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Subacromial Bursoscopy

by

I. Anraku, R. Yamamoto, H. Tsutusi, Y. Mori,
K. Kawakami and Y. Kuroki

Department of Orthopedic Surgery, Showa University
Fujigaoka Hospital

There are few reports about the arthroscopy of the subacromial bursa. The suba-
cromial bursa and rotator cuff are important factors which participate in the supra-hu-
meral gliding mechanism of the shoulder joint. This study reports about the subacro-
mial bursoscopy technique and displays the arthroscopic findings of some typical cases.
(Technique)

The bursoscopy was usually performed under general anaesthesia. The postero-
lateralapproach was achieved by pricking a 2.7 mm Stortz arthroscpope into the subac-
romial bursa from the postero-lateral of the acromion. The patient was placed upon his
side with the affected shoulder uppermost. We usually use this method to observe cri-
tical zones of the supraspinatus tendon and inside the subacromial bursa.

(Results)

The main arthroscopic findings in critical zones of the supraspinatus tendon are
fibrillation, an unven surface and separated tendinous fibers.

The scopic findings inside the subacromial bursa are filaments connecting the in-
ferior and superior bursal walls and adhesive changes of the bursal walls.

We could see these changes with the naked eye by using CO, gas. The findings in
this study suggest that this subacromial approach is a much better way of observing the
critical zones of the supraspinatus tendon than the glenohumeral joint approach. The-
refore we suggest that arthroscopy be done, not only on the glenohumeral joint, but
also on the subacromial bursa of shoulder joint disorders.
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Fig. 1 Painful arc syndrome

Typical fibrillation of the supraspi-
natus tendon.
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Fig. 2 Painful arc syndrome
A.

uneven surface and separated
tendinous fibers of the supraspi-
natus tendon.

fibrillation of the separated fibers
With external rotation of the
humerus, separated fibers are
waving like a flag.
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Fig. 3 Painful arc syndrome

A. A filament connecting with infe-
rior and superior bursal wall is
seen.

B. Separated tendinous fibers and
expended supraspinatus tendon,
below to right.

C. Using normal saline solution of
the same position as Fig. 3-B.,
fibrillation in the fibers can be
seen.
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Fig. 4 Complete cuff tear

A. This shows the irregular portion
like a hollow in the supraspinatus
tendon.

B. Enlarged scopic finding of the
hollow.

C. Using normal saline solution of
the same position as Fig. 4-A,,
marked fibrillation of the tip can
be seen.

B, HELIEBOFHMEBLERNZ > Thhr bk,

FEBIV)>  (Fig. 5-A, B)

58 ¥ BT complete cuff tear DEFTH 3.
RiEth 3 r A OHER/TIRERIANK, SHORRY
MBROK, TERUABEICT, FREROBERYL
Aohz. BMEENNICHEET 3 LM EBROMKMY
WAERY, FEficEICEfiEEEDS LHTICEER
¥ biceps longus tendon MEbH N,

F & B
FRMHFE LN L CRETRRIAOER HERY

B

Fig. 5 Complete cuff tear

A. This shows many filaments con-
necting with superior and infe-
rior walls of osubacrmial bursa.
Between each filament, adhesive
membranes can be seen.

B. The scope being advanced thro-
ugh the tear tip, the biceps longs
tendon can ue seen.
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