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Overview and Rationale
This clinical practice guideline was
approved by the American Academy
of Orthopaedic Surgeons (AAOS) on
December 4, 2010. It is based on a
systematic review of published studies on the management of rotator
cuff problems in adults. In addition
to providing practice recommendations, this guideline highlights gaps
in the literature and areas that require future research.
The purpose of this clinical practice guideline is to help improve
treatment based on current best evidence. Current evidence-based practice standards require that physicians
use the best available evidence in
their clinical decision making. To assist in this, this clinical practice
guideline consists of a series of systematic reviews of the available literature regarding the treatment of rotator cuff problems. These systematic
reviews include evidence published
from 1966 through October 1, 2008,

and show where good evidence exists, where evidence is lacking, and
what topics future research must target to improve management of patients with rotator cuff problems.
AAOS staff and the work group systematically reviewed the available literature and wrote the following recommendations using a rigorous,
standardized process.
Musculoskeletal care is provided in
many different settings by many different providers. In an effort to improve
the quality and efficiency of care, we
created this guideline as an educational
tool to guide qualified physicians
through a series of treatment decisions.
This guideline should not be construed
as including all proper methods of care
or as excluding methods of care reasonably directed to obtaining the same
results. The ultimate judgment regarding any specific procedure or treatment
must be made in light of all circumstances presented by the patient and the
needs and resources particular to the
locality or institution.
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Potential Harms and
Contraindications
Most treatments are associated with
some known risks, especially invasive and surgical treatments. In addition, contraindications vary widely
based on the treatment administered.
Therefore, discussion of available
treatments and procedures applicable to the individual patient rely on
mutual communication between the
patient and physician.

Methods
The methods used to develop this
clinical practice guideline were designed to combat bias, enhance

transparency, and promote reproducibility. The purpose is to allow interested readers the ability to inspect all
of the information the work group
used to reach all of its decisions and
to verify that these decisions are in
accord with the best available evidence. The draft of this guideline
was subject to peer review and public commentary, and it was approved
by the AAOS Evidence Based Practice Committee; Guidelines and
Technology Oversight Committee;
Council on Research, Quality Assessment, and Technology; and the
Board of Directors. All tables, figures, and appendices, as well as the
methods used to prepare this guideline, are detailed in the full clinical
practice guideline, which is available

at
http://www.aaos.org/research/
guidelines/RCPGuideline.asp.

Recommendations
Recommendation 1
In the absence of reliable evidence, it
is the opinion of the work group that
surgery not be performed for asymptomatic full-thickness rotator cuff
tears.
Grade of Recommendation: Consensus. No studies were found addressing this recommendation.
Although there is a growing awareness that a large proportion of the
population can have full-thickness
rotator cuff tears that are asymptomatic, we were unable to find quality
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literature that addressed the issue of
surgical versus nonsurgical treatment
of such patients. The opinion that
surgery not be performed for asymptomatic, full-thickness rotator cuff
tears was based on the following considerations. (1) Asymptomatic rotator
cuff disease is highly prevalent in the
older population. (2) For patients with
bilateral asymptomatic shoulders, there
is no reliable evidence that surgery prevents long-term clinical deterioration of
a rotator cuff tear. (3) Postoperative
healing rates are inconsistent in elderly
patients, who are the patients most
likely to have asymptomatic rotator
cuff tears. (4) The morbidity and risks
of rotator cuff repair are probably not
warranted in absence of symptoms.
(5) Currently, the primary indication
for rotator cuff repair is significant
pain. Given these considerations, it is
the opinion of this work group that patients with asymptomatic full-thickness
tears not be treated with surgical repair.

Recommendation 2
Rotator cuff repair is an option for
patients with chronic, symptomatic
full-thickness tears.
Grade of Recommendation: Weak.
It is addressed by one level III and
multiple level IV studies.
One level III study compared nonsurgical to surgical treatment of rotator cuff tears.1 In this study, 60 patients treated without surgery (group
A) were compared with 77 treated
with rotator cuff repair (group B).
Per this study, in group A, tears were
nontraumatic in 73% of cases and
traumatic in 27% of cases. In group
B, tears were nontraumatic in 32%
of cases and traumatic in 68% of
cases. Statistically significant less
pain on shoulder range of motion
(ROM) and at night was seen in
those patients who underwent surgery compared with those who had
nonsurgical treatment. Eighty-one
percent of the surgical patients re-
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ported excellent results, compared
with 37% with nonsurgical treatment, although the authors did not
report statistical significance in this
comparison.
Because only one level III study
supports this recommendation, we
also examined level IV articles. Multiple level IV studies suggested an
overall positive outcome of repair
despite the potential for muscle
disease, which is often present in
chronic rotator cuff disease, to negatively influence postoperative outcomes.2-7 Because this recommendation is supported by a single level III
article and several level IV articles,
the strength of the evidence that supports it is weak.

