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Long Head of the Biceps Tendon Lesion Associated with Rotator Cuff Tear

Young Kyu Kim, M.D., Dong-Wook Kim, M.D.*, Jong Hun Lee, M .D.

Department of Orthopaedic Surgery, Gil Medical Center, Gachon University, Inchon, Korea
Department of Orthopaedic Surgery, University of Sungkyunkwan School of Medicine, Masan Samsung Hospital, Korea*

Purpose: To evaluate pathologic patterns and outcomes of treatment of a biceps tendon lesion associated
with arotator cuff tear.

Materials and Methods: We reviewed 92 patients (i) who underwent surgery for a cuff tear, (ii) for
whom the biceps lesion could be observed retrospectively, and (iii) had a minimum follow-up of 2 years.
The pathology of biceps tendon was classified into 4 types: tenosynovitis, fraying or hypertrophy, tear,
and instability. All but the 4 with massive cuff tears were repaired. The biceps lesions were treated with
debridement in 30, tenotomy in 10, tenodesisin 8, and recentering in 4. UCLA scoring was used for clini-
cal results.

Results: Seventy patients had a biceps lesion, 19 tenosynovitis, 22 fraying or hypertrophy, 21 atear, and
8 instability. A biceps lesion was observed in 63% of cases of cuff tears below the medium size, and in
88% of cases with cuff tears above the large size. UCLA scores according to the pathology of the biceps
lesion were 29.6 in the absence of a biceps lesion, and 28.3 in its presence. UCLA scores in patients with
tenotomy or tenodesis for associated biceps tendon lesions were 28.2.

Conclusion: Thereis agreater incidence and severity of a biceps lesion with alarger cuff tear. Therefore,
the cause of a biceps lesion might be related to the cause of the cuff tear. Among the several options of
treatment for biceps lesion, tenotomy or tenodesis may be particularly effective in providing pain relief.
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Fig. 1. The hypertrophied biceps tendon (arrow), as seen

in relation to large cuff tear, represents a chronic inflam- Fig. 2. Biceps tendon must be inspected by placing probe
matory response from continuing impingement of the ten- over top of the biceps tendon and pulling down intertuber-
don. cular groove portion into the joint.

Table 1. Classification based on the pathol ogic conditions of the biceps tendon

Habermeyer and Walch? Our study
Tendinitis Tenosynovitis with intact tendon
Isolated rupture Degenerative tendinitis
Frayed, hypertrophic, atrophic
Subluxation Rupture
Typel* Superior subluxation Partial
11" Subluxation at the groove Complete
11 Malunion of lesser tuberosity Instability
Subluxation
Dislocation

*Type | comes as a consequence of aloss of coracohumeral ligament and rotator interval sling. 'Type Il is unstable at the entrance to
bony groove and tendon slips over the medial rim of the lesser tuberosity.
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Table 2. Management of the concomitant biceps tendon lesions
. Management
Lesions
None Debridement Recentering Tenotomy Tenodesis
Tenosynovitis 13 6
Fraying or hypertrophy 17 3 2
Rupture
Partial 7 5 4
Complete 5
Instability
Subluxation 2 1 2
Dislocation 2 1
Tota 18 30 4 10 8

Fig. 3. Biceps tenotomy and tenodesis. (A) Release of the partially torn biceps tendon from its superior labral inser-
tion was performed using electrocautery device. (B) Biceps tenodesis (arrow) was done in intertubercular groove

using suture anchor.
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Fig. 4. Tenosynovitis and degenerative hypertrophic tendi
ovitis (arrow) of the biceps tendon in intertubercular portion was seen from the posterior portal. (B) Hypertrophied flat-
tened biceps tendon (arrow) associated with large cuff tear was seen in intertubercular portion through open view. (C)
Hypertrophied flattened biceps tendon (arrow) was seen in intraarticular mid-portion through arthroscopic view.

nitis of the biceps tendon. (A) Arthroscopic view of atenosyn-

<o] 5t (Fig. 3).
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Fig. 5. Partial tear of the biceps tendon was seen from the posterior portal.
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Fig. 6. Instability of the biceps tendon. (A) Biceps subluxation occurs in a medial direction via disruption of the
superior glenohumeral ligamentous pulley (arrow). (B) Biceps dislocation (arrow) occurs with a tear of the upper

portion of the subscapularis tendon.
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