
 

 

 

• Tear of the posterior inferior glenoid labrum was noted.  

SUPRASCAPULAR NERVE ENTRAPMENT BY 

PARALABRAL CYST  
History: 
A 30 year old male presented with history of pain in the left shoulder.Examination 
findings revealed weakness of the left supraspinatus and infraspinatus muscles.  
 
MRI Observations:  

• A large multiloculated cystic lesion was seen extending from the posterior  
spino-glenoid notch to the suprascapular notch measuring 3.3cm in 
superoinferior extent and 1.7cm in transverse dimension as seen on the sagittal 
images. It was seen to cause entrapment of the suprascapular nerve.  

• Communication of the cyst with the torn posterior-inferior labrum was noted.  
• The supraspinatus and infraspinatus muscles showed evidence of diffuse 

increased signal intensity on T2Wi and PDFS sequences suggestive of denervation 
edema. No evidence of atrophy or fatty changes seen.  

• No evidence of tendon tear or tendinos noted.  
• Teres minor and subscapularis muscles appeared normal.  

 
Anatomy of Suprascapular nerve: 

 
 
 
 
 
 
 
 

Fig 1: Drawing shows posterior perspective of suprascapular nerve. Acromion is represented as 
transparent to allow visualization of suprascapular notch. Nerve enters suprascapular notch (arrowhead) 
and passes under superior transverse scapular ligament, giving branches to supraspinatus (ss) and 
infraspinatus. Inferior to suprascapular notch is spinoglenoid notch (arrow), which contains only nerve 
to infraspinatus (is). Curved arrows = supracapsular nerve branches. Fig 2: Normal location of 
suprascapular nerve in the notch (yellow arrow). 
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Discussion: 
Cystic masses around the shoulder are uncommon but may be clinically important for two 
reasons. First, labral tears have been associated with paralabral cysts, and some 
investigators have postulated that the latter may result from the former. Second, 
7mentrapment neuropathy of the suprascapular nerve from a cyst in the suprascapular 
notch or spinoglenoid notch has been reported. 
  
Causes of suprascapular nerve entrapment: 

• Trauma, fractures and anterior shoulder dislocation; 
 Anomalous, thickened, or calcific superior or inferior transverse scapular 
ligaments. Repetitive overhead activities and forceful rotational movements 
performed during sports may produce traction or stretching at the potential sites 
of fixation. 

• Extrinsic compression due to cysts, hematomas, varices, lipomas, and malignant 
neoplasms. 
 

Paralabral Cysts: 
The pathogenesis of paralabral cysts is unknown. A paraglenoid cyst could be a synovial 
cyst, ganglion cyst, or pseudocyst. A synovial cyst is lined by synovial cells and formed 
from evagination of the joint capsule or paraarticular bursa. A ganglion cyst may arise 
from a joint capsule, bursa, ligament, tendon, or subchondral bone. A pseudocyst may 
result from the extrusion of joint fluid through a labrocapsular tear into adjacent soft 
tissues. This pathogenesis is similar to that of a meniscal cyst.Although often coincident, 

Sagittal T2W image shows denervation edema in 

the supraspinatus and infraspinatus muscles, 

showing increased signal intensity compared to 

rest of the shoulder girdle muscles. The paralabral 

cyst is seen to occupy the suprascapular notch.   

 

 

Coronal PD fat sat image demonstrates 

labral tear as well as a large paralabral 

cyst (yellow arrows) that occupies the 

suprascapular and spinoglenoid notches. 

Tear of inferior labrum is seen (red 

arrow). 
 
 

 



 

 

 

not all paralabral cysts are associated with labral tears revealed on MR imaging.  
 
Compression Neuropathy Associated with Paralabral Cysts: 
Large paraglenoid cysts may compress the suprascapular nerve or axillary nerve and 
cause shoulder weakness through denervation of external rotator muscles.  
Diagnosis of suprascapular nerve compression is based on clinical examination, 
radiography of the shoulder and cervical spine, MRI with or without arthrography, and 
electrophysiologic studies. Electromyography may show indirect evidence of 
suprascapular nerve injury or dysfunction but will not define the exact morphology or site 
of entrapment. Conversely, MRI is noninvasive, can precisely locate extrinsic compressive 
lesions, and can exclude more common causes of shoulder pain. 
The MRI features of compressive neuropathy include direct signs involving the nerve and 
indirect signs related to muscle denervation. The direct signs of peripheral nerve 
entrapment include abnormalities in the signal intensity, size, and position of the affected 
nerve.  
The morphologic cause may be shown including space-occupying lesions, such as cysts or 
tumors, or osseous abnormalities, such as bony spurs, fracture fragments, and callous. 
Cysts are isointense or hypointense compared with muscle on T1-weighted images 
depending on proteinaceous content, are homogenously hyperintense on T2-weighted 
sequences, and show thin peripheral enhancement with gadolinium.  
The pattern of muscle denervation provides information about the duration of 
entrapment and can identify the site of neurologic compromise. Acute denervation 
presents as hyperintensity of the supraspinatus and infraspinatus or infraspinatus muscle 
alone on fluid-sensitive sequences. Chronic compression is shown as a reduction in 
muscle bulk and fatty infiltration of the involved muscles. Involvement of both the supra- 
and infraspinatus muscles reflects proximal compression at the suprascapular notch, 
whereas isolated infraspinatus denervation suggests compression at the spinoglenoid 
notch 
 
 
CONCLUSION: 
 

1. Most paralabral cysts are associated with labral tears.  
2. MRI is noninvasive, can precisely locate extrinsic compressive lesions, and can 

exclude more common causes of shoulder pain. 
3. Involvement of both the supra- and infraspinatus muscles reflects proximal 

compression at the suprascapular notch, whereas isolated infraspinatus 
denervation suggests compression at the spinoglenoid notch. 

 
Regards, 
 
Dr.Deepa S.Nadkarni   /   Dr.Shaikh M.Mazhar 
 
N.B: This case is authentic and from the archives of Radiance Diagnostics. For any queries / suggestions/feedback write to 
us at   radiance@radiancediagnostics.in 
 


