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Introduction

Brachioradial pruritis (BRP) is a neuropathic itch over the
brachioradialis muscle of the dorsolateral forearms.1 BRP
results from damage along the afferent sensory pathway,
typically due to ultraviolet sunlight exposure or spinal con-
ditions that cause nerve compression, such as herniated discs
or osteoarthritis.1–4 Binder published a seminal report on a
case of neuropathic BRP caused by cervical disc herniation,5

with several groups since publishing similar case reports.6–8

Treatment of BRP includes ice application, physical therapy,
topical corticosteroids, oral antihistamines, and antiepilep-
tics.9–11 In rare cases, surgical management of BRP is consid-
ered. Here, the authors describe two cases of BRP that began
after trauma which were localized to cervical disc hernia-
tions and successfully treated with anterior cervical discec-
tomy and fusion (ACDF).
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Abstract Brachioradial pruritis (BRP) is a rare form of dermatomal pruritis that appears to be
caused both by cervical radiculopathy and exposure to ultraviolet-light, although the
exact pathophysiology for the manifestation of these symptoms remains to be
determined. A diagnosis of BRP is typically confirmed with the “ice-pack” test and
evidence of cervical spine pathology using magnetic resonance imaging. Treatment
options consist of application of ice, reduction in sun exposure, and topical capsaicin,
antiepileptics, or tricyclic antidepressants. Patients with refractory symptoms and
cervical spine pathology may be candidates for surgical decompression, particularly at
the C5 and C6 levels. However, there are currently no established guidelines to treat
BRP, or surgical procedures that have shown to be superior. Here, we report two cases
of cervical disc herniations after traumatic events that presented as BRP. Both cases
were successfully treated with anterior cervical discectomy and fusion with complete
resolution of symptoms.
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Case History

Patient 1
A 54-year-old female was involved in a motor vehicle acci-
dent and immediately afterward reported an acute onset of
left-sided lateral forearm pain, itching, and a rash. This
worsened at night and with exposure to the sun. She under-
went a full dermatologic evaluation with treatments includ-
ing various topical creams with no significant improvement.
Her dermatologist pursued further workup with a magnetic
resonance imaging (MRI) of the cervical spine that demon-
strated C5-6 degenerative change with foraminal stenosis
worse on the left (►Fig. 1). A transforaminal cervical epidural
steroid injection (ESI) was performed at that level with
moderate improvement in her symptoms over 2 weeks.
With a working diagnosis of BRP from disc herniation
established, she subsequently underwent a C4-5 ACDF
(►Fig. 2). Her symptoms improved in the early postoperative
period and completely resolved at 6 weeks. At 2-year follow-
up, she remains symptom free.

Patient 2
A 49-year-old female was involved in a motor vehicle colli-
sion. After that event, she described severe neck pain,
burning arm pain, and severe itching associated with a
rash. This involved a distribution that predominantly in-
volved the right outer upper arm, outer forearm, into the
thumb and index finger. An MRI of the cervical spine
demonstrated foraminal stenosis worse at the right-sided
C4-5 and C5-6 levels (►Fig. 3). She underwent conservative
management of her neck pain with physical therapy and
cervical ESI without significant benefit. Her dermatologist
prescribed her a variety of dermatologic treatments for the
severe itching without improvement as well. She subse-
quently underwent a C4-6 ACDF (►Fig. 4). Her preoperative

symptoms completely resolved at 4 weeks. She remains
symptom-free at 1-year follow-up.

Discussion

BRP is an uncommonly encountered clinical condition that
was first described as a solar pruritis.12 Crevits outlined four
main origins of itch including pruritoceptive, neuropathic,
neurogenic, and psychogenic from which BRP may receive
several contributions.1 In this report, we describe two
patients who presented with BRP likely instigated by trau-
matic events and were found to have cervical disc hernia-
tions. Both patients recovered from BRP after treatment with
ACDF. Our cases support the hypothesis that BRP may be a
neurogenic manifestation of cervical nerve compression that
may be treated with surgical decompression and fusion.

Indeed, a neurogenic explanation for BRP is supported by
the activation of mechanoresponsive C-fibers within periph-
eral nerves, which are described as a part of a nonhistami-
nergic neuropathic circuit of itch.13Clinically, this hypothesis
is supported by reports of improvement in BRP after cervical
nerve block and medications used to treat neuropathic
pain.4,14 It is difficult, however, to discern whether direct
mechanical compression of a cervical nerve or inflammatory
irritation contributes most to BRP. A case of BRP has been
described in a patient suffering simultaneously from cervical
disc herniation and Parsonage–Turner syndrome, raising the
question of the particular mechanism that activates neuro-
pathic itch in BRP.6 However, cervical canal stenosis, forami-
nal stenosis, and disc protrusion or herniation remain to be
the strongest clinical and anatomic correlates to BRP.

In a review of 41 patients diagnosed with BRP, 80.5% were
found to have cervical nerve compression by magnetic reso-
nance tomography, and all compression was found either at
C5 or C6.7 Earlier reports have suggested that plain radio-
graphsmay identify cervical disease that correlatewith BRP.3

Fig. 1 (A) Sagittal and (B) axial magnetic resonance imaging of
patient 1 showing disc height loss at C5-6 resulting in right greater
than left foraminal stenosis.

Fig. 2. (A) Preoperative and (B) postoperative X-rays of patient 1
showing the C5-6 anterior cervical discectomy and fusion.
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Cervical spine pathology as an underlying mechanism for
BRP may be analogous to nostalgia paresthetica, which also
presents with a dermatomal distribution of itch.11 Vertebral
degeneration and disc herniation are described in up to
79.1% of patients with a dermatologic diagnosis of nostalgia
paresthetica.15 Interestingly, Alai and Skinner described a
case of coexisting nostalgia paresthetica and BRP.16 It stands
to reason that these conditions may share spinal compres-
sion as a common etiology, and may therefore benefit from
treatment with surgical decompression.

Currently, there are no evidence-based guidelines to treat
BRP. Conservative treatments are favored and include sun
protection, ice application, and neuropathicmedications.10 If
symptoms are refractory, and cervical spine disease has been

demonstrated, surgical decompression may be considered.
Binder et al treated a patient with BRP using microdiscec-
tomy, laminectomy, and instrumented fusion.5 In this report,
we demonstrate that ACDF in two patients with BRP led to
complete resolution of their symptoms. We advocate that
patients with refractory BRP and known cervical spine
disease may be surgical candidates, and that similar to
patients with degenerative conditions, ACDF is a viable
option for the treatment of their pruritus. Further, refractory
BRP should be treated accordingly if surgery is indicated as
BRP has been shown to progress to a more generalized and
debilitating itch that may extend beyond the upper extremi-
ties if left untreated.17 It is important to note, however, that
long-term follow-up studies have suggested that cervical
compression is unlikely to be an exclusivemechanism to BRP,
and exposure to ultraviolet-light also plays an important
role. As such, although BRPmay be a clinical manifestation of
cervical radiculopathy amenable to treatment with ACDF,
multimodal approaches to symptom relief will most likely
provide superior outcomes for these patients.

Conclusion

Here, we describe two cases of refractory BRP that were
successfully treated with ACDF. Surgery may be a viable
option to treat BRP and should be considered in patients
with cervical spine disease that has not improved with
conservative treatment.
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