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Mid-term Results of Biceps Incor porating Suture Without Deteaching the Biceps

Tendon from the Flenoid in the Large or Massive Cuff Tear

Jong-Hu Ji, M.D., Sang-Eun Park, M.D., Young-Yul Kim, M.D., Weon-Yoo Kim, M.D.,
Oh-Su Kewon, M.D., Dong-Gyun Jang, M.D., Chang-Yun Moon, M.D.*

Department of Orthopedic Surgery, Dagjeon . Mary’s Hospital,
College of Medicine, the Catholic University of Korea, Daejeon Korea

Purpose: The aim of this study is to analyze the clinica results of using the technique of rotator cuff
repair without parting the biceps long head from the glenoid for large or massive tear of the rotator cuff.
Material and Methods. Form January 2005 to January 2007, we performed the arthroscopic biceps
repair with incorporating suture to the rotator cuff for 21 patients with large or massive rotator cuff tear.
The mean follow up period was 23 months (range: 6-48months). The number of males and females was 9
and 13, respectively. The age distribution ranged from 47 to 73 years with a mean age of 60.3 years. We
compared the preoperative score with the postoperative scores using the University of California Los
Angeles (UCLA) score, the shoulder index of the American Shoulder and Elbow Surgeons (ASES) and a
simple shoulder test (SST).

Results: The improvement in the VAS, ASES and the UCLA and SST scores was statistically significant
at the final follow up (average follow-up 23 months) (p>0.05). Two of nine cases were found to have par-
tial tear with continuity but seven cases were found to have complete tear according to the ultrasonogra-
phy and MRI.

Conclusion: The technique of rotator cuff repair without parting the biceps long head from the glenoid
for large or massive tear of the rotator cuff is considered to be recommendable.

Key Words: Rotator cuff large tear, Massive tear, Biceps tendon long head, Arthroscopic rotator cuff
repair
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Table 1. Patient demographics of our cases

Patient demographics
Patients number 21 cases
Male: femae 12:9
Rt: Lt 15:6
Age 60.3+7.7 (47-73)
BMI 0.24+0.03(0.16-0.32)
Trauma history 10 cases
Acromia type 5 (Type 2), 16 (Type 3)
Biceps disease 14 cases
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Fig. 1. Arthroscopic findings showed the technique of biceps incorporating suture without deteaching the biceps tendon from the gle-

noid in the large or massive cuff tear.
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Fig. 2. Follow up MRI showed intact cuff (A) or retorn and retracted cuff (B).
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Fig. 3. Graph showed mid-term clinical results of biceps incor-
porating suture without deteaching the biceps tendon from the
glenoid in the large or massive cuff tear.
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Fig. 4. Graph showed the differences between preoperative and
postoperative range of motion.
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Table 2. Univariate Analysis of demographics and clinical outcomes and ROM with biceps tendon incorporating suture in large or
massive rotator cuff tear depending on the status of biceps tendon.

Variable Descriptive comparison of biceps tendon injury
No biceps Univariate logistic regression anaysis
injury (N=7) Bicepstendon injury (N=14) Confidence p
% or mean SD % or mean SD Oddsratio interval (95%) value
Mean Age 52.1 51 64.4 5.1 1.720 0.988-2.994 0.055
Male sex 42.9% 64.3% 2.400 0.376-15.319 0.355
BMI 0.24 0.03 0.25 0.0349 644.527 0.655
Dominant arm 85.7% 100%
Trauma history 71.4% 35.7% 4.500 0.627-32.295 0.135
The differences between preoperative and postoperative scores and range of motion
VAS difference 4.7 21 5.4 29 1.104 0.769-1.585 0.591
ASES difference 40.6 14.7 46.5 24.8 1.013 0.970-1.059 0.554
UCLA Difference 16.6 47 18.0 6.0 1.050 0.887-1.243 0.570
pain 4.7 2.4 5.2 2.7 1.087 0.748-1.580 0.662
forward flexion 14 16 19 16 1.210 0.653-2.242 0.544
Function 4.1 16 49 25 1.185 0.770-1.824 0.439
strength 13 14 15 11 1.182 0.528-2.647 0.685
Satisfaction 4.7 0.8 4.6 0.9 0.782 0.227-2.691 0.696
SST difference 4.3 21 6.1 3.3 1.277 0.876-1.864 0.204
Change of Forward Flexion 38.3 39.7 52.7 4.7 1.009 0.984-1.035 0.494
Abduction 233 28.8 43.6 47.2 1.013 0.987-1.039 0.333
ER at side -3.3 26.6 2.7 244 1.011 0.969-1.054 0.618
IR at back 14 11 13 15 0.963 0.455-2.036 0.921
H' elevation 33 331 4.47 5.25 1.066 0.850-1.336 0.579
H' elevation difference -0.9 13 0.7 34 1.350 0.780-2.338 0.284
"H: Humeral head
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