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COMMON SURGICAL PROCEDURES AROUT THE 
SHOULDER JOINT

W. S H E P H E R D - W I L S O N ,  MB.B S. (Lond .) ,  F .R .C .S .  (Eng.)*

Summary

D etails o f  surgery to the shoulder jo in t, re la ting  to the 
rota tor c u f f  a n d  acrom ioclavicular jo in t, repair o f  recurrent 
dislocation o f  the shoulder jo in t a n d  stabilisa tion  o f  a destroyed  
or fu n c t io n /e s s  jo in t ,  are described . In d ica tio n s  f o r  
rehabilita tion  are given.

In this article it is my in ten t ion  to explain to  the therapist  
some o f  the c o m m o n  surgical p rocedures  th a t  a re  currently  
pe r fo rm ed  with a special reference to the type o f  p os t­
operative phy s io th e rap y  tha t  is needed.

Before u n d e rs ta n d in g  the surgical p rocedures ,  a thorough  
knowledge o f  the a n a to m y  is essential —  this has been dealt  
with in a se para te  article by: lo n e  Sel lars on pages 4-6 o f  this 
issue.

F ro m  the surgical point  o f  view there  a re  three types o f  
opera tive  procedures:
•  O p era t io n s  re la t ing  to the ro t a to r  cu f f  an d  its as sociat ion 

with the ac rom ioc lav icu la r  joint .
•  O p era t io n s  re la t ing  to  recur ren t  d is loca tions  o f  the 

shou lde r  an d  its repair.
•  O p era t io n s  to  stabil ise a des troyed  o r  functionless joint.  

No m e n t io n  will be m ade  o f  the m o re  unusua l  or  esoteric
opera t ions ,  for instance, repa ir  o f  r ecu r ren t  poste rio r  
d isloca tions o f  the sh o u ld e r  o r  to a r th ro p la s ty  o f  the 
shou lde r,  the la t ter  tend ing  still to  be in the exper im enta l  or  
early deve lopm en ta l  stage.

OPERATIONS RELATED TO TH E ROTATOR C U F F  
SY N D R O M E

Removal of the calcif icat ion f rom  the b u rsa  o r  the 
su p rasp ina tus ten d o n  can be  p er fo rm ed  b y  e ith er need ling  or  
a su rg ica l  a p p r o a c h ,  r e m e m b e r i n g  b e f o r e h a n d  th a t  
conservative t r e a tm e n t  o f  this pa r t icu la r  lesion in a b o u t  90% 
of  cases will give a sa t is fac to ry  result  a n d  it is only  the small  
percentage which rem ains  with persis tent  sy m p to m s  that 
need surgery.

Needling

This is ind ica ted  for  calcif icat ion  o f  the ro ta to r  cuff  
tendons. The needling  p ro c e d u re  m ust  be d o n e  u n d e r  sterile 
cond it ions an d  the p a t i e n t ’s sh o u ld e r  must  be properly  
d raped  a n d  cleansed. T he  skin a n d  the deep s t ruc tu res  are 
anaesthetised  with a local anaes thet ic ,  such as Procaine.  The 
needle is direc ted  to  en te r  the calcifying a rea  an d  gra t ing  and  
crepita t ion  can  be felt upo n  reach ing  it. This  can be verified if 
the deposit  is then  forcefully in jected with Proca ine  in the 
syringe a n d  then  sucked  back  when a few white  particles float  
into the fluid syringed.  If  this has been achieved a larger 
needle can be inserted in a parallel d i rec t ion  and ,  by repeated 
injection a n d  a sp ira t ions ,  som e, o r  m ost  o f  the ca lcium 
deposits  can  be rem oved .  W ith  local anaes thes ia ,  there is 
very little pain  exper ienced  d u r in g  this procedure .  It is usual 
to follow this w ash -ou t  with 1 ml. o f  a long-ac t ing  C or t isone  
prepara t ion .

