Xomow ) o H oo ® RN Ho
4 %m_%%ﬂ o N L
a g [ - w2 D
© X N e~
g o ap R 08
= ol % X S8 o
. m._mﬂxo,ﬂ;o = W o %o 20
: i e 1
T F o 9 2 5 B TR
ﬁz@zoﬂ o_,_aol_%n_Auo_,_oa
A RT O o N =~ o
o T oo B NN b w_m
iLﬁ_‘mulMﬂVI I_ﬁl‘Dlio.UlL.io
P%%ww@ ﬂmlMMOQMzﬂ
0 0 o
) =) ,@Lﬁ o 2 ) M
S S CEg S
< o Ko B N © o3y Xy
S PR e =
= @ o 70 30 X 7 oo oo X
- . LEEES EEIES
g S oy R e FwE g
= > G TN mMﬁuﬁuTv F 2
5 o o a i & op © b
S L 2y o N
= O M il = N ol Ty g No
3 © Pl pe i T KR~ B R
d S . iiEip STEe Y
RN r3ekzy
o -~ L ) o )
. S ol iMVIAFX@.
3 o 20 M1Eo, < o = .
§ o | Tyl 2ERLAT
g 8 HE | FrRAE G
2 — > o R 0 o T ﬂﬁoo
< m H_|_._ﬁw__ &nmﬁﬂ‘_mrﬂgo ooﬁ_mmanoﬂW
g 2 KF T Mo CE R T L
2 © S R W CNEE Py N
o = &1 K/ 7o 8% WP T N o
= — O X 1‘_MO oK~ N o farled oV o] 7O
© m M = Aoz 9NN nno_.E,_o g
o HE < Amﬂﬂmm 5o = BX
s IS R~ B EER g Z R B2 o
- & ‘o b op B R o S B A
q = o ~ BT Eg Ot R B 4 F
¢ mE | EEild SLiEsY
=~ 0 o ! | [
D K0 o o T ol o = 50 oo — = G
T NG O [ N gl
o) 0 & W To g f N
s <V oH TR % 70 e T~ S A
il o ol T =~ B N no= H_.E
) = e ol T dort W o) T 9P 7ud|1_t
Q = o T o0 T o 0 ;o o o
o D L — o o_LH o._ﬂul,_oq
& > o.m_mi %Wﬁlmﬁﬂ ﬁm B T E R w
K =2 o o 10 < o o0 o-
2 3 ob & T Tiom 2k
1] - ol 7 o X Al T o m.r el
o IO ° R R ol ) G om_m é.ﬁ
£ @E | zuTrir § zEEiTy
—_ ) I — ) N
o) N0 2o ﬂﬂwwﬂﬁ/,mﬁ% ol i ® W o
n 41 =o I T s S R o B B M R

]_

3]
AX

°

A]

ol §1x

0] 10 cm><4.0 cm><3.2 cm©]
ol

ZL=
=

= AJAFS
AATE

2 70 Tt 47he] 4

O
T

t‘
g}
=

L

FRAIL(Fig. 3), QU A2 AN Al Ee L =

15]

rorc, AR

o

o

o &
=2 g
[e)

H
oH

0] 10 cm*<5.15 cm*<4 cm$ L,
2]

o= 19 F]o] 2
EERNEREY
A o

[e)

X

.

ot Aas

ol

Xe)

1

fu

o

Xe)

Copyright © 2011 by The Korean Orthopaedic Association

Fof B

°

40| o] B
2011

SH R

F71] ool o
Ix] : & 467 A 1

A} 2

9]

ol
)

IOH

TEL 055—750-8688, FAX 055—761-9477

E-mail hbinpark@gnu.ac.kr

H

=

X}

o
=}
=

Slnls

rased

19415 49

[ i

S

“This is an Open Access article distributed under the terms of the Creative Commons Attribution Non-Commercial License (http://creativecommons.org/licenses/by-nc/3.0/) which permits

unrestricted non-commercial use, distribution, and reproduction in any medium, provided the original work is properly cited.”

T4 2010 82 42! AIKKEFH 2010 10 252

|

67A A=
WAIR{x s}
e TEA

ch



'€‘7o]'1?_] . E (<]

oo AR HHFE DAL FEAtolof = WAL
Bkl 1Ak g el 5 shupolck,

ATGFR APl Ul AYTolLt S;e] BE L2

Figure 1. Clinical photograph shows the large bilateral masses below
the inferior angles of both scapulae.
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Figure 2. MR images demonstrate
the well-circumscribed cystic masses
located between the serratus anterior
and the chest wall. The right-side cystic
mass, which measures approximately
10 cm x 5.5 cm x 4 cm, demonstrates
homogeneous low signal intensity on T1-
weighted images (A), and homogeneous
high signal intensity on T2-weighted
images (B). The left-side cystic mass,
which measures 10 cm x 4 cm x 3.2 ¢m,
demonstrates homogeneous low signal
intensity on T1-weighted images (C), and
homogeneous high signal intensity on T2-
weighted images (D).
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Spontaneously Regressed Bilateral
Scapulothoracic Bursitis

Kang Min Sohn, M.D., Dong Gyu Moon, M.D., Chang Min Sung, M.D., Pil Yeob Choi, M.D.%,
and Hyung Bin Park, M.D., Ph.D.
Department of Orthopaedic Surgery, School of Medicine and Hospital,
Gyeongsang National University, *Department of Radiology, Korea General Hospital, Jinju, Korea

Scapulathoracic bursitis causes snapping scapular syndrome, which is characterized by shoulder pain accompanying bony crepitation
during shoulder motion, or as an isolated entity causing shoulder discomfort. The pathogenesis of scapulothoracic bursa formation is
thought to be related to chronic repetitive mechanical stress on the periscapular tissue, usually from the result of a bone abnormality
(a protrusion of the scapula or rib cage). Scapulothracic bursitis is treated with conservative management and the result can be
successful. Accurate diagnosis is important because surgery is not necessary except for cases with pain, excessive friction, or
dysfunction. We report a patient with rapidly developed bilateral scapulothoracic bursitis without pain and snapping, which can be
confused with a soft tissue sarcoma. In this case, conservative management was used to treat the patient.
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