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Dear colleagues
The topic I have to present is entitled: acromioplasty and calcifications



Two different topics

Acromioplasty = subacromial bursa débridement + AC 
ligament resection + anterior acromion resection

 Neer 1972 (open), Ellman 1983 (arthroscopic)

Calcification = Excision of intratendinous calcification 

One common feature: It is done with a scope 
placed in the subacromial space

There are in fact two different topics in one title. Acromioplasty is a common term which 
includes subacromial bursa débridement, AC ligament resection and resection of the antero-
inferior edge of the acromion. It was first standardized by Neer and performed 
arthroscopically by Ellman in the early 80’s.
Calcification refers to the treatment of calcification of the rotator cuff tendons. The only 
common feature to these two topics is that both are performed in the subacromial space.



The plan

Portals of the subacromial space

Arthroscopic anatomy of the subacromial space

 Subacromial débridement (technique and tips)

“Acromioplasty”: why and how ?

Calcium removal (technique, tips, indications)

In this topic we will follow this plan.
1- describe the arthroscopic portals you can use
2- describe the normal anatomy of the subacromial space
3- describe the technique of subacromial débridement
4- then discuss when and how an “acromioplasty” should be done
5 - and finally describe the technique for calcification removal



Subacromial portals

Posterior portal

 Postero-lateral portal

Lateral portal

 For acromioplasty

 For rotator cuff suture

Anterior portal

 Drainage (cuff suture)
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Three main portals are used for subacromial arthroscopy. 
One is posterior or postero-lateral
one is lateral
and one, optional, is anterior



Posterior portal
 Identical to the intra-articular 
posterior portal

 Feel the posterior border of the 
acromion

 Enter the subacromial bursa which is 
very anterior - Palpate the tip of the 
canula with your finger 

1

Ant

post

The mostly used posterior portal is the same portal as used for intra-articular arthroscopy. 
With the sheath you enter the skin and palpate the posterior border of the acromion and then 
you go directly up to the anterior border, through the bursa



Lateral portal

Mostly instrumental portal

2-3 cm distal to the lateral 
border of the acromion
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The lateral portal is mostly used for the instruments. It is located about 2-3 cm from the 
lateral border of the acromion



Lateral portal

Tangent to the anterior border of the acromion (take care if 
entesophytes)

On the bisecting line between the clavicle and the spine of 
the scapula
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glénohumérale et peut être suivie de gestes associés sur la
coiffe des rotateurs (débridement, réparation, ablation de calci-
fications…).

2. Méthodes

2.1. Technique chirurgicale

2.1.1. Anesthésie
L’intervention peut se dérouler sous anesthésie locorégio-

nale isolée (bloc interscalénique) ou associée à une anesthésie
générale de confort. Le patient peut sortir dans la journée ou
être hospitalisé 24 heures.

Une analgésie postopératoire est possible en laissant un
cathéter sus-claviculaire en place durant 24 heures. L’infiltra-
tion de lidocaïne en fin d’intervention dans la bourse sous acro-
miale diminue aussi l’importance de la douleur postopératoire.
En cas de contre-indication à une anesthésie générale ou loco-
régionale, une anesthésie locale à l’aide de lidocaïne infiltrée
en sous cutanée, intra-articulaire et sous acromiale associée à
une sédation générale, permet de réaliser cette technique [18].
Une tension artérielle inférieure à 10 est souhaitable afin que le
bilan arthroscopique ne soit pas altéré par un saignement dif-
fus, excessif.

2.1.2. Examen du patient sous anesthésie
Les deux épaules seront testées afin de dépister des infor-

mations parfois oubliées lors de la consultation telle qu’une
raideur articulaire ou une instabilité ou une hyperlaxité.

2.1.3. Installation
Deux positions peuvent être utilisées : la position assise ou

« beach chair position » ou le décubitus latéral avec traction.
Nous préférons la position assise avec une épaule dégagée en
dehors de la table afin d’avoir un accès aussi bien antérieur,
postérieur, qu’externe de la région de l’épaule. Une simple
traction de 1 kg permet de maintenir le bras et de le mobiliser
à souhait. Le décoaptation sous acromiale se fait spontanément
par le poids du membre supérieur. La position strictement
assise parfois, contre-indiquée par les anesthésistes chez des
patients très fragiles permet cependant d’avoir un acromion
parallèle au sol et donc un arthroscope horizontal, ce qui amé-
liore la vision de l’espace sous acromial et surtout du bec anté-
rieur.

