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Abstract

Background: Idiopathic multicentric Castleman disease (iMCD) requires excisional lymph node biopsy for definitive diag-
nosis. Although considered routine, cervical lymph node excision places the spinal accessory nerve (SAN) at risk due to its
superficial course in the posterior cervical triangle. SAN injury is uncommon but can result in profound functional disabili-

ty, cosmetic deformity, and long term morbidity.

Case Presentation: A 28 year old male with HHV 8-negative iMCD developed acute shoulder pain, weakness, and visible
trapezius wasting ten days after left cervical lymph node biopsy. Despite achieving complete metabolic remission of iMCD
following prednisolone and rituximab therapy, he exhibited persistent trapezius atrophy and scapular winging at 12
months. Electrodiagnostic studies confirmed SAN neurapraxia, while MRI and CT demonstrated marked trapezius volume
loss and fatty infiltration. Intensive physiotherapy led to substantial functional improvement, yet residual weakness and de-

formity remained.

Conclusion: This case highlights SAN neurapraxia as a clinically significant and under recognized complication of cervical
lymph node biopsy in iMCD. Early identification, targeted rehabilitation, and multidisciplinary management are essential
to optimize recovery. Even with nerve remyelination and disease remission, trapezius atrophy may be irreversible, unders-

coring the importance of preventive surgical strategies and vigilant postoperative assessment.

Key Message: A “routine” cervical lymph node biopsy can produce long lasting functional impairment—prompt recogni-

tion of SAN injury is critical to preserving shoulder function.
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sy; neurapraxia; scapular winging
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Introduction

Idiopathic multicentric Castleman disease (iMCD) is a rare, complex, polyclonal lymphoproliferative syndrome without HHV
8 or POEMS syndrome, characterised by generalised lymphadenopathy, systemic inflammation, cytopenias, and multiorgan
dysfunction [1,2]. Diagnosis requires excisional lymph node biopsy for histopathological evaluation to differentiate it from
other lymphoproliferative and autoimmune disorders [3,4]. Cervical lymph node excision is the standard diagnostic procedure
for suspected iMCD due to accessibility and high diagnostic yield. However, the surgical route traverses the posterior triangle
of the neck, an area superficially crossed by the spinal accessory nerve (SAN), making it vulnerable to iatrogenic injury [5,6].
SAN injury can occur in up to 8% of cases [7] and is a leading cause of surgical morbidity following cervical lymphadenectomy

[8].

Injury to the SAN causes denervation of the trapezius muscle, resulting in shoulder droop, pain, impaired abduction, scapular
winging, and eventual visible muscle atrophy [9,10]. These deficits significantly impact quality of life and often require exten-
sive rehabilitation [11]. We describe a case of left SAN neurapraxia with persistent trapezius muscle atrophy and scapular wing-

ing following cervical lymph node biopsy in a patient with iMCD.

Case Presentation

Clinical Course and Initial Evaluation

A 28-year-old male presented with a 3 month history of fever, malaise, and generalised lymphadenopathy. Examination re-
vealed hepatosplenomegaly and palpable cervical, axillary, and inguinal lymph nodes. Laboratory tests showed normocytic

anaemia, thrombocytopenia, high CRP, hypoalbuminemia, and polyclonal hypergammaglobulinemia.

Figure 1A. Photograph of the left lateral neck demonstrating the healed surgical scar from the cervical lymph node excision, lo-

cated in the posterior triangle where the spinal accessory nerve is most vulnerable to iatrogenic injury
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Figure 1B. Clinical photograph demonstrating marked left trapezius muscle atrophy with pronounced lateral scapular winging

following cervical lymph node biopsy

Figure 1C. Clinical photograph demonstrating limited active shoulder abduction (approximately 90°) on the left side, associat-

ed with trapezius weakness and scapular winging following cervical lymph node biopsy

Figure 2. Axial MRI of the cervical and upper thoracic region demonstrating marked atrophy of the left trapezius muscle
(white arrows) with increased signal intensity and volume loss with fatty infiltration, consistent with denervation changes fol-

lowing spinal accessory nerve neurapraxia.
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Figure 3. Axial CT image of the cervical and upper thoracic region demonstrates marked atrophy of the left trapezius muscle
(yellow arrow) and showing trapezius volume loss and fatty infiltration. Consistent with denervation changes following spinal

accessory nerve neurapraxia.