‘ Principal O r th o p a e d ic  C o n s u l ta n t  to G ro o te  Schuur  
Hospita l  an d  Universi ty  o f  C a p e  Tow n.
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Opsomming

Besonderhede van chirurgie van die skouergew rig, m et 
verw ysing na die ro ta tor kraag  en a kro m io k la v iku lere  gewrig, 
herstel van herhaatde on tw rig ting  van die skouergew rig  en 
stabilisaste  van 'n vernietigde o f  fu n k s ie lo se  gewrig, word  
b e s k r y f  A anduid ings vir rehabilitasie w ordgegee.

Surgery

A direct  an te r io r  ver tical a p p ro a c h  into a n d  th ro u g h  the 
d e l to id jm isc le  o n to  the s u p ra s p in a tu s  tendon  insert ion will 
a llow the calcified mass to be visualised  an d  then  cur re t ted  
a n d  irrigated . It is a m o re  sure m e th o d  than  needling but 
needs a general anaes the t ic  instead  o f  a local for needling and  
therefore  has an increased m orb id ity .

Decompression of  the Subacromial Bursa

This can be achieved by e i ther  an te r io r  o r  part ia l  
a c r o m i o n e c t o m y .  T h e  a n t e r i o r  a c r o m i o n e c t o m y  was 
described by N eer (1972) a n d  involves an  incision the 
an te r io r  aspect  o f  the su b a c ro m ia l  bursa  by m ak in g  a saber 
cut across the to p  o f  the ac ro m io n  an d  d o w n  the an te r io r  
aspect o f  the de l to id  musc le  for a b o u t  5 cms. T he  delto id  is 
then  dissected carefully  off  the a c ro m io n  on its an te r io r  
aspect ,  the su b a c ro m ia l  bursa opened ,  a n d  then  an 
inspection  can  be m ade  o f  the su p ra s p in a tu s  and  
in f rasp ina tus  t endons  at  their  insert ions o n to  the hum erus .  
The com press ion  force over  the sub a c ro m ia l  bu rsa  
cons is t ing  o f  the co raco -ac ro m ia l  l igament a n d  the an te r io r  
aspect  o f  a c ro m io n  is removed. A g o o d  d ecom press ion  can 
be o b ta in ed  a n d  sh o u ld  give las ting  relief o f  this chronic  
condit ion .

The a u th o r  a lso  finds th a t  pa r t ia l  a c ro m io n e c to m y  of  a 
larger  degree than  tha t  described  by N eer (1972) gives long- 
las ting  results for those  w ho  wish to  be activc in the ov e r ­
head spo r ts ,  such as tennis a n d  b a d m in to n .  In part ia l  
ac ro m io n e c to m y ,  the an te r io r  ha l f  o f  the a c ro m io n  is 
rem oved  inc lud ing  the lateral po r t io n  o f  the a c ro m io ­
c lavicular  jo in t .  T h e  de l to id  in bo th  these o p e ra t io n s  is 
repaired  an d  m eticu lously  su tu red  to  the tissues tha t  remain .  
T im e m ust  be al lowed for the musc le  to  heal in o rd e r  to  get a 
firm a t t a c h m e n t  to  its origin.

