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8/14/18 

(Dr. Jon 

Warner) 

Dear Members of the Codman Shoulder Society, 

  

Attached please find a case presentation from Dr. Fedorka. Any 

comments or advice on this case would be greatly appreciated. 

Thank you in advance for your help. 

 

Here is my answer: 

 

This case may reflect a number of factors but I am not clear 

what the patient’s main problem is: 

 

Pain? Location of pain? This is relevant to SSN 

Weakness? This is poorer prognosis for SSN release 

Also, what is CSA? Is it relevant to retearing? 

 

My sense is to do a SSN release and revision and shorten 

acromion if CSA is large but need more info first. Let’s see 

what brain-trust of CSS thinks. 

  

Best Regards, 

JP Warner, MD 

Case 

Presentation 

PPT 

8/14/18 

(Dr. Katie 

Fedorka) 

Thank you. His problem is not pain. It’s weakness and inability 

to do overhead work so he can’t go back to being an electrician. 

And the emg shows nerve issue is below the suprascapular 

notch so release would be at spinoglenoid glenoid notch. I am 

not convinced he is return now. Just weak. I will measure CSA. 

Thank you again!   

 

Katie 

 

8/14/18 

(Dr. 

Stephen 

Parada) 

Looks like you've done a great work-up of this patient and also 

that you are getting very specific EMG information at your 

institution! 

My experience has been more in line with Dr Warner's 

published experience where I do not get positive EMG findings 

on the majority of my patients with suspected SSN neuropathy. 

 

I think it's difficult to offer a 4th surgery to a patient with 1-2/10 

pain and AROM of 130 degrees of FF in the hopes of getting 

him more overhead power. 

 

Your sagittal MRI cuts from June 2018 demonstrate healthy-

appearing muscle without any substantial fatty infiltration and 

 



there doesn't appear to be any difference between the 

appearance of the supraspinatus and the infraspinatus. 

If the EMG is correct and the SSN is injury distal to the 

supraspinatus, then it's hard for me to imagine that releasing the 

nerve and improving the innervation of the infraspinatus is 

going to increase his forward elevation or strength or allow him 

to perform overhead work. 

 

It appears that you've increased this patient's function and 

decreased his pain with your surgery.  A functional outcome 

score or even a SSV may help you appreciate his level of 

perceived disability with his shoulder, but I'm not sure another 

surgery is going to be able to reliably improve him functionally 

without potentially sacrificing his pain control and costing him 

another substantial period of rehab. 

 

I know that this will be the least creative answer, I look forward 

to Bassem's response! 

 

Good luck 

-Steve  

8/15/18 

(Dr. 

Robert 

Boykin) 

Thanks for sending along this interesting and difficult case.  

 

As mentioned by Stephen (and taught to us by Dr. Warner and 

Oaklander) many cases of SSN present with normal 

electrodiagnostic studies. This may be secondary to thinly 

myelinated pain fibers which tend to not show up on 

testing.  When there is a positive finding for denervation (such 

as the EMG/MUAP findings in your study suggesting a distal 

problem) I tend to believe these are accurate in localizing the 

issue and would presume the nerve is not entrapped or damaged 

proximally at the suprascapular notch.  

 

In my experience I have been able to effectively treat 

suprascapular neuropathy at the spinoglenoid notch in two 

situations: 1) when there is a compressive lesion (spinoglenoid 

notch cyst, etc.) through decompression and 2) when there is 

traction from a retracted RC tear by repairing the tear  plus or 

minus release depending on the amount of mobilization 

required. I wonder if perhaps the electrodiagnostic findings here 

represent a traction injury from the prior tear that may have 

been corrected by the repair and you are now seeing some 

reinnervation.  

 

In this case with minimal pain, no clear fatty infiltration, and 

isolated FF weakness I am not certain that release would make a 

 



substantial difference. I would be more optimistic if the primary 

issue was pain, and cautiously optimistic if it were isolated ER 

weakness.  

 

Robert  

 