2.1.4. Repères osseux
Le positionnement des voies d’abord est facilité par le des-

sin du relief de l’acromion, de l’articulation acromioclavicu-
laire, de la clavicule, de la coracoïde et enfin de l’épine de
l’omoplate sur un patient installé.

2.1.5. Voie d’abord (Fig. 3)
Deux voies d’abord sont suffisantes : la voie postérieure

pure ou « soft spot » est située à 2 cm en dedans et 2 cm en
bas de l’angle postéroexterne de l’acromion. Cette voie d’abord
permet d’explorer à la fois l’articulation glénohumérale et
l’espace sous acromial. Cependant, une voie postérieure légè-

rement plus haute et plus latérale (1 cm dedans et 1 cm en bas
de l’angle de l’omoplate) permet d’avoir une meilleure vision
sur la coiffe et le bec antéroexterne acromial. L’ensemble

Fig. 1. Acromion crochu Type III avec début d’ossification du ligament
acromiocoracoïdien (LAC).

Fig. 2. Acromion ostéophytique avec pincement de l’espace sous acromial et
condensation du trochiter.

Fig. 3. Dessin des repères osseux et marquage des voies d’abord postérieure et
latérale.
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The incision is either drawn tangent to the anterior edge of the acromion but you must take 
care of any bony spur that may make you do a mis-drawing, or it is drawn on the bisecting 
line between the clavicle and the spine of the scapula.



2-3 cm
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as shown here



Lateral portal

Must be direct, perpendicular to 
the deltoid (a needle is useful)
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It must be direct, perpendicular to the deltoid muscle fibers and it is useful to use a needle to 
better control your direction.



Anterior portal

May be used for drainage

Very useful for cuff suture

1 cm anterior to the acromion
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An anterior portal, 1 cm anterior from the anterior edge of the acromion can be used for 
drainage, but it is mostly used for cuff repair.



Other portals

 Posterior portal may be limited for cuff 
suture

 Postero-lateral portal offers a more direct 
view on the rupture

Lateral portal may be not located on the 
rupture

Use a direct portal onto the rupture (more 
anterior or posterior) and closer to the 
acromion
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Other portals can also be used. A postero-lateral portal give you a better vision over the cuff 
and is mostly used for cuff repair. If you plan a cuff suture, the location for débridement may 
not be over the rupture and is not properly directed for repair.



Arthroscopic anatomy

 Coracoid

 AC ligament

 Undersurface of the Acromion

 Acromio-Clavicular joint

 Subacromial bursa

 Rotator cuff 
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Anatomy is well known to all of you and I won’t insist. at the top, from anterior to posterior 
we will find the coracoid, the AC ligament, the acromion, the AC joint. At the bottom the 
rotator cuff and between the two the subacromial bursa.



2 AC-joint Bursa

Cuffposterior wall of bursa

Here are some arthroscopic view of this anatomy



Once into the bursa

Usually you do not see anything !

How to improve the vision ?

 Increase distention

 Limit bleeding

 Withdraw the scope

3

When you perform a subacromial arthroscopy, once you enter the joint you usually have your 
vision hidden by many fibrous bands. To improve your vision, you must increase the 
distention, limit the bleeding and try to work with your scope as far as possible from the 
structures.



Improve distention

Wait 1-2 mn for pressure distention

Mobilize the scope (➚ bleeding)

Increase pressure

Limit fluid leakage (limit suction)

23

To improve distention, first you must have the patience to wait for the fluid to distend the 
bursa. You may mobilize the scope but it may increase bleeding. During surgery you will have 
to control the pressure: increasing the pressure may help to control bleeding but it may end 
with an athlete’s shoulder and it is very difficult to work in a swollen shoulder. It is then 
better to limit the suction



Limit bleeding

➘ Patient blood pressure - 50 mmHg between systolic blood 
pressure and subacromial pressure- 
(Morrison, Arthroscopy 1995; 11: 57-60)

 Use serum with adrenalin 
(Jensen, Arthroscopy 2001; 17: 578-581)

Limit fluid leakage (Bernouilli’s effect) 
(Burkhart, Arthroscopy 2001; 17: 209-212)

 Hemostasis +++

Know the vascular anatomy 
(Yepes, Arthroscopy 2007; 23: 978-984)

severed and the inferior fascia of the deltoid exposed
(Figs 1 and 2).