Repair of  Ruptures of  the Supra- and Infraspinatus Tendons

If the ru p tu re  is small  a n d  s i tua ted  in the su p ra s p in a tu s  
ten d o n  a rea  this can  be repaired  with the sa m e  a p p ro a c h  as 
described  above  by N eer  for decom press ion  o f  the 
su b a c ro m ia l  bursa .  H ow ever ,  if the da m a g e  to the ro ta to r  
cu f f  is in its supe r io r  aspec t  it c a n n o t  be visualised  ad equa te ly  
th ro u g h  the a n te r io r  a p p ro a c h .  Then  the a p p ro a c h  o f  Kessel 
(1977) sh o u ld  be used  in w hich  an incision is m ade  
poste rio r ly  over  the su p ra sp in a tu s  fossa across the b o rd e r  of  
the a c ro m io n  a n d  4 cm  d o w n  in to  the de lto id  muscle . The 
dissection is ca rr ied  deeper ,  the t rapezius  muscle  and  del toid 
are s t r ipped  o f f  the a c ro m io n  process, which is now  laid bare 
an d  can be div ided with an o s te o to m e  o r  Gigli  saw  a n d  held 
apar t .  Full  v isua lisa t ion  o f  the s u p ras p in a tu s  tendon  is then 
possible; if it is r u p tu re d ,  it can be repa ired  f rom  this 
a p p ro a c h  com para t ive ly  easily by su tu r in g  the  ru p tu red
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ten d o n  back  to its  insert ion. If, ho w ever, th e  ru p tu re  is o f  
lo ng -s tand ing  a n d  there  is a m axim al  sho r ten in g  o f  the 
muscle  so tha t  it is impossib le  to rea t tach  the muscle  to  the 
u p p e r  p o r t io n  o f  the g rea te r  tu be ros i ty  o f  the h um erus ,  then 
carefu l  th o u g h t  m ust  be given to a m ore  difficult an d  
com pl ica ted  o p e ra t io n  described  by D ebeyre  e t a / (1965) 
w h o  have exposed  the whole o f  the su p ra sp in a tu s  muscle 
belly preserving its nerve a n d  b lo o d  supply  as  it comes 
th ro u g h  the sc ap u la r  notch  a n d  adv an c in g  the muscle , en 
bloc, to w ard s  its insert ion  on the hu m eru s  w here  it can  be 
re inser ted  a n d  the muscle  belly rea t taches  to the bony 
p o r t io n  o f  the su p ra sp in a tu s  fossa.

Excision o f  the Outer End o f  the Clavicle

T his  is useful for  o s teoar th r i t is  o f  the ac rom io-c lav icu la r  
jo in t .  Pa in  a t  the  u p p e r  excurs ion  o f  the painful  a rc  
s y n d ro m e  is often associa ted  with  o s te oa r th r i t is  o f  the 
ac rom io -c lav ic u la r  jo in t .  Th is  can be relieved by rem oving  
the o u te r  I cm. o f  the clavicle, thus  c rea t ing  a p se u d o ­
a r th ro p la s ty  o f  the ac ro m io -c lav ic u la r  joint .

Post-operative Care

In all these o p e ra t io n s  the delto id  muscle  has been 
par t ia l ly  div ided o r  d e tached  f rom  its origin  to  the clavicle 
and  the a c ro m io n  process. C o n s e q u e n t ly  in the ear ly stage,  
m ovem en ts  which will tend  to  de tach  the su tu red  deltoid 
muscle  sh o u ld  be avo ided  a n d  only early p e n d u lu m  exercises 
are to  be encouraged .  W hen  the de lto id  musc le  has becom e 
firmly rea t tach ed  at  a b o u t  three weeks post-opera t ively ,  then 
full active flexion a n d  a b d u c t io n  exercises can  be sta r ted ;  
these m ust  be d one  with cau t io n  a n d  range  o f  m o vem en t  
built u p  slowly over  a per iod  o f  three  to  four  weeks. The 
pat ien t  m ust  a lso  a t te n d  for ins t ruc t ion  in hom e 
physio therapy .  At a b o u t  six weeks, full sh o u ld e r  exercises, 
are e n couraged ,  inc lud ing  o ve rhead  a b d u c t io n  with the use 
o f  the oppos i te  a rm  as a co un te r -w eigh t  via an  overhead  
pulley . O nce  a full range  o f  func t ion  has been a t ta ined ,  then 
p o w e r  can be w o rk ed  up o n  to  res to re  it to  its full sta te.

O PE RATIO NS FOR RECURRENT D ISL O C A T IO N  O F  
TH E S H O U L D E R  JOINT

T h e  under ly ing  p a th o lo g y  o f  this . cond i t ion  was 
beautifu lly  reco rded  by B a n k a r t ,  (1923; 1938) w ho described 
the d e ta c h m e n t  o f  the a n te r io r  capsu le  a n d  the labrum  
g leno id  f rom  the r im o f  the  g lenoid ,  leaving a defect  into 
which the head  o f  the h u m e ru s  can  p ro lapse ,  especial ly the 
m o v em en t  o f  external  ro ta t io n  o r  in extens ion  com bined  
with ab d u c t io n .  R epea ted  d is loca tion  leads to the 
e n la rgem en t  o f  th is cap su la r  defect  an d  the head  o f  the 
h u m eru s  becom es inden ted  on its p o s te r io r  aspect. This 
defect  can be seen radio logically  a n d  is k n o w n  as the Hill- 
Sacks (H ill a n d  S a cks , 1940) lesion.

