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Arthrodesis of the Shoulder in Parsonage Turner Syndrome 
- About a Case
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Abstract
We describe a young patient who presents a paralytic shoulder secondary neurological disease it 
is the syndrome parsonage turner, in whom we performed an arthrodesis of the shoulder, whose 
evolution has been satisfactory.
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Introduction
Studies of shoulder arthrodesis have shown that arthrodesis of the shoulder results in decreased 

pain during normal daily activities [1,2] and improves function and muscle strength [3].

The Clinical Case
This is a 32-year-old male patient, a manual force worker with a history of chronic smoking 20 

years ago. His story begins when the patient has had a heavy load with an episode of paralysis of 
the right shoulder that occurred in 2006 and has reportedly declined under undocumented medical 
treatment for 6 months. At 7 months of evolution, the patient presented severe pain atraumatic 
pain in the right shoulder to burns, the pain is permanent with nocturnal recrudescence, radiating 
to the shoulder blade on the same side with an atrophy of the deltoid and a total impotence of this 
shoulder. The patient benefited in our formation from an arthroscopy of the shoulder that objectified 
the presence of a serum-hematic liquid, a transfixing lesion of the supraspinatus and a loss of the 
sphericity of the head with a softened cartilage, the same aspect has been observed on the glene of 
the scapula. During the course of the procedure, the patient received minimal debridement. After 
the patient has benefited several sessions of physio without any improvement. Then readmitted to 
our structure after 6 months for a arthrodesis of the shoulder. On clinical examination, we note an 
amyotrophy of the relief of the deltoid and of the supra and sub-thorn pits of the scapula on the 
same side of the shoulder with pain on palpation of the anterolateral aspect of the right shoulder. 
Painful mobility, very limited in active and passive, associated with hypoesthesia in the territory of 
the axillary nerve. The rest of the nerves of the upper limb are without abnormalities and the rest 
of the somatic examination is without peculiarities. The patient received a radiographic assessment 
of a radiograph of the shoulder showing a deep destruction of the glenohumeral joint. And an MRI 
of the shoulder that returned in favor of a rupture of tendons of the rotator cuff including the 
supraspinous (Figures 1A-1D).

Surgical Technique
The installation in half-seated position by a longitudinal approach from the supra spinous 

fossa towards the direction of the humeral diaphysis, the deltoid muscle is dissociated in the 
direction of its fiber’s excision of the anterior and superior part of the cap. A sample was taken for 
cytobacteriological and pathological study. Then the capsule is opened and the articular surfaces 
are sharpened using the micro-saw as well as the vault under acromial and were selected the outer 
quarter of the acromioclavicular joint. Preparation of the 12-hole DCP molded plate at an angle 
of inclination of 100°, with a mounting position of 30° 30° 30° (antepulsion, abduction, internal 
rotation). Setting up of 2 spongy screws in triangulation plated on the washers at the top of the 
humerus tuberosity which exerts a traction force on the glenoid. The placement of the plate with 3 
screws on the spinal side of the scapula and 4 bi-cortical screws on the humeral shaft. Thenwe put 
in place cortical spongy graft removed from the clavicular metaphysis with a bone substitute. Then 
were inserted the deltoid muscle by trans-bone points and a drain of redon siphoning (Figures 2A-
2C). Postoperatively, the upper limb is immobilized by an abduction splint that has been kept for 8 
weeks. The patient begins to automate the sequence and post-kinetic coordination of movements. 
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We had active 70° active abduction, 50° internal rotation, but blocked 
the external rotation beyond the plane perpendicular to the body 
(Figure 3).

Figure 1: A) Arthroscopic aspect of the glenohumeral joint. B) Clinical aspect on clinical examination there is an amyotrophic deltoid. C) Joint mobility very limited 
to clinical examination. D) X-ray of the right shoulder incidence anteroposterior and profile de lamy showing extensive destruction of the glenohumeral joint. E) Irm 
of the shoulder showing a rupture of the rotator cuff. F) Angle of inclination of the DCP plate.

Figure 2: A) Mounting position 30° 30° 30° (antepulsion, abduction, internal-rotation). B) The intraoperative appearance after placement of the plate. C) 
Postoperative control radiography.

Discussion
We recommend that treatment after arthrodesis of the shoulder 

for a neurological lesion is also attentive to the exercises of the not 

Figure 3: The articular amplitudes of the right shoulder after six months of evolution.
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reached shoulder to optimize the functional result. For this patient, 
glenohumeral fusion averaged 40, 30 and 30 degrees of abduction, 
direct flexion and internal rotation. The position of abduction and 
direct flexion is consistent with the literature on shoulder arthrodesis 
and the internal rotational position is inferior to that reported [4]. At 
fusion angles greater than 40°, the scapular belt needs a more active 
external rotation for the same movement. Based on these findings, it 
seems functionally preferable to merge the internal rotation at angles 
slightly below the current 40° recommendation. It is described that 
large flexion and forward abduction angles cause the scapula to pivot 
and flyaway when the shoulder is at rest [5,6].

Conclusion
It can be concluded that the position of the fusion is an important 

factor for the function of the shoulder after arthrodesis of the shoulder.
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