Rotator Cuff Tear: When to Repair and When to Smooth and
Move the Shoulder
Summary
Overview: The rotator cuff is the most commonly torn structure in the shoulder. Rotator cuff tears
usually produce symptoms of weakness and pain, especially on trying to lift the arm. When an acute
injury results in a rotator cuff tear, consideration should be given to a surgical repair within six weeks of
the injury to avoid atrophy of the muscle and tendon. Long standing rotator cuff tears and those that come
on without an injury may benefit from a course of rehabilitative exercises [link to ‘home exercises for the
stiff shoulder’ and ‘home exercises for the weak shoulder’]. If these exercises are not helpful, consideration
can be given to a rotator cuff surgery – either to smooth out the roughness from the tear or, if the tissue is
of good quality and quantity, to perform a surgical repair.
What are the key parts of the normal
shoulder joint?
The ball (humeral head) fits in the socket
(glenoid) and is held there by the rotator cuff

How does the rotator cuff attach to the
humeral head?
The rotator cuff attaches almost all the way
around the ball of the shoulder (humeral head).
The biceps tendon runs through the top of
shoulder, dividing the rotator cuff into a front
half and back half.

What is a rotator cuff tear and how does it
happen?
In a rotator cuff tear, the edge of the rotator cuff
tendons is pulled away from their normal
attachment to the humeral head. This can result
from a sudden force on the shoulder, such as a
fall on the arm, or from progressive wear.

How is a rotator cuff tear diagnosed?
In acute rotator cuff tears there is a history of an
injury followed by shoulder weakness. In
chronic cuff tears, the history is usually one of
progressive weakness over time. Examination of
the shoulder may show grinding on motion of the
shoulder and weakness on testing of the specific
rotator cuff muscles, such as those that lift the
arm.

How can the doctor ‘see’ a rotator cuff tear?
Using shoulder ultrasound (left) or MIR (right) a
gap in the rotator cuff tear can be seen (arrows)
and the quality of the remaining rotator cuff
tendons can be evaluated.

When is it likely that a cuff tear can be
repaired?
In patients who are healthy and non-smokers, a
durable rotator cuff repair can often be achieved
as long as there is a sufficient amount of good
quality tendon for the repair. With time after a
tear, the tissue weakens and retracts leaving the
humeral head exposed and making a durable cuff
repair less likely.

How is a rotator cuff repaired?
The rotator cuff tendon is mobilized from any
scar tissue around it and brought out to its
normal attachment to the humerus, at the margin
of the humeral head. A groove is made at this
site and sutures placed so that they bring the
tendon edge into the groove.

How does this look at surgery?
In this surgical photo, one can see how the cuff
has been brought securely to a groove in the
humerus leaving the upper surface of the repair
smooth

What if the tissue does not permit a solid rotator cuff repair?
If good quality tissue is not available, the repair is unlikely to hold up with use and time. In these situations,
it is often helpful to perform a ‘smooth and move’ surgery. In this procedure, all scar tissue and rough
edges of tendon and bone are removed from the shoulder and a gentle manipulation is carried out so that a
full range of passive motion is achieved. After this surgery, the shoulder can be moved immediately in that

there is no need for protection. Patients can return to active use quickly; the exercises are directed at
maintaining range of motion and building strength in the muscles and tendons that remain intact.

