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Primary Repair in Tears Affecting Two or More Rotator Cuff Tendons

Jin Young, Kim M.D., Ki Ser Kang, M.D.*, Suk-Kee Tae, M.D.

Department of Orthopaedic Surgery, Dongguk University |lsan Hospital, Gyeonggi-do, Korea,
Department of Orthopaedic Surgery, Chung-Ang University Yong-San Hospital, Seoul, Korea*

Purpose: The current study assessed the factors affecting outcomes of primary repair procedures in tears of multiple
rotator cuff tendons.

Materials and Methods: Among the cases of rotator cuff tears involving two or more tendons receiving operations
between 1997 and 2003, The clinica results of 19 cases with more than 2 years follow-up were evaluated by the
UCLA score. We evaluated the correlation of trauma, active motion, acromiohumeral distance, tear size, and surface
areawith the UCLA score using Pearson's linear correlation coefficient (PLCC).

Results: UCLA scoresincreased significantly in all cases, from 9 to 26.1 on average. However, the results were good
in 53%, and poor in 47% according to Ellman’s criteria. Trauma, active elevation, acromiohumeral distance, and tear
size did not correlate with the UCLA score, but the tear surface area was inversely correlated with the score (PLCC=-
0.696). Cases with degeneration of the infraspinatus muscle above Goutallier grade 111 on MRI showed worse results
than cases with less degeneration.

Conclusion: The clinical results of primary repair of rotator cuff tears involving multiple tendons were satisfactory in
53% of patients. Large tear surface area and severe degeneration of the infraspinatus were poor prognostic factors.

Key Words. Rotator cuff tear, Multiple tendons, Primary repair, Surface area of tear, Degeneration, Infraspinatus
muscle
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Table 1. Patients' demographics, details of lesion and clinical results
Case Age/ Trauma Inflicted Size Active GH elevation (*) UCLA Score
No. Gender tendons (cm?) Initial Final Initial Final
1 64/F +) SS1S,SB 12 30 150 8 29
2 59/M +) SS1S,SB 125 0 90 5 24
3 58/M () /d SS,1S,SB 18 30 60 5 14
4 60/M (+)/d SS, IS 15 60 90 6 20
5 59/F ) SS, IS 8 100 160 12 31
6 62/M ) SS, 1S 20 160 160 16 29
7 69/M ) SS, IS 18 160 160 13 30
8 64/M ©) SS, 1S 24 70 120 7 19
9 64/F (+/d SS,SB 125 Q0 160 11 33
10 67/M +) SS, SB 10 100 160 12 33
11 77IF (+) SS 1S 165 0 30 4 14
12 75/F ) SS, IS 15 0 60 6 17
13 62/M ) SS, IS 15 70 130 9 29
14 64/F ) SS, 1S 12 70 150 13 31
15 67/M +) SS, IS 125 30 140 8 29
16 59/F ©) SS, SB 10 70 150 9 30
17 60/M ) SS, 1S 125 60 140 9 27
18 64/F +) SS, IS 135 o) 120 12 29
19 69/F ) SS, 1S 12 120 150 14 29
Avr. 64.8 14.7 49.2 96.7 9.4 26.2
SD 6.2 5.0 65.4 72.0 35 6.2
dl: dislocation

SS: supraspinatus 1S: infraspinatus SB: subscapularis
Avr: average SD: standard deviation
GH: glenohumeral

— 161 —



— OigtA-FoESEX| M 103 M 2 =2 —

Table 2. Goutallier staging about muscle atrophy on magnetic resonance imaging and UCLA score

Case No Inflicted Goutallier Grade (0-1V) UCLA Score
’ Tendons Subscapularis Supraspinatus | nfraspinatus Initial Final
1 SS|IS,SB | Il " 8 29
2 SS|IS,SB 1] Il " 5 24
3 SS|IS,SB 11 v A% 5 14
4 SS, IS MRI not checked 6 20
5 SS, IS 0 I | 12 31
6 SS, IS 0 Il I 16 29
7 SS, IS 0 Il I 13 30
8 SS, IS 0 v " 7 19
9 SS,SB 1] I 0 11 33
10 SS, SB 0 Il | 12 33
11 SS, IS I v " 4 14
12 SS, IS 1] Il " 6 17
13 SS|IS I Il I 9 29
14 SS|IS 0 Il I 13 31
15 SS|IS 0 Il I 8 29
16 SS,SB 1] Il I 9 30
17 SS|IS 0 Il I 9 27
18 SS|IS I v " 12 29
19 SS|IS 0 I 1 14 29
Average 9.4 26.2
sb 35 6.2

Goutallier staging about fatty degeneration of muscle®
Stage 0: Completely normal muscle
Stage |: The muscle contains some fatty streaks

Stage |I: Thefatty infiltration is important, but there is still more muscle than fat

Stage I11: There is as much fat as muscle

Stage 1V: Thereis more fat than muscle

SS: supraspinatus |S: infraspinatus SB: subscapularis
SD: standard deviation
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Fig. 1. The size of tear and the final UCLA score
showed inverse correlation (PLCC=-0.696).
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