C o rre c t io n  o f  r ecu r ren t  d is loca tions  o f  the shou lde r ,  
therefore ,  a ims at  ei ther :
•  r epa ir ing  the defect o f  the  capsule  or
•  p l ica t ing  the capsu le  with reefing o f  the s u b s cap u la r  

muscle  to restr ict excessive external  ro ta t ion .
M o s t  o f  the o p e ra t io n s  for repair  o f  recur ren t  an te r io r  

d isloa tions o f  the sh o u ld e r  a re  pe r fo rm ed  th ro u g h  the same 
a p p ro a c h .  T h is  a p p ro a c h  is a n te r io r  to the sh o u ld e r  jo in t ,  
based on the d e l topec to ra l  g roove  which is developed,  the 
cephalic  vein be ing re t rac ted  a n d  the p lane  deepened  to 
expose  the origin  o f  co raco -b rac h ia l is  a n d  sh o r t  head o f  
biceps ar is ing  f rom  the co raco id  process. If w id e e x p o s u re  o f  
the sh o u ld e r  jo in t  is requ ired ,  then  the tip o f  the coraco id  
process m ay  be o s te o tom ised  a n d  re trac ted  inferiorly 
toge ther  with  these tw o  muscles, expos ing  the  subscapular is

m usc le  at  its a t t a c h m e n t  to the lesser tuberos i ty  o f  the 
hu m eru s .  T he  ten d in o u s  p o r t io n  is divided in a saggital 
fashion  toge ther  with  the capsule,  thus expos ing  the shou lde r  
j o in t  for  inspection  a n d  n o t in g  the typical pa tho logy .

The Bankart Procedure. (Rowe 1963; 1978)

This involves the s u tu r in g  o f  the typical lesion, com pris ing  
the g leno id  lab rum  a n d  the capsule, back  o n to  the glenofd 
bone  by the drill ing o f  holes in to  the g leno id  b one  for  sound  
fixation o f  the capsule  to  reconst i tu te  the n o rm a l  an a to m y .  
While  this e l im inates  the exact p a tho logy ,  it is technically  
difficult to per fo rm  a n d  needs cons iderab le  experience and 
skill to be d o n e  sa t is factori ly . Because o f  the difficulty o f  
repair ,  o th e r  o p e ra t io n s  have been devised which a re  m ore  
simple.  -

The Du Toit (1956) Procedure

H ere,  a s taple  is used to ho ld  the e longa ted  expanded  
capsule  o f  the s h o u ld e r  jo in t  back  o n to  the neck o f  the 
scapula .  In this a p p r o a c h  the subscapu la r is  muscle  is split  in 
the line o f  its fibres to expose the defect, the capsule o f  the 
j o in t  is reefed a n d  the posi t ion  is held with a D u  Toit  staple  
inserted with a special in t roducer.

Bristow Procedure

F o r  th o se  s h o u ld e rs  th a t  ha ve  a t endency  to  recur ren t  
d is loca tion  with the under ly ing  p a th o lo g y  o f  epilepsy, a 
m ore  radical  p ro ced u re  m ay  be p e r fo rm e d  as described  by 
Bristow, whose  o p e ra t io n  was reco rded  by Helfet in 1958. In 
this p rocedure ,  the tip o f  the c o raco id  process ,  with  its 
a t t a c h m e n t  o f  the co raco -b rach ia l is  a n d  the sh o r t  head o f  
biceps musc les,  is pre-dri l led a n d  then o s te o tom ised  and ,  
with a sc rew ju s t  en te r ing  the p re-dri l led  hole o f  the co raco id  
process  tog e th e r  w ith  its m u sc u la r  a t t a c h m e n ts ,  a re  inserted 
th ro u g h  the split subscapu la r is  muscle  a n d  the screw is 
dr iven  h o m e  into the neck o f  the glenoid.

