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Introduction

Non-traumatic painful shoulder is a common reason for 
consultation in primary medical care resulting in the third 
reason for consultation in medical practice [1]. Multiple causes 
of non-traumatic painful shoulder have been described, including 
glenohumeral pathology, rotator cuff syndrome, Parsonage Turner 
Syndrome (PTS), among others. PTS was initially described with 
the name of serratus major paralysis, shoulder neurosis or acute 
brachial radiculitis [2,3]. It was until 1948 when doctors Parsonage 
and Turner found out this pathology in a population pathology, 
and later they named it shoulder neuralgic amyotrophy. Its 
cardinal clinical symptom is an acute pain that may be associated 
with the limb weakness and atrophy of muscles that make up the 
shoulder structure. Its incidence has not been estimated, since it 
is an underdiagnosed pathology [4-6]. 

Below there is a case report of a PTS patient, which is a 
diagnostic challenge pathology for the medical practice.

 
Case Report

31-year-old female patient, with a history of hypothyroidism 
in treatment with levothyroxine 75 mg per day, who consults for 8 
days of disabling pain in her left shoulder of dorsal predominance, 
with irradiation to the triceps region, limiting the shoulder 
abduction and elbow extension, and no other symptoms. At the 
admission, her vital signs are interpreted as normal, and it is 
evident that the pain has a distribution in dermatome C5 and 
C6, reflex alteration in the involved limb not documented and 
also no loss of muscular force. Shoulder ultrasound is performed 
reporting free liquid in periarticular region, so simple magnetic 
resonance imaging in her left shoulder is carried out resulting in 
an increase in the signal intensity in the fluid-sensitive sequences 
of the supraspinous muscle and deltoids, especially in her lateral 
belly, findings compatible with brachial neuritis (Parsonage-
Turner syndrome) (Figure 1). Subsequently, an electromyography 
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is performed reporting triceps denervation with C7 radiculopathy 
with normal distal motor and sensitive latencies. Acutely the patient 
was treated with an intravenous dose of Dexametasone along 
with Diclofenac, then the outpatient treatment for neuropathic 
pain was pregabalin per day for 8 weeks. At 4 weeks, antinuclear 
antibodies, extractable nuclear antigens, antiphospholipid 
antibodies and anticardiolipine were ordered, whose results 

were negative. Outpatient cervical magnetic resonance imaging 
is performed without any pathological findings. The outcome of 
the patient was favorable, because there wasn’t any finding that 
supported any lower motor neuron syndrome, this case was 
only presented with acute and subacute pain, therefore no other 
interventions were needed.

Figure 1: Increase in signal intensity in the fluid-sensitive sequences of the supraspinous and deltoid muscle, especially in its lateral belly, 
findings being compatible with brachial neurosis (Parsonage-Turner syndrome).

Discussion

The PTS has an incidence of 1.64 cases per 100,000 
people; however, the true incidence may be higher since it is an 
underreported entity [7]. Its distribution mainly occurs between 
the third and fifth decade of life and there appears to be a higher 
incidence in men than in women [3,4]. No exact cause for this 
pathology is known up to date, although it has been associated with 
bacterial infections (Borrelia), viral infections (cytomegalovirus), 
flue, HIV), autoimmune diseases, (polyarteritis nodosa, systemic 
erythematosus lupus, among others) or external factors such as 
postsurgical stress, traumatisms or strenuous physical exercise 
[2,4,7].

PTS usually appears for the first time with severe pain in the 
involved limb, associated with symptoms of lower motor neuron 
syndrome such as paresis and hyporeflexia. It commonly affects 
the proximal muscles of the upper limb. Deltoid is the most 
compromised muscle followed by supraspinous, infraspinatus, 
serratus major, biceps, triceps and carpus and fingers extensor 
muscles [6,8]. A correct anamnesis and physical exploration, 
in accordance with an electromyographic examination of the 
involved upper limb provide a diagnosis [4,5].

The electromyography plays an important role during the 
muscular denervation period, since it is there where the muscular 
alteration specific pattern is documented. Moreover, it indicates 
the localization of the neurologic injury. The speeds of conduction 

or medium distal motor and sensitive latencies in upper limbs, are 
usually normal or do not report any alteration [9].

The shoulder magnetic resonance (MRI) does not show any 
specific changes of the PTS; however, during the acute phase, it 
may show muscular edema caused by both the muscle denervation 
and the increase of blood supply to the denervated muscles. This 
edema is not clearly different from the one that may cause a 
traumatic injury, so, it is not a specific finding. In the late phases 
atrophy can be seen in denervated muscles. The examiner should 
take into account the differential diagnosis (Table 1) [10,11]. 

Table 1:

Pathologies Simulating Pain Lower Motor Neuron Syndrome

Rotator cuff tear Compressive radiculopathy

Glenohumeral capsulitis Brachial plexus tumor

Calcifying tendinitis Spinal cord tumor

Shoulder arthritis Pancoast tumor

Cervicobrachialgia ALS*

 Suprascapular neuralgia 

 Cervical artery dissection 

*ALS: amyotrophic lateral 
sclerosis
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Conclusion

The PTS is a little frequent cause in the approach of a patient 
with non-traumatic shoulder acute pain; however, it must be taken 
into account as a possible cause thereof. Its cardinal symptom 
is the acute pain at shoulder level. Its diagnosis may become a 
challenge for the doctor, since the symptoms are nonspecific to 
be diagnosed by the physical exploration and may be present in 
its differential diagnosis. In the reported clinical case, the painful 
shoulder approach was made based on both the clinical history 
and the patient’s physical exploration. Due to the semiological 
findings, it was decided to complement the studies with diagnostic 
aids such as electromyography and nuclear magnetic resonance 
which are critical to make the PTS diagnosis and finally to discard 
any autoimmune diseases. 
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