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This handout is a general outline for patients who have shoulder pain that would benefit from 

shoulder surgery.  Your protocol may be modified or changed based on the injury itself, the 

method of fixation, and if other injuries were treated at the same time.  Included, you will find 

some general information on various injuries of the shoulder and the surgical procedures to fix 

the shoulder.   

This is not an easy surgery to recover from.   It takes a combined effort from you, myself, and 

your therapist.  A good surgery can be compromised by failure to rehab properly.  Shoulder 

surgery takes anywhere from 6-12 months for full recovery.   It takes months of dedicated 

rehab, perseverance, and a positive attitude.   This guide is intended to help you through this 

long process and to hopefully answer some of the questions you may have up to and after your 

surgery.   

 

The Rotator Cuff: The rotator cuff is a set of four muscles that surround the ball and 

socket of your shoulder.  Each one has its own function, but in general, they are responsible for 

lifting and movement around the shoulder joint.  They can tear in many different ways including 

trauma, falls, and ageing.  The most commonly torn tendon is the supraspinatus.  

 

 



Symptoms of a torn rotator cuff are often described as achy, worse at night, and worse with 

overhead lifting.  Not every rotator cuff tear needs fixed, and often the symptoms can improve 

with injections and a physical therapy program.  However, for those with certain types of tears 

and for those who fail other treatment options, arthroscopic rotator cuff repair is often offered.   

 

The Labrum and SLAP Tears:  The labrum is a band of tissue that surrounds the 

socket.  The socket of the shoulder is very flat to help accommodate for a wide range of 

motion.  This also makes the shoulder joint inherently unstable.  The labrum makes the socket 

deeper to impart greater stability to the joint.  It is often injured when the shoulder is 

dislocated either out of the front or the back causing either anterior or posterior labral tears 

respectively.  Tears of the front (anterior) labrum are known as Bankart tears.  Patients who 

tear this portion of the labrum may have problems with recurrent shoulder dislocations. 

                   

On the top portion of the labrum (superiorly), the biceps tendon attaches to this portion of the 

shoulder.  Tears in this attachment area are known as SLAP tears.   

                                                                  



 

The Acromioclavicular joint:  This joint is the point on the shoulder where the 

collarbone (clavicle) meets the shoulder blade.  It can often become arthritic and painful 

without any known injury.  You may note a grinding sensation on the top of your shoulder, you 

may also experience pain on the top of your shoulder with reaching across your body and 

pushing out against resistance.   

           

 

Biceps Tendon:  In addition to the rotator cuff, one end of the biceps tendon actually runs 

into the shoulder joint.  Because of the path that it courses through the shoulder, it is prone to 

inflammation and even tearing.  Symptoms tend to be in the front of the shoulder, worse with 

twisting and lifting the shoulder.   

                     

 

 



SHOULDER SURGERY 

 

For those patients who do not improve with injections, therapy etc, I will often recommend 

surgery.  For the above mentioned problems, each surgery is a little different.  Below you will 

find details regarding the most common procedures of the shoulder.   

Shoulder reconstruction surgery is done on an outpatient basis meaning you go home the same 

day of surgery.  Anesthesia will offer a nerve block to help with post-operative pain and I 

strongly encourage each patient to discuss this with our anesthesiologists.  It will make your 

first night much better! 

The majority of the surgery is done with an arthroscope (a small camera), and is minimally 

invasive.  A full diagnostic scope will be performed in which I will look at the entire shoulder 

joint.  Once I have identified the problem, we will repair it with our minimally invasive 

techniques.  Occasionally, if we cannot repair the rotator cuff through the camera, we may 

have to make a small incision over the shoulder.  This does not affect outcome but does mean 

you’re your incisions may be a little bit larger.  Below you will find more information about the 

more common procedures performed on the shoulder.   

 

Acromioplasty:  (Cleaning out bone spurs) Sometimes, the rotator cuff is simply pinched 

between the ball and the upper part of the shoulder blade.  This is known as impingement.  To 

correct this, we simply remove a small portion of the underside of the shoulder blade to make 

more room for the rotator cuff.  We are “decompressing” the tendons so that they have more 

room to move. 

