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12/21/18 

(Dr. Jon 

Warner) 

Dear Members of the Codman Shoulder Society, 

  

Attached please find a case presentation on my patient. Any 

comments or advice on this case would be greatly appreciated. 

Thank you in advance for your help. 

  

Best Regards, 

JP Warner, MD 

Case 

Presentation 

PPT 

12/21/18 

(Dr. 

Stephen 

Parada) 

Dr Warner- 

This issue seems to be a recurrent theme, but I'm curious to get 

your take on patients with an exceeding low (<20%) SSV. After 

seeing so many clinic patients in fellowship and since then and 

recording all their SSVs, it's helped me get an "expected range" 

for different types of pathology.  I get concerned when patients 

records a SSV that is well under this expected range for 

whatever their diagnosis is and worry that I've missed another 

source of pathology. 

 

A patient with near symmetric active ROM, 5/5 strength and 

only mild arthritis would not be expected to have the perceived 

disability (10% SSV) that this patient is stating. I am always 

thinking of scapulothoracic pathology in a patient with an 

unexpectedly low SSV, but your patient's motion would not 

seem to suggest that.  I think that this patient may be a set up to 

have a less than desirable outcome with any treatment due to 

either unrealistic treatment goals or other psychosocial factors 

and resiliency issues. 

 

We rely so heavily on patient reported outcomes like the SSV to 

gauge the success of our treatment that we choose, that I'm 

interested to hear your thoughts on what we should do before 

surgery when a patient has patient reported values that do not 

seem to be in-line with their pathology. 

 

Thanks and Good Luck, 

Steve 

 

12/21/18 

(Dr. Jon 

Warner) 

Thanks Steve. He seems a reasonable person and not WC. ST 

exam normal. I think the theme is how to treat such patients? 

We really need some kind of consensus on this.  

JPW 

 

12/21/18 

(Dr. 

Bassem 

Elhasssan) 

Dear JP 

This is another challenging case of what it looks like posterior 

shoulder instability with posterior glenoid bone erosion/defect 

in young patient with mild arthritis. 

 



Was the original Bankart repair in 2008 anterior? And then he 

underwent posterior capsular shift in 2017? I’m just interested 

to know if at the age of 17 he was stabilized anteriorly because 

of anterior shoulder instability and then over the years and 

because of his level of activities/sports he developed posterior 

instability. 

Anyway, with his current presentation, If his pain is posterior 

instability/apprehension type of pain, mainly with activities, and 

his posterior loading shift test is positive I would consider 

posterior shoulder stabilization and my preference would be 

with glenoid allograft bone grafting. 

Please keep up posted 

Happy Holidays 

Cheers 

B :) 

12/21/18 

(Dr. Jon 

Warner) 

Thank you Bassem. His instability surgery was all posterior. I 

am sure we would all like to a see a case if you have one, of 

posterior allograft as you describe. I’d like to see the preop, and 

the after images and welcome anyone else’s input on this.  

JPW 

 

12/27/18 

(Dr. Peter 

Millett) 

Codman Society – 

 

I am sure many of you have a lot of experience with this 

difficult problem. 

 

Over the years, I have done a number of bone grafts for 

posterior instability – 

 

If the deficiency is intra-articular I have used distal tibia 

allograft. 

 

Reconstruction of posterior glenoid deficiency using distal tibial 

osteoarticular 

allograft.<https://www.ncbi.nlm.nih.gov/pubmed/23114865> 

Millett PJ, Schoenahl JY, Register B, Gaskill TR, van Deurzen 

DF, Martetschläger F. 

Knee Surg Sports Traumatol Arthrosc. 2013 Feb;21(2):445-9. 

 

If there is no real bone loss, I have done revision posterior 

capsular shift with ICBG place extra-articularly to buttress the 

posterior capsule. Have done several athletes including premier 

league soccer player and the procedure has worked pretty well. 

Make sure to get bone to bone contact medially on glenoid and 

with the free ICBG surface and to preserve the posterior labrum 

and capsule so they can be repaired creating an extra-articular 

bone graft. 

 

https://www.ncbi.nlm.nih.gov/pubmed/23114865


 

In the case presented, I would probably opt for an extra-articular 

bone graft given that there really doesn’t look to be any intra-

articular bone loss. 

 

Good luck –  Happy New Year to all! 

Peter 

12/29/18 

(Dr. 

Ronald 

Navarro) 

Peter kindly provided me the axillary images of the second 

suggestion w the extra-articular ICBG and asked me to forward 

to all. See attachments.   

 

Reminder: these are Dr. Millett’s images and work. Thanks 

Peter.  

Axillary 

Imagining of 

Revision 

Posterior 

Capsular Shift 

with ICBG 

 

Axillary Imagining of Revision Posterior Capsular Shift with ICBG: 

  



 

 


