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Introduction Discussion

Currently, there are multiple treatment oplions for breast cancer
Ty Previous studies have established a high variability n the anatomy of

ne @ Chamo- and iad rapy- ve o do not this nerve 234 For instance, Cunnick et al. reported a variation in which the

work, a radical mastectomy may be considered. This procedure includes
an axillary lymph node dissection. Such dissection represents a risk o the

ICBN arose from the T2 spinal level and bifurcated inlo a main and a
smaller trunk_* Another variant established an ICBN formed by the junction
of one branch arising from the T1 spinal level and ancther from the T2
level ? Literature also reports ICBN variations in which it communicales

intercostobrachial nerve (ICBN). Orginating from the T2 spinal level, the
ICBN i a lateral cutaneous branch of the second intercostal nerve.

The intercostobrachial nerve (ICBN) is a large culaneous branch
that provides sensation around the adlla, medial arm, and upper lateral

with the brachial plaxus via the medial brachial cutaneous nerve and the
medial cord 2 Of note, van Tonder et al. describad hwo cases in which the
ICBN presented a moltor branch for the pectoral muscles*® An
embryological process could be underying such vanations. The neural

chesl. After lraversing the intercostal and serralus anterior muscles, it
enters the axila and amm until reaching the skin and subculaneous

tissuea
crest cells migrate from the dorsum of the neural tube via epithelial to

mesenchymal transition, eventually, ghving nse to muliiple structures
including peripheral nerves (e.g., ICBN).

The anatomical knowledge of ICBN origin and its anatomical
variability is significant in axillary lymph node dissection for breast cancer
or any other procedure that involves the axillary region. Lesions of the Figure 1. Analomical varialion shows an aullary snd arm dissecion of a

ICEM have been associaled o posloperative pain, paresthesia, and loss Eilureation |1 and ) LCE (2 ICN]} 1% ICEN - lateral cutsnesus branch of [second
mtercosts neree | first ntercostobracbeal nefve

The ICBN traverses the axilla, and it is regulary encountered by
surgeons during breast cancer surgical procedures. including radical
mastectomies. Studies have demonstraled that patients who have the
ICBN presarved refer less posloperalive pain, or paresthesia, or loss of

of sensalion in the dermaloma supplied by this nerve ® Thus, surgical
preservation of the ICBN is an important aspect of axillary region
procedures.

sansabion in the armpit and inner arm when compared to patients who

underwent ICBN injury or sectioning.®” As a resull, surgeons should be

Case Report I

aware of the high anatomical variability that the ICBN presents and work

During routine axillary dissection, two cadavers were encountered with with caution when performing such axillary region procedures.
intercostobrachial nerve (ICBN) variations. The variatons found involed the
origin of the ICBN in two cadavers. The first cadaver, Donation A (Fig. 1), has
an ICBN with a bifurcation that arises from the second and third intercostal
spaces before merging. The second cadaver, Donation B (Fig. 2A), has a
rrifurcation exiting the first, second, and third intercostal spaces. The narve

shown is the ICBN arising from the 2@ 39 and 4% intercostal space. The

Conclusion

The vanability of the ICBN iz well documented; during this study, we
report bwo distincl vanations on two cadavers. Durng axillary sungical
procedures for breast cancer the ICBN may be sectioned or injured which
would potentially lead to postoperative pain, paresthesia, and sensory loss.
The most effective way o prevent nenve injury is by ideniifying it during
surgery. Thus, reporting such ICBN varations allows surgeons to work
more cautiously during these procedures increasing the chance of ICBN

schamalic representation shows the pectoralis major and pectoralis minor
reflected to belter visualize the course of the ICBN. The mammary gland is
shown 1o understand the risk at which the ICBN may be during breast surgery
(Fig. 2B). Usually, the ICBN arses only from one intercostal space mostly at
the level of T2, Nonetheless, both nerves maintain thelr common roule
towards the brachial plexus of the upper arm.

presaration. Hence, leading lo improved postoperative quality of life.
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