SHOULDER ARTHROSCOPY INFORMATION SHEET
Sports Section of the Orthopedic Department

GENERAL INDICATIONS FOR PROPOSED SURGERY/TREATMENT

This procedure is indicated for patients who have shoulder pain, loss of shoulder function and/or
patients who have shoulder instability (the shoulder slips out of socket). The procedure is performed to
allow the surgeon to look inside the shoulder to further diagnose the anatomic problem within the joint,
and to attempt to repair the problem.

DESCRIPTION OF THE PROPOSED PROCEDURE/TREATMENT

The procedure is performed in the operating room. The patient will be provided anesthesia by an
anesthesiologist which may include a general anesthetic where the patient is put to sleep, or a regional
anesthetic where an injection is performed near the nerves in the upper arm to numb the arm for surgery.
In some cases, these two anesthetic options are combined.

During the procedure, the surgeon will make a number of small incisions surrounding the shoulder
and a camera is introduced. The camera is used to visualized the anatomic structures inside the shoulder
joint and further diagnose the specific problem. Depending on the type of problem identified, the surgeon
may attempt to repair the problem using the camera and working through small incisions to allow
introduction of instruments into the joint. In some cases, however, it may be required to make a larger
open incision to allow completion of the procedure.

During the procedure, the surgeon may use implants to repair the injured structures in the
shoulder. These implants are made of varying materials including metals, plastic or other composite
materials. Some are designed to remain permanently in place, others may be slowly reabsorbed by the
body.

After the procedure, in most cases, the patient will be placed into an arm sling. Specific
instructions regarding wound care, medications, movement of the arm after surgery and physical therapy
will be provided by the surgeon based on the procedures performed.

POTENTIAL BENEFITS

The potential benefit of the procedure is to improve the condition of the shoulder. This benefit
may include improvement in function of the shoulder, improvement in pain in the shoulder or a decrease
in likelihood that the shoulder may dislocate (slip out of socket).

As with any surgical procedure, there is no guarantee of success. In rare cases, the shoulder may
be made worse following the procedure. The surgeon can provide specific information regarding the
expected results following the specific procedure.

MATERIAL RISKS OF THE PROCEDURE

In general, arthroscopic shoulder surgery is extremely safe, highly successful, and has minimal
complications associated with the procedure. Certain risks may be increased or decreased depending upon the
type of arthroscopic surgery and the extent of injury. Material risks of shoulder arthroscopy are rare and
include, but are not limited to the following:



1. Postoperative bleeding within or around the shoulder joint.

2. Persistent swelling.

3. Postoperative infection. Superficial (skin) or deep (within the joint) may occur. The incidence
is reported at <1% (1/250). A skin infection generally is treated with oral antibiotics. If the patient
develops a deep infection, it would require readmission to the hospital, re-arthroscopy or an open procedure to
wash out the infection, and a variable period of intravenous antibiotics (2-6 weeks).

4. Phlebitis/Deep Vein Thrombosis (blood clots). Deep vein thrombosis or blood clots
are unusual in arthroscopic shoulder surgery but can, like in any surgery, occur. Compressive boots are
used during surgery to help minimize this risk. A blood clot would require a readmission to the hospital a
treatment with a blood thinner (Heparin/Coumadin) for several days followed by a 3 month period of oral
anticoagulants (Coumadin). Patients are encouraged to become ambulatory as much and as soon as
possible after surgery.

5. Pulmonary embolus. When a blood clot becomes dislodged it may travel to the lungs resulting in
acute shortness of breath, rapid heartbeat, and in rare situations result in sudden death.

6. Broken instruments. The instruments that are used to perform the surgery may potentially
break within the joint. This is a rare complication. If this occurred, the piece almost always could be
uneventfully removed arthroscopically. However, if this was not possible, the surgeon might need to open the
shoulder surgically to extract the broken instrument.

7. Nerve injury. Partial or complete injury to the major nerve to the limb has rarely
been reported in the literature. Stretch injury to the nerve may also occur as a result of positioning of the arm
and body during surgery. Most of these injuries recover within weeks to months following the surgery.
Incomplete recovery, partial and complete permanent injuries have resulted from these rare but serious
complications.

8. Vessel injury. Rarely the major artery/vein in the upper extremity is injured. If this occurs
its injury is generally quickly detected but occasionally its detection may be delayed. If a major injury to these
vessels of the upper extremity occurs, an immediate vascular repair by a vascular surgeon is required with a
subsequent hospitalization. Very rarely, vascular injuries have resulted in an amputation of the extremity.