 

 



Rotator Cuff Repair:  When the rotator cuff has torn, we will often reattach it by using 

anchors.  Small absorbable screws are placed into the bone.  We then place a series of stitches 

through the tear to fix it.  Please see my website for a video describing the procedure in further 

detail.   

                                            

 

Biceps Tenodesis vs Tenotomy:  When the biceps tendon becomes inflamed or 

partially torn, it often requires treatment.  Treatment for this either by cutting the diseased 

portion of the tendon out and re-attaching  it at a different location, or by simply cutting the 

tendon out.  As seen in the picture below, the injured portion of the biceps is removed and the 

healthy portion is re-inserted lower on the arm.  This is called a tenodesis or reattachment.   

The benefits of re-attaching the 

tendon are decreased cramping with 

repetitive use and avoidance of a 

“popeye” deformity.   

 

 

 

 

For those who are elderly and who do not worry about cosmetic deformity, I will generally 

recommend a tenotomy.  In this procedure, we simply cut the tendon out.  In about 25 percent 

of patients, this will result in a characteristic popeye deformity as the tendon sags.  However, 

recovery is quick as we do not have to protect any repair.  The only downside is a possible bulge 

in the upper arm.   



 
If you DO NOT want to have this bulge, please let me know so that we can adjust our surgical 

plan, however, remember that this extra portion of the surgery carries increased risk to correct 

a cosmetic deformity.   

 

Acromioclavicular Joint Resection (Mumford):  When the end of the collar 

bone develops arthritis as detailed above, it can be very painful.  For those patients who have 

pain related to this joint, we will simply remove approximately 1 cm of bone so that the two 

ends are no longer rubbing.   

                                            

 



Labrum/SLAP repair:  In general, when the labrum has torn and you have failed 

conservative management, we will often perform an arthroscopic repair.  The labrum is stitched 

back in place to help stabilize the shoulder.  Occasionally, with SLAP tears, I will perform a 

biceps tenodesis as described above.   

                                                    

 

 

 

 

 

 

 

 

 

 

 

 

 

 



SURGICAL PLAN: In general, your surgery will consist of one or more of these procedures 

Based on your preoperative evaluation, your MRI studies, and patient needs, we will formulate 

a game plan to address the appropriate pathology.  

 

Day of Surgery: 

Nothing to eat or drink beginning midnight the day before surgery 

Have someone with you to drive you home afterwards 

Notify our office if you have developed any recent infections or changes in your medical 

conditions.  This could lead to delay or cancellation of your surgery! 

Wear lose, comfortable clothing that will fit over your bandages and your sling 

If you have a sling, bring it with you as we will place you in the sling immediately post-op 

If you do not have a sling we will be placing you in a sling with a pillow post-operatively. 

We will also place you in to a cooling device post operatively 

Your follow up appointment will be 1-2 days after surgery 

Leave dressing in place until your follow up appointment 

 

 

Shoulder surgery generally takes between 1-2 hours.  Sometimes it is a little quicker, sometimes 

it takes a little longer.  If we are performing multiple procedures, it can sometimes take even 

longer.   Often times, if I encounter other problems in the shoulder, I will spend extra time 

making sure that these issues are addressed as well.  This means that some surgeries may take 

longer than we initially thought.   

In general, it takes about 30 minutes to get in the room, go to sleep, and get positioned for 

surgery.  The surgery will then take 1-2 hours.  It will then take another 15-30 minutes to wake 

up and be transported to recovery.  Most patients will spend 1-2 hours in recovery while the 

anesthesia wears off.   

For family and loved ones, that means it may be three to four hours before your friend or family 

member is back in the room.  If it takes a little longer, do not worry.  Our staff will notify you of 

our progress throughout the procedure, typically giving you updates when we start, hourly, and 

when we finish.  Immediately after completion of the surgery, I will be out to talk to you. 

