SHOULDER

A Guide to Your Surgery




What is arthroscopic (‘key-hole’) surgery?

Key-hole surgery is the technique of performing surgery through small (0.5-2cm)
incisions rather than the larger incisions of conventional ‘open’ surgery. On occasion,
these incisions must be extended to safely perform your surgery. The operation

uses cameras to see inside the shoulder joint so that the surgeon can carry out the
necessary procedure. The advantages of key-hole surgery can include less pain after
the operation, smaller scars, lower risk of complications and a faster return to normal
activities. Professor Moran has completed extended specialist training in arthroscopic
and sports surgery of this nature.

Why do | need the surgery?

There are many conditions that may potentially require surgery. Prior to booking surgery
Professor Moran will explain your diagnosis, the reasons for doing surgery as well as
any alternatives. Whilst occasionally arthroscopy is used to help with the investigation

of a shoulder condition, the provisional diagnosis has usually been made by pre-
operative examination and investigations. The conditions commonly treated by shoulder
arthroscopy include:

- Subacromial impingement - Acromioclavicular joint (ACJ) arthritis
- Calcific Tendonitis - Frozen shoulder (Adhesive Capsulitis)
- Instability - Labrum Injury

- Rotator Cuff Tear - Biceps Injury

What exercises should | be doing prior to my operation?

If appropriate, you will have undergone a course of physiotherapy prior to being seen
by Professor Moran or being listed for surgery. Unless indicated otherwise by Professor
Moran, please simply continue with your exercises as directed by your physiotherapist.

What happens on the day of surgery?

You will have received a letter from our admissions team, in advance of your procedure
date, explaining which ward to attend and at what time. You will have been asked not to
eat or drink anything for at least 6 hours prior to your admission time. Please be aware
that the operating lists often last all day. There will be several other patients on the same
list and we are unable to guarantee what time of day you will have your operation.

You will be admitted by the medical and nursing staff on the ward to which you are
directed. They will perform measurements such as your pulse rate and blood pressure.
The medical team will ensure you have signed a consent form and mark the shoulder
you are being operated on with an arrow. Professor Moran will meet with you in the
operating suite / anesthetic room and will review this with you. In the anaesthetic room
you will also see your anaesthetist who will ensure you are fit for the anaesthetic and
discuss anaesthetic options with you.

If you become unwell, or have any new illness (e.g flu, vomiting etc.) in the days before
surgery, please contact our office as soon as you can.
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Will | be asleep during surgery?

Shoulder arthroscopy, and related procedures are carried out under a general
anaesthetic, meaning you will be asleep. The anaesthetic may on occasion be
supplemented with a nerve block which involves an injection into the side of your
neck which numbs the whole shoulder and most of your arm. This can be helpful
for controlling pain after the operation, but is not always possible or suitable. Your
anaesthetist will discuss the anaesthetic with you on the day of your surgery.

What will the operation involve?

Once the anaesthetic takes effect, your shoulder will be re-examined. You will have
between two and four (or more) small incisions made (0.5-1cm long) at the back, side
and front of the shoulder. Sometimes additional incisions need to be made. Your
shoulder is then filled with fluid. An instrument known as an arthroscope is passed into
the shoulder. This contains the camera which allows Professor Moran to look around
your shoulder. Other specialised instruments will also be used to carry out your surgical
procedure. Further details of this can be found in the specific conditions section of this
leaflet. The small keyhole incisions often do not usually require stitches, but heal on
their own. However stitches may also be applied. You will have a dressing applied and
a sling as appropriate. On occasion, it will not be possible to complete the repair of
damaged structures through a keyhole incision. In the rare case that this is found, an
open incision will be used by Professor Moran to complete your repair to achieve the
best possible outcome. Additional stitches will be required in this case.

How long will | be in hospital?

The majority of shoulder arthroscopies are performed as day-case procedures, meaning
you will go home the same day. This is usually by the early evening, but this will

depend on the time of your operation. More complicated surgery can require overnight
admission. You will not be able to drive immediately after your surgery, even in situations
where you go home the same day. For your safety, you must have someone collect you
and look after you during the first 24 hours of your arrival home following surgery.

