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The short term results of arthroscopic decompression of spinoglenoid notch ganglion cysts from
the subacrominal bursa by Yasuyuki Ishida, Etsuo Chosa, Hiroaki Yano, Keitaro Yamamoto, Katsuhiro
Kawahara, Takuya Tajima, Nami Yamaguchi, Tomomi Sakihama : Orthopaedic Surgery, Miyazaki University
Hospital

Background : Arthroscopic decompression of a spinoglenoid notch ganglion cyst causing suprascapular
nerve palsy is generally performed from the glenohumeral joint (GH]). However, in some patients, a ganglion
is located far from the glenoid, and decompression from the GHJ is difficult. We perform decompression from
the subacromial bursa(SAB).

Purpose : We review clinical results of arthroscopic decompression of spinoglenoid notch ganglion cysts
from the SAB. .

Method : We reviewed 4 shoulders in which we performed arthroscopic decompression of spinoglenoid
notch ganglion cysts from the SAB. The patients were 3 males and 1 female. The mean follow-up period was
17.8 months range : 8-33 months. Their mean age was 43.5 years (range : 36-56 years). Preoperative
symptoms were shoulder pain in 2 shoulders, muscle weakness in external rotation in 1 shoulder, and both in
1 shoulder. In 1 shoulder we performed decompression from the SAB because we could not do it from the
GHJ. In 1 shoulder we performed decompression from both the GH] and the SAB, because of multilocular
cysts. In 2 shoulders we performed decompression from the SAB only. Also in 1 shoulder we added
arthroscopic SLAP repair.

Result : One year postoperatively, all cases had improved from their preoperative symptoms, and there
were no recurrences observed on MRL

Discussion : The safety zone for decompressing the course of the suprascapular nerve from the GH]J is
said to be 1 cm from the glenoid at the level of the scapular spine. Approaching from the SAB allows safer
decompression at a location further from the suprascapular nerve. If a ganglion is multilocular,
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decompression from both the GHJ and the SAB are also performed to prevent recurrence.
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Fig.1 a:decompression from the GHJ (be-
tween the glenoid and the lebrum)
b : decompression from the GHJ (incision

in the articular capsule)

¢ : decompression from the SAB
(LHB : long head of biceps, SGHL : supe-
rior glenohumeral ligament, MGHL : mid-
dle glenohumeral ligament. AB : anterior
band, IGHLC : inferior glenohumeral liga-
ment complex, AP : axillary pouch, PB :
posterior band, PC : posterior capsule)
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Fig.2 Portal Placement
Original 1 : when ganglion is located on the
supraspinous fossa
Original 2 : when ganglion is located on the
infraspinous fossa

Fig.3

%\, Tirman 5?38 E5BISIEEE O & 66
3%\ T & D5 AIREERE L ERkICE LA BEE
DIBHEEH S one-way valve BITER S N EEIK
23 L TEESTER E B LR/, Sander”
13 BEEIEA6E @ cyst % paralabral cyst & FEFR L
7. L L, BHSICEHEIA L@ WA v 7
VAVHEFEETE L XD, 2OREIZEKD 3
Wb T3,

BRCBEL TRRENEE Ta—-5H30vik
CT TToZRE, BN, SETREM
BHEZINTWV S, Piatt 5V IZKER, FRIBE,
A7) F VRE + BEEEERE, 7V A v
Ik + BAETFEEBORREE R B L 1. BF
DWRENRH v 7)) A Uk + BfiEEEFCE
Pkl DoAY T ) A DORE LESFEDE
EPERBTTEIHEATFNOFAEEZREL
7=,

SE T BREM 1 1996 4F Iannotti 5”@ GHJ 2>

Subacromial view
arrows : outside of
ganglion

s AR Y

|
|
|
]



Fig.4 Preoperative MRI T2WI findings
b : oblique sagittal view

a . axial view
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Fig.5 MRI T2WI findings at 1 year after surgery

a . axial view b : oblique sagittal view
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