Recommendation 3
Recommendation 3a
We cannot recommend for or against
exercise programs (supervised or unsupervised) for patients with rotator
cuff tears.
Grade of Recommendation: Inconclusive. It is addressed by two level
IV studies.
When the patient and physician select nonsurgical management of a rotator cuff tear, the primary objectives
are to decrease pain, increase function, and enhance activities of daily
living while mitigating potential
long-term adverse outcomes. We
found no quality evidence that demonstrated a specific impact of an exercise program, compared with the
natural history of disease without
other interventions. Similarly, we
found no reliable evidence demonstrating that the efficacy of an exercise program is predicated on a specific form of education, supervision,
or exercise environment.
Two level IV studies reported improvements in outcomes with both
supervised8 and home9 physical therapy. However, Ainsworth8 addressed
only massive irreparable tears in a

small sample size, and Goldberg
et al9 reported inconsistent results,
although they did find some improvement in chronic tears. Reliable
evidence was not found to definitively support a positive impact of
exercise; however, we also found no
such evidence to suggest any adverse
effect of exercise programs on rotator cuff disease.

Recommendation 3b
We cannot recommend for or against
subacromial injections for patients
with rotator cuff tears.
Grade of Recommendation: Inconclusive. It is based on one level II
study and three level IV studies.
One level II study found no statistically significant difference in pain
or tenderness up to 6 weeks after injection of corticosteroid with lidocaine
compared with lidocaine injection
alone in patients with rotator cuff
tears.10 In contrast, three level IV studies noted short-term improvement with
a corticosteroid injection compared
with baseline status, without comparison to a placebo control.11-13 Although it is logical for clinicians to
consider potential adverse effects of
corticosteroid injection on rotator
cuff tendon biology and healing capacity with rotator cuff repair (based
on general concerns across other areas of orthopaedic practice), there
was no quality evidence to guide recommendations in this regard. Because the evidence that addresses this
recommendation is weak and conflicting, the strength of this recommendation is inconclusive.
Recommendation 3c
We cannot recommend for or against
the use of nonsteroidal antiinflammatory drugs (NSAIDs), activity
modification, ice, heat, iontophoresis,
massage, transcutaneous electrical
nerve stimulation (TENS), pulsed electromagnetic field (PEMF), or phonophoresis (ie, ultrasound) for nonsurgi-
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cal management of rotator cuff tears.
Grade of Recommendation: Inconclusive. No studies were found addressing this recommendation.
In symptomatic patients with fullthickness rotator cuff tears, treatment objectives are decreased pain,
increased function, and enhancement
of activities of daily living. Although
we found no specific evidence demonstrating treatment efficacy, neither
did we find evidence that the following modalities were ineffective nonsurgical treatment alternatives for rotator cuff tears: NSAIDs, activity
modification, ice, heat, iontophoresis, massage, TENS, PEMF, and phonophoresis (ie, ultrasound).

Recommendation 4

Partial Recommendation 4a
We suggest that patients who have
rotator cuff–related symptoms in the
absence of a full-thickness tear be
initially treated nonsurgically using
exercise and/or NSAIDs.
Grade of Recommendation: Moderate. It is addressed by five level II
studies.
Several level II studies report the beneficial effects of exercise in decreasing pain and improving function in patients with rotator cuff–related
symptoms without a full-thickness
tear.14-16 One study reported on 24 patients undergoing an exercise program
and noted significantly improved pain
scores on the visual analog scale (VAS)
after 8 weeks of treatment; post hoc
pairwise comparisons of the two
groups in this study showed significantly more improvement in the exercise-plus–manual therapy group using
a composite pain measure.14 Another
study reported that patients had significant improvements in pain at
rest, pain at night, and ConstantMurley scores after 3 months of a
home exercise program.15 A third
study randomized patients between a
group undergoing exercise and a
June 2011, Vol 19, No 6

control group.16 The group undergoing exercise had statistically significant improvements in pain levels at
rest, pain with movement, and upper
extremity function (Disorders of the
Arm, Shoulder and Hand [DASH]
Work Module). No statistically significant difference was reported in
patients who participated in supervised and unsupervised exercises.
Our systematic review also identified two level II studies that found
better results with NSAIDs than with
placebo in the treatment of rotator
cuff–related symptoms in the absence
of a full-thickness rotator cuff
tear.17,18 The first study was a prospective, double-blinded, placebocontrolled study in which 20 patients
treated with oral diclofenac had significant improvements in pain (as
measured by VAS) and shoulder
function at 4 weeks compared with
patients taking a placebo.17 The second study reported significant improvements in shoulder function
VAS scores in 10 patients treated
with naproxen compared with 10
patients receiving a placebo.18

