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Use of Ultrasonography for Musculoskeletal Problems
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Ultrasound-Guided Shoulder Injections

Young Lae Moon, M.D., Yong Cheol Jun, M.D.", and Jae Myeong Sun, M.D.*
Department of Orthopedic Surgery, Chosun University Hospital, Gwangju, *SunJaeMyeong Orthopedics Clinic, Boseong, Korea

The shoulder pain is one of the most common problems to orthopaedic surgeons in clinic. Among therapeutic modality used to manage
this pain, joint and periarticular injection, as well as suprascapular nerve block, show good clinical outcome. Ultrasound guidance is a
safe technique, increasing the safety and accuracy of the procedure and reducing complications. An accurate understanding of the surface
anatomy is important in performing the ultrasound-guided shoulder injections. This article aims to describe the surface anatomy and sono
anatomy of both the shoulder and the surrounding structures and also summarize different infiltration techniques and peripheral nerve
blocks.
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o} AFof| Al Bl EehA] fLxof tigh A 9 AAto|A] ZEsh= A
TE FALQ§ O] A 7S 7)ok} gt 1. Supraspinatus tendon injection

47 251 AAR] 7|2 AAl= crass position O & 74T
WS R AAIA S Aol A AT AYRE wd
Al71= Aol ekFig. 1). 573710l $32 tiad o] Faksto] A
7r2-9] supraspinatus fossa®™ Y5t Z2201S & o SA4F SR

Received October 8, 2018 Revised December 8, 2018 Accepted March 24, 2019 £ ¢d 1:]—% %74]% El'o—h% = Eﬂ ‘E‘é“\%‘ E%O] = 7;1011:]'(1:18- 2.
“Correspondence to: Yong Cheol Jun, M.D. AR o] B25} Atialo] mopo| ZARAC] nae 2.2 50] 4

ftfo

g

Department of Orthopedic Surgery, Chosun University Hospital, 365 Pilmun-daero, _ = _ B _ ) e
Dong-gu, Gwangju 61453, Korea gRlo] 7hssttt, S0 FARKIRE 5H7] e ATE S
TEL: +82-62-220-3140 FAX: +82-62-226-3379 E-mail: nevereverhuhh@hanmail.net W3]A, AAAIZ] A (crass position)oA] BFz}o] BlsFm) gk

ORCID: https://orcid.org/0000-0002-6874-9216

The Journal of the Korean Orthopaedic Association Volume 54 Number 5 2019 Copyright © 2019 by The Korean Orthopaedic Association

“This is an Open Access article distributed under the terms of the Creative Commons Attribution Non-Commercial License (http://creativecommons.org/licenses/by-nc/4.0/) which permits
unrestricted non-commercial use, distribution, and reproduction in any medium, provided the original work is properly cited.”



394

Young Lae Moon, et al,

Figure 1. Crass position is performed with a posteriorly extended arm,
flexed elbow and internal rotation of shoulder for evaluation of the
supraspinatus.

Figure 2. lllustration of supraspinatus tendon. *Sub-deltoid bursa. 1,
deltoid layer; 2, supraspinatus tendon; 3, greater tuberosity.
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Figure 3. Supraspinatus tendon. Probe longitudinal to supraspinatus
tendon, with shoulder extended and internally rotated. It shows a
supraspinatus tendon and needle (white arrow: needle).
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Figure 5. Position for infraspinatus tendon inspection. Probe longitudinal
to infraspinatus tendon, with shoulder flexion and internally rotated.
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Figure 4. Subdeltoid bursa. Probe
longitudinal to supraspinatus tendon,
with shoulder extended and internally
rotated (crass position). It shows an
edema of sub-deltoid bursa and can
easily be injected when the needle bevel
is positioned downward (white arrow: sub-
deltoid bursa).

Figure 6. Infraspinatus muscle or tendon probe longitudinal to
infraspinatus tendon, with shoulder flexion and internally rotated (white
arrow: infraspinatus tendon).
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5. Biceps long head tenosynovitis injection
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Figure 7. Calcific tendinitis of supraspinatus
tendon (white arrow: calcium deposit,
black arrow: needling for decompression
of calcium deposit and steroid injection).

Figure 8. Biceps long head tendon in
bicipital groove. Probe transverse to
biceps long head tendon (white arrow:
effusion due to tenosynovitis).
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Figure 9. Biceps long head tendon in
bicipital groove. Probe longitudinal to
biceps long head tendon (white arrow:
effusion due to tenosynovitis).

Figure 10. Acromioclavicular joint. The
inset shows the position of the ultrasound
probe (coronal plane adjacent to superior
aspect of joint. 1, clavicle distal end; 2,
acromion; 3, joint capsule; 4, joint cavity.
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Figure 11. Posterior approach to the glenohumeral joint. The ultrasound image is shown with the white arrow presenting the needle path between the
free edge of the labrum and the hypoechoic articular cartilage of the humeral head.

Figure 12. Glenohumeral joint. Anterior
approach to the glenohumeral joint. The
ultrasound image is shown with the white
arrow presenting the needle path through
rotator interval.
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