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Abstract: Whether to repair a shoulder SLAP lesion or perform a biceps tenodesis depends on a multitude of factors:
patient age, activity or work level, type of SLAP tear, location of SLAP tear, and quality of labral tissue. Determining which
procedure to perform does not have such a simple, one-size-ﬁts-all solution. For patients younger than 40 years, repair of
type 2 SLAP tears that do not directly affect the biceps anchor (i.e., those tears from the 12:30 clock-face position to the 2o’clock position or from the 10-o’clock position to the 11:30 clock-face position) is generally successful. For tears at the
biceps anchor in patients younger than 40 years, repair the SLAP tear but perform tenodesis of the biceps. For type 3 SLAP
tears, debride the bucket-handle component and spare the biceps because it usually is not involved. For type 4 tears,
perform tenodesis. In patients older than 40 years, type 2 and type 4 SLAP tears are predominantly treated with biceps
tenodesis with debridement of the SLAP tear, if indicated. SLAP repair is rarely indicated in patients older than 40 years
because the tissue is usually degenerative and frayed.
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I

n one of the most famous scenes (Act 3, Scene 1) of
one of the most famous plays, William Shakespeare’s
Hamlet,1 Hamlet cries out “to be, or not to be” as he
contemplates death and suicide, bemoaning the pain
and unfairness of life but acknowledging that the
alternative might be worse. With a stretch of imagination and apologies to Shakespeare, these thoughts can
be applied to the treatment of SLAP tears. Arthroscopic
surgeons commonly face a dilemma when dealing with
SLAP lesions: whether to “kill” the biceps and perform
tenodesis, to repair the SLAP tear, or to do both.
To repair, or not to repair and perform tenodesis, that
is the question:
“Whether ’tis nobler in the mind to suffer”
“The slings and arrows of unsuccessful surgery,”
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“Or to place a shoulder against a sea of troubles”
“And by choosing wrong end it. To repair the SLAP
lesion or to kill the bicepsdto sleep,”
“No more; and by a sleep to say we end”
“The heartache of the decision”
“That we are heir to: ’tis a consummation”
“Devoutly to be wish’d. To repair, to tenotomize;”
“To perform tenodesis, perchance to curedaye, there’s
the rub . . .”
Truong, Cevallos, Lansdown, Ma, Feeley, and Zhang,2
in their article “Biceps Tenodesis Demonstrates Lower
Reoperation Rates Compared to SLAP Repair for Treatment of SLAP Tears in a Large Cross-sectional Population,” have tried to make this decision a little easier. By
using the PearlDiver database between 2010 and 2017,
Truong et al. were able to compare the results of SLAP
repairs versus biceps tenodesis for the treatment of SLAP
tears and note any trends in surgical treatment. The
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results showed that the pendulum has shifted, with SLAP
repair becoming less common and biceps tenodesis the
preferred option (54% vs 46% in 2017), especially in
patients older than 50 years. Additionally, arthroscopic
and open biceps tenodeses showed a slightly lower risk of
reoperation than SLAP repair.
The strengths of this study include a large sample size
and conﬁrmation of the ﬁndings of previous studies.3-7
However, as always with large database studies, there
are some weaknesses that should be noted. Truong
et al.2 were unable to stratify procedures by the type of
SLAP tear because not all SLAP tears are treated the
same way. Clearly, type 2 SLAP tears may be treated
differently than type 4 SLAP tears. Moreover, an
assumption is made that the distribution of SLAP tear
types remains constant from year to year, which may
not be true. Additionally, the inability to report on
concomitant procedures is a limitation, especially when
commenting on reoperation rates. Not knowing what
other procedures were performed (e.g., rotator cuff
repair) makes it impossible to determine whether
reoperation procedures were performed because of
failure of the SLAP repair or biceps tenodesis or because
of failure of treatment of the concomitant pathology.
Finally, it is unknown from the Current Procedural
Terminology (CPT) codes (speciﬁcally 29822 and
29823) what percentage of patients underwent primary
biceps tenotomy for SLAP pathology or a secondary
procedure for failure of SLAP repair.
In my practice, for patients younger than 40 years, I
have seen successful results with repair of type 2 SLAP
tears that do not directly affect the biceps anchor (i.e.,
those tears from the 12:30 clock-face position to the 2o’clock position or from the 10-o’clock position to the
11:30 clock-face position). For those tears at the biceps
anchor, I will repair the SLAP tear but perform tenodesis of the biceps. For type 3 SLAP tears, I will debride
the bucket-handle component and spare the biceps
because it usually is not involved. Type 4 SLAP tears
always undergo tenodesis.
In patients older than 40 years, type 2 and type 4
SLAP tears are predominantly treated with biceps

tenodesis with debridement of the SLAP tear, if indicated. In these patients, I rarely repair the SLAP tears
because they are usually degenerative and frayed and
are of fair tissue quality.
So, to conclude, whether to perform repair or
tenodesis depends on a multitude of factors: patient
age, activity or work level, type of SLAP tear, location of
SLAP tear, and quality of labral tissue. Determining
which procedure to perform does not have such a
simple, one-size-ﬁts-all solution, and that’s the rub!
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