Recommendation 4b
We cannot recommend for or against
subacromial corticosteroid injection
or PEMF in the treatment of rotator
cuff–related symptoms in the absence
of a full-thickness tear.
Grade of Recommendation: Inconclusive. It is addressed by one level I
study and five level II studies for subacromial corticosteroid injections
and two level II studies for PEMF.
We found one level I study that
evaluated the effect of subacromial
corticosteroid injections on patients
who had previously had 6 weeks of
unsuccessful physical therapy and 2
weeks of NSAIDs for rotator cuff–related symptoms in the absence of a
full-thickness tear.19 The authors reported no differences at 3 and 6
months in American Shoulder and
Elbow Surgeons (ASES) scores,

DASH scores, or pain with impingement testing between groups. However, five level II studies report conflicting results for the effect of
subacromial corticosteroid injections
for durations between 2 and 6
weeks.17,20-23 These studies report various results for outcomes of pain and
function and also vary in that some
studies report results for one corticosteroid injection, whereas others report results for multiple steroid injections. The work group’s overall
assessment of this evidence was conflicting. Because of these conflicting
results, this recommendation is supported by inconclusive evidence.
Two level II studies also examined
the use of PEMF in patients diagnosed with rotator cuff–related
symptoms.24,25 One study reported
no statistically significant differences
in pain or Constant-Murley scores in
patients treated with PEMF compared with those treated with sham
controls.24 In the second study, the
authors measured pain on the VAS
scale and found a statistically significant difference in favor of PEMF.25
Based on these conflicting results, the
work group does not have sufficient
evidence to provide specific treatment recommendations in regard to
PEMF.

Recommendation 4c
We cannot recommend for or against
the use of iontophoresis, phonophoresis, TENS, ice, heat, massage, or
activity modification for patients
who have rotator cuff–related symptoms in the absence of a fullthickness tear.
Grade of Recommendation: Inconclusive. No studies were found addressing this recommendation.
There were no studies identified
examining iontophoresis, phonophoresis, TENS, ice, heat, or massage as
nonsurgical treatments in patients
with rotator cuff–related symptoms.
Although we found no specific evi-
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dence demonstrating treatment efficacy, neither did we find evidence
that these modalities were ineffective
nonsurgical treatment alternatives
for rotator cuff tears.

Recommendation 5
Early surgical repair after acute injury is an option for patients with a
rotator cuff tear.
Grade of Recommendation: Weak. It
is addressed by five level IV studies.
Our systematic review did not
identify any quality literature that
addresses the issue of timing of surgery after acute rotator cuff injury.
The evidence that we considered included five level IV case series of rotator cuff repair that focused on
early surgical repair of rotator cuff
tears.26-30 One study reported on a series of patients with a history of significant acute injury who underwent
surgery within 3 months of injury.26
This cohort represented <10% of the
repairs that the authors performed in
their overall experience, thus demonstrating that acute rotator cuff injuries are relatively uncommon. The
patients repaired within 3 weeks of
injury had better results than did
those repaired after 3 weeks. The
second study reported the results of
rotator cuff repair in a series of 26
patients who had a history of trauma
with an acute onset of symptoms and
a full-thickness rotator cuff tear.27 All
of the repairs were performed within
3 weeks of the injury. Similar to the
findings of the first study, these cases
represented approximately 5% of the
cases of full-thickness rotator cuff
tear that the authors treated. Although they reported a high rate of
successful results (20 excellent, 4
good, 1 fair, and 1 poor), they did
not determine whether the timing of
surgery affected the outcome.
A third study reported the outcome
of arthroscopic repair of subscapularis tears.28 Thirteen of 17 tears
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were secondary to trauma. At an average follow-up of 29 months, outcome assessment demonstrated restoration of subscapularis-related
function. The authors did not find a
correlation between outcome and
duration of symptoms. Two additional studies addressed repair of
traumatic anterior superior rotator
cuff tears with combined subscapularis and supraspinatus tears.29,30
Namdari et al29 reported on 30 patients with traumatic tear who underwent open repair at an average of
4.5 months after injury; van Riet
et al30 reported on 24 patients, 22 of
whom recalled a specific incident by
which the injury occurred. Namdari
et al29 reported no significant correlations between outcome and several
preoperative factors, including duration of symptoms, whereas van Riet
et al30 did not provide statistical
analyses. Based on these series, the
recommendation grade was determined to be weak.

