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Abstract

:

Scapulothoracic bursitis involves inflammation of the scapulothoracic bursa caused by overuse of the shoulder or traumatic injury. Conservative management is recommended initially, and a surgical approach, such as bursectomy or scapular angle resection, is indicated later. Scapulothoracic bursitis in a patient with systemic lupus erythematosus (SLE) has been rarely reported in the literature. A 34-year-old woman was hospitalized in our hospital for a palpable mass on the right side of her back. She had a history of SLE, which was diagnosed and treated with medication 13 years prior. Chest magnetic resonance imaging (MRI) revealed fluid collection measuring 6.0 cm × 6.0 cm × 2.0 cm between the rib cage and subscapularis muscle. Histopathological examination identified the mass as bursitis with cystic degeneration. Surgical excision was performed at the infrascapular area. About 11 months later, the mass recurred in the same area. Surgical excision was again performed in the same way as before, and the same diagnosis was confirmed. Every 6 months, ultrasound examination is being conducted to assess for recurrence. The patient has not had any further complications or a relapse for the last 3 years. Prompt bursectomy can be a definitive and long-lasting treatment option for scapulothoracic bursitis accompanied by SLE.
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1. Introduction


Scapulothoracic bursitis is inflammation of the bursa between the scapula and thorax, usually accompanied by pain in the area. The scapula, or shoulder blade, lies above the thoracic wall in the upper back and is associated with many muscles to provide various types of motions at the shoulder joint [1]. The scapulothoracic bursa that affects scapulothoracic articulation is located at the inferior angle of the scapula, between the serratus anterior and chest wall [2]. Inflammation in this structure can result from an acute traumatic event or from situations of chronic overuse, especially in people who are anatomically susceptible to bursa irritation [3]. This is also known as snapping shoulder syndrome, and it usually develops in athletes [3]. However, scapulothoracic bursitis in a patient with a rheumatologic disorder has rarely been reported. A literature search of the Ovid, PubMed, Scopus, and Web of Science electronic databases on 2 August 2022, using the terms “scapulothoracic bursitis”, “systemic lupus erythematosus”, and “rheum”, and not using any date or language restriction, revealed only one previous report [4]. Non-operative management is recommended as the first line of treatment, but this can be ineffective for patients with such a complication. Here, we present a case of a young woman who was previously diagnosed with systemic lupus erythematosus (SLE) and later developed scapulothoracic bursitis, which was successfully treated by surgical excision [5].




2. Case Presentation


A 34-year-old woman presented to our clinic complaining of a palpable lump on the right side of her back, along with pain associated with shoulder movements (Figure 1). She had a history of SLE, which was diagnosed 13 years prior, and was on oral prednisolone medication since. Her occupation did not involve extensive use of the shoulders or physical activity in general. At the time of admission, she had developed arthritis on all proximal interphalangeal joints and wrist joints on both hands, along with systemic sclerosis. During the clinical course of lupus, she experienced three lupus flare ups. Her SLE was under control when she first visited our outpatient clinic.



Before visiting our clinic, she was on conservative treatment for right shoulder pain. She was prescribed non-steroidal anti-inflammatory drugs (NSAIDs) along with physical therapy for 6 months to strengthen the rotator cuff muscles. However, her symptoms did not regress, and she was referred to our department for alternative treatment. On physical examination, she had pain in the scapular region when flexing her right shoulder and the intensity was 1–2 as measured by an 11-point pain intensity numeric rating scale. However, the right shoulder was not limited in its range of motion. Enhanced chest magnetic resonance imaging (MRI) revealed fluid collection measuring 6.0 cm × 6.0 cm × 2.0 cm, which was suspected to be scapulothoracic bursitis, between the rib cage and subscapularis muscle (Figure 2). Under general anesthesia, an incision was made on the back to reach the scapular angle. We approached the medial border of the scapula and dissected through the rhomboid major muscle, which was repaired after the excision. The mass was located between the serratus anterior muscle and rib cage (Figure 3). Histopathological examination identified the mass as bursitis with cystic degeneration.



Approximately 11 months later, the mass recurred in the same area. Follow-up enhanced chest MRI showed a mass measuring 10.0 cm × 8.0 cm × 2.0 cm, which was thought to be scapulothoracic bursitis (Figure 4). Another surgical excision was performed in the same manner as before, and the subsequent histopathological examination identified the mass as recurrent bursitis (Figure 5). Despite two surgical excisions, she did not undergo rehabilitation treatment as her shoulder movement remained unrestricted. Every 6 months, ultrasound examination is being conducted to assess for recurrence. The patient has not developed any further complications including pain or recurrence in the last 3 years (Figure 6).




