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Parsonage-Turner syndrome (PTS; neuralgic amyotro-
phy) is a rare peripheral neuropathy typically character-

ized by sudden-onset severe upper arm pain followed by 
muscle weakness (1). Muscle weakness can be debilitat-
ing and up to two-thirds of patients experience long-term 
functional deficits (1). Vaccination precedes PTS onset in 
an estimated 4.3%–15.5% of cases (1–3). Other known 
triggers of PTS include infection, strenuous exercise, and 
surgical procedures, but approximately half of all affected 
individuals have no identifiable antecedent event (1,2). 
Peripheral neuropathies have been reported following 
COVID-19 vaccination, but only three studies describe 
PTS and none include associated imaging findings (4–9).

Materials and Methods
Two patients were referred for MR neurography between 
February and March 2021 due to clinically suspected PTS 
that developed 13 hours following the Pfizer-BioNTech 
(BNT162b2) COVID-19 vaccine and 18 days following 
the Moderna (mRNA-1273) COVID-19 vaccine. With 
informed consent from each participant, medical records 
were retrospectively reviewed for pertinent clinical and 
electrodiagnostic testing data as part of an ongoing institu-
tional review board–approved PTS registry compliant with 
the Health Insurance Portability and Accountability Act. A 
single musculoskeletal radiologist (D.B.S., with more than 
7 years of MR neurography experience) reviewed 3.0-T 
MR neurography and cervical spine MRI examinations.

Results

Patient 1
A 49-year-old man was awoken by severe, electric, shoot-
ing pain in his left volar forearm, 13 hours after receiving 
the first dose of the BNT162b2 vaccine (Pfizer-BioNTech) 
in his contralateral right shoulder. Because of persistent  

severe pain, he went to the emergency department where 
he received intravenous nonsteroidal anti-inflammatory 
medications, but these provided only mild relief. Labo-
ratory tests performed in the emergency department, in-
cluding C-reactive protein test, erythrocyte sedimentation 
rate, complete blood count, and comprehensive metabolic 
panels were all normal. His past medical history was sig-
nificant for Lyme disease manifesting with an erythema 
migrans lesion, fatigue, and myalgias 2 months prior and 
treated with doxycycline, although Lyme immunoglobulin 
M and immunoglobulin G antibodies also obtained in the 
emergency department were negative. The patient was dis-
charged and treated with an oral 8-day prednisone taper, at 
the end of which his pain subsided.

Electrodiagnostic testing performed 9 days after onset 
was normal; specifically, no median nerve abnormality was 
identified on the nerve conduction or electromyography 
portions of the examination. The patient developed weak-
ness in wrist flexion and forearm pronation the day after 
electromyography, along with numbness along a 1-inch 
strip in the middle volar forearm region. Cervical spine 
and brachial plexus MRI performed 9 days after onset of 
initial pain symptoms did not demonstrate any findings to 
account for the patient’s symptoms.

Eight weeks after onset of initial pain, physical exami-
nation by a neurologist revealed mild atrophy in the left 
volar forearm and mild weakness in forearm pronation and 
wrist flexion (British Medical Research Council scale, mus-
cle strength grade 41/5). MR neurography demonstrated 
prominent denervation edema pattern of the pronator 
teres (PT) and flexor carpi radialis (FCR) muscles within 
the forearm (Fig 1A). Within the arm, four severe hour-
glass-like constrictions and T2-weighted signal hyperinten-
sity of the anteromedially positioned fascicular bundle of 
the median nerve were detected; this bundle represents the  
PT/FCR bundle based on the known topographic fascicular 
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To date, three published cases describe PTS after COVID-19 
vaccination (4–6), but none include imaging to substantiate 
the diagnosis. One of these cases involves the ulnar nerve (4), 
which is rarely reported in PTS (1,14). Another describes pain-
less onset of weakness localized to the upper trunk (5), rather 
than more classic individual nerve involvement (1,10,14).

Intrinsic hourglass-like constrictions of affected nerves or 
nerve fascicles have been recognized in the acute (4 weeks) 
phase of PTS (10) and to date, they have not been observed in 
other spontaneous neuropathies (10,14). Patients 1 and 2 de-
veloped symptoms 13 hours and 18 days, respectively, after re-
ceiving a COVID-19 vaccine, with MR neurography helping 
to confirm the diagnosis by 8 weeks and 5 weeks, respectively. 
Although approximately half of all individuals with PTS report 
no identifiable trigger (1), the close temporal association between 
events suggests that vaccination may have been linked to PTS in 
these patients.