Arthroscopic removal of the distal end of the clav-
icle is a common procedure. Detachment of the ante-
rior or posterior capsule during distal clavicle resec-
tion may cause hemorrhage of both the anterior and
posterior vessels of the AC joint. These vessels were
also studied by Knudsen et al.27 and Taylor and Raza-
boni.15 Burring the bone within the boundaries of the
joint without detaching the capsule is advised (Fig 4).
Improper exposure and excessive posterior dissection
close to the spine of the scapula may also harm the
posteromedial acromial artery (a branch of the supra-
scapular artery) (Fig 3).

Lo5 and Burkhart6,7 have extensively studied and
described the method for the creation of anterior and
posterior interval slides. Their concepts revolutionized
the mobilization of extensive cuff tears and their ar-
throscopic repair. Cutting the coracoacromial liga-
ment/supraspinatus tendon junction (anterior interval
slide) does not usually favor bleeding because of the
low blood supply of the tendon. The vessel that may
get damaged during this interval slide creation is the
anterior capsular branch of the acromial artery (Figs 6
and 7). This anterior capsular artery has also been
described by other authors.15,19,20

We have observed that there is a hypovascular

longitudinal corridor at the supraspinatus/infraspina-
tus musculotendinous junction. When the surgeon cuts
longitudinally between these tendons to create a pos-
terior interval slide, the blood supply of the cuff will
not be affected (Figs 6 and 7). Andary and Petersen18

described the vascular anatomy of the glenohumeral
capsule and ligaments. They indicated that the pattern
of vessel distribution was parallel to the longitudinal
orientation of the tendon fibers. Our findings are in
accordance with theirs.

Miller et al.8 also studied the anatomy of the pos-
terior rotator cuff interval and the implications for cuff
mobilization. They found that the distance measured
from the spinoglenoid notch to the glenoid rim ranged
from 21 to 28 mm. In our dissections we found that
the suprascapular artery runs over the neck of the
glenoid, close to the spinoglenoid notch, and anastomo-
ses with the ascending posterior scapular circumflex ar-
tery. This anastomosis was previously described by
Masse in 192515 and later corroborated by Gerber et al.16

and de la Garza et al.,17 as well as by Andary and
Petersen18 (Fig 6). The surgeon has to keep in mind
that surgical instruments directed parallel to the gle-
noid neck may injure the arteries if advanced beyond
20 mm from the glenoid rim.

The relation between subacromial pressure, blood
pressure, and visual clarity during arthroscopic subacro-
mial decompression was studied by Morrison et al.3
They concluded that a pressure of 49 mm Hg is
sufficient to prevent bleeding during surgery. In our
experience, using a pump pressure between 40 and 45
mm Hg, positioning the patient in the deckchair posi-
tion, and using a saline/epinephrine solution, com-
bined with sound knowledge of the vascular anatomy
of the subacromial space, are sufficient to perform
most interventions without difficulties.1,3 In the event
of cumbersome bleeding, transient increase in the
pump pressure may be necessary to identify and cau-
terize the offending vessels.

CONCLUSIONS

Vascular maps of the arteries of the subacromial
space were created. The subacromial space is highly
vascularized, and the pattern of blood supply was
found to be consistent in 60% of the shoulders dis-
sected. Knowledge of the vascular anatomy may de-
crease bleeding and complications during arthroscopic
surgery.

Acknowledgment: The authors wish to acknowledge the
staff of the Department of Anatomy, Neurobiology and

FIGURE 7. Anterolateral view of left shoulder. The deltoid muscle
was removed. The coracoacromial ligament was cut (dotted lines).
The toracoacromial artery (TAa) and its branches (acromial artery
[Aa] and anterior capsular artery [Ca]) were identified. In this
specimen we clearly appreciated the course of the anterior capsule
artery. It passed through a triangle formed by the base of the
coracoid (C), anterior border of the supraspinatus (Ss), and cora-
cohumeral ligament (Chl). At this level, this artery might be
damaged when the surgeon cuts through the anterior interval slide
(solid line) to mobilize a retracted tendon. (A, acromion.)
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Some tricks may help.
- diminish as much as you can the patient blood’s pressure
- use serum with adrenalin as it has been shown to limit bleeding without side-effect of the 
patient’s cardiac function
- Limit fluid leakage will also limit turbulence that hide the vision
- make the hemostatis every time you see a bleeding tissue and know the vascular anatomy 
of the subacromial space in order to avoid inadvertent wound. 