Who should consider a rotator cuff surgery?
Surgery should be strongly considered in the situation when sudden weakness follows a shoulder injury and
when an examination and ultrasound or MRI shows a rotator cuff tear with reasonable remaining tissue for
a repair. In shoulders with the gradual onset of shoulder weakness and without a significant injury, surgery
can be considered if a stretching and strengthening exercise program does not yield the desired
improvement. Preoperative ultrasound or MRI along with a careful examination can suggest whether a
repair is likely to be possible or if a smooth and move is likely to be the procedure of choice.
Who should probably not consider a rotator cuff repair?
A cuff repair is less likely to be successful in individuals with arthritis, severe shoulder stiffness,
depression, obesity, diabetes, Parkinson’s disease, multiple previous shoulder surgeries, and severely
altered shoulder anatomy. Patients who use narcotic medication or who use tobacco are generally not
candidates for this procedure.
What are the keys to success of a rotator cuff repair?
Success requires good quality tissue, a healthy patient, technical excellence of the surgery, and a steadfast
commitment by the patient to the rehabilitation program prescribed by the surgeon.
How does a patient prepare for a rotator cuff surgery?
As for all elective surgical procedures, the patient should be in the best possible physical and mental health
at the time of the procedure. Any heart, lung, kidney, bladder, tooth, or gum problems should be managed
before surgery. Any infection may be a reason to delay the operation. Any skin problem (acne, scratches,
rashes, blisters, burns, etc) on the shoulder or arm should be resolved before surgery. The shoulder surgeon
needs to be aware of all health issues, including allergies as well as the non-prescription and prescription
medications being taken. For instance, aspirin and anti-inflammatory medication may affect the way the
blood clots. Some of these may need to be modified or stopped around the time of surgery.
What happens after surgery?
Rotator cuff surgery is a surgical procedure that may result in pain immediately after surgery – this is
especially the case of the repair of a major cuff tear, much less with a smooth and move procedure. Pain
from this surgery is managed by the anesthetic and by pain medications. Immediately after surgery, strong
medications (such as morphine or Demerol) are often given by injection. Within a day or so, oral pain
medications (such as hydrocodone or Tylenol with codeine) are usually sufficient. The patient is
encouraged to be up and out of bed soon after surgery and to progressively reduce their use of pain
medications. Hospital discharge usually takes place on the second or third day after surgery. After a rotator
cuff repair, patients must not raise their arm actively (that is without assistance) for weeks or months
following the procedure as specified by the surgeon. During this healing time, the arm is protected in a
sling. Patients are to avoid lifting more than one pound, pushing and pulling for six weeks after surgery.
Driving is not recommended for the first six weeks after surgery. Thus the patient needs to be prepared to
have less arm function for the first month or so after surgery than immediately before surgery. For this
reason, patients usually require some assistance with self-care, activities of daily living, shopping and
driving for approximately six weeks after surgery. Management of these limitations requires advance
planning to accomplish the activities of daily living during the period of recovery. After a smooth and
move procedure, active use of the shoulder is initiated immediately after surgery in that there is no concern
about overstressing a repair.

When can ordinary daily activities be resumed?

In general, patients are able to perform gentle ‘hand to mouth’ activities using the operated arm from two to
six weeks after a rotator cuff repair. The rate of progression from that point is determined by the surgeon in
light of the quality of tissue found at the time of surgery.
Once a shoulder with rotator cuff surgery has successfully completed the rehabilitation program,
what activities are permissible?
Once the shoulder has a nearly full range of motion, strength and comfort, the patient may progressively
resume activities. It is important to recall, however, that even with a solid and complete repair and with
good healing, the tendon will remain susceptible to re-injury for up to a year after surgery.
What problems can complicate a cuff surgery and how can they be avoided?
Like all surgeries, rotator cuff surgery can be complicated by infection, nerve or blood vessel injury,
fracture, instability, and anesthetic complications. Furthermore, this is a technically exacting procedure and
requires an experienced surgeon to optimize the bony, prosthetic and soft tissue anatomy at the procedure.
The most common causes of failure are (1) failure of a rotator cuff repair to heal or (2) scar tissue that
limits the range of motion after the procedure.
What if a rotator cuff repair does not yield the desired result?
If the shoulder remains stiff and painful despite the patient’s best efforts, consideration can be given to a
surgical release of scar tissue or possible a revision repair if sufficient quality and quantity of tissue remain.
If this is not the case, a smooth and move procedure may help restore comfort and function.
How many rotator cuff surgeries are done at the University of Washington?
We currently perform approximately 60 of these procedures each year on carefully selected patients from
across the United States.
What if the patient lives a long way away from Seattle?
Because this procedure is not performed in many centers across the United States, patients often come to
Seattle from a long distance for the procedure. We are available by appointment in the Shoulder and Elbow
Clinic, 4245 Roosevelt Way N.E. Seattle, on Mondays and Fridays to evaluate individuals with shoulder
arthritis to discuss the procedures that might be most ideally suited for them. We perform surgery on
Tuesdays and Wednesdays at the University of Washington Medical Center, 1959 NE Pacific St, Seattle,
Washington. Patients having rotator cuff surgery are usually able to return home three days after the
procedure, assuming they have mastered their exercises. The sutures used to close the skin can be removed
by a nurse or physician near the patient’s home. Ideally, we like to see patients back at six weeks after
surgery to assure that satisfactory progress is being made. We request that patients complete questionnaires
at 3, 6, 12, 18 and 24 months after surgery so we can track their progress and that the patient obtain and
send to us X-rays at 12 and 24 months after surgery if they are unable to return to Seattle for the annual
follow-ups. All patients have our personal email and the clinic contact phone numbers to use in contacting
us at any time questions arise.

Conclusion
Summary of rotator cuff surgery for rotator cuff tears of the shoulder
Urgent rotator cuff repair should be considered when acute weakness occurs after a shoulder injury,
provided that shoulder ultrasound or MRI document a repairable cuff tear. Rotator cuff surgery (repair or
smooth and move) should be considered in chronic rotator cuff tears that have not responded to a trial of
exercise has failed to yield the desired result. In the hands of an experienced surgeon rotator cuff surgery
can be an effective method for treating shoulders with rotator cuff tears. Pre-planning and persistent
rehabilitation efforts will help assure the best possible result for the patient.
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