The pathophysiology of PTS is poorly understood, but it is 
thought to have genetic, environmental, and immune-mediated 
components (1). Possible immune-mediated mechanisms in-
clude molecular mimicry and bystander activation, both of 
which may ensue following either infection (eg, hepatitis E and 
SARS-CoV-2 [15]) or vaccination. The mRNA vaccines elicit 
potent type I interferon responses, which induce inflammation 
and may be associated with increased risk of autoimmune reac-
tions (1,16). It is unlikely that PTS is secondary to direct nerve 
insult from vaccination, because PTS after vaccination and other 
peripheral neuropathies are often reported contralateral to the 
injected side, as observed in patient 1 (2–5,11–13).

Patient 1 received a clinical diagnosis of Lyme disease 2 
months prior to PTS symptom onset despite negative immu-
noglobin M and immunoglobin G serologic tests, which have 
low sensitivity during early infection (17). He was treated with 
doxycycline and recovered prior to receiving the COVID-19 
vaccine. Although Lyme disease has been associated with neuro-
logic sequelae including PTS (18), the patient’s PTS symptoms 
developed just 13 hours following vaccination; as such, vaccina-
tion alone or a combination of vaccination and recent infection 
may have been a trigger.

In the United States, three COVID-19 vaccines have received 
Food and Drug Administration Emergency Use Authorization. 
These include mRNA vaccines developed by Pfizer/BioNTech 
(BNT162b2) and Moderna (mRNA‐1273), as well as a one-
dose, replication-incompetent human adenovirus vector vac-
cine developed by Johnson & Johnson/Janssen (Ad26.COV2.S) 
(19–21). Peripheral neuropathies were rare during phase 3 clini-
cal trials, which included 30 000–40 000 participants random-
ized to either vaccine or placebo. In trials for BNT162b2 and 
mRNA‐1273, Bell palsy occurred in four and three vaccinated 
individuals, respectively, compared with zero and one indi-
viduals, respectively, in the placebo groups (19,20). A modest 
increase (29%) in peripheral neuropathies was also seen in the 
Ad26.COV2.S vaccine cohort compared with placebo (21). In 
all cases, evidence was insufficient to directly link the vaccines to 
these occurrences. Recently, however, regulatory agencies in the 
United States and Europe have revised the labels of Johnson & 
Johnson’s Ad26.COV2.S and AstraZeneca’s Vaxzevria vaccines, 

arrangement of the median nerve (Fig 1B, 1C) (10). Repeat elec-
tromyography, consistent with imaging findings, demonstrated 
severe denervation and no motor unit recruitment within the 
PT or FCR muscles. Muscles in the anterior interosseous nerve 
distribution were normal at MRI and electromyography.

At 3-month follow-up after onset, the patient reported no 
residual pain but increased weakness. He had not yet received 
the second dose of his COVID-19 vaccine.

Patient 2
An otherwise healthy 44-year-old man developed sudden-onset, 
intense, cramping pain in the left lateral deltoid region, 18 days 
after receiving his second dose of mRNA-1273 in the same arm. 
Three weeks later, he noticed the inability to abduct the left shoul-
der beyond 20 degrees. He otherwise experienced only minor 
symptoms attributed to the vaccine, including erythema at the in-
jection site as well as headache and mild fatigue that lasted 2 days.

Twenty-four days after onset, cervical spine MRI dem-
onstrated no findings to explain his symptoms. Two days 
later, physical examination revealed severe weakness in left 
shoulder abduction (Medical Research Council grade 2 of 5) 
and external rotation (Medical Research Council grade 3 of 
5). He also described hyperesthesias in the left lateral shoul-
der and had diminished sensation to pinprick in the radial 
nerve distribution. Nerve conduction studies demonstrated 
mild slowing of the left median and radial sensory responses. 
Electromyography showed denervation and poor motor unit 
recruitment in the infraspinatus muscle. The supraspinatus 
muscle was not tested.

Five weeks after symptom onset, left brachial plexus MR neu-
rography demonstrated enlargement, T2-weighted signal hyperin-
tensity and multiple focal hourglass-like constrictions of the supra-
scapular nerve (Fig 2A) with accompanying denervation edema 
pattern of the supraspinatus and infraspinatus muscles (Fig 2B).

