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A Simple Technique to Position the Image Intensifier During
Anterolateral Approaches to Shoulder Surgery: The Sydney
Harbour Bridge Position
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Summary: We describe a simple technique for positioning the image
intensifier (II) during shoulder procedures that can both reduce II
positioning time and decrease the risk of inadvertent desterilization of
the equipment. For the shoulder surgeon who uses II while operating in
the lateral position, this technical pearl is worth considering.
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BACKGROUND
The literature supports minimally invasive open reduction
internal fixation via an anterolateral deltoid splitting approach
as an establish technique for treatment of proximal humeral
fractures.1,2 Screw perforation of the humeral head is the most
common complication of this procedure.3 Konigshausen et al4
reported that nearly half (42%) of their study’s complications
were attributed to screw perforation of the humeral head

FIGURE 2. Screenshot live screen humerus fixation.

demonstrating the vital importance of good quality intraoperative imaging provided by an image intensifier (II). We
present an alternative technique to position the II where adequate anterioposterior, lateral, and live screen II shots can be
obtained in the lateral position while allowing the surgeon to
work without interference from the machine (Figs. 1, 2).

FIGURE 1. Anterioposterior II shot humerus fixation.
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FIGURE 3. Initial set-up of the II machine in the Sydney harbour
bridge position with arm rotated to 45 degrees seen from the
side.
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FIGURE 4. View of II set-up from the head end of the
patient.
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FIGURE 7. Operating with the draped II machine.

TECHNIQUE

FIGURE 5. Draping the patient with the II machine in
position.

Positioning the patient in the lateral position with 10 to
15 lbs (4.5 to 7 kg) traction will help reduce the fracture
fragments and allow easy access to undertake the anterolateral
deltoid splitting approach. The use of II is essential to visualize
fracture reduction and screw placement. The standard “under
table” II position for this procedure is for the most part
effective; however, it is the authors experience that if he drapes
the II in the “Sydney harbour bridge” configuration (Figs. 1, 2)
the required shots are easy to obtain, the machine is maneuvred
in and out of position without additional concerns of sterility
and can reduce operative time experienced with under the table
machine positioning during cases set-up in the lateral position.
To drape the C-arm of the II a standard dedicated sterile
plastic sheath is applied to both the emitter and receiver. The
central bar is draped with a large sterile green drape and held in
place with towel clips (Fig. 3). The C-arm can now be tilted
away from the surgeon by 45 degrees for ease of operating.
When the machine is required to be moved for further access it
is simply sent further distally or raised and backed out. The

FIGURE 6. Both patient and II machine draped—room available
to operate.

FIGURE 8. Operating in the lateral position with II machine in
Sydney harbour bridge position with II screen in view.
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DISCUSSION

FIGURE 9. Room for the surgeon with the anesthetic team in the
background.

This is an alternative technique that allows intraoperative
II use during shoulder procedures such as fracture fixation and
can reduce II positioning time and potentially decreases the
risk of inadvertent desterilization of the equipment. We have
not found the axillary view a requirement in management of
proximal humerus fractures as the reduction and screw penetration is visualized adequately by internal and external rotation of the humerus at the time of fixation. If this view is
thought needed for the purpose of the operation, beach chair
position for the patient instead of lateral should be considered
before draping. For the shoulder surgeon who uses II while
operating in the lateral position, this technical pearl is worth
considering.
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