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Shoulder & Elbow
X-ref  For other Roundups in this 

issue that cross-reference with 

Shoulder & Elbow see: Research 

Roundup 7.

Degenerate rotator cuff tears: 
steroids under the spotlight
�� In a well-conducted randomised 

controlled trial comparing surgical 

treatment (subacromial decompres-

sion and cuff repair) to physiother-

apy, investigators in Pori (Finland) 

set out to establish the optimum out-

come for degenerative rotator cuff 

disease.1 In a three-way randomised 

controlled trial, 180 patients were 

allocated to either physiotherapy, 

acromioplasty and physiotherapy, 

and rotator cuff repair or both with 

cuff repair. Outcomes were assessed 

at two years using the Constant 

Score as the primary outcome 

measure with secondary measures 

of, amongst others, pain and satisfac-

tion scores. There were 167 patients 

available for review at two years, 

and the headline results of this study 

were that there were no differences 

between any of the groups, although 

all groups improved throughout 

the duration of the study. There 

were again no differences in pain or 

satisfaction scores. Despite the lack 

of clinical improvements, the authors 

established that the repair group did 

have smaller residual tears, but this 

did not translate into improved clini-

cal results. Based on the outcomes 

presented here, it seems that con-

servative interventions should be the 

first line standard of care for these 

difficult to treat patients.

Semi-constrained elbow 
arthroplasty in the younger 
population
�� Arthroplasty in the upper limb 

has not enjoyed the history of long-

term success as that in the lower 

limb. While technology has moved 

on rapidly with regard to the elbow, 

arthroplasties still have a mixed 

picture and are in general consid-

ered to have a poor outcome in the 

young population (aged under 40 

years). With the newer technologies 

of semi-constrained elbow arthro-

plasties, the outcomes have been 

improved. The results from clinicians 

in Seoul (South Korea) fly in the 

face of conventional wisdom and 

they are able to share their experi-

ence and outcomes of TER in the 

under 40 age group.2 Their series 

reports 23 elbow arthroplasties 

performed on patients and followed 

up to an average of ten years. The 

authors report impressive functional 

results, with pain VAS scores falling 

from 5.8 to 1.6 post-operatively. 

In terms of longevity, the authors 

report a 13% loosening rate and 

revision rate of 22%. While the 

number of cases reported is small, 

this is one of the few long-term 

clinical outcome reports of total 

elbow replacement and is one of the 

first indications that newer elbow 

technologies may allow satisfactory 

results in younger patients in the 

longer term.

Physiotherapy and 
arthroscopic findings
�� Physiotherapy plays a central 

role in the rehabilitation of muscu-

loskeletal injuries the world over. As 

healthcare systems are moving more 

towards a value agenda, physio-

therapists are extending their scope 

and in many healthcare systems 

are seeing new and undiagnosed 

patients – a practice for which there 

is, perhaps unsurprisingly, little evi-

dence. A surgical team in Adelaide, 
Australia set out to evaluate the 

ability of physiotherapists to identify 

shoulder pathologies using a 

standardised assessment protocol.3 

The same patients then underwent 

arthroscopic assessment, and the 

ability of the physiotherapist to 

evaluate their pathology was then 

established. The cohort of 211 

patients had a prevalence of sub-

acromial impingement of 77% and 

ligamentous injury in 29% of cases. 

While the physiotherapists were able 

to identify broad pathologies, their 

ability to discriminate between, say, 

tendon rupture and tendinopathy 

was poor. This is one of the few 

studies published evaluating the 

diagnostic accuracy of physiother-

apy-based clinical accuracy and 

finds physiotherapy assessment 

to be inconsistent and only able 

to distinguish broad categories of 

pathologies at best.

Platelet rich plasma and 
subacromial decompression 
under the spotlight  X-ref
�� There has been much research 

effort put into seeking an application 

for platelet rich plasma (PRP), how-

ever, despite the combined efforts of 

many clinicians and scientists world-

wide, PRP continues to prove ineffec-

tive in study after study, whatever the 

indication. Researchers at the Botnar 

Centre, Oxford (UK) have turned 

their attention to the potential for 

PRP as an augment for subacromial 

decompression in shoulder surgery.4 

Their randomised controlled trial asks 

the question: is subacromial decom-

pression (SAD) with PRP injection 

superior to SAD alone? In their two-

arm RCT, 60 patients with rotator cuff 

tendinopathy were randomised to 

either SAD alone or in combination 

with a subacromial injection of PRP. 

The primary outcome measure was 

the Oxford Shoulder Score (OSS) at 

two years following intervention in 

addition to histopathological analysis 

of tendon biopsy specimens taken at 

12 weeks following treatment. The 

two groups showed no differences in 

the OSS at any time point during the 

study, although there were significant 

improvements from baseline in both 

groups at 12 weeks following surgery. 

There did not appear to be any 

histopathological benefit of using PRP 

treatment, with some changes noted 

in terms of decreased cellularity and 

vascularity combined with increased 

apoptosis in the tendon group.

