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Nonsurgical treatment 
of SLAP lesions 
Initially, SLAP lesions should be
treated conservatively with anti-
inflammatory medication, rest, and
stretching exercises.

Dr. Burkhart points out that
many throwing athletes will have a
tight posteroinferior capsule,
which can be demonstrated by
scapular winging when patients are
in a prone position with their
hands on their hips. 

This tight posteroinferior
capsule causes a glenohumeral
internal rotation deficit. Patients
with this condition are “truly at
risk and require a vigorous
stretching program aimed at the
posteroinferior capsule.”

If 3 months of conservative
treatment do not eliminate 
symptoms, surgery should be
considered. 

If the shoulder does not respond
to the stretching regimen, 
Dr. Burkhart will release the poste-
rior band of the inferior gleno-
humeral ligament surgically—
enabling the mechanics to return
to normal.

Surgical treatment: 
Lessons learned
“The goal of surgery is to reestab-
lish a firm bone attachment of the
superior labrum-biceps complex

and to eliminate the peel-back 
and drive-through signs,” he
explained.

SLAP lesions should be repaired
arthroscopically because, “these
lesions are very difficult to
approach and visualize by open
surgery.” 

Dr. Burkhart offers the
following “pearls” based on his
experience in repairing SLAP
lesions in overhead athletes:
• For best results, use suture

anchors. Dr. Burkhart prefers
polylactic acid biodegradable
anchors.  

• The most important suture in
the SLAP repair is the suture
loop placed posterior to the
biceps at the corner of the
glenoid to resist torsional 
peel-back.

• A successful SLAP lesion repair
will eliminate the peel-back.
The results of SLAP lesion

repair are reported to be more
than 85 percent good and excellent
in returning overhead athletes to
their prior level of competition for
two seasons or more. NOW

Dr. Burkhart receives inventor
royalties from Arthrex.  

Annie Hayashi is the senior
science writer for AAOS Now. She
can be reached at hayashi@aaos.org

Fig. 3  A, Superior view of the resting position of the biceps-superior labrum
complex. B, Superior view of biceps-superior labrum complex in the
abducted-externallly rotated position, showing the peel-back mechanism as
the biceps rotates posteriorly.

Reproduced with permission from Burkhart SS, Morgan CD: The peel-back mechanism: Its role in producing
and extending posterior Type II SLAP lesions and its effects on SLAP repair rehabilitation. Arthroscopy
1998;14:637-640.

Prevent infections by
leading your OR team
By Robert Brooks, MD, PhD, MBA

A recent review article published in the Journal of the AAOS empha-
sized the important role that continuously correct intraoperative
antibiotic levels play in preventing surgical site infections (SSIs).
Surgeons who want to achieve new minimum rates of SSIs should
move beyond concern about the number of postoperative antibiotic
doses, which have not demonstrated any marginal benefit, and
instead train with their operating room (OR) teams to provide the
best preoperative and intraoperative interventions in a highly reliable
manner.

By now, AAOS fellows are familiar with the first three process
measures of the Surgical Care Improvement Project (SCIP)—giving
antibiotic prophylaxis within 1 hour of incision, using an evidence-
based antibiotic for each
case, and stopping antibiotic
prophylaxis within 24 hours
of surgical end time. The
Centers for Medicaid &
Medicare Services now posts
results for these measures on
the Internet for every
American hospital. Despite
many years of work publi-
cizing and educating physi-
cians and other healthcare
workers on these SCIP meas-
ures, none of them are reli-
ably accomplished every
time in most operating
rooms.

Preoperative antibiotics
Surgeons and hospital staff
who have studied the
barriers to accurate and reli-
able administration of
antibiotics found that case
delays and other OR system problems often caused more than 60
minutes to elapse between administering the preoperative dose and
making the skin incision. Most ORs have now re-engineered their
dosing process to avoid premature antibiotic administration. 

One common solution is to have the anesthesia provider admin-
ister preoperative cefazolin in the OR. Cefazolin, because of its short
half-life, rapid tissue penetration, and low toxicity, can be given
intravenously (IV) after anesthesia induction and prepping and
draping. Administration of vancomycin, when necessary, is more
problematic because it must be given more slowly, over at least 1
hour. The SCIP process measure allows a 2-hour window for admin-
istration of vancomycin, when indicated. 

See INFECTIONS, page 19

WHAT YOU DO BEFORE AND
DURING SURGERY IS IMPORTANT
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