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QUESTION FOR PHYSIOTHERAFRISTS

QUESTION | IS IT NECESSARY TO REPAIR A LARGE SLAP LESION IN
A STABLE SHOULDER? IF THE SLAP LESION IS NOT REPAIRED AND
A BICEPS TENOTOMY IS DONE (TO REDUCE THE STRESS ON THE
LABRUM), WHAT ARE THE LONGER TERM FUNCTIONAL
IMPLICATIONS?

ANSWER |

Andrews et al initially described tearing of the anterosuperior labrum from the
glenoid. The original pathology was described in throwing athletes and occurring
during the follow-through phase as traction was placed on the biceps tendon.
Snyder et al later coined the phrase SLAP to represent lesions of the superior labrum
from anterior to posterior.> SLAP lesions have been commonly associated with
trauma and overhead athletics.

There have been ten SLAP lesions described, based on the location of torn labrum
and biceps involvement. By far the most common SLAP lesion encountered is the
Type Il SLAP. Type Il SLAP lesions are characterised by the combined detachment
of the superior labrum and biceps tendon from the peripheral edge of the glenoid.
They can often be found in isolation of other pathology and can be a primary source
of shoulder pain.

SLAP lesions are caused by either a traction or compression type injury to the
labrum. Mechanisms include a fall on the outstretched arm, chronic
acceleration/deceleration of the shoulder in throwing sports or labourers who
constantly used their arms overhead.

Patients with a stable glenohumeral joint and a SLAP lesion will often have a main
complaint of shoulder pain. Pain usually occurs with use of the arm, especially with
overhead or throwing activities. Clinical exam can raise suspicion of a SLAP tear by
demonstrating positive special tests such as the Speed’s or O’'Brien’s tests. MR
arthrogram is helpful in demonstrating fluid under the superior labrum. Ultimately, a
SLAP is diagnosed at arthroscopy, with the superior labrum detached from the
glenoid and an unstable biceps anchor.

The standard treatment for a SLAP Il tear over the last ten years has been
arthroscopic repair with suture anchors. This form of repair has yielded excellent
results in several studies.>*** There has been recent concern with results of SLAP
repairs in older patients due to postoperative stiffness. In addition, some studies
have shown that overhead athletes did poorer than non-overhead athletes after
SLAP repair. Overhead athletes had less success in return to their level of sport.®*°



Cadaveric studies have shown that the superior labrum and biceps tendon contribute
to stability of the glenohumeral joint. Creation of a SLAP tear in a cadaveric model
caused a significant increase in range of motion and translation to the glenohumeral
joint. Repairing the tear restored stability to the shoulder.”® Rodosky et al evaluated
the role of the long head of the biceps muscle and superior glenoid labrum in anterior
instability of the shoulder. In a cadaver model, creation of a SLAP lesion resulted in
102% increased strain at the anterior superior band of the inferior glenohumeral
ligament. They concluded that the increased strain can result in anterior inferior
instability.” Cadaveric studies suggest that the long head of biceps tendon functions
as a humeral head depressor, compressor, anterior stabiliser, posterior stabiliser,
and protector of the inferior glenohumeral ligament.*°

Although cadaveric studies have demonstrated a stabilising role for the superior
labrum and biceps complex, clinical presentation of a SLAP lesion has failed to
demonstrate instability (except in the presence of a more extensive labral tear) as a
significant problem. Symptoms associated with SLAP lesions mostly consist of pain
rather than instability. Furthermore, clinical instability or functional deficit has not
been demonstrated after biceps tenotomy. Rather, good results have been reported
from this technique.*

There is very little evidence for biceps tenotomy as a treatment for SLAP tears.
Boileau et al. performed a prospective study comparing two groups with isolated
SLAP tears. One group had a standard SLAP repair, and the other had a biceps
tenodesis with no repair of the SLAP lesion. In the repair group, 60% of patients
were disappointed due to persistent pain, and only 20% returned to previous level of
sport. In the tenodesis group, 93% were satisfied, and 87% returned to their
previous level of sport. Four patients in the failed repair group underwent
subsequent biceps tenodesis, resulting in a successful outcome and full return to
their previous level of sports activity.

They concluded that arthroscopic biceps tenodesis could be considered an effective
alternative to SLAP repair. Also, biceps tenodesis may provide a viable alternative
for the salvage of a failed SLAP repair. Biceps tenodesis did not affect stability in
these patients, even in overhead athletes.®

In answer to your question, | would always repair a large SLAP lesion in a stable
shoulder if the main complaint is that of pain related to the SLAP lesion, provided the
patient was active and less then fifty years of age. In patients older than fifty, | would
be concerned about stiffness and would be more inclined to perform a biceps
tenodesis and leave the SLAP tear.

There is little written on the long term implications of a biceps tenotomy, but clinical
results have been excellent. Cadaveric studies have demonstrated a stabilising role
for the superior labrum and biceps complex. However, this has not been
demonstrated clinically. Boileau’s study looking at biceps tenodesis for SLAP tears
supports early good results with this procedure without any implications even in
throwing athletes.®

Todd Gothelf
Foot, Ankle, Shoulder Surgeon
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