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Massive posterosuperior rotator cuff tears are traditional-
ly repaired by cpen latissimus dorsi transier. Latissimus
dorsi transfer can substantially improve chronically pain-
ful. dysfunctional shoulders. We present a technigue of
arthroscopically assisted latissimus dorsi transfer which
avoids an incision through the deltoid. By preserving
the deltoid, a better and faster clinical outcome may be
oblained.
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N assive rotator cufl tears can be functionally de-

¢ bilitating and cause disabling pain. irreparabic
rotator cudt tears are those that because of their size
and reiraction cannot be repaired primarily to their m-
sertions, Often, the amount of muscle atrophy and fatty
infiltration prevents repar by conventienal methods of
mobilization and sofi-tissue releases.” Many chronic ir-
reparaliie rotator cuft tears can be treated nonoperatively,
particutariy when the patient has reasenable shoulder
function. Debridement and subacromial decompression
can he considered for some patients, whereas reconstruc-
tion of the rotator cuff can be considered for functional
restoralion.

Irreparable votator cuff tears also occur tn 2 distinet
patterns, posterosuperior and anterosuperior. A posterosu-
perior lailure consists of a complete tear of the supraspina-
tus, infraspinatus, and teres minor and is morc common.
An anterosuperior pattern consists of complete tears of
the supraspinatus and subscapularis, sometimes with
damage to the long head of the biceps. Patients with pos-
terosuperior disruption have decreased abduction. for-
ward flexion. and active external rotation. Antcrosuperior
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failure often manifests with decreased abduction and for-
ward flexion.

Latissimus dorsi muscie transfer is the preferred treat-
ment for active disabled patients with a posterosuperior
irreparable cuff tear and a functional deltoid.” Anterosu-
perior irreparable defects can be treated with pectoralis
and tcres major tendon transfers. This technique is tradi-
tionally performed open, We present a technique of
arthroscopically assisted latissimus dorsi fransfer for mas-
sive irreparabie rotator cuff tear.

@ SURGHOAL TECUNIQUE

The patient is placed on a beach-chair position with the
entire arm and hemithorax prepared using sterile tech-
nigue. A standard posterior arthroscopy portal is made,
and a diagnostic arthroscopy is conducted both in the
glenohumeral and subacromial space (Fig. 1). The rota-
tor cuff is inspected, and any portion that can be repaired
arthroscopically should be done at this time (Fig. 2).

The arm is then placed into abduction, and an inci-
sion is carricd posteriorly along the anterior border of
the latissimus dorsi (Fig. 3). The posterior approach is
a 20-cm incision in the postaxillary crease down the fate-
rval aspect of scapula. The latissimus and teres major are
identified, and the latissimus is dissected free from the
teres major and chest wall toward its insertion on the hu-
merus (Figs. 4A-D). The latissimus is the most anterola-
teral muscle with a long casily identifiable tendon. The
teres major is more superior with a short broad tendon.
It is important to differentiate between the 2 tendons.
Once the latissimus dorsi tenden is identified, it can be
detached with a Potts scissors. Number 2 FiberWire
sutures arc then placed through the end of the tendon
to facilitate mobilization, maintain tension, and secure
the tendon transfer. The neurovascular pedicle is identi-
ficd. and the muscle-tendon unit is mobilized until the
sendon can reach the top of the acromion, avoiding ex-
cessive tension on the pedicle. If the fatissimus tendon
is too short, it can be augmented with allografl tissue.
we prefor Achilles autograft (Fig. 4E).

The mterval underneath the deltoid and pesterior to
the teres miner 18 developed by blunt dissection 1o create
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portal placement

A, posterior
B. postero lateral
C. antero [ateral

D. anterior

FIGURE 1. Portals placements for arthroscopically as-
sisted latissimus dorsi transfer.

& subdeltoid tunnel. The tendon is transferred arthrosce-
pically into the joint where it can be pulled over the top
of the humeral head and lateralized (Figs. 5A-D). The
no. 2 FiberWire sutures are pulled out the anterior portal
to maintain tension. Three S-mam BioCorkscrew anchors
are used in a diamond double-row pattem to secure the
latissimus tendon inte place onto the footprint of the
greater tuberosity (Figs. 6A, B). The preferred placement
of the transferred tendon is into the footprint of the
supraspinatus on the anterolateral aspect of the greater
tuberosity. The transferred tendon s secured to the great-
er tubcrosiy by staggering the anchors medially and fat-
craily on the footprint, The no. 2 FiberWire sutures are
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FIGUSE 2. Presentation and visualization of massive
posterosuperior tear.

Posterior view

FIGURE 3,

Incision for latissimus dorsi harvest,

then sceured to the subscapularis arthroscopicatly clos-
ing {he rotator interval.

The authors routinely perform an acromioplasty but
preserve the coracoacromial ligament. If an acromio-
plasty has been preformed in previous rotator cuff repair
surgery, then an additional acromioplasty may not be
needed. If the long head of the biceps is diseased, a
tenotomy or, more commonly, a subpectoral tenodcesis
is performed, An irreparable subscapularis tendon lear
is a contraindication for this type of tendon transfer,

The patient is placed in an abduction orthosis using a
SmartSling (OSSUR, Aliso Vigjo, Calif) brace or similar
type of abduction brace for the first ¢ weeks to allow the
tendon (o heal withoul tension. A physical therapist
performs passive motion of the arm in abduction and
external rotation, not aliowing internal rotatien or ad-
duction. This motion prevents stiffness and adhesions.
AL weeks, the patient is allowed to start active-assisted
and active range of motion. In addition, a biofeedback
program is initiated to retrain the latissimus dorsi muscle
to fire during flexion and external rotation of the shouider.
At 3 to 4 months, muscle strengthening can begin.

B DISUUSEIN

Latissimus dorsi transfer for irreparable posterosuperi-
or rolator cuff tears has been utilized for many years.
Gerber et al® reported good to excellent resuits in 13
of 16 patients of latissimus dorsi transier for treatment
of massive rotator cuff tears. Miniaci and MacLeod®
reported satisfactory resuits in 14 of |7 paticnis who
had undergone a latissimus dorsi transfer after failure
af previous surgical repair of 2 massive rotator cuff tear,
lannotii et ab” also described good pain relief and func-
tion in 9 of 14 paticnts who underwent latissimus dorsi
transfer. Warner and Parsons® reported better results in
primary cascs as opposed to revision cases of latissimus
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f A, lllustration of latissimus dorsi exposure and harvest. B, Latissimus dorsi surgical exposure. C, Latissimus
dor5| surgfcal exposure. D, Latissimus dorsi surgical harvest. £, Latissimus dorsi harvest augmented with allograft.

Posterior view
Mobilization and passing lstisamus dorst under deltoid

§b

Latissimud dokgi

Pulling lstissimus into joint arthrosurgically m plang?
between teres mingr and delioid

Deltoid

Teres minor

“o A, llustration of patient position and mobilization and passing the latissimus dorsi under deltoid. B, Pulling the
latissimus dorsi into the joint arthroscopically in plane between the teres minor and deltoid. G, Suture passing under the
deitoid. D, Graft passing into the joint arthroscopically.
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FIGURE 6 A, Hustration showing the suturing of the latissimus dorsi to the greater tuberosity with suture anchors. B,
Arthroscopic view of the sutured latissimus dorst to the greater tuberosity.
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