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Fig. 1

Anatomical course of the subscapularis muscle. Page 11

Fig. 2
Anatomy of the rotator interval (1) coraco-humeral ligament, (2} superior

gleno-humeral ligament, (3) biceps tendon. Page 14

Fig. 3
Acromion morphology: type I, flat; type II, curved; type 111, hooked. Page 15

Fig. 4
The coraco-acromial arch. Note the Y configuration of the coraco-acromial

ligament. Page 17

Fig. 5
The subacromial bursa. Page 18

Fig. 6 .
Vascular supply to the rotator cuff. 1 = suprahumeral branch; 2 = anterior

humeral circumflex artery; 3 = suprascapular artery; 4 = posterior humeral

circumflex artery. Page 20

Fig. 7
Anatomic course of the suprascapular nerve. Page 21

Fig. 8
Degenerative cuff tear. Page 34



Fig. 9
Outlet view shows a small spur of the acromion at the outlet of the

supraspinatus tendon under the coraco-acromial arch. Page 38

Fig. 10
Depiction of acrornial angle. Page 39.

Fig. 11
Three ossification centers for the acromion. Page 41

Fig. 12
Gerber lift-off test: (A) Negative lift off test of the left shoulder; patient can

keep the internal rotation (B) Positive lift-off test of the right shoulder; hand
lands on the back. Page 56

Fig. 13
Dropping sign (A) patient with arm in passive external rotation with elbow at

the side (b) Dropping of the arm in internal rotation when the examiner let go.
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Fig. 14
Neer impingement sign. Page 59
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Hawkin’s sign. Page 60
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30-degree caudal-tilt view demonstrating anterior extension of the acromion

(arrow) beyond the anterior border of the clavicle. Page 63

Fig. 17

Supraspinatus outlet view demonstrates a prominent anterior acromion. Page

64

Fig. 18
Arthrography showing tear of the rotator cuff. Page 67

Fig. 19
Sonograms of both shoulder (A) Image of left shoulder shows intact rotator

cuff (B) Image of right shoulder depicts a full-thickness tear (arrow) of the
rotator cuff. Page 69

Fig. 20
MRI showing full thickness rotator cuff tears (A) coronal view (B) sagittal

view. Page 74

Fig. 21
(A) U- shaped rotator cuff tear is shown. (B) Partial side to side repair causes a

margin Convergence of the tear toward the greater tuberosity which increases
the cross sectional area and decreases the length of the tear thereby decreasing

strain. Page 88

Fig. 22
Crescent-shaped rotator cuff tear without much retraction can be repaired

directly to bone with minimal tension. Page 88
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Fig. 23
A large U-shaped rotator cuff tear whose apex extends to the glenoid is shown.
Page 88

Fig. 24
Closing a tent flap provides an accurate analogy to closing a U-shaped tear.

Page 90

Fig. 25
The repair of L-shaped tear is shown. (A) L-shaped tear. (B) Elasticity of the

musculo-tendinous units causes deformation of the L-shaped tear to a U-
shaped tear. (C) Closure of the vertical limb of the tear by side-to-side sutures.
(D) Closure of the horizontal limb of the tear by tendon-to-bobe sutures.

Page 90 |

Fig. 26

The surgeons must respect the crescent-shaped margin of the tear to avoid
tension overload. Anchors are placed 4-5 mm off the articular surface in a

crescent array. Page 91

Fig. 27
(A) A tight suture loop keeps the tendon apposed to the prepared bone bed.

(B) A loose suture loop allows the tendon to pull away from the bone bed,
even though the knot may be tight. Page 92