Figure 4. Clinical photograph showing improved active shoulder abduction after structured physiotherapy, demonstrating res-

toration of range of motion with residual mild scapular winging.

PET/CT revealed prominent supra and infra diaphragmatic lymphadenopathy (Figure 3A). Excisional biopsy of the left cervi-
cal lymph node confirmed HHV 8-negative iMCD (Figure 4A).

e Post-operative Complication

Ten days after biopsy, the patient developed:

Sudden onset left shoulder pain with ptosis

Loss of muscle bulk in the left trapezius

Scar of left neck posterior triangle open biopsy (Figure 1A)

Active shoulder abduction with pronounced scapular winging (Figure 1B)
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¢ Limited active ROM (flexion and abduction up to 90°; Figure 1C) with full passive ROM
o Positive Jobe and Speed tests

¢ Negative impingement signs

Evaluation for Diagnosis
Neurological Examination

Isolated trapezius weakness; sternocleidomastoid preserved; no generalised limb weakness.

Electrodiagnostic Studies

Nerve conduction study showed left SAN demyelinating neurapraxia with no evidence of nerve injury in any of the tested left

side shoulder girdle nerves (accessory, axillary, suprascapular, long thoracic)
Imaging
o MRI: Signal hyperintensity and atrophy of the left trapezius (Figure 2).
e CT: Volume loss and fatty infiltration of the left trapezius (Figure 3).

e MRI shoulder: No rotator cuff or glenohumeral pathology.

Management and Outcome

Castleman Disease Treatment

Prednisolone (1 mg/kg) and six weekly rituximab infusions resulted in complete metabolic remission on PET scan at 3 months.

SAN Injury Treatment
Intensive physiotherapy focusing on scapular stabilisation and trapezius strengthening was initiated.
o At 12 month follow up:

Flexion restored to 180°

Abduction improved to 160°

Mild-moderate trapezius atrophy and scapular winging persisted (Figure 4.)

Serial nerve conduction studies showed partial recovery consistent with progressive remyelination
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Discussion

Iatrogenic SAN injury is a recognised complication of cervical lymph node excision, with potential long term functional and
cosmetic sequelae [7,12]. Due to the superficial course of the nerve in the posterior cervical triangle, especially at Erb’s point, it
is vulnerable to traction, transection, or thermal injury during dissection [13,14]. The hallmark is trapezius weakness and atro-
phy leading to shoulder dysfunction and scapular winging [9,15]. Early diagnosis is essential. In this case, early symptom onset
and electrodiagnostic confirmation allowed timely rehabilitation. Most SAN injuries are neurapraxic and show significant re-
covery within months if physiotherapy is initiated early [16,17]. However, persistent muscle atrophy may occur in up to 30% of
cases, particularly with prolonged denervation or incomplete reinnervation [18,19]. MRI and CT help quantify muscle atrophy
and guide prognosis [20,21]. Differentiating iatrogenic focal neuropathy from systemic disease related weakness in iMCD is cru-
cial. Multidisciplinary care involving haematology, neurology, and physiotherapy is essential. Surgical nerve repair or tendon
transfer may be considered if conservative management fails, though most patients improve without surgery [22,23]. Preven-
tion includes careful nerve identification, intraoperative nerve monitoring, and limited dissection [5,24]. Postoperative neuro-

logical assessment should be routine.

Limitations

This single patient report limits generalisability. Pre biopsy baseline neurological evaluation may have missed subclinical dys-
function. Long term outcomes beyond one year were not recorded. No standardised rehabilitation protocols exist for SAN in-

jury in iMCD.
Conclusion

SAN neurapraxia is a rare but potentially disabling complication of cervical lymph node biopsy in iMCD. Early recognition,
nerve conduction studies, imaging, and structured physiotherapy are key to optimising outcomes. Muscle atrophy may persist

even after nerve recovery and disease remission, highlighting the need for preventive strategies and long term follow up.
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