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Subluxation of the Long Head Biceps Tendon Diagnosed by Dynamic Ultrasound

Sang-Eun Park, M.D.}, Jae-Jung Jung, M.D.}, Yeon-Soo Lee, M.D 2,
Young-Yul Kim, M.D.}, Myung-Jin Kim, M.D.}, Jong-Hun Ji, M.D.*

Department of Orthopedic Surgery, Dagjeon S. Mary’s Hospital, Catholic University, Daejeon, Korea*
Department of Radiology, Dagjeon . Mary' s Hospital, Catholic University, Daejeon, Korea?

Purpose: To report the usefulness of dynamic ultrasonography in subluxation of the long head of the
biceps tendon, which is difficult to detect with static imaging such as plain radiography, static sonogra-
phy, MRI and in a subtle physical examination.

Materials and Methods: Two male patients suffered from subluxation of the long head of the biceps.
This difficult diagnosis? was managed by surgery (biceps soft tissue tenodesis) with the aid of dynamic
ultrasonography. At final follow up, we evaluated patients' symptoms and functional outcomes using
KSS, UCLA and ASES scores.

Results: We diagnosed and treated subluxation of the long head of the biceps easily using dynamic ultra-
sonography. At the final follow up, both patients symptoms and functional outcomes were improved.
There were no significant complications.

Conclusion: Dynamic ultrasonography is a useful method in the difficult and subtle diagnosis of subluxa-
tion of the long head of the biceps.

Key Words: Dynamic sonography, Biceps tendon subluxation, Biceps tenodesis
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Fig. 1. MRI showed normal position of biceps tendon in A 954 284 80F A 1004, 35Zq 1008 o=
the bicipital groove. ALt Ae HE Z=AdA EWS) EHAG =4

<

Fig. 2. Subluxated right sided biceps long head tendon from the bicipital groove compared to the left shoulder. Thin,
flattened biceps tendon was located just above medial bicipital groove at the proxima humerus in the right shoulder
(arrow).
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Fig. 4. Simple radiologic view showed previous anchor
Fig. 3. Arthroscopic soft tissue biceps tenodesis was done. insertion state on the superior glenoid rim.

Fig. 5. 6 month Follow up sonography showed biceps tendon and sutured threads in the bicipital groove.
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