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— Abstract —

Three Cases of Work-Related Suprascapular Entrapment Neuropathy

Du-Shin Jeong, Ki-Bum Sung*, Hyun-Kil Shin*, Moo-Young Ahn"*,
Hyeong-Su Kim**, Young-Eui Hong

Institute of Occupational Medicine & Department of Neurology
Bucheon Daesung General Hospital
Department of Neurology, College of Medicine, Soonchunhyang University”™

Department of QOccupational Medicine, Hangang Sacred Heart Hospital, Hallym University ™

Objectives : Entrapment of the suprascapular nerve is frequently overlooked in the

differential diagnosis of shoulder pain.

Methods : Suprascapular entrapment neuropathy is a well-defined clinical entity and
EMG and NCV is used to confirm a diagnosis. But the diagnosis is typically not consid-
ered until patients develop severe weakness secondary to atrophy of the spinous muscula-

ture that the nerve supplies.

Results : A narrow suprascapular notch has rarely been reported as a work-related
factor of this entrapment neuropathy, Diagnosis of suprascapular entrapment neuropathy
is based on the patients clinical course, neurologic, radiologic, and electrophysiologic find-
ings. One of the most helpful evaluations was the anteriorposterior projection with the X-
ray tube angled 15-30 degree caudally. The suprascapular entrapment neuropathy is rela-

tively uncommon entity of shoulder discomfort(pain, weakness, and atrophy).

Conclusions @ If the worker who used his shoulder joint repetitiously having the shoul-
der pain and muscle weakness, we must rule out the suprascapular entrapment neuropa-
thy. And it is needed to evaluate the motions which cause suprascapular entrapment neu-

ropathy as the ergonomic factor. (

Key Words : Suprascapular nerve, Occupational factor (work-related),
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Fig, 1, Suprascapular view with the X-ray tube angled 15 - 30 degree caudally shows narrowed supras-
capular notch (magnifying finding) on the left side of the patient L
Black thick arrow=suprascapular notch of the healthy side
Black thin arrow=suprascapular notch of the lesion side
H=Humerus head, R=Right side, L=Left side
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Table 1. Electrophysiologic findings of three patients

1. NCVs of the patient I, 1, and Ii.
* Both Median nerves
- normal TL, Amp and CV on CMAP at all segments
- normal SNAP
* Both Ulnar nerves
- normal TL, Amp and CV on CMAP at all segments
- normal SNAP
* Both Radial nerves
- normal SNAP
2, EMG of the patient [.
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ABP (both)

ADM (both)

Brachioradialis (both)

Biceps brachi(both)

Triceps brachi(both)

Deltoid (both)

SS(right)

IS{right)

SS(left)

1S (left)

Cervical paraspinal (both)
3. EMG of the patient I.
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ABP (both)

ADM (both)

Brachioradialis (both)

Biceps brachi (both)

Triceps brachi (both)

Deltoid (both)

SS(right)

1S (right)

SS (left)

1S (left)

Cervical paraspinal (both)
4. EMG of the patient II.
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ABP (both)

ADM (both)
Brachioradialis (both)
Biceps brachi(both)
Triceps brachi(both)
Deltoid (both)
SS(right)

IS(right)

SS (left)

1S (left)

Cervical paraspinal (both)
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TL~terminal latency, Amp=amplitude, CV=conduction velocity,
CMAP=compound muscle action potential,

SNAP=gensory nerve action potential,

InA=insertional activity, Pos=positive sharp wave,
Fib=fibrillation potential, MUP=motor unit potential,
INT=interference pattern, N=normal, I=increased, D=decreased
ABP=abductor pollicis brevis, ADM=abductor digiti minimi,
SS=supraspinatus, IS=infraspinatus, F=full, P=polyphasic
+=transient following needle movement,

+=occasional/at rest in more than two sites,

+H=present/at rest in most sites,

++=abundant/almost filling the screen at all sites
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Fig, 2, Suprascapular view with the X-ray tube angled 15 - 30 degree caudally(upper; magnifying
finding) and CT scan(lower) show narrowed suprascapular notch on right side of the patient I.
White arrow=suprascapular notch of the healthy side
White blank arrow=suprascapular notch of the lesion side
H=Humerus head, S=Scapular, R=Right side, L=Left side
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Table 2, Classification of types of the scapular by Rengachary et al Neurosurgery 1979:5:447-451).

Type 1

The entire superior border of the scapular showed wide depression from

the medial superior angle of the scapular to the base of the coracoid process.

Type 2

the superior border of the scapular.
Type 3
Type 4

This type showed a wide, blunted “v'-shaped notch occupying nearly a third of

The notch was symmetrical and “u’-shaped with nearly parallel lateral margins.
The notch was very small and “v -shaped. Frequently a shallow groove representing

the bony impression by the suprascapular nerve was visible adjacent to the notch.

Type 5

Partial ossification of the medial part of the ligament resulting in a notch

with the minimal diameter along the superior border of the scapular.

Type 6

The ligament was completely ossified, resulting in a bony foramen of variable

size located just inferomedial to the base of the coracoid process.

Fig, 3. Entrapment sites of suprascapular nerve,
right.
ASuprascapular notch
-supraspinatus m. and infraspinatus m.
involve
B:Spinoglenoid notch
-infraspinatus m, involve
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Elevation
Abduction
Internal rotation

Patient I(Painting)

Shoulder Joint
Direct

backward force
from rifle-rebound

Patient II'(Shooting)

Shoulder Joint
Elevation
Depression

Abd - & adduction
Forward stretch

Shoulder Joint
Elevation

External rotation
Circumduction

Patient ITl(Spiking)

Fig, 4. Schematic diagrams show the sites of repetitive traumatic stimuli and the mechanisms of the

patients.
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