Withdraw the scope

Withdrawing the scope and moving away the lens from 
the lesion increase your field-of-vision
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And try as much as you can to work far from the structures to increase your field-of-vision



Start débridement

Removing the pathologic bursa is 
always difficult and always the most 
important step

Start by touching the scope with the 
shaver/RF cautery

Work away from the lens to create a 
working space
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It is always difficult to perform a good débridement. The best way is to enter your scope and 
not moving it. Then you try to find the lens with your shaver or radio-frequency cautery. 
Once found, you work by moving away from the lens until you have created your working 
space.



Difficulties

 The posterior wall of the 
bursa +++

 Tissues medial to the 
acromion (bleeding++)

detailed knowledge of the vascular supply may help
the arthroscopist in surgery. A detailed anatomy map
of frequent sources of bleeding is desirable to properly
identify these bleeding points, to avoid injury to the
vessels, and to minimize the use of thermal tools.

The purpose of this study was to study the vascular
anatomy of the subacromial space to map the major
sources of potential bleeding during subacromial ar-
throscopy surgery.

METHODS

In this study 10 shoulders of 5 fresh adult human
cadavers (3 female and 2 male cadavers), with a
mean age of 55 years (range, 48 to 65 years), were
injected with a mixture of lead oxide and gelatin in
the femoral artery. The study was approved by the
Dalhousie University Ethics Committee. Exclusion
criteria included evidence of severe peripheral vas-
cular disease, extensive muscle atrophy, and scars
over the area to be studied. The lead oxide injection
technique has been described by Rees and Taylor13

and modified in our laboratory.14

Careful dissection of the arteries surrounding the
walls of the subacromial space was performed. The
anatomy was documented with gross inspection, pho-
tographs, and angiograms. For practical consider-
ations, the different walls were named as follows:
anterior/posterior, medial/lateral, and superior/infe-
rior.

Each angiogram was scanned and analyzed with a

digital software analyzer (Scion Image for Windows;
Scion, Frederick, MD). Pixel maps based on the radio-
opacity of the vessels of the AC ligament, acromion,
AC joint, and rotator cuff were created. The digital
maps were done based on a scale of the mean gray
pixel value. Digital gray values range from 0 to 255,
with 0 being white and 255 being black. Vessels are
represented as “mountains” on these maps and hypo-
vascular areas as “valleys.”

RESULTS

The vascularity of the subacromial structures
showed a constant pattern of distribution in 60% of the
shoulders dissected. Specific points that act as a
source of potential bleeding were identified. For prac-
tical considerations, we divided this space into walls,
as mentioned previously. We then correlated the ana-
tomic location of the vessels against our experience
obtained during subacromial arthroscopic surgery.

Anterior Wall

The anterior wall of the subacromial space is
formed by the coracoacromial ligament, anterior
border of the acromion, deltoid muscle, and syno-
vial tissue. The acromial branch of the thoracoacro-
mial artery provides the blood supply to the major
structures identified in the anterior wall of the sub-
acromial space15 (Fig 1). This acromial branch (2.4
to 2.6 mm in diameter) supplies the coracoacromial

FIGURE 1. (A) Anterolateral view of left shoulder. The deltoid muscle was removed. The acromial artery (A) comes from medial to lateral,
passing over the coracoacromial ligament (Cal). The coracoid insertion (C) (anterior pin) and acromial insertion (posterior pin) of the
coracoacromial ligament were marked. The supraspinatus tendon (Ss) and subscapularis tendon (Sb) were dissected. (Ant, anterior; Post,
posterior.) (B) Dissection of a left coracoacromial ligament and vessels. The acromial artery (A) courses from medial/inferior to
lateral/superior and divides into coracoacromial arterioles (arrows).
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ligament. Before reaching the coracoacromial liga-
ment, it gives origin to an anterior capsular artery
and then follows its course over the anterior aspect
of the ligament, crossing the ligament from medial
to lateral and from inferior to superior. It then
branches into 3 to 4 coracoacromial arterioles (0.4
to 0.5 mm in diameter) that run in the upper half of
the ligament. These arterioles transverse the liga-
ment from anterior to posterior, reaching the bursa,
synovium, and anterior border of the acromion (Fig
1). These arterioles may become compromised dur-
ing an acromioplasty.

The angiogram and its corresponding vascular dig-
ital map of the coracoacromial ligament vessels

showed a more dense blood supply in the upper por-
tion of the ligament, being more vascular at its supe-
rior half. This explains why there may be more bleed-
ing at this level in the clinical situation (Fig 2).

