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Conservative care or surgery  
for rotator cuff tears? 
Selecting the appropriate Tx for the patient’s circumstances— 
including age, activity level, and the size and depth of the 
tear—boosts the chances of a favorable outcome.

Rotator cuff disease accounts for as many as 65% of 
shoulder-related visits to physicians’ offices,1 yet the 
natural course of rotator cuff tears is still not well un-

derstood.2 Treatment options are controversial because both 
conservative and surgical management have been successful. 
Physical therapy is a durable and reliable treatment option, 
but there are concerns about long-term progression of the 
tear.3 Surgical arthroscopic techniques, which result in less 
morbidity than open surgery, have improved overall surgical 
care; as such, the rate of rotator cuff procedures has increased  
significantly.4

Our goal in this article is to provide clinical guidance to 
the primary care provider. We review management options for 
rotator cuff injury; summarize considerations for proceeding 
with conservative or surgical management; and discuss surgi-
cal risks and complications.

Conservative management: 
Who is most likely to benefit? 
The choice of treatment for rotator cuff injury depends on a 
host of variables, including shoulder dominance, duration of 
symptoms, type of tear (partial or full), age, demands (activity 
level, occupation, sport), and comorbidities (diabetes, tobacco 
use). Treatment goals include resolution of pain, normalized 
range of motion and strength, and restored arm and shoulder 
function.5

Initial nonoperative management is indicated in patients 
who

• have a partial-thickness tear (a notable exception is 
young patients with traumatic injury),6

• have lower functional demands and moderate  
symptoms, or

• refuse surgery.7 
Patients who respond to nonoperative management will, typi-
cally, do so within 6 to 12 weeks.5,8
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Strength of recommendation (SOR)

 A   Good-quality patient-oriented 
evidence

   B    Inconsistent or limited-quality 
patient-oriented evidence

   C   Consensus, usual practice,  
opinion, disease-oriented  
evidence, case series

PRACTICE  
RECOMMENDATIONS
❯ Offer a trial of  conservative 
management to patients with 
chronic, nontraumatic, or 
partial-thickness  rotator cuff 
injury and to those who are 
poor surgical candidates.  B

❯ Counsel patients that the 
rate of surgical  complications 
is low and outcomes are 
favorable in properly selected 
patients for operative repair 
of rotator cuff tear.  B
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Few randomized, controlled trials have 
compared conservative and surgical man-
agement of rotator cuff tears; furthermore, 
the findings of these studies have been 
mixed. Nonoperative management has been 
shown to be the favored initial treatment for 
isolated, symptomatic, nontraumatic, supra-
spinatus tears in older patients.9 In a recent 
study,10 5-year outcomes were examined in a 
prospective cohort enrolled in a rotator cuff 
treatment program: Approximately 75% of 
patients remained successfully treated with 
nonoperative management, and clinical 
outcomes of the operative and nonopera-
tive groups were not significantly different at 
5-year follow-up. Investigators concluded 
that nonoperative treatment is effective for 
many patients who have a chronic, full- 
thickness rotator cuff tear. 

In a study investigating the treatment of 
degenerative  rotator cuff tear, patients were 
randomly treated using an operative or non-
operative protocol. No differences in func-
tional outcomes were observed at 1 year after 
treatment; however, surgical treatment sig-
nificantly improved subjective parameters of 
pain and disability.11 A similar study suggest-
ed statistically significant improvement in 
outcomes for patients managed operatively, 
compared with those treated nonoperative-
ly, but differences in shoulder outcome and 
the visual analog pain score were small and 
failed to meet thresholds considered clini-
cally significant. Larger studies, with longer 
follow-up, are required to determine whether 
clinical differences between these types of 
treatment become more evident over time.12 