What can | expect after my operation?

You will have a dressing and a sling as described (if necessary). In the hours after key-
hole surgery to the shoulder, it is very common to experience a substantial amount of
blood-stained discharge from the incision sites. Your dressings will therefore usually

be changed on the ward prior to your discharge. Professor Moran, or a member of his
medical team, will review you before being discharged from the hospital. In many cases,
you will also be seen by a physiotherapist after your operation & be given specific
exercises to perform.

If required, you will be given painkillers to take home with you. It is important that you
start to take these at the prescribed times as soon as you get home in order to keep
your pain controlled, and to maximize the benefits of your surgery. After discharge, you
will be provided with specific rehabilitation guidelines for your physiotherapist. Your
rehabilitation programme will depend on exactly what was found and done during your
operation. Depending on the procedure performed, Professor Moran will review you at
his private rooms between 2 and 6 weeks following surgery.
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PLEASE NOTE: PHYSIOTHERAPY AND REHABILITATION
Rehabilitation is essential to achieving the best possible
outcome for your shoulder condition. It is also vital to
regaining motion, strength and function of the shoulder after
surgery. We will work closely with your local physiotherapist
and provide rehabilitation guidelines in this regard. You
must arrange a post-operative appointment with your
physiotherapist and share these rehabilitation guidelines
with them. The exact programme is dependent on your
condition and will be discussed with you by Professor
Moran and his team. For those patients who do not have a
physiotherapist, we can help you find one suitable for you.

Will the surgery definitely make my shoulder better?

No surgery is guaranteed to cure a condition. The outcome rates vary depending on the
specific injury or condition you presented with, the duration of symptoms, where and
how and injury occurred, any other medical conditions you may have, and finally the
precise surgical procedure you have had. Usually (but not always), in shoulder surgery,
many patients will be 75% better 3-4 months after surgery and will continue to improve
for up to 12-18 months after surgery. This is quicker for the more minor procedures, and
longer for the major procedures. Overall we expect eight-out-of-ten of our patients to
have a good-to-excellent outcome at 12-18 months.

What are the potential risks of surgery?

Any surgical procedure carries certain risks that could potentially harm you. These are
uncommon in shoulder arthroscopy but can occur in any patient. Again the specific
risks differ according to the particular surgery you will be having but the overall risks we
would like to warn you of include:

- Infection

- Bleeding

- Failure/Recurrence

- Injury to Blood Vessels or Nerves (including permanent nerve damage)

- DVT (clot), Cardiac (heart) or Respiratory (Lung) Complications

- Numbness

- Shoulder stiffness after surgery is not uncommon, occurring in up to 10% of cases.
More rarely this stiffness is excessive, known as post-operative frozen shoulder.

- Fracture (breakage) of bones affected by the surgery

- Long-term pain

You will be required to sign a Consent Form indicating that you are aware of these risks.
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Specific arthroscopic conditions and procedures:

Subacromial Decompression

Roughness of the under-surface of the bone which makes up the tip of the shoulder has
caused rubbing and irritation to the soft tissues and tendons which pass under the bone.
This typically causes pain at the outer part of the shoulder and upper-arm, especially
when lifting the arm above the head. This pain is known as impingement syndrome.
Treatment initially includes local anaesthetic and steroid (cortisone) injections but
occasionally these do not fully relieve the symptoms. This is when surgery is considered.
The subacromial decompression smoothes the bone allowing the soft tissues to move
freely, relieving the pain.

Acromio-Clavicular Joint Excision

The joint between the collar bone (clavicle) and the bony tip of the shoulder (acromion)
is known as the acromio-clavicular joint (ACJ). This is a very common site for osteo-
arthritis, where the protective cartilage wears away and allows the bones to rub against
each other, causing pain. This pain is typically felt on the top of the shoulder and is
worst reaching high above the head or when crossing the arm across the chest. Again,
treatment initially includes local anaesthetic and steroid (cortisone) injections, but
occasionally these do not fully relieve the symptoms. This is when surgery is considered.
The ACJ excision shaves away the end of the collar bone to allow more space between
the collarbone and the shoulder tip. The space then fills in with scar tissue. This stops
the bones rubbing, relieving the pain.