 



Risks of Surgery: 

No surgery is without risk and shoulder arthroscopy is no exception.  In general, shoulder 

surgery is a good operation but there are a number of complications which can and do occur 

PERSISTANT PAIN:  As you can see from the information above, the shoulder is a very complex 

joint and there are many potential pain generators; some of which we can see and some of 

which we can’t.  When I scope your shoulder, I can see damaged or injured tissue and these 

things I can repair.  However, I cannot see pain and sometimes obtaining 100% pain relief is not 

realistic.  In fact, we must all remember that we cannot set back the clock.  The tissue we are 

fixing is not as good as it was when you were a kid, and we cannot make it new again.   

INFECTION:  The overall infection rate after shoulder reconstruction is low, anywhere from .25-

1%.  Fortunately, most patients will not have any problems related to infection; however, if you 

contract an infection (before, during, or after surgery) it can lead to failure, long term 

antibiotics, and multiple surgeries.  Unfortunately, most infections in the shoulder are difficult 

to identify which can make treatment much more difficult. 

FAILURE TO HEAL:  There are many factors that go in to your rotator cuff healing.  These factors 

include but are not limited to your overall medical problems (diabetics have a tougher time 

healing), age (the older you are the harder it is to heal), and other social issues. (Compliance 

with rehab, smoking etc.)  There are many reasons why a rotator cuff repair may not heal, some 

of them we can control, some of them we cannot.  We will work together to improve our 

chances as much as possible, but even under perfect circumstances, not all surgeries heal.  In 

addition, the bigger your tear is, the more difficult it is to heal.  Fortunately, even if your tear 

does not completely heal, many patients feel better after surgery.   

STIFFNESS/FROZEN SHOULDER:  Stiffness and loss of motion can and do occur.  This is usually 

preventable by early and aggressive therapy but unfortunately it can occur despite good 

surgery and good rehab.  If and when a frozen shoulder occurs it can require more surgeries to 

loosen the shoulder back up and prolonged therapy. 

VASCULAR/NERVE INJURY:  Fortunately, nerve or artery injury are very rare.  They can occur 

from positioning during surgery but we make every effort to protect you throughout the 

duration of your procedure.  When performing a procedure on your biceps to reattach it 

(tenodesis) we have to move some muscles out of the way to get to the bone.  Underneath this 

muscle lies a nerve that allows you to bend and move the arm.  Injury to this nerve is rare but 

can occur and on even rarer circumstances, it can be permanent.  

FAILURE TO RETURN TO SPORT/ACTIVITY:  Not everyone makes it back to their prior level of 

competition.  Aggressive rehab and hard work can improve your chances of returning to sport 

but overhead activities are often difficult, even if everything goes perfectly.    

 



 

WEAKNESS:  Even with a good repair, some people do not obtain full strength after surgery 

POPEYE DEFORMITY:  Even with reattachment of the biceps tendon, you can still stretch out 

and it can still fail.  This can result in a bulge in the forearm with occasional cramping. 

BLEEDING:  Bleeding after shoulder arthroscopy is very rare.  It is more common if we have to 

“open” or make bigger incisions.  Please let us know if you are on any blood thinners prior to 

surgery.   

“OPENING”:  On very rare occasions, I may have to put up the scope and use traditional 

techniques to fix your shoulder.  This could mean placing larger incisions and working through 

these.  It usually does not affect the overall results but does mean that you will have larger 

incisions after surgery.  Again, when repairing the biceps tendon back to bone, I do make a 

small 1.5-2 inch incision in the armpit.   

RECURRENCE OF DISLOCATION:  The success rate of arthroscopic labrum repair is around 85 

percent.  This means that about one in six will have a recurrence of their dislocation and may 

require further procedures down the road.   