A look at nonoperative options  
and outcomes
❚ Surveillance. Rotator cuff disease of the su-
praspinatus tendon often results from a degen-
erative process that progresses to partial and, 
eventually, full-thickness tearing.8 Once a tear 
develops, progression is difficult to predict. 
Many rotator cuff tears grow larger over time; 
this progression is commonly associated with 
new or increased pain and weakness, or both. 
Although asymptomatic progression of a tear is 
uncommon, many patients—and physicians—
are apprehensive about proceeding with non-
operative treatment for a full-thickness tear.8 

To diminish such fears, surveillance can 
include regular assessment of shoulder mo-
tion and strength, with consideration of re-
peat imaging until surgery is performed or 
the patient is no longer a surgical candidate 
or interested in surgical treatment.7 Patients 
and providers need to remain vigilant be-
cause tears that are initially graded as repair-
able can become irreparable if the tendon 
retracts or there is fatty infiltration of the 
muscle belly. Results of secondary surgical 
repair following failed prolonged nonopera-
tive treatment tend to be inferior to results 
seen in patients who undergo primary ten-
don repair.7

❚ Analgesics. Simple analgesics, such as 
acetaminophen, are a low-risk first-line op-
tion for pain relief; however, there are limited 
data on the efficacy of acetaminophen in ro-
tator cuff disease. A topical or oral nonsteroi-
dal anti-inflammatory drug (NSAID), or both, 
can be considered, but potential contraindi-
cations, such as gastrointestinal, renal, and 
cardiovascular risks, should be monitored.13 
Avoid opioids, given the potential for abuse, 
except during the immediate postoperative 
period.5

❚ Glucocorticoid injection. Injection 
of a glucocorticoid drug into the subacro-
mial space should be considered in patients 
whose pain interferes with sleep, limits ac-
tivities of daily living, or hinders the ability 
to participate in physical therapy.5 A recent 
systematic review demonstrated that NSAIDs 
and glucocorticoids brought similar pain re-
lief and active abduction at 4 to 6 weeks, but 
that glucocorticoids were significantly better 
at achieving remission of symptoms.14 There 
are no data comparing glucocorticoid prepa-
rations (ie, different glucocorticoids or anes-
thetics, dosages, volumes), and ultrasound 
guidance does not appear to be necessary for 
short-term pain relief.15 Note: Repeated injec-
tion has been shown to decrease the durabil-
ity of surgically repaired tendons16; if a patient 
is a candidate for surgery, repeat injections 
should be carefully considered—and avoided 
if possible.

❚ Physical therapy. The goals of physi-
cal therapy are activity modification, stretch-
ing the shoulder capsule, and strengthening 
the surrounding musculature (periscapular, 

Simple 
 analgesics are 
a low-risk first-
line option for 
pain in  rotator 
cuff injury. 
Avoid opioids, 
 except during 
the  immediate 
 postoperative 
period.
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rotator cuff, and deltoid). Patients advance 
through 3 phases of recovery: shoulder mo-
bility, strengthening, and function (ie, joint 
reactivation to improve shoulder propriocep-
tion and coordination). 

A recent meta-analysis17 found compar-
ative evidence on treating  rotator cuff  tears 
with physical therapy to be inconclusive. At 
1-year follow-up, there was no clinically sig-
nificant difference between surgery and ac-
tive physical therapy in either improving the 
Constant Shoulder Score (an assessment of 
function) or reducing pain caused by a rota-
tor cuff tear. Therefore, the authors proposed, 
given the low risk of harm, a conservative ap-
proach should be the initial treatment mo-
dality for a tear. 

A Cochrane review18 examined 60 eli-
gible trials, in which the mean age of pa-
tients was 51 years and the mean duration 
of symptoms, 11 months. Overall, the review 
concluded that the effects of manual therapy 
and exercise might be similar to those of glu-
cocorticoid injection and arthroscopic sub-
acromial decompression. The authors noted 
that this conclusion is based on low-quality 
evidence, with only 1 study in the review that 
compared the combination of manual thera-
py and exercise to placebo. 