Operations for Plicating and Limiting External Rotation o f  the 
Shoulder Joint

The P u tti-P ln lt procedure, so-called by O s m o n d  C larke  
(1948) w h o  w ro te  up  the o p e ra t io n  a n d  a t t r ib u te d  it to  these 
two w el l -know n su rgeons  who never,  in fact, reco rded  the 
p rocedure .  T he  signif icant  fea tu re  o f  this p ro c e d u re  is the 
reefing o f  the subscapu la r is  muscle  so  tha t ,  in fact, it is 
d oub le -b rea s ted  upo n  itself, thus  l imiting excessive external  i 
ro ta t io n  o f  the h u m e ru s  an d  there fore  e l im ina t ing  the 
tendency  for  an te r io r  d is loca tion  o f  the sh o u ld e r  jo in t .

M a g n u s o n  & Stack  (1943) achieve the sam e effect of  
l im iting  external  ro ta t io n  o f  the h u m e ru s  by d e tach ing  and 
re -inse r t ion ing  o f  the subscapu la r is  muscle  la terally  across 
the bicipital groove,  e m b e d d in g  it in to  the h u m e ra l  b one  by 
m eans  o f  a metall ic  staple ,  o r  boa t  nail.

Post-operative Care

T he  l imb is im m obil ised  with a Velco dress ing  a n d  a sling 
to p ro h ib i t  external  ro ta t io n .  In two to  three weeks the  sling 
is rem o v ed  d u r in g  the day bu t  is w o rn  at  n ight for  three 
fu r th e r  weeks. T h en  rehab i l i ta t ion  exercises a re  begun . At six 
weeks ab d u c t io n  o f  the s h o u ld e r  to  90° is a l low ed  a n d  a t  8 -12 
weeks, the m o t io n  o f  the  jo in t  sh o u ld  be m a x im u m  except 
th a t  a b d u c t io n  a n d  external  ro ta t io n  may be som ew hat  
limited; the  la t te r  be ing  desirable.

STABILISATION O F  T H E  S H O U L D E R  JOINT

This p ro c e d u re  is called for  when there  is persis ten t  pain  in 
a par t ia l ly  o r  com plete ly  d es troyed  jo in t  due  e i ther  to
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ch ron ic  infection, such as tubercu losis  o r  rheum ato id  
ar th ri t is  o r  when there is gross instability  as a result o f  
paralysis o f  the muscles s u p p o r t in g  an d  con tro lling  
m ovem en ts  o f  the sh o u ld e r  jo in t ,  as seen in poliomyeli t is  or  
d is ru p t io n  o f  an  i r repa rab le  b rach ia l  plexus.

Arthrodesis of  the Shoulder

This will stab il ise  the jo in t  a n d  the trapezius muscle with 
its accessory  nerve supply  p rovides m o to r  p ow er  for the 
stiffened jo in t ,  a l low ing  a useful range  o f  function  o f  the 
sh o u ld e r  girdle a t  the sc ap u lo - th o rac ic  region.

The posit ion  in which the sh o u ld e r  shou ld  be a r th rodesed  
is open  to cons iderab le  deba te  bu t  the most  co m m o n ly  
recognised  posi t ion  is tha t  with the a rm  ab d u c te d  at  the 
g lenoid  by 50°, flexed on the glenoid  by 15 - 25° an d  
externally  ro ta te d  at  the g lenoid  by 25°. This a llows the h and  
to reach the m o u th  when the e lbow  is flexed. A r th ro d eses  of  
the sh o u ld e r  a re  e i ther  ex t ra -a r t icu la r  o r  in tra -a r t icu la r ,  the 
la tter  often c o m b in ed  w ith  in ternal  f ixation.

The extra-articu lar arthrodesis  as described  by W atson -  
1 Jo n e s  (1933) is a techn ique  d e n u d in g  the a c ro m io n  process 
and sp l i t t ing  the  g rea te r  tuberosi ty  with the a rm  abduc ted ,  
the a c ro m io n  process is f rac tu red  a n d  inserted into the “ V” - 
shape slo t  crea ted  by the o s te o to m y  o f  the g re a te r  tuberosity  
o f  the hum erus .  T h e  a rm  is then  held in its correc ted  position 
by app ly ing  a sh o u ld e r  p las ter  o f  Par is spica for three 
m onths .

