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Revision Rotator Cuff Repair
Young-Kyu Kim, M.D., Dong-Wook Kim, M.D.

Depariment of Orthopaedic Surgery, Gil Medical Center, Gachon Universily, inchon, Korea

The primary pueposes of revision repair for a failed rotator cuff cepair are a relief of pain and tunctional improvement. Therefure,
revISion repair is most proper in patients with the functional deficit accompanied with the shoulder weakness as well as the persistent
pain. The important {actor that is considered in revision repair is a quality of 1o cutt. Especially, Care must be taken 10 ensure that
the revision repair is possible, considering the size of tendon defect, atrophy of the muscle. fatty infiftration and extent of the retrac-
tion of tendon. Revision repair of u failed rotator cuff repair is more difficult, and the functional results are less salisfactory than
those ol primary repair, because cxcessive bursal scarring and tendon retraction may be exhibited, a large or massive tear is often
detected, tear has usually been present for a long time. and a quality of muscle-tendon may be poor. So, we discuss our experiences
related to revision repair after a failed cuff repair that has been recently introduced through the articles.
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Fig. 1. (A) A crescent-shaped retear without much retraction can be repaired to bone with minimal tension. (B) U-shaped massive
retear is repaired with side to side sutures that converge the free margin toward the bone bed (margin convergence). (C) L-
shaped massive retear is repaired through closure of the vertical limb by side to side sutures and closure of the horizontal limb
by tendon to bone sutures, (Lo IKY, Burkhart SS. Arthroscopy, 20: 250-267, 2004)

Fig. 2. U-shaped cuff tear is repaired through closure of the verticat limb by side 1o side sutures.
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Fig. 3. (A) MRI, revealing rotator cuff retear in 59-ycar-cld male follosing | year after the rotator cufl repair using mini-open technique,

is noted by the arrow. (B) Arthroscopic view shows a previous suture using

a anchor through posterior portal, Tom cuff margin is

very thin. (C) After debridement of the thin stump of the torn cuff tendon, defect in the cuff is seen through lateral portal. (D) Side-
fo-side repair of cutt defect with non-abserbable cthibond is performed. Thep one anchor is inserted into the prepared tuberosity.
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Fig. 4. (A) [n 55-year-old male following 6

months after arthroscopic rotator cuff
repair using single-row technique for a
massive cuff tear, arihroscopic view
shows a retracted large cuff retear. (8)
Retear of the subscapularis is also seen.
(C) Open photograph shows the anatom-
ic reapproximation of the large tear to the

tuberosity using mini-open technigue.
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Fig. 5. (A) MRI. revealing retracted massive rotator cuff rctear in 56-ycar-old male foltowing 3 years after the rotator cutf repair, is
noted by the arrow. (B} Arthroscopic view shows a retracted massive cuff tear. {C) The rotator cuff is dissected bencath the
mediz!il acromion. The articular side of the rotator cull tendon is released and mobilized from the supraglenoid area nsing a
bluntjelevator. (D) Arthroscopic view shows a completed rotator cuft cepair with snture anchors.
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