9. Reflex sympathetic dystrophy. This rare entity is characterized by pain out of
proportion. If this occurred postoperatively it would require referral to a pain clinic, prolonged rehabilitation,
and epidural spinal pain blocks.

10.  Stiffness. Following any type of shoulder surgery, stiffness of the shoulder is frequently noted
in the early stages of recovery. In most cases, nhormal motion is regained about 6-12 months after surgery.
Occasionally, if more significant or prolonged stiffness occurs, a secondary procedure may be required to
remove scar tissue and manipulate the shoulder to regain motion.

11. Fracture. In cases where the shoulder is undergoing treatment for stiffness (adhesive
capsulitis or frozen shoulder), there is a risk of fracture, dislocation or tear of the rotator cuff which may
be associated with attempts to move the shoulder to restore motion while the patient is under anesthesia.

12. Cosmetic Deformity. In certain cases, the surgeon may elect to perform a biceps tenodesis or
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tenotomy. In this situation, the long head biceps is found to have disease or damage which is contributing to the
shoulder condition and is therefore removed from the shoulder joint. If this procedure is performed, there may
be a cosmetic asymmetry in the appearance of the biceps and arm compared to the opposite side. This change
in appearance is not associated with any loss of function.

13. Recurrent Instability. In cases in which the shoulder is being operated on for instability
(otherwise referred to as dislocations or the shoulder slips out of socket), repeat dislocations of the shoulder may
occur after surgery. The risk of repeat dislocations following a procedure to stabilize the shoulder is about 10%.

14. Equipment failure. Arthroscopic surgery is "high tech” and extremely demanding. The surgery
is performed while observing the magnified images of the shoulder structures on a television screen. Motorized
equipment (cameras, light sources, video recorders, etc.) could possibly malfunction resulting in the inability to
complete the surgery. The operating room has back up systems should this occur.

15. Hardware Complications. During many shoulder procedures, anchors, screws or other
implants are used to repair the shoulder. In most cases, these implants cause no additional problems and
are required to complete the procedure. In rare cases, these implants may be associated with
complications such as loosening, pain, infection or bone reaction that require secondary surgery or
removal.

16. Persistent Pain/Function Deficit: As with any surgery, there is no guarantee of success,
complete relief of pain, or return of normal function. In rare cases, pain or functional loss may become
worse after surgery. The surgeon can discuss with the outcomes and chance of success of the specific
procedure.

17. Open Surgery. In some cases, the surgeon may elect to make an open incision to complete
the surgery. This decision may be required based on the amount of swelling that occurs in the shoulder
during arthroscopy, or as a result of the type of problem identified in the shoulder at the time of surgery.
The same risks as described above are associated with open surgery.

Common but less serious risks include:

1. Bruising/Swelling: Some patients will note bruising around the shoulder. Occasionally
this will be noted tracking in the upper arm or forearm or hand. In addition, swelling in the hand can
occur after immobilization in the sling. Movement of the elbow, wrist and hand can help decrease
swelling in this area. This is not a complication.

2. Numbness associated with sling use. Numbness of the hand can be associated with the use
of a sling which is often required after shoulder surgery. Generally, this numbness resolves with
movement of the elbow once the sling is removed.

3. Portal discomfort. The small arthroscopic skin incisions as they heal may feel nodular. This
generally resolves over time.

PROCEDURE ALTERNATIVES

In most cases, alternatives to surgery are available. The first alternative is to undergo no further
treatment, and to live with the shoulder in the current condition. Other possible alternatives include
medications, injections, physical therapy and activity modifications. The patient can discuss these
alternatives with the surgeon in regards to their specific problem.



PROBABLE CONSEQUENCES OF REFUSING THE RECOMMEND PROCEDURE

The surgical procedure for the shoulder has been recommended to attempt to improve the patient’s
shoulder condition. If the patient elects not to proceed with surgery, possible consequences include
persistent or worsening pain and/or loss of function or shoulder dislocation. In some cases, shoulder
problems may become worse with time, resulting in permanent pain or loss of function.

PERSON(S) PERFORMING PROCEDURE

The procedure will be performed by an attending surgeon. In most cases, resident or fellow physicians in
training will assist in the surgery. Residents and Fellows are licensed physicians in post-graduate
residency and post-residency training programs. Parts of the procedure which they perform will be based
on their level of competency and under the direct supervision of the attending surgeon.
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