❚ Other conservative options. Ul-
trasound, topical nitroglycerin, topical 
 lidocaine, glucocorticoid iontophoresis, 
transcutaneous electrical nerve stimulation, 
massage, acupuncture, extracorporeal shock-
wave therapy, hyaluronic acid, and platelet-
rich plasma have been used to treat rotator 
cuff disease. These modalities require further 
study, however, to determine their effective-
ness for this indication.7,19

Who is a candidate for 
surgical management? 
Although nonoperative treatment is pre-
ferred for rotator cuff tendinitis or tendinosis 
and partial-thickness tears, appropriate man-
agement of full-thickness tears is debatable.20 
Some surgeons advocate early operative in-
tervention of repairable full-thickness tears 
to prevent further progression and reduce the 
risk of long-term dysfunction.

The decision to pursue operative repair 
depends on

• patient characteristics (age, activity 
level, comorbidities),

• patient function (amount of disability 
caused by the tear),

• characteristics of the tear (length, 
depth, retraction), and

• chronicity of the tear (acuity). 

TABLE 121,22 highlights variables that influence 
the decision to proceed, or not to proceed, 
with operative intervention. Because enlarge-
ment of a tear usually exacerbates symptoms,23 
patients with a tear who are successfully man-
aged nonoperatively should be counseled on 
the potential of the tear to progress. 

What are the surgical options?
Little clinical evidence favors one exposure 
technique over another. This equivalency has 
been demonstrated by a systematic review 
of randomized controlled trials comparing 
arthroscopic and mini-open rotator cuff re-
pair, which showed no difference in function, 
pain, or range of motion.24 That conclusion 
notwithstanding, arthroscopic repair is in-
creasingly popular because it results in less 
pain, initially, and faster return to work.20 

Consider 
 injection of a 
 glucocorticoid 
drug into the 
 subacromial 
space in a 
 patient whose 
pain interferes 
with sleep, limits 
activities of daily 
living, or hinders 
physical therapy.

TABLE 1

Considerations in deciding whether to repair  
a rotator cuff with surgery21,22

Variable More likely to operate Less likely to operate

Age < 65 y > 70 y

Activity Dominant arm, laborer Nondominant arm, retired

Chronicity of tear Acute, traumatic Chronic, atraumatic

Size of tear > 2 cm < 1 cm

Depth of tear Full thickness Partial thickness (< 50%)
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There is controversy among surgeons re-
garding the choice of fixation technique: Ten-
dons can be secured using 1 or 2 rows of anchors 
(FIGURE). Advocates of single-row repair cite 
shorter surgical time, decreased cost, and equiv-
alent outcomes; surgeons who favor double-
row, or so-called transosseous-equivalent, repair 
claim that it provides better restoration of nor-
mal anatomy and biomechanical superiority.25,26 

Regardless of technique, most patients 
are immobilized for 4 to 6 weeks postopera-
tively.27 Physical therapy usually commences 
within the first week or 2 postop, limited to 
passive motion for 6 to 12 weeks. Active mo-
tion and strengthening of rotator-cuff mus-
cles often is initiated by 3 months postop, 
although this phase is sometimes delayed be-
cause of concern over slow tendon  healing. 

FIGURE

Cost and strength implications 
of 2 anchoring options for arthroscopic repair 

An arthroscopically repaired rotator cuff tear (A and C) can be secured using, respectively, 1 row of anchors (B) or 2 rows of anchors 
(D). Although both techniques produce similar clinical outcomes, single-row repair is less costly, whereas 2-row repair provides 
greater biomechanical strength. 
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If a patient is 
going to respond 
to nonoperative 
management at 
all, they typically 
do so in 6 to 12 
weeks.