 

THIS LIST OF COMPLICATIONS IS NOT MEANT TO BE ALL INCLUSIVE BUT RATHER A LIST OF THE 

MORE COMMON PROBLEMS.  FOR MORE INFORMATION, VISIT www.orthoinfo.org AND BRING 

ANY OTHER QUESTIONS OR COMMENTS YOU MAY HAVE TO MY ATTENTION PRIOR TO 

SURGERY 

 

 

 

 

 

 

 

 

 

 

 

http://www.orthoinfo.org/


 

 

COMMON QUESTIONS REGARDING SURGERY 

 

What about my sling?  You will be placed into an abduction sling immediately after surgery.  

This is to remain locked in place until otherwise instructed to change.  You can come out for 

exercises and therapy, but you are to remain in the sling full time unless otherwise instructed.  

You will hate it but it is a necessary evil to help protect the repair.  In general, sling wear will 

continue 4-6 weeks post operatively but this will vary based on the individual procedures 

performed.   

Ice:  You will likely be contacted by a vendor regarding an ice and compression device.  He/She 

will run it through your insurance to determine what your out of pocket expense will be.  If it is 

reasonably priced, I highly recommend spending the additional money for the compression as 

this can significantly help with pain and swelling post op.  (I have no financial interest in this 

device and I receive no compensation if you choose to rent the compression cryotherapy 

machine.)  If not, the hospital will provide you a machine that will provide ice/cryotherapy 

without compression.  Always keep a towel between your skin and the machine.  Usually 

therapy is provided in 20 minute sessions as tolerated.  

When do I start Physical therapy?  Physical therapy is to begin within 1-2 days of surgery.  I will 

typically see you within 1-2 days of your surgery and will provide you a prescription for physical 

therapy as well as a post-operative protocol to be adhered to.  In some cases, such as those 

who have massive rotator cuff tears, I may delay therapy for 2-6 weeks depending on the 

quality of tissue and the quality of the repair.  Physical therapy regimens will be tailored to each 

individual and are subject to change.  IN ADDITION THE PHYSICAL THERAPISTS WILL NOT 

CONTACT YOU!  YOU MUST CONTACT THEM TO SCHEDULE YOUR FIRST APPOINTMENT! 

What kind of pain medication will I need?  Most patients will be discharged home on 

Hydrocodone for pain.  This is to be taken every 4-6 hours.  Do not drive while on pain 

medication.  Take only as directed and take as little as possible.  Remember, surgery hurts, and 

no amount of pain medicine will make you pain free.  Pain medicine will usually be discontinued 

by 4-6 weeks.   

When can I go back to work?  Return to work is based upon many factors.  If your work can 

allow sedentary duty (i.e. Desk work) you can return once your pain is at a reasonable level and 

you are off pain medicine.  Patients who have high job demand such as construction or police 

work may miss 2-4 months of work.  We will work with you to help get you back to work quickly 

but safely. 



When can I drive?  It will usually be 2-4 weeks before we can safely allow you behind the 

wheel.  In addition, you must not drive while taking narcotic pain medicine.   

When can I shower?  Showering may begin when your incision has been dry for 24 hours.  This 

is usually 3-5 days after surgery.  The easiest way to think about your incision is this:  If blood 

and fluid is leaking out of the incision, then bugs and bacteria can still leak in.  You therefore 

want to keep it covered, clean, and dry until there has been no further drainage.  In addition, no 

soaking or pools for 4 weeks after surgery.  

 

INCISIONAL CARE: 

Upon discharge, you will be sent home in a large bandage covering your entire shoulder.  This is 

to remain in place until you see me in the office.  (Usually the next day)   

At your first post-op visit, we will change your dressing and make sure there are no signs of 

infection.   

After your first post-op visit, you will be changing the dressings yourself.  We will have you 

cover the incisions with simple Band-Aids. Showering can begin when there has been no 

leakage for 24 hours from your incisions. 

 

Signs of infection are to be reported to our office immediately these include the following: 

• Persistent fever >100.4 

• Persistent drainage from the incision 

• Redness around the incision 

• Worsening swelling 

• Loss of range of motion 

• Major changes in pain levels 

• Feeling sick (like you have the flu) 

 