The patient was treated 3 weeks after onset with 300 mg of 
gabapentin 3 times a day for pain and began physical therapy 7 
weeks after symptom onset. Three months after onset, his range 
of motion and strength subjectively improved but did not return 
to baseline levels.

Discussion
Parsonage-Turner syndrome (PTS) after vaccination typically 
ensues within 28 days of immunization and has been reported 
as early as the same day as vaccination (2). PTS is most fre-
quently associated with tetanus vaccination, but it has also 
been reported following human papilloma virus, influenza, 
shingles, and tick-borne encephalitis vaccines (1–3,11–13). 

Abbreviations
FCR = flexor carpi radialis, PT = pronator teres, PTS = Parsonage-
Turner syndrome

Summary
The authors report MR neurography findings in two individuals with 
Parsonage-Turner syndrome who developed symptoms within 13 
hours and 18 days of receiving a COVID-19 mRNA vaccine.



Parsonage-Turner Syndrome Following COVID-19 Vaccination

86	 radiology.rsna.org  n  Radiology: Volume 302: Number 1—January 2022

which are both viral-vectored vaccines, to reflect an observed in-
creased risk of Guillain-Barré syndrome following vaccination 
(22). Postauthorization surveillance is therefore needed to moni-
tor for rare adverse events that may have not been observed or 
observed only sparsely during clinical trials.

As of July 15, 2021, nearly 2 billion people worldwide, includ-
ing approximately 184 million in the United States, have received 
at least one COVID-19 vaccine dose (23). A search in the Vaccine 
Adverse Event Reporting System, or VAERS (24), for “Parsonage-
Turner syndrome,” “neuralgic amyotrophy,” and “brachial neuri-
tis” (other common terms for PTS) generated 56 reports of PTS 
occurring within 30 days of BNT162b2 (24 reports), mRNA-127 
(23 reports), or Ad26.COV2.S (one report) COVID-19 vaccines. 
This search was manually sorted to only include nonduplicated re-
ports and to exclude cases for which descriptions were inconsistent 
with PTS. An important limitation of VAERS is that it is subject 
to reporting bias, and is open to both health care workers and the 

lay population. Additionally, some individuals will develop PTS 
within the postvaccination window by chance alone.

MR neurography is a useful diagnostic tool for Parsonage-
Turner syndrome (PTS) and may be particularly relevant as 
worldwide COVID-19 vaccinations increase. Although there 
are currently no approved treatments, early oral prednisone may 
reduce PTS symptom duration and severity (25). In recalcitrant 
cases, surgical neurolysis has also demonstrated efficacy (26). The 
timely and accurate diagnosis of PTS, which is often delayed, 
can help to lleviate any undue stress for the patient and direct  
appropriate management.
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Figure 2:  Patient 2: A 44-year-old man with Parsonage-Turner syndrome that developed 18 days following the second dose of the Moderna (mRNA-1273) 
COVID-19 vaccine. (A) Coronal T2-weighted fat-suppressed fast-spin echo (FSE) image 5 weeks after symptom onset demonstrates denervation edema pattern  
of the supraspinatus (black star) and infraspinatus (white star) muscles. (B) Oblique axial curved multiplanar reformatted T2-weighted fat suppressed FSE image  
demonstrates four severe intrinsic constrictions (arrows) of the suprascapular nerve.

Figure 1:  Patient 1: A 49-year-old man with Parsonage-Turner syndrome that developed 13 hours following the first dose of the Pfizer-BioNTech (BNT162b2)  
COVID-19 vaccine. (A) Axial T2-weighted fast-spin echo fat-suppressed image 8 weeks after symptom onset demonstrates denervation edema pattern of the pronator 
teres (PT) and flexor carpi radialis (FCR) muscles. (B) Axial T2-weighted gradient-echo image demonstrates abnormal signal hyperintensity of the PT/FCR, anteromedially 
positioned, fascicular bundle (arrow, magnified inset) of the median nerve (oval) within the distal arm. (C) Oblique sagittal curved multiplanar reformatted T2-weighted  
gradient-echo image demonstrates multiple severe intrinsic constrictions (arrows) of the PT/FCR bundle of the median nerve (bracket).
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