of this etiology prompted us to report this interesting observation.
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Paralysis secondary to a compression of an arterial aneurysm is
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Figure 1: Arteriography showing the pseudoaneurysm of the axillary artery.
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Observation

H.M. aged 44 years old. describes pain in the forearm and left
hand, like dull burns with losing function, evolving for four months
without any notion of trauma. Our attention was drawn from the
start by total limb paralysis. On clinical examination: Edema and
cyanosis of the upper left limb. Palpation shows mass at the delto-
pectoral groove, beating, blower evoking its vascular origin. A
Doppler ultrasound notice the diagnosis of a pseudoaneurysm of
the axillary artery, confirmed by arteriography (Figure 1).

The standard radiological assessment of the limb was normal.
Emergency surgical exploration has brought evidence of a false
aneurysm of the axillary artery with compression of the brachial
plexus which was atrophic. A flattening of the aneurysm with
bypass venous by the saphenous vein were made. Neurolysis of the
different branches of the plexus. Brachial is has been associated.
A postoperative electromyography objectified a total block which
interest median, radial and ulnar nerves at the level of the arm.
Reeducation of the limb has been started precociously. Six months
later, we noted a discreet recovery of sensitivity in the territory
of the median and ulnar nerves. An etiological assessment of the
pseudoaneurysm concluded to Behcet'’s disease.

Discussion

The brachial plexus is with an intimate connection with
the axillary artery at the thoracobrachial outlet. Even a small
aneurysm can be responsible for harmful compression for nerves,
because all these structures are surrounded by the same fascia [1].
Compression is often insidious which is responsible for delayed
diagnosis. The revealing clinical signs may be pain as in our case,
most often located on the forearm or on the hand, like dull burns
or overwrite, continuous from a few minutes to a few hours or very
short feeling like electric discharges. This pain may be absent in
more than 10% of cases [2]. Arterial and venous signs may be late
as clinical expression or badly perceived by the examiner due to the
small size of the aneurysm or developed musculature of the subject
[3,4].

The treatment is first etiological by a flattening of the aneurysm
and restitution of the vascular continuity by a graft. If the diagnosis
is made early enough, the neurological lesions at this stage are
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essentialy neuroapraxia, decompression at this stage may help for
a complete recovery of the neurological deficit. With our patient
we opted for a conservative treatment of neurological damage time
to carry out an etiological assessment of the pseudoaneurysm.
When demyelization is established in consequence of prolonged
compression, the recovery is absent or incomplete. The return
of the motor function of some muscles depends on the distance
between the muscle and the site of neurological lesions. Axonal
regeneration takes place at a speed of 1 mm per day approximately
which explains why the recovery of certain muscles such as intrinsic
muscles of the hand can take months or even years. Unfortunately,
when the time of the recovery is prolonged, there are irreversible
changes secondary in the muscles denervated, which leads to a
poor functional result even when axonal recovery is complete [5].

Conclusion

The upper limb performs an important function in everyday
life. Lesions of the brachial plexuses secondary to compression
aneurysm must be considered as a surgical emergency because
their early management allows full recovery of the neurological
deficit.
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