Typically, patients make a full return to 
sports and manual work at 6 months postop. 
Patients experience most symptomatic im-
provement during the first 6 months follow-
ing surgery, although functional gains can be 
realized for as long as 2 years after surgery.28 

Most torn rotator cuffs can be fixed back 
to the greater tuberosity, but some chronic, 
massive, retracted tears lack the mobility to 
be repaired, or re-tear shortly after repair. 
Over time, the humeral head in a rotator cuff–
deficient shoulder can migrate superiorly to 
abut the undersurface of the acromion, which 
can lead to significant glenohumeral osteoar-
thritis. To prevent or remedy elevation of the 
humeral head, salvage procedures—debride-
ment, partial repair, spanning graft, tendon 
transfer, superior capsule reconstruction, 
balloon arthroplasty, reverse total shoulder 
replacement—can be used to alleviate pain 
and restore function. These procedures have 
significant limitations, however, and usually 
provide less favorable outcomes than stan-
dard repair.29-35

Surgical outcomes
Pain, function, and patient satisfaction out-
comes following rotator cuff repair are gen-
erally favorable: 90% of patients are “happy”  
6 months postop.28 Younger populations of-
ten have traumatic rotator cuff tears; they 
generally are interested in returning to sport-
ing activities following their injury. Nearly 
85% of younger patients who undergo rotator 
cuff repair return to sports, and 65.9% return 
to an equivalent level of play.36 

Variables associated with an unfavorable 
outcome include increasing age, smoking, 
increased size of the tear, poor tendon qual-
ity, hyperlipidemia, workers’ compensation 

status, fatty infiltration of muscle, obesity, 
diabetes, and additional procedures to the 
biceps tendon and acromioclavicular joint 
performed at the time of rotator cuff repair.37-39 
Interestingly, a study concluded that, if a pa-
tient expects a good surgical outcome, they 
are more likely to go on to report a favorable 
outcome—suggesting that a patient’s expecta-
tions might influence their actual outcome.40 

Risks and complications
Although rotator cuff surgery has much lower 
morbidity than other orthopedic surgeries, 
it is not without risk of complications. If re-
tears are excluded, postop complications 
have been reported in approximately 10% of 
patients.41 Common complications and their 
anticipated rate of occurrence are listed in 
TABLE 2.42-49 

Re-tear of the surgically repaired ten-
don is the most common postop complica-
tion. Published re-tear rates range from 20% 
to 96%42,43 and generally correlate with initial 
tear size: A small tear is twice as likely to heal 
as a massive tear.50 That large range—a span of 
76%—results from using a variety of methods 
to measure re-tear and might not have clini-
cal meaning. A meta-analysis that examined 
more than 8000 shoulder surgeries reported 
an overall re-tear rate of 26.6%; however, both 
patients whose tendons healed and those 
who re-tore demonstrated clinical improve-
ment.51 In a separate study, patients report-
ed improvement in pain, function, range of 
motion, and satisfaction regardless of the 
integrity of the tendon; however, significant 
improvement in strength was seen only in 
those whose repair had healed.52 

Postop stiffness is more common with ar-
throscopic repair than with open surgery, and 

TABLE 2

Complications of rotator cuff repair
Complication Rate

Re-tear or nonhealing42,43 20%-96%

Stiffness44,45 4.9%-32%

Infection46,47 0.77%-0.85%

Hardware complications48 2.6%

Pulmonary embolism49 0.26%
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with smaller rather than larger tears.53 Patient 
variables associated with an increased risk of 
postop adhesive capsulitis include workers’ 
compensation insurance, age < 50 years, and 
preoperative calcific tendonitis or adhesive 
capsulitis.53 Stiffness generally responds to 
physical therapy and rarely requires surgical 
lysis of adhesions or capsular release. 

Significant injury to the deltoid muscle 
has become increasingly uncommon with 
the advancement of arthroscopic surgery. In 
traditional open surgery, detachment of the 
deltoid (and subsequent repair) is required 
to improve visualization; however, doing 
so can lead to atrophy and muscle rupture 
and dehiscence. Deltoid damage occurs in  
≤ 60% of open surgeries but is negligible in 
arthroscopic and mini-open repairs, which 
involve splitting deltoid fibers to gain expo-
sure of the underlying rotator cuff.54                 JFP
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