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Letters to the Editor

Warm irrigation fluid does not raise the subacromial 
temperature to harmful levels while using radiofrequency 
device
Sir,
Radiofrequency (RF) systems are commonly used for the 
arthroscopic subacromial decompression. However, there is a 
concern that the thermal energy generated by the RF probes 
may have been caused soft tissue damage in the joint if excessive 
temperatures are reached.[1] Previous studies recommend using 
room temperature inflowing fluid that differs between 18°C 
and 24°C.[2] These suggestions bring an important concern, 
which is hypothermia. Warming of the irrigation fluid may 
reduce the risk of hypothermia, but the safe limit of the 
irrigation fluid temperature is unknown.[3] Our hypothesis was 
that warming the irrigation fluid to actual shoulder temperature 
would not raise the surrounding temperature to harmful levels 
while performing bursectomy by RF device.

A prospective Cohort study was performed of 41 consecutive 
patients underwent arthroscopic subacromial decompression 
who received irrigation fluid temperature either with 34°C 
(group 1: Actual shoulder joint temperature, n: 21) or 24°C 
(group 2: Room temperature, n: 20). Standard posterior and 
lateral portals were used in all cases. Continuous wave II 
pump (Arthrex, Naples, Florida) was used for irrigation with a 
pressure setting of 50 mm Hg and 100 mm Hg flow rate. The RF 
probe was used intermittently for the subacromial bursectomy 
process (Arthocare, Knares borough, UK) with a setting 9 

and medium level suction. The fiber-optic temperature probe 
(STB medical probe, Santa Clara, CA, USA) was placed in the 
subacromial space through an extra anterior portal [Figures 1 
and 2]. Subacromial temperature was observed continuously at 
30 s intervals during bursectomy. The total RF usage time was 
recorded for both groups. Data were analyzed for differences, and 
any value of P < 0.05 was considered as statistically significant.

The mean maximum temperature recorded in the subacromial 
space while continuous RF usage was 41.8 ± 0.6°C and 31.5 ± 0.6°C 
at group 1 and 2 respectively (P = 0.001). The peak temperature 
in the subacromial space was 42.9°C in group 1 and 32.9°C in 
group 2. There was a positive correlation between the baseline 
temperature and maximum temperature in both groups (r = 0.794, 
P = 0.001) but no statistical difference between groups in the case 
of temperature rise from baseline in subacromial space (P = 0.910). 
The mean rise in both groups was limited to 7.34 ± 0.7°C. The mean 
RF usage time was 222 ± 25 s in group 1 and 211 ± 26.4 s in group 2 
(P = 0.172). There was no correlation between RF usage time and 
maximum temperature level in both groups (r = 0.192, P = 0.229).

Temperatures above 45°C can cause nerve and muscle damage, 
and deemed potentially unsafe for the arthroscopic shoulder 
surgery.[4] The presented study shows that warming the irrigation 
fluid at the actual shoulder temperature (34°C) does not raise 
the subacromial temperature to harmful levels while using 
bipolar RF device. It can be regarded as an additional measure 
to prevent hypothermia. A positive correlation between the 
baseline temperature and maximum temperature in both 
groups was observed. The higher baseline temperatures appear 

Figure 1: Standard two arthroscopic portals were used in all cases, 
and fiber-optic temperature probe was placed in the subacromial bursa 
through an extra anterior portal Figure 2: Intra-articular position of the fiber-optic temperature probe
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to correlate with higher subacromial temperatures. However, 
the mean rise was limited to 7.3°C under standard conditions.
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A rare case of spontaneous 
acute bacterial arthritis of the 
glenohumeral joint attributed 
to Streptococcus dysgalactiae 
subsp. equisimilis
Sir,
We describe an unusual case of acute bacterial arthritis affecting 
the glenohumeral joint secondary to Streptococcus dysgalactiae 
subsp. equisimilis (SDSE).

A 26-year-old right-handed Caucasian male retail worker 
presented to the emergency department (ED) with 5 days of 
gradually increasing right shoulder pain and decreased range of 
movement (ROM). No history of injury/trauma/infection/
pyrexia/travel. Examination revealed some tenderness on 
deep-palpation over the anterior joint-line with decreased 
passive and active ROM. Plain-film radiographs were normal. 
The patient was discharged with appropriate counseling, 
analgesia and planned review in 10 days.

Four days later, he re-attended the ED with significantly 
increased pain and was referred to the acute shoulder clinic. 
He was pyrexial (38.0°C), C-reactive protein 187 mg/L, 
erythrocyte sedimentation rate 38 mm/h and normal white 
blood cell count. Nevertheless, he felt systemically well. Blood-
borne virus screen was negative with no history of intravenous 
drug use/recent tattoos.

An ultrasound scan revealed an intact rotator cuff with a small 
to moderate glenohumeral effusion, which was aspirated. 
Magnetic resonance imaging (MRI) [Figure 1] showed moderate 
glenohumeral effusion with abnormal marrow T1 signal within 
the bone and edema in the region of the posterior greater 
tuberosity, a small cystic area posteriorly was demonstrated. 
This was consistent with septic arthritis with underlying acute 
osteomyelitis.

Arthroscopic washout was undertaken. Extensive synovial 
thickening was seen and arthroscopic capsular release 
performed to improve ROM. Under direct vision, percutaneous 
drilling of the posterior-aspect of the humeral head (bare area) 
was performed, and samples sent for microbiological and 
histological analysis.

Three synovial fluid samples cultured SDSE. The patient 
received intravenous benzylpenicillin for 26 days and discharged 
with 3 further weeks of clindamycin plus physiotherapy 
rehabilitation.

Figure 1: Presenting magnetic resonance imaging showing small cystic 
area posteriorly features would be consistent with osteomyelitis with a 
tiny intraosseous collection (original)
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