Posterior Wall

The posterior wall of the bursa is composed of the
bursa sac and fatty tissue. A complex vascular net-
work is composed of branches of the posterior hu-
meral circumflex artery, the ascending posterior scap-
ular circumflex artery, and the posteromedial acromial
branch of the suprascapular artery, which supplies the
posterior bursa.15 This area proved difficult to map,
but one major artery came to our attention: the pos-
teromedial acromial artery (a branch of the suprascap-
ular artery). Close to the posteromedial corner of the
bursa, just adjacent to the spine of the scapula, the
suprascapular artery gives rise to the posteromedial
acromial division (Fig 3). This artery (2.0 to 2.3 mm
in diameter) originates from the suprascapular artery
in 60% of the specimens or from a recurrent supra-
scapular artery in 40%. It frequently courses between
the supraspinatus and infraspinatus belly muscles.
This vessel becomes vertical and reaches the under-
surface of the posterior acromion. Here it has a diam-
eter of 0.8 to 1.4 mm and anastomoses at this level
with vessels coming from the acromial insertion of the
deltoid muscle, as well as the outermost division of
the acromial artery (from the thoracoacromial axis)
(Fig 3B). This artery may be damaged during exten-
sive release of a retracted rotator cuff.

FIGURE 2. (A) The angiogram shows the blood supply of the
coracoacromial ligament (left shoulder). (B) Corresponding digital
map (made by an image analyzer). On the basis of the mean gray
pixel value of the angiograms, the program creates “mountains”
(hypervascular) and “valleys” (hypovascular). The upper half of
the ligament was more vascular. (Sup, superior; Lat, lateral; Med,
medial; Inf, inferior.)

FIGURE 3. Anatomic dissection of left shoulder. The deltoid muscle was removed. (A) Lateral view. The black arrow shows the posterior
wall of the bursa sac. The white arrow signals the posteromedial acromial artery (a branch of the suprascapular artery). The anterior border
of the acromion (A), supraspinatus muscle (Ss), infraspinatus muscle (Is), and spine of the scapula (Ssc) were marked. (B) The posterior wall
of the bursa sac was removed, showing in detail the spine of the scapula (Ssc) and its relation with the posteromedial acromial artery (white
arrow). This artery terminates at the lateral border of the acromion (A). The blue arrow points at its course at the inferolateral border of the
acromion. (Ant, anterior; Post, posterior.)
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The two main difficulties are the posterior wall of the bursa. Each time you withdraw your 
scope, the posterior wall comes to hide your vision
And the medial border of the acromion whose tissues contain a lot of vessels.



Acromioplasty

 Removal / thinning of the 
coraco-acromial arch to 
limit rotator cuff 
impingement
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Why do we perform an acromioplasty. In order to remove or in fact to thin the roof of the 
subacromial space against which the rotator cuff impinge.



Treating the roof ?

The CA ligament is a tensioning structure 
between coracoid and acromion 
(Potau, Int J Antropol 2007; 28: 865-880)

Variation of the shape of the coraco-
acromial arch is due to variation in the 
coracoid shape and position, not to the 
acromion 
(Renoux, SRA 1986: 8: 189-195)
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However we must remember that our binary vision does not fit with our experimental and 
anatomical knowledge. The CA ligament is a tensioning structure, and variations in the shape 
of the coraco-acromial arch are due to variations of the coracoid, not the acromion.



Treating the roof ?

There are no reproducible X-rays to establish whether 
or not the acromion is “hooked” (Stehle JSE 2007; 16: 135-142)

 Type III acromion is due to aging (Nottage, Arthroscopy 2004; 19: 
229-232)
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the famous type III acromion as defined by Morrison and Bigliani is difficult to assess and is 
believed to be due to aging



Treating the roof ?

A hooked acromion does not exist. It is the ossification of 
the insertion of the CA ligament in response to increased 
tension (more frequent in apes that use knuckle-walking 
for locomotion without cuff ruptures)
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And basically, a hooked acromion does not really exist. It is the ossification of the CA 
ligament as a reaction to increased tensioning. It is much more frequent in apes, and apes do 
not have cuff rupture.