Recommendation 6
We cannot recommend for or against
the use of perioperative subacromial
corticosteroid injections or NSAIDs
in patients undergoing rotator cuff
surgery.
Grade of Recommendation: Inconclusive. No studies were found addressing this recommendation.
After a systematic search of the literature, we found no clinical data that
supported or refuted a negative or positive effect of subacromial corticosteroid injections or NSAIDs on tendon
healing or outcomes after rotator cuff
repair. Therefore, the work group
could not recommend for or against
their use in the perioperative period because the evidence was inconclusive.

Recommendation 7
Recommendation 7a
It is an option for physicians to advise patients that the following fac-

tors correlate with less favorable outcomes after rotator cuff surgery:
increasing age, MRI tear characteristics, workers’ compensation status.
Grades of Recommendation: Weak
for increasing age and MRI tear
characteristics, Moderate for workers’ compensation status. It is addressed by 23 level IV studies for
age, 6 level IV studies for MRI tear
characteristics, and 1 level II and 2
level III studies for workers’ compensation status.
Increasing patient age has been
identified as a potential factor influencing outcomes and healing after
rotator cuff surgery. Healing and
strength (as indirectly measured by
the Constant-Murley score) are critical factors in evaluating surgical success. Several studies determined that
the Constant-Murley score (as a
measure of shoulder strength) was
negatively correlated with increasing
age after rotator cuff repair.2,6,9,31,32
Similarly, numerous authors concluded that age was a negative predictor of posterosuperior rotator cuff
healing after repair.33-35 Age has also
been shown to correlate with subjective outcomes after rotator cuff repair, although the associations are
not as strong as those for healing
and strength.
Several studies have found increasing age to be negatively associated
with clinical outcomes after rotator
cuff surgery.2,31-33,35-39 However, some
studies found no effect of increasing
age on clinical outcomes.4,28,29,40-49 Of
the 23 studies included, one author
reported a negative correlation between increasing age and a patientreported outcome measure.37 This
study reported on 80 patients at 2
years after rotator cuff repair and
concluded that older age was associated with worse DASH scores. The
authors did perform a multivariate
analysis confirming the relationship;
therefore, this should be recognized
as a significant finding. One other
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author reported VAS pain and reported age ranges for comparison
groups.38 The findings are statistically significant, but the authors do
not define the size or direction of the
effect. A third author reported
“treatment response,” but this outcome is a composite of pain and
internal/external rotation. It is therefore a composite of a patientoriented outcome and a surrogate
measure, making it difficult to interpret.
Rotator cuff muscle quality has
been implicated as having a direct effect on the ability of a repair to heal
and the functional outcome after a
repair. Both fatty degeneration (comparative amount of muscle tissue to
fat, as determined by MRI or CT)
and muscle atrophy (volume of rotator cuff muscle, as determined by
MRI or CT) have been evaluated in
regard to their effects on tendon repair healing and outcomes. Based on
six level IV studies, it is an option for
a surgeon to advise a patient undergoing rotator cuff repair about the
negative effects of supraspinatus and
infraspinatus muscle atrophy and
fatty degeneration on both tendon
healing and clinical outcomes.2-7
Based on these studies, preoperative
infraspinatus fatty degeneration and
muscle atrophy correlated with
worse outcomes and healing. Preoperative supraspinatus muscle atrophy
also correlated with worse outcomes
and healing. Finally, preoperative supraspinatus fatty degeneration correlated with worse healing, but not
necessarily with worse outcomes.
Several authors have evaluated the
effect of workers’ compensation on
surgical treatment of rotator cuff disease, including acromioplasty for
tendinitis and repair of full-thickness
tears.50-52 Based on one level II
study52 and two level III studies,50,51
the work group has determined that
it is an option for physicians to advise their patients that workers’ comJune 2011, Vol 19, No 6

