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Ultrasound Guided Shoulder Joint Injection through Rotator Cuff Interval
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Background: Shoulder joint injection is currently performed under fluoroscopic or computed tomography scan
guidance, We performed this study to determine if an ultrasound guided shoulder joint injection through rotator
cuff interval would have clinical usefulness,

Methods: A total of 17 volunteers [12 women, 5 men; mean age 28 yr (23—32 yr)] received shoulder joint
injection under multilinear ultrasound (5—10 MHz), Volunteers were positioned supinely on a table with their
arm in a neutral position, The anterior shoulder region of the patient was sterilized using povidone iodine, A
24 gauge needle was introduced and directly visualized in real time as it passed obliquely from the skin surface
to the inferior space of the biceps tendon, If there was little or no resistance to the injection, a contrast media
(omnipaque) was injected and checked fluoroscopically,

Results: Ultrasound guided shoulder joint injection through rotator cuff interval was successful in all cases,
The average time taken for the procedure was 275 = 165 sec, The vertical distance from skin to the inferior
space of the biceps tendon was 16 = 04 cm and the distance of needle from the skin to the inferior space
of biceps tendon was 28 + 06 cm, The procedure was well tolerated by all volunteers,

Conclusions: Ultrasound guided shoulder joint injection through rotator cuff interval is an effective, rapid,
and easy-to-perform injection technique, Ultrasound guided injection enables exact needle placement and avoids
the use of both ionizing radiation and iodinated contrast material, (Korean J Pain 2008; 21: 57 —61)
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Fig. 1. Photograph shows 5—10 MHz multilinear transducer
alignment, Image demonstrates the optimal positioning of the
transducer over the anterior shoulder with the neutral position of
ipsilateral arm,
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Fig. 2, Oblique axial sonogram demonstrates the normal rotator
cuff interval, The boundaries of the interval are formed by the
supraspinatus (SS) and subscapularis tendons (SubS). The rotator
cuff interval contains the biceps tendon (B) and the superior
glenohumeral (arrow) and coracohumeral ligaments (curved
arrow), Asterisk: target site of needle, Delt: Deltoid muscle,
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Fig. 3. Photograph shows introduction of needle, After skin
antisepsis and local anesthetic infiltration, needle is introduced at
skin surface just lateral to transducer and passed under real-time
observation along imaging plane in oblique direction toward the
inferior space of biceps tendon,

Fig, 4. Axial oblique sonogram of rotator cuff interval shows
preferred needle tip (arrowhead) location just below biceps
tendon, Needle shaft (arrow) is also labeled,

UZY of 59 23WE BEH ABTY FAY 59

3w ARl Aol £ AL 5 179 F

1swolgla Aala - we

Eohgla Tl Awel BF JFaIch =
+

FA A7
A AR oE EHERE A7 i 275 £ 165%% 0
WA QA SAARE o] &3t ARE zgwoAe
A AgH oz gk HE2HE SEAA7HA
AHlEl Aele Hf 2.8 + 0.6 cmP L 2SS9 v HE
SE 5287 FHARE HF 1.6 + 04 emSiTh
(Table 1). AlE & FFolvt A5 4 5o FAE&L

Bl Ak fisleh

Fig. 5. Glenohumeral arthrogram verifies the intraarticular distribu-
tion of the contrast material,

Table 1, Results of Rotator Interval Injection under Sonogra-
phic Guidance

Age (yr) 295 + 36
Sex (M/F) 5/12
Results

First trial success rate 15/17 (88%)

Second trial success rate 2/17 (12%)
*Vertical depth (cm) 16 £ 04
"The depth of needle (cm) 28 + 06
TTime (sec) 275 + 165
Success rate 100%

Data are mean = SD or number of cases, *The vertical dis-
tance from skin to the inferior space of the biceps tendon, The
distance of needle from the skin to the inferior space of
biceps tendon, "The time taken for the procedure,
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