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FIGURE459-2 Brachial plexus anatomy. L, lateral; M, medial; P, posterior. (From J Goodgold: Anatomical Correlates of Clinical Electromyography.

Baltimore, Williams and Wilkins, 1974, p. 126, with permission.)

and metastatic tumors. Primary brachial plexus tumors are less com-
mon than the secondary tumors and include schwannomas, neuri-
nomas, and neurofibromas. Secondary tumors affecting the brachial
plexus are more common and are always malignant. These may arise
from local tumors, expanding into the plexus. For example, a Pancoast
tumor of the upper lobe of the lung may invade or compress the lower
trunk, whereas a primary lymphoma arising from the cervical or axil-
lary lymph nodes may also infiltrate the plexus. Pancoast tumors typi-
cally present as an insidious onset of pain in the upper arm, sensory
disturbance in the medial aspect of the forearm and hand, and weak-
ness and atrophy of the intrinsic hand muscles along with an ipsilat-
eral Horner’s syndrome. Chest computed tomography (CT) scans or
magnetic resonance imaging (MRI) can demonstrate extension of the
tumor into the plexus. Metastatic involvement of the brachial plexus
may occur with spread of breast cancer into the axillary lymph nodes
with local spread into the nearby nerves.

Perioperative Plexopathies (Median Sternotomy) The most common
surgical procedures associated with brachial plexopathy as a compli-
cation are those that involve median sternotomies (e.g., open-heart
surgeries and thoracotomies). Brachial plexopathies occur in as many
as 5% of patients following a median sternotomy and typically affect
the lower trunk. Thus, individuals manifest with sensory disturbance
affecting the medial aspect of forearm and hand along with weakness
of the intrinsic hand muscles. The mechanism is related to the stretch
of the lower trunk, so most individuals who are affected recover within
a few months.

Lumbosacral Plexus The lumbar plexus arises from the ventral pri-
mary rami of the first to the fourth lumbar spinal nerves (Fig. 459-3).
These nerves pass downward and laterally from the vertebral column
within the psoas major muscle. The femoral nerve derives from the
dorsal branches of the second to the fourth lumbar ventral rami. The
obturator nerve arises from the ventral branches of the same lumbar
rami. The lumbar plexus communicates with the sacral plexus by the
lumbosacral trunk, which contains some fibers from the fourth and all
of the fibers from the fifth lumbar ventral rami (Fig. 459-4).

The sacral plexus is the part of the lumbosacral plexus that is formed
by the union of the lumbosacral trunk with the ventral rami of the first
to fourth sacral nerves. The plexus lies on the posterior and postero-
lateral wall of the pelvis with its components converging toward the
sciatic notch. The lateral trunk of the sciatic nerve (which forms the
common peroneal nerve) arises from the union of the dorsal branches
of the lumbosacral trunk (L4, L5) and the dorsal branches of the S1
and S2 spinal nerve ventral rami. The medial trunk of the sciatic nerve

(which forms the tibial nerve) derives from the ventral branches of the
same ventral rami (L4-S2).

LUMBOSACRAL PLEXOPATHIES
Plexopathies are typically recognized when motor, sensory, and if
applicable, reflex deficits occur in multiple nerve and segmental
distributions confined to one extremity. If localization within the
lumbosacral plexus can be accomplished, designation as a lumbar
plexopathy, a sacral plexopathy, a lumbosacral trunk lesion, or a pan-
plexopathy is the best localization that can be expected. Although
lumbar plexopathies may be bilateral, usually occurring in a stepwise
and chronologically dissociated manner, sacral plexopathies are more
likely to behave in this manner due to their closer anatomic proxim-
ity. The differential diagnosis of plexopathy includes disorders of the
conus medullaris and cauda equina (polyradiculopathy). If there is
a paucity of pain and sensory involvement, motor neuron disease
should be considered as well.

The causes of lumbosacral plexopathies are listed in Table 459-10.
Diabetic radiculopathy (discussed above) is a fairly common cause of
painful leg weakness. Lumbosacral plexopathies are a well-recognized
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FIGURE 459-3 Lumbar plexus. Posterior divisions are in orange, and
anterior divisions are in yellow. (From J Goodgold: Anatomical Correlates
of Clinical Electromyography.Baltimore, Williams and Wilkins, 1974, p. 126,
with permission.)
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