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Abstract: Suprascapular nerve entrapment secondary to spinoglenoid notch ganglion is a known but uncommon entity causing 

chronic shoulder pain and weakness in the overhead activities. We present a rare case of such entity in a young serving naval sailor. 
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1. Introduction 
 

Suprascapular nerve entrapment secondary to spinoglenoid 

notch ganglion
1
 is a known but rare and uncommon

3
 entity 

usually go undiagnosedcausing chronic shoulder pain and 

weakness in the overhead activities
2
. 

 

Shoulder pain and dysfunction has always perplexed 

clinicians. Armed with accurate diagnostic tools, today one 

can differentiate between the articular, capsular, 

musculoskeletal, neurological and cervical causes of the 

entity. Despite these, a beneficial outcome following a 

diagnosis is subjective and far from satisfaction to many, 

requiring protracted life style modifications and restrictions. 

However, in few with Suprascapular nerve entrapment 

caused due to Spino-glenoid notch ganglion, the return of 

normal activity is complete after a successful diagnosis and 

treatment. Though considered rare, with advent of MRI there 

is a steadyrise in the detection rate. We present of a case of 

spinoglenoid ganglion causing suprascapular nerve 

entrapment. 

 

2. Case Report 
 

A 25 yr old, physically active serving naval sailor presented 

with complaints of Rt shoulder pain with restriction and 

weakness of over head abduction of 06 months duration. 

There was no history of trauma due to any weight lifting or 

fall. On examination of his Right shoulder, there was 

isolated right Infraspinatous muscle wasting (Fig 1). Despite 

having full range of movements at the affected shoulder 

joint, the power of abduction and external rotation was grade 

III. There were no other positive findings. A clinical 

diagnosis of Right Upper brachial plexus paresis involving 

C5 post ganglionic spinal nerve (Sunderland -I)
5
 was made. 

A MRI right brachial plexus and shoulder JT done revealed 

normalright brachial plexus. However, a hyper intense lesion 

in the rightspinoglenoid notch, not communicating with the 

glenoid labrum was detected which was in close proximity 

to suprascapular nerve probably causing compression of the 

nerve (Fig1). Surgical decompression was planned. 

Ultrasound of the lesion as preoperative road map was 

carried to determine the surgical access. The sailor 

underwent exploration through posterior approach
6
, inferior 

to the lateral half of the scapular spine (Fig 2). The lesion 

was accessed deep to suprascapular muscle lying superficial 

to the tendinous part of the infraspinatous muscle at the 

spinoglenoid notch extending inferiorly into the 

infraspinatousfossa lateral to, free from the joint capsule 

lying superior, and lateral to the nerve. The cystic lesion was 

dissected carefully and excised. There no attempt made to 

identify the suprascapular nerve. Post op recovery was 

uneventful with complete disappearance of the painful arc 

within 06 weeks associated with regain of the bulk of 

Infraspinatous muscle. The power of abduction and external 

rotation to grade IV/V (Fig 3).Post operative USG of the 

right shoulder reveals completes disappearance of the lesion. 

 

3. Discussion 
 

Suprascapular nerve arises from upper trunk at the erb's 

point deriving its fibres from C5 and C6 root
7
. It is a mixed 

nerve. The motor component innervates the suprascapular 

and infrascapular muscles responsible for the abduction and 

the external rotation of the shoulder joint respectively
8
. The 

proprioceptive afferents are received from the glenohumeral 

joint, acromioclavicular joint, sub acromial bursa and the 

scapula. No know cutaneous innervations are known. After 

its origin from the erb's point it travels posterior and parallel 

to the posterior belly of the omohyiod muscle anterior to 

trapezius on the superior border of scapula
9
. After passing 

through the suprascapular notch deep to the superior 

transverse scapular ligament, it enters the suprascapular 

fossa deep to the supraspinatous muscle which it innervates 

from the undersurface of the muscle
9
.  At this point it 

receives its proprioceptive fibres. It travels laterally towards 

and arches around the lateral aspect of the spine of the 

scapula through a tight compartment  formed by 

spinoglenoid notch deep to the inferior transverse scapular 

ligament also named as spinoglenoid ligament, to enter the 

infrascapular fossa
10

 lying on the undersurface of the 

infraspinatous muscle which it innervates lateral to the 

glenoid labrum.  

 

The injury to suprascapular nerve can occur at any level. 

