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Fig. 1. Scapular plane

The scapular plane declines 30°anteriorly to the 3. RHLRIRKT (Fig. 4)
coronal plane. 075 A Y —flflr ¢, BHPEICEE,

Fig. 2. Axial plane scanning
A : An axial plane scanning is perpendicular to the glenohumeral joint on the coronal localizer im-

age.
B : An axial plane scanning is perpendicular to the humeral bone on the sagittal localizer image.
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Fig. 3. Oblique coronal scanning

A : An oblique coronal plane scanning is parallel to the scapular plane on the axial localizer im-

age.

B : An oblique coronal plane scanning is parallel to the humeral bone on the sagittal localizer im-

age.

Fig. 4. Oblique sagittal scanning
A : An oblique coronal plane scanning is parallel to the scapular plane on the axial localizer im-
age.
B : An oblique coronal plane scanning is vertical on the sagittal localizer image.
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Fig. 5. Neutral position and pads below the el-
bow

The thumb points upward on a neutral position.
Pads are placed below the elbow.
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Fig. 6. A spacer pad to hold

The patient to hold a spacer pad, reduces mo-
tion artifact. The photo shows an externally ro-
tated position.
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Fig. 7. Traction of the arm
Traction of the arm during scanning relieves
pain and reduces motion artifact.
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JEH T %4 D delamination
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Delamination

Detachment of the supraspinatus

Fig. 9. Delamination

Oblique coronal T2WI with fat suppression
shows detachment of the supraspinatus tendon
from the greater tubercle of the humeral head
with delamination.

Tearof the supraspinatus

Subdislocation of the long head of the biceps

Fig. 8. Hidden lesion and supraspinatus tendon tear
Axial T2WIs with fat suppression show subdislocation of the long head of the biceps muscle to
split the superior end of the subscaplaris tendon : hidden lesion and a tear of the supraspinatus

tendon.

129



HgEREE  5829% 4 5 (2009)
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Fig. 10. Inflammation of the rotator interval
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N e

I e :
Rotator interval

Coracoid process neck

A : Oblique sagittal T2W1 with fat suppression shows dilatation of the rotator interval with effu-

sion.

B : Axial T2WI with fat suppression shows the round effusion pooling of the dilated rotator inter-

val near the coracoid process neck.

Fig. 11. Myotendinous strain
A : Oblique sagittal and B : axial TeWI with fat suppression shows strain of the lateral posterior
belly of the deltoid muscle.
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The Shoulder Joint

Ryuji Sasnr!, Takashi TABUCHI?

Department of Radiology, Akita University School of Medicine
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Few frontier issues of magnetic resonance (MR) imaging of the shoulder remain, and fundamental
techniques and knowledge are still important. Development of 3-direction localizer scanning, local
shimming, and homogeneity correction of surface-coil techniques gives MR imaging of the shoulder
advanced capabilities, and the far better signal-to-noise ratio of 3-tesla MR imaging permits the acqui-
sition of high definition images.

This paper presents keys to scanning direction, positioning of the shoulder joints, and appropriate
pulse sequences to achieve imaging success as well as the pathology and film interpretation of a hid-
den lesion, delamination of the rotator muscles, inflammation of the rotator interval, and musculoten-

dinous strain.
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