pensation status correlates with less
favorable outcomes after rotator cuff
repair. One study prospectively evaluated 107 shoulders (103 patients,
23 of whom were receiving workers’
compensation) at an average of 45
months after open rotator cuff repair.52 As determined by University
of California, Los Angeles (UCLA)
Shoulder Rating Scale scores, both
groups were comparable with regard
to patient age, sex, tear size, preoperative strength, and active motion. At
final follow-up, patients receiving
workers’ compensation had significantly worse UCLA scores compared
with those not receiving workers’
compensation.
Another study prospectively evaluated 106 patients (40 of whom were
receiving workers’ compensation) at
an average of 32 months after arthroscopic acromioplasty for rotator
cuff tendinitis; evaluations were by
the ASES score, the Simple Shoulder
Test (SST), and a VAS pain scale.50
The authors reported no statistically
significant
differences
between
groups in regard to each of these
outcomes, although the AAOS work
group recalculated the statistics and
found that workers’ compensation
patients had significantly worse SST
and VAS pain scores than did those
not receiving workers’ compensation.
The last study prospectively evaluated, with UCLA scores, 24 patients
(12 receiving workers’ compensation) at an average of 3 years after
open acromioplasty for rotator cuff
tendinitis.51 At final evaluation,
workers’ compensation patients had
significantly worse improvements in
pain compared with those not receiving workers’ compensation.

Recommendation 7b
We cannot recommend for or against
advising patients in regard to the
following factors related to rotator
cuff surgery: diabetes, comorbidities,

smoking, prior shoulder infection,
and cervical disease.
Grade of Recommendation: Inconclusive. It is addressed by two level
III studies for diabetes, one level IV
study for comorbidities, and no studies for smoking, prior shoulder infection, or cervical disease.
Various patient-related factors may
influence clinical outcomes after rotator cuff surgery. These factors may
affect functional outcomes or tendon
healing; hence, the work group systematically searched for data on diabetes, smoking, comorbidities, prior
shoulder infection, and cervical disease. Two level III studies compared
the outcomes of diabetic and nondiabetic persons after rotator cuff surgery.53,54 One study found no statistically significant difference between
the two groups on postoperative
stiffness using the Constant-Murley
score at 46 months.54 The second
study found a statistically significant
difference and a possible clinically
important difference in the ASES
score favoring patients without diabetes.53 This study found no statistically significant difference in the occurrence of infection between the
two groups of patients. Because these
studies assessed different outcomes
with varying results, the work group
found this evidence inconclusive.
One level IV study assessed the effect of medical comorbidities in patients undergoing open repair of
traumatic anterosuperior rotator cuff
tears.29 The authors reported no statistically significant correlation between medical comorbidities and
outcome. They did not provide significance values or define “outcome.” Again, the work group evaluated this as a single study with weak
evidence. They concluded overall
that the evidence is inconclusive concerning the presence of medical comorbidities and patient outcomes.
No studies were found that addressed the effects of smoking, prior
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shoulder infection, or cervical disease as they relate to rotator cuff surgery outcomes.
Although we found no specific evidence demonstrating a significant effect for any of these factors, neither
did we find evidence that the previously mentioned factors had no effect on clinical outcomes after rotator cuff surgery. Therefore, the work
group found the evidence to be inconclusive regarding the effects (either positive or negative) of these
factors on outcomes after rotator
cuff surgery.

Recommendation 8
We suggest that routine acromioplasty is not required at the time of
rotator cuff repair.
Grade of Recommendation: Moderate. It is addressed by two level II
studies.
Acromioplasty and release of the
coracoacromial ligament are often
included as part of a rotator cuff repair. Theoretic benefits of an acromioplasty in the setting of a rotator
cuff repair include increasing the
subacromial space available to facilitate the repair and relieving extrinsic
compression on the repair after completion. Despite these theoretic benefits, two studies reviewed the results
of removing acromial bone (Bigliani
type II and III acromions) and did
not find any benefit in postoperative
functional results.37,45
One level II randomized prospective study compared 47 patients
treated with an arthroscopic rotator
cuff repair plus an associated anterior acromioplasty and coracoacromial ligament release with 46 patients who underwent rotator cuff
repair alone.45 All patients had isolated supraspinatus rotator cuff tears
with Bigliani type II acromion. The
patients were evaluated preoperatively and an average of 15 months
postoperatively with the ASES score.
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The authors reported no significant
difference between groups of both final ASES scores and improvement
from baseline. Although these results
suggest there was no difference in
ASES scores between groups, this
study was not sufficiently powered
to detect minimally clinically important improvement.
Another randomized, prospective
level II study compared 40 patients
treated with arthroscopic rotator
cuff repair, anterior acromioplasty,
and coracoacromial ligament release
with 40 patients who underwent rotator cuff repair alone.37 All patients
had a repairable full-thickness tear
and either a Bigliani type II or III
acromion. At 2 years postoperatively, the authors reported no significant differences in final ConstantMurley or DASH scores. The
Constant-Murley scores suggest that
acromioplasty has no effect on outcome. The work group considered
the DASH result a true negative because this study was sufficiently
powered to show the nonsignificant
result was also not clinically significant. These results suggest that acromioplasty has little or no effect on
postoperative clinical outcomes;
therefore, it is not required for the
management of normal acromial
bone (including type II and III morphology at the time of rotator cuff
repair).