In the techn ique  o f  Brit ta in  (1942), the ex tra -a rt icu la r  
a r th rodes is  is ach ieved  by a long s t ru t  o f  t ibia placed 
poste rior ly  be tween the shaft  o f  the h u m eru s  a n d  the lateral 
b o rd e r  o f  the scapula .  Post-opera t ively  the sh o u ld e r  is 
immobilized  in a spica for three  m onths .

In tra-articu lar arthrodesis o f  the shoulder jo in t  is p robab ly  
best p e r fo rm ed  by a m e th o d  described  by Gill (1931), who 
m akes a dorso - la te ra l  sem i-c ircu lar  incision across the 
shou lder  jo in t ,  expos ing  a n d  d e n u d in g  the inferior  and  
supe r io r  su rface  o f  the ac ro m io n ,  leaving the per ios teum  
intact  p roximally .  A f te r  d e n u d in g  head  o f  the hu m eru s  and  
glenoid o f  ar t icu la r  cartilage, the h um era l  head  is then  split 
long i tudinally  fo rm in g  a cleft in to  which the denuded  
ac ro m io n  process fits when the a rm  is ab d u c ted .  Th is  can 
then be re in forced  by the insert ion  o f  tw o  or  m ore  long metal  
cancellous screws th ro u g h  the neck o f  the scapu la ,  which 
adds in ternal  fixation of  the a r th rodes is .  Post-opera tively  the 
arm  has to  be kept  in the correc t  posit ion  by the use o f  an 
ab d u c t io n  shou lde r  spica for three m on ths .

After-care

The sh o u ld e r  spica is re ta ined  for a 12-week per iod .  W hen

clinical a n d  radio logical  un ion  is es tablished,  exercises can 
be sta r ted ,  always rem em bering  th a t  when the sh o u ld e r  spica 
is r em oved  it sh o u ld  be bivalved in the first instance so  tha t  
the a rm  can be lifted o u t  o f  its a b d u c t io n  posi t ion  and  early 
exercise co m m e n c e d  fo r  a t  least a week before r em oving  the 
sp ica  as a whole.  If this is not  d one  the pa t ien t  experiences 
excessive pain. T h e rea f te r  m obil isa t ion  o f  the rem ains  o f  the 
sh o u ld e r  girdle  func t ion  m ust  be ob ta in ed  by gentle  exercises 
over  a per iod  o f  three m onths .
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THE PEGGY M ANN M E M O RIAL F U N D

The M e m o ria l  F u n d  for Miss M .l .V .  M a n n ,  M.B.E.

The C o m m it te e  o f  the above  F u n d  w ould  like to thank  all 
those w ho  c o n t r ib u te d  to its fo u n d a t io n .  T he  a m o u n t  is 
a pprox im ate ly  £1 000. This  sum  has been invested, a n d  the 
interest  f rom  which will collect in a D epos i t  A c co u n t  in the 
above Fu n d .  Every fou r  years  the interest  will be used to fund 
either a fo rm er  s tude n t  o f  the School o f  P hys io therapy  of  
Queen M a rg a re t  C o l le g e /R o y a l  In fi rm ary ,  E d in b u rg h ,  or 
any present  or fo rm er  m e m b e r  o f  the S taff  o f  the

P h y s io th e rap y  D e p a r tm e n t  o f  the Roya l  Inf i rm ary ,  
E d inburgh .  This  interest will give f inancial assistance to the 
successful a pp l ican t  o r  app l ican ts  to fu r ther  the ir  knowledge 
and  practical  skills by a t te n d in g  C ourses  a n d  C onferences  
o u tw i th  those  held  by the E d in b u rg h  B ranch  o f  Physio­
therapy .  Recip ients  o f  the a w a rd  will give a lecture to  
the E d in b u rg h  B ranch  in the fo llow ing year. This  will be 
enti t led  “ T he  Peggy M a n n  M e m o ria l  L ec tu re” .
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