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— Abstract —
Long Thoracic Nerve Injury Related with Excessive Aerobics

Hyun-Yoon Ko, M.D., Yong Beom Shin, M.D., Jin Hwan Yang, M.D.
Department of Rehabilitation Medicine, Pusan National University College of Medicine

Patients with serratus anterior palsy may be present with pain, weakness, limitation of shoulder elevation,
and scapular winging with medial translation of the scapula and rotation of the inferior angle toward the
mid-line. A 46-year-old woman who has done an hour of aerobics complained of prominence of the right
scapula. There was no history of recent viral illness, immunization, or exposure to toxic materials. Physi-
cal examination showed posterior winging of the right scapula when she reached forward. Electrodiag-
nostic evaluation was performed and the compound muscle action potential obtained from the right serra-
tus anterior revealed prolonged onset latency and decreased amplitude. Concentric needle electromyogra-
phy (EMG) demonstrated abnormal spontaneous activity in the right serratus anterior muscle, with a
decreased number of voluntary motor unit action potentials. Other muscles examined, including the
trapezius and cervical paraspinals, were normal.
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Table 1. Nerve Conduction Study in the Patient

R/L Nerve Distal latency Conduction velocity Amplitude(mV)
R! Long thoracic 4.20 1.5
L? Long thoracic 2.90 8.3
R Axillary 400 206
L Axillary 430 256
R Musculocutaneous 4.60 19.1
L Musculocutaneous 4.80 215
R Median (wrist-elbow) 2.90 62.7 15.6
R Ulnar (wrist-elbow) 2.15 62.2 19.8
R Radial (forearm-arm) 2.35 59.2 124

1. R: right

2.L: left

Table 2. Needle Eletromyographic Findings in the Patient
R¥/L? ASA® MUAP* RPs
R Serratus anterior ++ CD 11
R Supraspinatus 0 N N
R Rhomboid 0 N N
R Upper trapezius 0 N N
R Deltoid 0 N N
R Biceps brachii 0 N N
R Extensor carpi radialis 0 N N
R Flexor carpi radialis 0 N N
R Abductor pollicis brevis 0 N N
R Abductor digiti minimi 0 N N
R C6-7 paraspinalis 0 N N

1.R: right

2. L: left

3. ASA: Abnormal spontaneous activity (0, absent; +, rare; ++, moderate; +++, profuse)

4. MUAP: Motor unit action potential (N, normal; CD, chronic denervation change, i.e.,long duration, high amplitude and increased

polyphasia)
5. RP: Recruitment pattern

(N, full; |, mild reduction; | | , moderate reduction; | | |, discrete activity)
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