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Brachid plexopathy associated with overlap syndrome (SLE, Systemic sclerosis, Dermatomyositis)
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Brachia plexopathy(BP) isadisorder affecting the nerve networks around the brachial plexus, most commonly caused by trauma. It may aso be associated
with infection, inflammation, malignancy, or rarely, rheumatic disease. Recently, we experienced a patient who showed acute asymmetric upper limb wesk-
ness, finally diagnosed BP. Moreover, this occurred while being treated with methylprednisolone(MPD) 1.5 mg/kg/day for the treatment of systemic lupus
erythematosus(SLE) flare with nephritis. The 41 year-old female, who had an overlgp syndrome (SLE, Systemic scleros's, Dermatomyositis) with inter-
stitia lung disease, initidly visited emergency room with dyspnea. At first, moderate amount pericardia effusion with mild left ventricular (LV) systolic
dysfunction are shown, and markers associated with SLE were appropriated for disease activity aggravation. The level of proteinuria aso increased mark-
edly than previous measurements. Hence, we started high dose intravenous steroid and cyclophosphamide pulse therapy for the treatment of lupus nephritis.
Severa weeks later, pericardia effusion, LV function, and SLE disease status were improved with decreased protein/creatinine ratio. On the 28th day of
hospitalization, she suddenly complained of a progressive weakness on left upper extremities without pain and sensory deficit. At the time, there was no
trauma or viral/bacteria infection. Plain x-ray showed nonspecific findings, so we performed EMG and found left incomplete BP mainly involving upper
and middle trunk (possibly preganglionic lesion). MRI was aso appropriate to interpret it as BP. Finaly, we diagnosed her as idiopathic BP with overlap
syndrome and restarted high dose steroid thergpy (MPD 3.0 mg/kg/day) for several weeks. She was discharged with oral steroid medication with partialy
recovered motor function. Figure: Corona T2FS (A) shows mild segmental swelling with increased T2 signdl intensity(Sl) of &l three trunks of Lt. brachial
plexus. Axia T2WI (B) shows subscapularis(SSC) and infrasupinatus(| ST) muscle atropy, and sagittal T2W1 (C) shows suprasupinatus(SST) and I ST mus-
cleatropy. High Sl of SST, SSC, and I ST muscle on Sagittal T2FS (D).
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