Treating the roof ?
The CA ligament has a biomechanical role and protect 
the humeral head from upward migration

Its resection w/wo acromioplasty increases humeral 
head translation

CA ligament reconstruction can protect against upward 
migration (Fagelman, JSE 2007; 16: 101-106)

CA ligament regenerate after resection and regain 
function (Levy, JSE 2001; 10: 317-320; Hansen, JSE 2004; 13: 51-56)

 Acromioplasty decreases compression forces by only 
5% (Weulker, JSE 1995; 4: 462-467)

4

The CA ligament has a important mechanical role and protect the humeral head from upward 
migration. If you remove it, you will increase humeral head translation while if you respect it 
you may prevent upward migration.
However if you resect it, nature will allow the CA ligament to regenerate and regain its normal 
function as already demonstrated. 



Treating the roof ?
Retrospective:

Cuff débridement without acromioplasty (Budoff, Arthroscopy 
2005; 21: 1081-1089)

Cuff repair without acromioplasty (Goldberg, CORR 2001; 390: 
142-150; McAllister, JBJS 2005; 87: 1278-1283)

Prospective:

Cuff repair w/wo decompression (Gartsman, JSE 2004; 13: 
424-426;  Milano, Arthroscopy 2007; 23: 81-88)

Amount of bony resection has no influence (Soyer, 
Arthroscopy 2003; 19:34-39)
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There are also clinical evidence  with both retrospective and prospective studies showing that 
acromioplasty does not change the clinical outcome both in débridement and cuff repair.



Coraco-acromial ligament

Detach or resect ?

 Detach leaving the superior fibers “deltoid-CA 
sleeve” to maintain its function ?

Resect to avoid the ligament to interfere with the 
instruments during cuff repair

I usually only detach the ligament or respect it during 
cuff repair
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Once this has been said, how to perform an acromioplasty. Should we resect or only detach 
the CA ligament. Resection is in fact only useful when you perform a cuff repair as the 
detached ligament will interpose into your repair and increase the difficulties.



CA ligament
Lens oriented upward

White, pearly structure often with disrupted fibers

☢ Antero-lateral edge

Cut from the acromion to the anterior edge not to 
violate the deltoid fibers
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To release the ligament, the lens must be oriented upward and the ligament appears as a 
white pearly structure. The most difficult is to correctly delineate its antero-lateral border. 
Once found, the ligament is detached from the anterior acromion.
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here are some examples with the deltoid fibers visible in the back.
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and some video examples



Section from the lateral edge to the acromio-clavicular 
joint

Use of needle may help to better delineate the limits of 
the CA ligament

canule trocart mousse est introduit en avant et obliquement
vers l’extérieur au contact de la face profonde de l’acromion
jusqu’en avant du ligament acromiocoracoïdien. Un mouve-
ment de balayage permet d’effondrer le feutrage sous acromial
et ainsi d’offrir une meilleure vision de l’espace sous acromial.

Le liquide de lavage contenant de l’adrénaline afin de dimi-
nuer le saignement préopératoire est injecté dans cet espace
afin de mieux visualiser le bec antérieur de l’acromion et le
ligament acromiocoracoïdien.

Une voie externe située 3 cm en dehors du bord externe de
l’acromion et 2 cm en arrière du bec antérieur de l’acromion
traverse les fibres moyennes du deltoïde et permet d’arriver
directement à la face inférieure du bec acromial. Une aiguille
peut être utile pour optimiser le positionnement de la canule
externe. La mise en place d’une canule facilite le passage des
instruments tel que le WAPR ou arthrocare et le Shaver. Cette
canule sert aussi de drainage.

2.1.6. Exploration de l’articulation glénohumérale
Elle est systématique avant une décompression sous acro-

miale, car parfois des lésions ont pu être méconnues par
l’examen préopératoire (malgré le scanner et IRM) : lésion de
la face profonde de la coiffe, lésion du bourrelet, SLAP, chon-
dropathie ou lésions du biceps.

2.1.7. Exploration de la bourse sous acromiale
Elle est réalisée à l’aide de l’arthroscope introduit par voie

postérieure. Une bursite épaisse sous acromiale gêne parfois la
visualisation de la coiffe et de la face profonde de l’acromion.
Deux aiguilles placées à travers la peau, l’une au bord antéro-
latéral de l’acromion et l’autre au niveau de l’articulation acro-
mioclaviculaire (bord médial de l’acromion) facilitent le repé-
rage de l’insertion du ligament acromiocoracoïdien sur
l’acromion et ainsi le bec antéroexterne acromial (Fig. 4). Ce
ligament est constitué de deux bandes fibreuses [19] : l’une
antérolatérale plus épaisse du côté acromial et fréquemment le
siège d’une ossification et l’autre postéromédiale plus épais du
côté coracoïdien et donc moins soumis à la contrainte du

