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— Abstract —

Early Complications after Repair of Massive Rotator Cuff Tear

Joong-Bae Seo, M.D.", Seung-Chul Bahng, M.D.

Department of Ovthopaedic Surgery, Dankook University College of Medicine, Cheonan Korea

Purpose: To investigate early complications after repair of massive rotator cuff tears and to find out factors that
compromise the results.

Materials and Methods: Fourteen patients who had two or more cuff tendons involved were included. All patients
were operated by open acromioplasty and rotator cuff repair. At 3 months after operation, we investigated whether
there were any early complications or not. We used ASES scoring system for preoperative and follow up evaluation.
In addition, various preoperative factors, such as duration of symptom, degree of tendon retraction, degree of fatty
degeneration, and acromio-humeral distance, were compared between the complicated patients and non-complicated
patients.

Results: At 3 months after operation, the ASES score and pain were improved in any degree in all patients. But 5
patients complained persisting pain, and three of them showed major complications such as re-rupture of rotator cuff
or deltoid rupture. But no preoperative factors in complicated patients were significantly different from those in non-
complicated patients.

Conclusion: None of the preoperative factors were related to the complications. There was a tendency of overesti-
mation of fatty degeneration in MRI. Some factors in surgical technique and rehabilitation were highly suspected to
be related to the complications.
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Table 1. Classification of fatty degeneration of muscle

Stage Appearance of muscle

0 No fatty streaks

1 Occasional fatty streaks

2 Substantial fatty infiltration but less fat than
muscle

3 Equal amount of fat and muscle

4 Predominance of fat over muscle
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Fig. 1 this 70 years old female patient complamed mablhty to elevate her nght arm after pedestrlan injury 3 Weeks
before operation. Three tendons were ruptured and retracted 4.5cm apart. Her GFDI was 2.3. The acromio-
humeral distance was 3.5mm before operation (A) and increased to 10mm just after operation (B). But it
changed to 3.5mm at 3 months after operation (C) and shrugging was evident.

Table 2. Comparison of preoperative indices between patients with re-rupture and whole patients included in this

study

Preoperative index

Average in patients with re-rupture

Average of all patients

GFDI 2.9

Degree of retraction 4.0 mm 3.6 mm
Acromio-humeral distance 6.8 mm 8.4 mm
Duration of symptom 3.2 months 8 months
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Fig. 2. This 67 years old male patient documented slip-
down injury 3 months before operation. Two ten-
dons (supraspinatus and infraspinatus) were rup-
tured and retracted 4 cm apart. His GFDI was 2.3
and the acromio-humeral distance was 12mm pre-
operatively and changed to 7.1mm at 3 months
after operation. (A) He was not able to elevate his
left arm actively {(shrugging). (B) At reoperation,
we identified re-rupture of cuff tendons and del-
toid. The suture materials were attached to the
humeral side with intact knot.
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