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INTRODUCTION:

posterosuperior irreparable rotator cuff tears (PSIRCTs) may cause a loss of active range of motion (aROM) and strength
in forward elevation (FE), abduction (ABD), and external rotation (ER) of the shoulder.[11] There are various surgical
options; however, the management of PSIRCTs patients without arthritis controversial. In general, joint-preserving
surgeries, including partial repair, biceps rerouting, subacromial balloon spacing, superior capsular reconstruction (SCR),
and tendon transfer, are optimal in these cases. Among these treatments, SCR has recently been developed and has
shown promising results. Moreover, reverse shoulder arthroplasty (RSA) has received attention as a possible treatment
option for PSIRCTs patients without arthritis. Although SCR and RSA are viable treatment options for PSIRCTs patients
without arthritis, few studies have compared the outcomes of SCR and RSA in patients with PSIRCTs. Moreover, these
studies had limitation of difference in demographic data between two groups. The purpose of this study is to compare the
clinical outcomes and recovery of muscle strength in PSIRCTs patients without arthritis who underwent either SCR or
RSA.

METHODS:

We retrospectively performed a clinical comparative study of patients who underwent RSA or SCR for PSIRCTs between
January 2017 and December 2021. The indications for RSA or SCR for PSIRCTs were as follows (Fig 1). Using
propensity score matching based on demographic variables, 15 patients in each group were included (RSA and SCR
groups) with a minimum 2-year follow-up (Fig 1). After Propensity score matching, there was no significant difference in
age, sex, dominant hand and FI grade between two groups. In the surgical procedure, the SCR technique was performed
with reference to Mihata et al.’s surgical methods. Following the confirmation of PSIRCTs, the medial-to-lateral dimension
of the graft was determined by measuring the distance from the glenoid to the greater tuberosity footprint, while the
anteroposterior dimension determined by measuring the distance of greater tuberosity footprint. Subsequently, a fascia
lata autograft was harvested, including the intermuscular septum with the gluteus maximus to ensure sufficient graft
thickness.®® The harvested fascia lata autograft was prepared by folding three to four times, ensuring a minimum
thickness of 6 mm. The bone surfaces of the superior glenoid rim and greater tuberosity footprint were prepared and
decorticated. Two 4.5-mm polyether ether ketone (PEEK) Corkscrew anchors were inserted into the superior glenoid, and
two additional 4.5-mm PEEK Corkscrew anchors were placed into the supraspinatus footprint. The medial edge of the
graft was secured using a mattress suture technique, while the lateral edge was affixed using the double-row suture
bridge technique with lateral anchors in the shoulder at a 30° abduction position. After securing the graft, a posterior side-
to-side suture was placed to connect the graft with the remaining posterior cuff tissue. Clinical outcomes were compared
using visual analogue scale (VAS) score, Constant shoulder score, American Shoulder and Elbow Surgeons (ASES)
score, University of California Los Angeles (UCLA) shoulder score, activities of daily living requiring active ER (ADLER)
and active range of motion (aROM). The strength of aROM was evaluated using a hand-held dynamometer. The
acromiohumeral distance (AHD) and Hamada classification were assessed in the true AP view with the patient standing.
RESULTS:

Both groups showed significant improvement in postoperative clinical and functional outcomes; there was no significant
difference between the groups. However, mean improvement in the Constant score, American Shoulder and Elbow
Surgeons (ASES) score, University of California Los Angeles (UCLA) score, forward elevation, and abduction was
significantly better in the RSA group Moreover, the achievement of MCID for ASES score and UCLA score was
significantly better in the RSA group (p = 0.001 and 0.009, respectively) (Table Il). Although the muscle strength was
improved following SCR or RSA, it was not statistically significant (Table 1). In the SCR group, five patients (30%) showed
postoperative progression of arthritic change, and seven patients (46.7%) had graft re-tear (Table Ill).

DISCUSSION AND CONCLUSION:

Although both RSA and SCR showed improved clinical and functional outcomes, RSA showed significant improvement in
clinical outcomes compared to SCR in PSIRCTs patients without arthritis. However, the limited recovery of muscle
strength should be considered in RAS or SCR. Furthermore, graft re-tear and progression of arthritic changes should be
considered when performing SCR.
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