conflit. Cela souligne la nécessité de sectionner totalement ce
ligament sans oublier la partie la plus externe au bord latéral de
l’acromion. Un mouvement de rotation interne et externe de la
tête humérale permet de mettre en évidence le conflit doulou-
reux sous acromial entre l’insertion de la coiffe sur le trochiter
et la partie la plus antérieure et externe de l’acromion. La
visualisation de la face superficielle de la coiffe après excision
de la bourse sous acromiale plus ou moins volumineuse et
inflammatoire (WAPR ou Shaver) permet de mettre en évi-
dence soit un aspect effiloché, soit une ulcération localisée en
regard de l’insertion du tendon sus-épineux sur le trochiter, soit
une rupture partielle intéressant plus de la moitié de l’épaisseur
des tendons. Une rupture complète, punctiforme ou plus éten-
due est parfois visualisée par cette voie postérieure sous acro-
miale. La hauteur de l’espace sous acromial est évaluée par
rapport à l’épaisseur d’une fraise de Shaver. Une exploration
en dedans permet de visualiser les ostéophytes en position
médiane au contact de l’articulation acromioclaviculaire qu’il
faudra aussi réséquer et dont la méconnaissance explique sou-
vent les résultats imparfaits des acromioplasties. Il est décon-
seillé de pratiquer une bursectomie trop extensive en dedans et
en arrière sous peine de provoquer dans cette région plus vas-
cularisée un saignement gênant la poursuite de l’opération.

2.1.8. La section du ligament acromiocoracoïdien (LAC)
Elle est faite au bistouri électrique par voie externe sous un

mode d’électrocoagulation, afin d’éviter tout saignement
intempestif de la branche acromiale de l’artère acromiothora-
cique (Fig. 5). La section du ligament est considérée comme
complète si l’arthroscope visualise les fibres brunâtres du fais-
ceau antérieur du deltoïde qui représentent bien sur la limite à
ne pas dépasser (Fig. 6). Le détachement du ligament de l’acro-
mion s’accompagne d’une chute de ce ligament créant un
espace entre l’os et le moignon ligamentaire (véritable résec-
tion du LAC).

Parfois le bec antérieur de l’acromion est recouvert de tissu
fibreux et l’utilisation à la fois du bistouri électrique et du Sha-
ver permettant d’abraser ce tissu fibreux facilite la vision du

Fig. 4. Délimitation du (LAC) à l’aide de deux aiguilles transcutanées au bord
externe de l’acromion et au niveau de l’articulation acromioclaviculaire.

Fig. 5. Détachement du LAC au bistouri électrique du bord anteroexterne de
l’acromion.
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4

If you have any doubt, you may use needles placed percutaneously to delineate the limits of 
the CA ligament.



Acromioplasty
How much to resect ? =  pre-op 
planification

Find its undersurface

Appreciate how much you have 
resected ?

4

If you decide to perform an acromioplasty, you must preoperatively define how much you 
want to resect, then find the acromion and resect the amount you have planified.



Axillary view

May help to delineate the 
anterior spur

Os acromiale (2-15%) (Peckett, JSE 
2004, 13:381-385)

4

Do not forget in your planification to obtain an axillary view in case of a meso or a tele-
acromion. In those cases, your acromioplasty should not be too wide in order not to de-
stabilize the acromion.



Acromioplasty

 Find the undersurface by 
using the bony contact (easy)

4

Technical steps include to find the undersurface of the acromion, which is relatively easy



Acromioplasty

Débride from posterior to 
anterior up to the CA 
ligament

4

Then to debride from posterior to anterior, up to the CA ligament



Acromioplasty

Find the lateral edge

Find the acromio-clavicular joint 
medially (press the clavicle)

4

Then find the two edges both laterally and medially. You may also use needles to confirm 
that you see all the acromion



Acromioplasty

 Start laterally

 Make a trench into the 
acromion that gives you the 
amount of bony resection

4

THen you can start the bony resection. IT is important to start laterally first not to forget a 
bony spur. In the beginning of your practive, may I suggest that you do a bony trench with 
your burr, about 3 mm that will give you the amount of bone to resect.



4

Here are some examples. Take care in case of a bony spur, not to violate the deltoid fibers.