Avulsion injury from the Erb's point usually occurs in 

tractional injury to the brachial plexus
11

. The tight triangular 

suprascapular notch is also a common site for tractional 

injury to the suprascapular nerve commonly seen after 

chronic over head abduction activities. The third common 

site of tractional injury to the nerve is at the spinoglenid 

notch where it travels within a tight triangular space at the 

lateral edge of the spine of the scapula with spinoglenoid 

ligament forming its roof this occurs in activities involving 

cross adduction activities or internal rotation of the humeral 

head
11

.  Entrapment of the nerve due to space occupying 

lesion most commonly occur at the spinoglenoid notch
12

. 

Ganglions which are outpouching of synovial membrane 
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through micotearsintheglenoid labrum are the commonest 

space occupying lesions causing compression
13

. Though 

Hematomas, Vascular anomalies, Subacromial bursitis, 

myogenic tumors, Periarthritis, Post fracture callus 

entrapment can be present but are uncommon.  

 

Clinical manifestation depends upon the level of injury. 

Combinedsupraspinatous and infraspinatous wasting are 

seen in the circumstances where the injury is proximal to the 

spinoglenoid notch. Injuries to the nerve at the spinoglenoid 

notch cause only infraspinatousmuscle wasting
14

, as was 

seen in our case. Despite having clinically visible 

wasting,the range of movements,especially the overhead 

abduction and the external rotation at the joint is full but the 

powers of movements are reduced to Grade III - IV. There is 

chronic dull aching pain in the posterior aspect shoulder 

joint which is brought about by overhead abduction and 

cross adduction in cases of entrapment in suprascapular 

notch, whereas the entrapment of the nerve in spinoglenoid 

notch causes pain during joint internal rotation of the 

glenohumeral joint during which the spinoglenoid ligament 

is stretched tightly over the nerve
15

.  

 

Though the diagnosis is usually by exclusion, isolated 

muscle atrophy on clinical examination provides an 

important clinical clue
14

.  MRI of the brachial plexus and the 

affected shoulder is very sensitive in tracking the 

suprascapular nerve and any external pathology causing 

compression
16

. In absence of any positive imaging findings 

EMG of the involved muscle and the nerve conduction 

velocities of the suprascapular nerve can indicate tractional 

or entrapment neuropathies
17

.   The treatment can be both 

conservative and invasive.  In cases of tractional injuries 

with normal range of movements at the shoulder joint a trial 

of conservative management is provided
18

.  However if the 

symptoms persists beyond six months surgical 

decompression is done by either  dividing the suprascapular 

ligament or the spinoglenoid ligament depending upon the 

level of injury. In case of compressive neuropathy 

conservative management usually fail. Spinoglenoid 

ganglion rarely involutes by itself. A surgical excision 

ensures completeness of the procedure with no recurrence 

rate
19

. Approach to the lesion can either be arthroscopically 

with or without additional extra articular port access, or by 

open access. Ultrasound, or CT guided aspiration of the cyst 

is known however the recurrence rate are high.  

 

In our case the lesion was large measuring 3 cm in diameter, 

multiloculated and was not communicating with the joint 

capsule. The glenoid labrum and the capsule were intact. 

Arthroscopic approach was therefore not taken. Handful of 

studies were conducted in the past to compare various 

treatment modalities. Surgical excision of the cyst ensures 

complete cure and have shown better results than the 

conservative management.  

 

4. Conclusion 
 

Suprascapular nerve entrapment neuropathy due to 

spinoglenoid ganglion is rare but treatable condition. 

Preoperative MRI localization of the cyst and its relationship 

with the glenoid labrum is essential to determine the surgical 

approach. Surgical excision ensures complete recovery with 

return of normal neurological function. 
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Figures 
 

 
Figure 1: Pre-operative images showing isolated RtInfrascapular muscle weakness. 

MRI RT Shoulder revealed a multiloculatedhyperintense cystic lesion in spinoglenoid Notch deep to the Supraspinatous 

muscle 

 

 
Figure 2: Operative images showing the posterior approach taken inferior to the lateral half of spine of the scapula. The 

ganglion was identified deep to the Supraspinatous muscle after dividing the trapezius muscle and retracting the tendinous 

part of the Supraspinatous muscle superiorly. 
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Figure 3: Post- operative status revealing return of the infraspinatous muscle bulk and power 
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