Capsular Release

Frozen shoulder is a painful condition in which the flexible lining capsule of the shoulder
joint thickens, becoming stiff and stuck to the other muscles and ligaments of the
shoulder. It is not fully understood why this happens, but it can be associated with
diabetes, endocrine conditions and injuries to the shoulder (including surgery). Frozen
shoulder usually settles of its own accord but this can take up to two years. In the
early stages, injecting the shoulder joint with local anaesthetic and steroid (cortisone),
alongside physiotherapy can be advised to relieve the pain and improve the range

of movement. In cases which worsen in spite of this, or in very severe cases, surgery
is considered. The surgery involves freeing up all the scarred, “sticky” portions of the
capsule and manipulating the shoulder to ensure a full range of movement can be
achieved. After the surgery, early mobilisation of the shoulder is essential to maintain
this movement. Note: there is a risk of fracture of the arm bone during manipulation of
the shoulder.

Shoulder Stabilisation

Shoulder instability refers to the ball-and-socket joint not remaining securely in place.
This can cause the shoulder to feel like it is coming out of joint either partially (subluxing)
or fully (dislocating). This often happens after an injury.

In some cases, physiotherapy can train the muscles around the shoulder to balance
the shoulder joint meaning it becomes more stable. Occasionally however there is

physical damage to the supporting structures in the shoulder (labrum, ligaments and
capsule and bones) which mean the shoulder is at high risk of remaining unstable. In
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certain circumstances, surgery can be useful to repair those damaged structures. Young,
contact athletes are regarded as being at particularly high risk for recurrent instability
and dislocation. After surgery, it is important to protect the repair and as such you will
be in a sling for 4-6 weeks.

Rotator Cuff Repair

The rotator cuff is a group of four tendons that (with the associated muscles) form a
deep layer of the shoulder. They help to lift the arm above the head and also to rotate
the arm. The tendons run under the bony tip of the shoulder blade (acromion), where
they are vulnerable to harm. This can either be damage in the form of gradual wear-
and-tear, or injury from a sudden trauma (or a combination of the two), both of which can
cause a rotator cuff tear. The symptoms of a torn rotator cuff include pain, typically down
the side of the shoulder and arm. The pain is often worst at night and aggravated by
lying on the affected side. The patient is also weaker in the affected shoulder and often
this means the arm sometimes cannot be lifted above the head.

The treatment for rotator cuff tears commences with painkillers and physiotherapy to
keep the shoulder strong and supple. The strong outer layer of shoulder muscles can
often be taught to compensate for the torn tendons, which brings symptoms under
control. Repairing the tendons is often possible by key-hole surgery but occasionally
full ‘open’ surgery is required. Either way, the aim of the surgery is to re-attach the torn
tendon to the bone to allow the muscles to function properly once again. We use a
system of small anchors with stitches attached to repair the torn cuff back to the bone.
There is a risk of the repair failing, or the tear recurring. This is usually because the
tendon is of such poor quality that it cannot be securely repaired. After surgery, it is
important to protect the repair and as such you will be in a sling for up to 6 weeks.

DISCHARGE INSTRUCTIONS AND PRECAUTIONS

« Pain persists / worsens in the initial few days to weeks after surgery

« You notice excessive redness / heat around the wounds and surrounding area

- You notice any excessive oozing of the wounds

« You have a temperature > 38.5°

«» You have excessive pain / swelling / numbness or weakness in your shoulder / arm.
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Main Office

Sports Surgery Clinic
Santry Demesne
Dublin 9

T 01526 2352
F 01526 2353
E info@cathaljmoran.com

Galway Office:
Galway Clinic
Doughiska
Galway

T 091720 292
F 091720 293
E info@cathaljmoran.com

Cathal .JJ Moran

ORTHOPAEDIC SURGEON

PROFESSOR OF ORTHOPAEDICS AND SPORTS MEDICINE | KNEE & SHOULDER SPECIALIST