Recommendation 9
It is an option to perform partial rotator cuff repair, débridement, or
muscle transfers for patients with irreparable rotator cuff tears when
surgery is indicated.
Grade of Recommendation: Weak.
It is addressed by five level IV studies.
Five level IV studies addressed the
use of surgical débridement, limited
repair, or muscle transfer for an irreparable rotator cuff tear.55-59 These

studies found an improvement in
pain and function after repair of a
portion of a chronic full-thickness
rotator cuff tear when a complete repair cannot be achieved.55 They also
found a clinically important improvement with arthroscopic débridement without partial repair of
the rotator cuff, with or without release of the long head of the biceps,58
and improvement in pain and function with transfer of the latissimus or
teres major for irreparable tears involving the supraspinatus and infraspinatus tendons.56 Comparative
studies on the superiority of one surgical technique or option over another for management of irreparable
full-thickness rotator cuff tears have
not been reported. All studies reported intermediate term results 3 to
4 years after surgical treatment.
Long-term results were not reported.
Complications reported after muscle
transfer included temporary complex
regional pain syndrome and cosmetic
deformity of the biceps.

Recommendation 10
Recommendation 10a
It is an option for surgeons to attempt to achieve tendon-to-bone
healing of the cuff in all patients undergoing rotator cuff repair.
Grade of Recommendation: Weak.
It is addressed by three level IV studies.
Although the primary clinical goal
of rotator cuff repair surgery is improvement in pain, strength, and
function, a primary biologic goal of
surgery is to achieve healing of the
tendon to bone. Three level IV studies addressed tendon-to-bone healing
of the cuff in patients with fullthickness rotator cuff tears.33,39,44 The
first study reported on the MRIconfirmed status of rotator cuff repair integrity in 53 subjects 2 years
after surgery.33 Patients with intact
cuff repairs demonstrated improved

Journal of the American Academy of Orthopaedic Surgeons

Robert A. Pedowitz, MD, PhD, et al

outcomes over those found to have
re-tears. The authors also reported a
significant negative correlation with
age but did not report the magnitude
of the correlation.
Similarly, the second study reported superior outcomes in patients
with intact cuffs over re-tears in a
cohort of 49 subjects who underwent
open repair with nonabsorbable suture at follow-up of 4 years.39 In the
last study, the rating of the bonetendon repair at the time of surgery
(ie, good, fair, poor, nonreparable)
was correlated with the UCLA scores
after surgery.44 Better bone-tendon
repairs, as determined at the time of
surgery, correlated with better postoperative UCLA scores, but the authors did not perform a statistical
analysis of this correlation.

Recommendation 10b
We cannot recommend for or against
the preferential use of suture anchors
versus bone tunnels for repair of fullthickness rotator cuff tears.
Grade of Recommendation: Inconclusive. It is addressed by four level
IV studies.
The primary technical goal of rotator cuff repair surgery is the stable
fixation of the torn tendon to the tuberosity of the humerus. Numerous
repair techniques have been described, with the two most common
relying on the use of either bone tunnels (transosseous technique) or suture anchors. We identified no studies that specifically compared suture
anchor to bone tunnel fixation in rotator cuff repair surgery. Three studies addressed the use of suture
anchors,60-62 whereas one study addresses the bone tunnel technique.39
Because no comparative studies were
identified and because the four studies found were evaluated as weak evidence, we cannot recommend one
fixation technique over another.
Based on the available evidence, either fixation technique, when perJune 2011, Vol 19, No 6

formed properly, can result in favorable outcomes.