3. Discussion


Disruption of the shoulder joint can have a negative effect on the upper body, including on the motion of the neck and head [6]. Snapping shoulder syndrome is a term used to describe clicking and popping of the shoulder when it is lifted. This can be caused by either underlying osseous lesions or inflammation of the scapulothoracic bursae that are present between the scapula and thoracic wall, which prevent touching and friction between the bones. Different approaches to snapping shoulder syndrome should be considered according to the underlying cause. Osseous lesions, such as fibrosis and tumors, can be treated relatively easily, and the prognosis is good after surgical excision [7]. However, when snapping shoulder syndrome is caused by scapulothoracic bursitis, its treatment can be quite difficult.



Studies have recommended starting the treatment of scapulothoracic bursitis with a conservative approach, such as physical therapy, immobilization, and NSAID use [3,5]. Surgical intervention is only considered when conservative treatment fails or when the patient complains of prolonged and unbearable pain due to the condition. Surgical excision is also indicated when snapping shoulder is caused by underlying structural changes, such as osteochondroma [7]. In our case, osteochondroma was ruled out by MRI scans. Occasionally, lupus can cause septic bursitis at the olecranon and prepatellar bursa [8]. We could not rule out the possibility of septic bursitis as the patient previously had episodes of lupus flare ups.



SLE causes various systemic manifestations throughout its clinical course. Patients with SLE are advised regularly undergo monitoring and examinations for disease activity [9]. Lupus flares, which are accompanied by worsening of symptoms, can affect the skin, heart, kidney, muscles, joints, and other parts of the body. Since lupus is an autoimmune disorder, flares can trigger inflammatory conditions throughout the body. These mainly occur in the lungs and fingers [10], and have not been previously reported in the scapulothoracic bursae.



Considering the unique anatomical location of the scapulothoracic bursa, it is very difficult to accurately scan it with an ultrasound probe. It is often necessary to perform dynamic ultrasound scanning during active/passive shoulder movements to uncover the thoracic wall under the scapula. Therefore, dynamic ultrasound protocols for the shoulder have been introduced [11]. However, in our case, additional dynamic scans were not performed because MRI is a better diagnostic tool than ultrasound for determining the anatomy of the scapulothoracic region and diagnosing scapulothoracic bursitis.



In our case, conservative treatments, such as physical exercise and NSAID use, were recommended when scapulothoracic bursitis was first diagnosed. The patient did not show any signs of a lupus flare, and laboratory analysis found that levels of antibodies to dsDNA, C3, and C4 were all within the normal ranges. The chief complaints were a palpable mass and recurrent pain around the right shoulder. As regaining full function of the shoulder was not a priority for our patient, surgical correction was chosen over conservative treatment. Although the bursitis recurred 11 months after the first surgery, the patient did not experience another recurrence after the second surgery, and the outcome has been satisfactory ever since.




4. Conclusions


Managing scapulothoracic bursitis in a patient with no underlying medical condition can be challenging in itself, and the further presence of SLE substantially complicates achieving a treatment goal by conventional means. Therefore, patients who have a rheumatologic disorder as the underlying cause for bursitis and who do not require preservation of full shoulder motion should be considered for surgical treatment. Our case demonstrates that surgical bursectomy can be a long-lasting and definitive treatment for scapulothoracic bursitis in patients with SLE.







Author Contributions


Conceptualization, J.H.C. and K.S.K.; data curation, J.H.C. and S.Y.C.; formal analysis, J.H.H. and S.Y.L.; methodology, J.H.H. and S.Y.L.; project administration, K.S.K.; investigation, J.H.C. and S.Y.C.; writing—original draft, J.H.C., S.Y.C., K.S.K., J.H.H. and S.Y.L.; writing—review and editing, K.S.K. All authors have read and agreed to the published version of the manuscript.




Funding


The authors received no specific grant from any funding agency in the public, commercial, or not-for-profit sectors.




Institutional Review Board Statement


This study was approved by the Institutional Review Board of Chonnam National University Hospital (IRB No., CNUH-EXP-2022-234) and conducted in accordance with the principles of the Declaration of Helsinki.




Informed Consent Statement


Written informed consent for publication of the clinical details and images was obtained from the patient.




Data Availability Statement


All data created or analyzed in this study are included in this published article.




Acknowledgments


We would like to thank Yoo Duk Choi (Dept. of pathology) and So Jin Yoon (Dept. of Radiology) for their support and guidance in completing this project.




Conflicts of Interest


The authors declare no conflict of interest.




Abbreviations


MRI = magnetic resonance imaging, NSAID = non-steroidal anti-inflammatory drug, SLE = systemic lupus erythematosus.




