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about a series of three rotator cuff repairs (RCR) in which 
suture anchors were used for the first time. Later, in 1911, 
it was Ernest Amory Codman who first described the surgi-
cal technique for repairing supraspinatus tendon lesions in 
the USA.

After these pioneers, several famous surgeons developed 
surgical repair strategies, with open transosseous repair 
becoming the standard until the development of the arthro-
scopic techniques in the last decade of the twentieth cen-
tury [16].

Alongside the development of surgical strategies, radio-
logical investigations improved with a view to providing 
a greater understanding of cuff pathologies and enabling 
precise indications. Not only MRI but also ultrasound and 
radiographs, as underlined by Michener et al. [15] and Cho 
et al. [6], should be in the arsenal of the modern shoulder 
surgeon. Due to repair strength problems related to the 
suturing of poor quality tendon tissue [21], more recent 
radiological investigations have concentrated on tendon 
characteristics, to enable prognostic evaluations of tis-
sue healing and the reparability of the cuff. The paper by 

The very first description of a torn rotator cuff appeared 
in 1788, when Alexander Monro depicted a tear in the 
supraspinatus and infraspinatus in his book A Descrip-
tion of All the Bursal Mucosae of the Human Body. About 
100 years later, Hüter was the first to re-attach the torn cuff 
tendons to a humeral diaphysis after a humeral head resec-
tion. Finally, in 1906, Georg Clemens Von Perthes reported 
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Tudisco [20], on Real-time sonoelastography, following 
this editorial, focuses on this important role of radiology 
when applied to this surgery.

When it comes to the usefulness of MRI when studying 
cuff tears, most orthopaedists agree and focus their atten-
tion on a deeper analysis of the images. In this issue, we 
have a clear example with two very important, revolution-
ary papers. Yoo et al. [22] investigated the reliability of the 
muscle atrophy assessment by CYV view on MRI. Because 
of the possible tendon retraction, this quantification can 
be incorrect. This observation clearly explains why we 
see a “fake” regression of muscle hypotrophy after RCR. 
The other paper by Farshad-Amacker et al. [9], looking at 
partial supraspinatus tears, gives a possible explanation of 
functional cuff tears, thereby changing the indication sce-
nario in this field. Another interesting study of MRI is that 
by Dwyer et al. [7]. It clearly states that a massive cuff tear 
retracted to or beyond the glenoid cannot be repaired ana-
tomically and should be treated with a partial repair.

MRI is then frequently used to judge the outcome after 
RC repairs. Unfortunately, according to the study by Sac-
comanno et al. [17], MRI is only reliable when it comes to 
judging the structural integrity of the repaired cuffs as all 
the other possible criteria have not yet been validated.

Moving on to the surgical treatment of rotator cuff tears, 
we reach the core of this issue of the KSSTA on rotator cuff 
pathologies.

The first step in the treatment of rotator cuff dieaeses 
using the arthroscope is treating the impingement syn-
drome. Several studies, such as the one by Kappe et al. 
[12], included in this issue, confirm the value of subacro-
mial decompression in patients with clinically evident sub-
acromial impingement syndrome in the presence of positive 
impingement signs. When it comes to the arthroscopic RCR, 
Thès et al. [19] put together a clear and helpful “decision-
making” paper that should be read by all orthopaedists and 
can simplify the indications for surgery. First, it recognises 
the concept of chronic and traumatic cuff tear, and then, in 
chronic cases suggests referring to the acromion-humeral 
distance (AHD) in order to select the appropriate indication.

Several papers in this issue analyse different kinds 
of RCR. Castagna et al. [5] demonstrates that in cases of 
partial cuff tear, trans-tendon repair has the same results 
as cuff take-down and full thickness repair. Another unre-
solved question in the field is the choice between tenotomy 
and tenodesis for the long head of the biceps during RCR. 
Zhang et al. [23] elegantly reports a randomized, controlled 
study in patients aged 55 and more, showing no difference 
between the two procedures, and thus suggesting tenotomy 
due to shorter surgery times and less pain for patients.

Another open question in arthroscopic RCR involves the 
choice between double-row and single-row repair. From 

a technical point of view, no animal [13] or clinical stud-
ies have clearly demonstrated any improvement in results 
using double-row repair, even if performed with a new 
kind of bridging techniques [4]. On the other hand, the cost 
analysis performed by Bisson et al. [2] shows that double-
row repair is not cost-effective, increasing costs by up to 
$260 million a year. We, therefore, suggest that our con-
tributors and readers should continue to explore this subject 
using new studies, especially RCTs, but adhere to using 
single-row repairs in their standard cases. Single-row repair 
should be still considered the “benchmark” in rotator cuff 
repair.

In massive irreparable cuff tears, we have two clear-cut 
arthroscopic repair strategies. In a prospective study [10], 
Franceschi et al. confirm that partial cuff repair produces 
better results than simple debridement and biceps tenotomy. 
Berdusco et al. [1] confirms that the interval slide technique 
gives satisfaction to more than 90 % of partients and 45 % 
have a healed cuff at MRI at the two-year follow-up.

The results of arthroscopic RCR are also investigated 
in this issue [8]. Complications of arthroscopic shoulder 
surgery are rare, but can be still serious [3, 11]. In any 
case, the overall results of arthroscopic RCR are favour-
able, with a clinical improvement in most cases. In a lit-
erature review of the long-term results, Spennacchio et al. 
[18] state that arthroscopic rotator cuff repair appears to be 
an effective, safe option for treating the symptoms of rota-
tor cuff tears and produces successful clinical results that 
last over time, at a minimum follow-up of 5 years. Current 
evidence is insufficient to clearly define the relationship 
between the structural integrity of repaired cuffs and the 
long-term clinical outcome. At the final stage of massive 
irreparable cuff tears in elderly patients and in the case 
of cuff tear arthropathy, reverse shoulder arthroplasty has 
produced satisfactory results in large series of patients in 
the last few years.

Arthroscopy has thus become the gold standard for 
RCR, due to its reduced invasiveness and fewer complica-
tions, but the results still include a large number of recur-
rences. The attempt to recreate a repair in the same fashion 
as open surgery is the postulated approach behind the dou-
ble-row, transosseous-equivalent arthroscopic techniques 
or the most recent true transosseous arthroscopic repair 
that should improve results and reduce the high re-tear rate 
associated with this surgery.

Biology also represents an important environment for 
improving the quality of the repair and should be consid-
ered in order to improve the results [14].

For those focusing on this intriguing chapter of arthros-
copy, a great deal has to be done in order to provide 
improved care for our patients. Enjoy this special issue of 
KSSTA Journal!
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