Recommendation 10c
We cannot recommend for or against
a specific technique (ie, arthroscopic,
mini-open, or open repair) when surgery is indicated for full-thickness rotator cuff tears.
Grade of Recommendation: Inconclusive. It is addressed by one level II
study and two level III studies.
A recent trend in rotator cuff repair surgery has been an apparent
evolution from open repair techniques to mini-open repairs and,
most recently, to arthroscopic repairs. The systematic review found
no single comparative study that included all three techniques. One level
II63 and two level III64,65 studies address arthroscopic versus open rotator cuff repair in patients with fullthickness tears.
The first study compared open
acromioplasty and rotator cuff repair
to arthroscopic subacromial decompression with mini-open repair in a
randomized trial with 73 patients.63
This study found early results favoring the mini-open technique up to 1
year after surgery (ASES score, Rotator Cuff Quality of Life Scale, and
Shoulder Rating Questionnaire) but
no statistically significant differences
at 2-year follow-up. The second
study reported no statistically significant differences at 49-month
follow-up in results of a nonrandomized comparison of open and arthroscopic repair techniques.64 Finally, in a nonrandomized but
controlled study comparing arthroscopic to mini-open repairs, the
authors of the third study reported
no differences at 36 months in the
ASES and UCLA scores.65 The lack
of comparisons between all three
techniques makes it difficult to determine whether any one technique
should be preferred over another.
Additionally, the apparent disagree-

ment between the results of the included studies makes it difficult to
recommend for or against a specific
technique.

Recommendation 11
Recommendation 11a
We suggest surgeons not use a non–
cross-linked, porcine small intestine
submucosal xenograft patch to treat
patients with rotator cuff tears.
Grade of Recommendation: Moderate. It is addressed by one level II
study and one level III study.
One level II study66 and one level
III study67 evaluated the results of
open repair of medium to massive
rotator cuff tears with and without
the use of a non–cross-linked, porcine small intestine submucosal
xenograft as augmentation to the
primary tendon-to-bone repair. In
these studies, there was a less favorable outcome (pain and function)
with the use of this graft compared
with primary repair alone. The complication rate of hypersensitivity reaction was approximately 20% to
30% of cases with the use of this
graft.66,67 Based on these results, the
work group suggests that non–crosslinked, porcine small intestine submucosal xenograft patches not be
used to treat patients with rotator
cuff tears.
Recommendation 11b
We cannot recommend for or against
the use of soft-tissue allografts or
other xenografts to treat patients
with rotator cuff tears.
Grade of Recommendation: Inconclusive. It is addressed by two level
IV studies.
The work group recognizes that
different graft materials and different
methods of graft processing have different biologic and mechanical properties, which may result in differences in clinical effectiveness or
complications between graft materi-
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als. Two level IV studies, one addressing the use of xenograft and one
addressing the use of allografts, were
included.68,69 In both cases, the graft
was used to close an irreparable rotator cuff defect. These studies had
small treatment groups (n = 10 and
n = 16, respectively) and were of low
quality. Based on the evidence, the
work group had insufficient data to
make specific recommendations for
or against the use of other xenografts
or allografts to treat reparable or irreparable full-thickness rotator cuff
tears.

Recommendation 12
In the absence of reliable evidence, it
is the opinion of the work group that
local cold therapy is beneficial to relieve pain after rotator cuff surgery.
Grade of Recommendation: Consensus. No studies were found addressing this recommendation.
We found no quality studies to
help decipher any potential clinical
differences between intermittent
crushed ice, continuous cold therapy,
and other forms of cryotherapy after
rotator cuff surgery. Based on the expert opinion of the work group, local
cold therapy is a reasonable treatment of pain control after rotator
cuff surgery.

Recommendation 13
Recommendation 13a
We cannot recommend for or against
the preferential use of an abduction
pillow versus a standard sling after
rotator cuff repair.
Grade of Recommendation: Inconclusive. No studies were found addressing this recommendation.
After a systematic search, no clinical data were found supporting or
refuting a negative or positive effect
of a sling, shoulder immobilizer, abduction pillow, and/or abduction
brace after repair of a full-thickness
rotator cuff tear on tendon healing
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or outcomes after rotator cuff repair.
Therefore, the work group could not
recommend for or against their use
in the postoperative period.

Recommendation 13b
We cannot recommend for or against
a specific time frame of shoulder immobilization without ROM exercises
after rotator cuff repair.
Grade of Recommendation: Inconclusive. No studies were found addressing this recommendation.
After a systematic search, no clinical data were found supporting or
refuting a negative or positive effect
of ROM exercises (passive, active, or
active-assisted) for postoperative rehabilitation after repair of a fullthickness rotator cuff tear on tendon
healing or outcomes after rotator
cuff repair. Therefore, the work
group could not recommend for or
against the timing of ROM exercises
in the postoperative period.
Recommendation 13c
We cannot recommend for or against
a specific time interval before initiation of active resistance exercises after rotator cuff repair.
Grade of Recommendation: Inconclusive. No studies were found addressing this recommendation.
After a systematic search, no clinical data were found supporting or
refuting a negative or positive effect
of active resistance exercises for
postoperative rehabilitation after repair of a full-thickness rotator cuff
tear on tendon healing or outcomes
after rotator cuff repair. Therefore,
the work group could not recommend for or against the timing of active resistance exercises in the postoperative period.
Recommendation 13d
We cannot recommend for or against
home-based exercise programs versus facility-based rehabilitation after
rotator cuff surgery.