References


	



Kibler, W.B. The role of the scapula in athletic shoulder function. Am. J. Sports Med. 1998, 26, 325–337. [Google Scholar] [CrossRef] [PubMed]

	



Kuhn, J.E.; Plancher, K.D.; Hawkins, R.J. Symptomatic scapulothoracic crepitus and bursitis. J. Am. Acad. Orthop. Surg. 1998, 6, 267–273. [Google Scholar] [CrossRef] [PubMed]

	



Warth, R.J.; Spiegl, U.J.; Millett, P.J. Scapulothoracic bursitis and snapping scapula syndrome: A critical review of current evidence. Am. J. Sports Med. 2015, 43, 236–245. [Google Scholar] [CrossRef] [PubMed]

	



Schiavon, F.; Ragazzi, R. Bilateral scapulothoracic bursitis. Arthritis Rheumatol. 2008, 58, 585. [Google Scholar] [CrossRef] [PubMed]

	



Conduah, A.H.; Baker, C.L., 3rd; Baker, C.L., Jr. Clinical management of scapulothoracic bursitis and the snapping scapula. Sports Health 2010, 2, 147–155. [Google Scholar] [CrossRef] [PubMed]

	



Choi, J.Y.; Seo, J.H.; Cha, W.J.; Seo, B.F.; Jung, S.N. A propeller superficial transverse cervical artery perforator flap for defect coverage of the submental area: A case report. Arch. Craniofac. Surg. 2021, 22, 341–344. [Google Scholar] [CrossRef] [PubMed]

	



Wang, M.L.; Miller, A.J.; Ballard, B.L.; Botte, M.J. Management of Snapping Scapula Syndrome. Orthopedics 2016, 39, e783–e786. [Google Scholar] [CrossRef] [PubMed]

	



Lambie, P.; Kaufman, R.; Beardmore, T. Septic ischial bursitis in systemic lupus erythematosus presenting as a perirectal mass. J. Rheumatol. 1989, 16, 1497–1499. [Google Scholar] [PubMed]

	



Thong, B.; Olsen, N.J. Systemic lupus erythematosus diagnosis and management. Rheumatology 2017, 56 (Suppl. 1), i3–i13. [Google Scholar] [CrossRef] [PubMed]

	



Ruperto, N.; Hanrahan, L.M.; Alarcón, G.S.; Belmont, H.M.; Brey, R.L.; Brunetta, P.; Buyon, J.P.; Costner, M.I.; Cronin, M.E.; Dooley, M.A.; et al. International consensus for a definition of disease flare in lupus. Lupus 2011, 20, 453–462. [Google Scholar] [CrossRef] [PubMed]

	



Ricci, V.; Chang, K.V.; Güvener, O.; Mezian, K.; Kara, M.; Leblebicioğlu, G.; Stecco, C.; Pirri, C.; Ata, A.M.; Dughbaj, M.; et al. EURO-MUSCULUS/USPRM Dynamic Ultrasound Protocols for Shoulder. Am. J. Phys. Med. Rehabil. 2022, 101, e29–e36. [Google Scholar] [CrossRef] [PubMed]








[image: Jcm 12 00561 g001 550] 





Figure 1. Preoperative photograph of a 34-year-old woman with a palpable mass on the right side of her back. 
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Figure 2. Right shoulder enhanced magnetic resonance imaging showing soft tissue fluid collection (6.0 cm × 6.0 cm × 2.0 cm) in the right posterolateral chest wall, which was suspected to be scapulothoracic bursitis. (A) T1-weighted axial spin echo view. (B) T2-weighted axial fast spin echo view. 






Figure 2. Right shoulder enhanced magnetic resonance imaging showing soft tissue fluid collection (6.0 cm × 6.0 cm × 2.0 cm) in the right posterolateral chest wall, which was suspected to be scapulothoracic bursitis. (A) T1-weighted axial spin echo view. (B) T2-weighted axial fast spin echo view.
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Figure 3. Intraoperative photographs during the first excision. (A) Excised mass. (B) Scapulothoracic joint space after mass excision. 
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Figure 4. Right shoulder enhanced magnetic resonance imaging showing recurrent bursitis (10.0 cm × 8.0 cm × 2.0 cm) in the right posterolateral chest wall. (A) Contrast-enhanced T1-weighted axial view. (B) Fat-suppressed contrast-enhanced T2-weighted axial view. 
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Figure 5. Intraoperative photographs during the second excision. (A) Excised mass. (B) Scapulothoracic joint space after mass excision. 
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Figure 6. Image obtained 3 years after the second excision. There is no recurrence. 
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