Technical variations

 Scope in the lateral portal

 Shaver in the posterior portal

 The shaver must be tangent to 
the undersurface at the end of 
the procedure 

4

You may also change the position of intruments and place the scope laterally and the burr 
from the posterior portal. The landmark in this position is that your acromion must be flat at 
the end of the procedure, that is your shaver must be tangent to a flat acromion



4

From Snyder
However the vision of the lateral edge is more difficult.



The AC joint ?

> 90% of patients present with arthritis after 35 yrs

 Very rarely symptomatic

 Co-planing gives bad results or does not improve the 
results (Barber, Arthroscopy 2006; 22: 125-129)

1,5% of patients require re-operation on the AC joint, 
whether or not it was treated during arthroscopy (Kharrazi 
Arthroscopy 2007; 23: 804-808)

4

What about the AC joint. Almost all patients over 35 years of age present with some degree 
of radiologic degeneration but no clinical symptoms.
IF you plan to do a co-planing, then literature suggest that results are poorer or not better 
than doing nothing. 
A recent paper on more than 1500 arthroscopies has shown than 1,5% of patients require re-
operation on their AC joint, whether or not it was treated during the initial procedure. 60% of 
these patients were work related injuries.



The AC joint ?

 If symptomatic, resect < 1 cm, otherwise do not touch 
the AC joint

4

Clavicle
Clavicle

So I do not touch this articulation if it not symptomatic. In case of AC-joint pathology I do a 
distal clavicle resection



Calcifications
5

And finally what about calcifications ?



Calcifications

Epidemiology

Classification

Technique

5

I believe that we must talk, briefly on the epidemiology and classification and then about the 
technique which depends on the two previous topics.



Epidemiology

3-7 % of normal population (22% of the diabetic 
population) - Less than 35% symptomatic

2 ♀/ 1♂, mean age 50 yrs

Supraspinatus (80%)

30% spontaneous disappearance at 4 yrs FU

5

Shoulder calcifications are very frequent, especially in diabetics, and rarely symptomatic
They involve the supraspinatus tendon in up to 80% of cases and at least 30% will disappear 
spontaneously within 4 years.



Classification

Type A: Unique, round, dense, homogenous with 
regular contours

Type B: Multiple or poly-lobulated but homogenous and 
regular contours

Type C: Cloudy calcification with blurred contour

Calcium removal without 
acromioplasty

Acromioplasty w/wo 
calcium removal

5

The classification we use in France is as follow. Type A is a unique calcification, round and 
dense with regular contours. 
Type B are multiple or poly-lobulated calcifications but they are still homogenous and with 
regular contours. Both type A and B are removed without doing a acromioplasty.
Type C are cloudy, badly defined calcifications with blurred contours. A acromioplasty must 
be done at the same time of calcium removal



Technique

 Recent pre-op X-ray ➱ Localization

 Intra-articular visualization

Negative effect (Sirveaux, RCO 2005; 91: 295-299)

May help to localize the calcification (place a PDS 
suture through a needle)

Clinical results are correlated to the amount of calcium 
removal (Porcellini, JSE 2004; 13: 503-508)

5

A recent pre-op X-ray is mandatory before surgery in order to be sure that the calcification is 
still there and if it is, where is it localized.
Should we enter the gleno-humeral joint ? Sirveaux and colleagues suggested that it 
increases morbidity and is associated with poorer results. However, I perform it routinely to 
be sure that there is no intra-articular pathology and, in some cases when it is difficult to 
find the calcification from above, I place a needle and a PDS suture through the tendon which 
helps me to find the calcification in the subacromial space like in this case.
What is important to remember, is that clinical results are correlated with the amount of 
calcium removal. So do not hesitate to remove part of the tendon.



Technique

Identify the calcification

 Easy

5

Once in the subacromial space, you must identify the calcification which is sometimes easy



Technique

Identify the calcification

 Easy

 Débride, Palpate, dig 
holes...with needle, 
curette, shaver...

5

and sometimes very difficult and you then need to dig holes to find some calcium that will tell 
you that you are at the good position.



Primary Secondary

Extrinsic Intrinsic

Shape of acromion Bursitis Instability

Os acromiale Tendinopathy Frozen shoulder

Malunion of greater 
tuberosity Partial cuff rupture Posterior capsule 

retraction

AC joint arthritis Calcifications Neurological disorders

To summarize, arthroscopic subacromial decompression can be done for primary or 
secondary shoulder problems and in primary problems, it could be for intrinsic or extrinsic 
reasons which are quoted in this scheme.