Grade of Recommendation: Inconclusive. It is addressed by two level II
studies.
Our systematic search of the literature yielded two quality studies providing data comparing the efficacy of
a home-based exercise program to
referral to a facility-based rehabilitation program following rotator cuff
repair.70,71 Both studies reported large
loss to follow-up at longer durations
(24 and 52 weeks) and found conflicting results among the outcomes
reported at shorter durations (6 and
12 weeks). Further, patient compliance was not measured in either
study. Based on the conflicting results and varied outcomes reported,
the work group could not recommend for or against a specific postoperative rehabilitation protocol.

Recommendation 14
We cannot recommend for or against
the use of an indwelling subacromial
infusion catheter for pain management after rotator cuff repair.
Grade of Recommendation: Inconclusive. It is addressed by one level II
study.
One level II study compared intravenous injection of fentanyl and ketorolac tromethamine with subacromial infusion of bupivacaine up to
120 hours after rotator cuff repair.72
There was no statistically significant
difference in pain measured by VAS
between the two groups. Impact on
long-term clinical outcome was not
measured. The authors did not compare these treatments against a clinically relevant control group (eg, oral
analgesic medications only). It is not
possible to extrapolate the findings
of this study to typical clinical situations because intravenous fentanyl
and ketorolac are not routinely used
in general orthopaedic practice.
Therefore, we cannot provide specific recommendations about the use
of subacromial indwelling infusion
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catheters, particularly in the setting
of outpatient rotator cuff repair.

Future Research
This evidence-based process underscores the strong need for quality evidence that orthopaedic surgeons can
rely on in providing clinical care to
patients with rotator cuff disease.
Given the clinical importance of rotator cuff disease, the absence of
good evidence represents a serious
knowledge deficit. The issue regarding evidence was not volume related—it was related to quality problems. Although several research
publications exist on the treatment
of the rotator cuff, the overall quality of the studies was disappointing,
given modern criteria for good evidence. The lack of previous, highlevel research does not necessarily
disprove previous findings or undermine current standard-of-care practices. It is entirely possible that
higher level studies will simply confirm the use of popular treatment
strategies, such as corticosteroid injections, tendon-to-bone repair of rotator cuffs, and physical therapy.
Additionally, no high-level studies refuted current popular treatment
practices; however, future high-level
research will be important to improve confidence in specific treatment practices and to better standardize care.
The work group concluded that
higher quality research that addresses
the most important issues of rotator
cuff treatment is needed. In particular,
the following areas would benefit from
high-quality level I or II studies.
1. Identifying risk factors for progression of rotator cuff disease.
Some rotator cuff tears, both
partial and full thickness, enlarge or degenerate with time.
Because early treatment intervention in these cases may be
June 2011, Vol 19, No 6

2.

3.

4.

5.

6.

7.

important, identifying risk factors is essential to formulating
treatment indications.
Determining the effectiveness of
multiple commonly employed
nonsurgical treatment measures,
such as the use of corticosteroid
injections or anti-inflammatory
medications, on the long-term
prognosis of nonsurgical management of rotator cuff tears.
Establishing whether and in
whom rotator cuff healing is
important. Rotator cuff repair
and healing are generally the
goals of surgical treatment;
however, some patients have
good results even though the
tear does not heal. Identifying
who requires healing and who
does not will be important to
determining what type of surgical treatment is necessary.
Determining the optimal rehabilitation protocol after rotator cuff
repair. Issues such as when to start
motion (early versus delayed) and
when to start resistive exercises
are still controversial.
Determining the preferred surgical repair strategy. Multiple options, such as double-row versus
single-row repair, remain controversial. Evidence is needed to better standardize repair methods.
Increasing our understanding of
the role of comorbidities—such
as age, diabetes, or smoking
history—on the prognosis after
rotator cuff repair. These factors can affect surgical indications.
Determining the best surgical
practice to treat the large,
chronic tear that has a lower
likelihood of healing after repair. These repairs may benefit
only from débridement or, conversely, from larger reconstructions, such as tendon transfers
or the use of biologics.
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