Snapping scapulas best left 
alone?
�� In a very topical paper that 

illustrates the importance of study 

design to us here at 360, shoulder 

surgeons from Helsinki (Finland) 

report their experiences with 

resection of the medial border of 

the scapula for trauma.5 This is a 

technique that has become popular 

for patients presenting with chronic 

snapping scapula but there are 

few long-term follow-up series or 

comparative case series. In one long 

follow-up series, the surgical team 

was able to trace 15 patients who 

underwent open debridement of 

a snapping scapula between 1971 

and 1997, and these were compared 

with the outcomes of nine patients 

managed non-operatively over the 

same time frame. The study team 

was able to report the outcomes of 

12 operatively treated patients at 27 

years of follow-up, and nine non-

operatively treated patients at 22 

years of follow-up. Crucially, while 

the surgical group improved and 

their pain scores were low (0.8 mean 

VAS score), this was not significantly 

better than the non-operative group 

(1.5 mean VAS score). There was a 

variable occurrence of crepitus in 

both groups, with a significantly 

lower incidence in the surgi-

cal group. All patients reviewed 

returned to work following either 

surgery or the non-operative deci-

sion. While operating had no ben-

eficial effect on pain in this series, it 

did reduce the incidence of crepitus. 

The addition of a comparator group 

shows the long-term natural history 
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of the disease – essentially what is 

being treated with surgery is the 

crepitus, not the pain.

Intra-operative iatrogenic 
humeral fractures during TSA 
revision
�� As shoulder arthroplasty is 

coming of age and becoming more 

widely available and long-lasting, 

the revision shoulder is becoming 

a more commonly observed chal-

lenge. The widening of indications 

for shoulder arthroplasty in addition 

to the higher volumes is, as would 

be expected, resulting in a higher 

revision burden; one of the chal-

lenges associated with this increas-

ing revision burden is dealing with 

intra-operative complications includ-

ing humeral fracture. The shoulder 

arthroplasty team in the Mayo Clinic 

in Rochester (USA) undertook a 

retrospective analysis of their arthro-

plasty database to evaluate just how 

much of a problem intra-operative 

iatrogenic humeral fracture is during 

revision arthroplasty.6 Over a seven-

year period, 230 revision reverse 

arthroplasties were performed in a 

single institution with an incidence 

of intra-operative humeral fracture 

of 16% (n = 36). In the majority of 

cases humeral fractures occurred 

during the removal of the primary 

stem (81%) and, irrespective of 

aetiology, the majority could be 

treated with a long revision humeral 

stem alone (84% n = 28/33) with 

the remainder requiring adjunctive 

fixation. The risks for intra-operative 

fracture included being female, a 

history of shoulder instability and 

prior hemiarthroplasty. There were 

no differences in survival (2-year 

94% versus 89%; 5-year 85% versus 

84%) between those patients with 

intra-operative fractures and those 

without. While the rate of intra-

operative fracture is significant in 

this series, there are few long-term 

complications associated with intra-

operative fracture. It should not be 

seen as a bar for good outcomes, 

but surgeons managing these cases 

should have the appropriate skill 

mix and access to suitable implant 

inventories to manage what is such a 

common complication.

Mechanism of cuff tear does 
not affect outcome
�� While surgeons make a distinc-

tion in their own minds between 

traumatic and atraumatic tears of the 

rotator cuff, the clinical significance of 

this oft–asked bit of history is far from 

clear. A research team in Sydney 
(Australia) report their own series 

of 1300 consecutive patients, all 

with a rotator cuff tear.7 The authors 

stratified patients by the presence 

or absence of a clear history of a 

traumatic precipitating event, and 

evaluated outcomes using shoulder 

range of motion and strength follow-

ing their arthroscopic evaluation and 

repair. Of the initial cohort there were 

489 with no history of trauma and 

811 with an atraumatic tear. All were 

then assessed at six months following 

surgery. There were no significant dif-

ferences in re-tear rates between the 

two cohorts (12% in traumatic group, 

14% in the atraumatic group). Despite 

the lack of difference in traumatic 

and atraumatic re-tear rates, what 

could be gleaned was that a delay to 

surgery in the traumatic group led 

to a significantly higher incidence of 

re-tears (20% versus 13%). Based on 

the results of this impressively large 

(although by definition, selected) 

series, a history of trauma does not 

predispose to a good outcome fol-

lowing rotator cuff tear, and if a repair 

is going to be effected this should 

be before two years to improve the 

longer-term outcomes.

Biceps poorly visualised on 
MRI scanning
�� The presence of biceps pathology 

is one of the more difficult and subtle 

shoulder diagnoses to make but can 

have a profound effect on treat-

ment strategy (e.g. SLAP tear versus 

Bankart). Imaging has been of mixed 

benefit and while the MRI scan has 

revolutionised imaging of the shoul-

der, there is little data surrounding 

the specificity and sensitivity of MRI 

scanning for biceps pathologies. 

Researchers in Toronto (Canada) 

undertook a prospective diagnostic 

study to compare the findings on 

MRI scan with arthroscopic findings.8 

The surgical team recruited 183 

patients (130 with biceps pathology 

and 53 without) into their study. 

All patients had a primary diag-

nosis of impingement syndrome 

or rotator cuff tear. The sensitivity 

and specificity of biceps pathology 

was much lower than might have 

been expected. MRI scanning was 

only around 50% sensitive for full 

thickness tears and 27% sensitive 

for partial thickness tears, although 

in common with other diagnoses 

specificity was excellent on both 

counts. While an abnormal MRI scan 

can be said to rule biceps pathology 

in, a normal scan cannot be said to 

rule it out. Addition of contrast could 

potentially increase the diagnostic 

accuracy, although there is little 

good evidence surrounding contrast 

MRIs in the shoulder either.
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