Injections Prior to Rotator Cuff Repair Are Associated
With Increased Rotator Cuff Revision Rates
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Purpose: To determine whether shoulder injections prior to rotator cuff repair (RCR) are associated with deleterious
surgical outcomes. Methods: Two large national insurance databases were used to identify a total of 22,156 patients who
received ipsilateral shoulder injections prior to RCR. They were age, sex, obesity, smoking status, and comorbidity
matched to a control group of patients who underwent RCR without prior injections. The 2 groups were compared
regarding RCR revision rates. Results: Patients who received injections prior to RCR were more likely to undergo RCR
revision than matched controls (odds ratio [OR], 1.52; 95% conﬁdence interval [CI], 1.38-1.68; P < .0001). Patients who
received injections closer to the time of index RCR were more likely to undergo revision (P < .0001). Patients who
received a single injection prior to RCR had a higher likelihood of revision (OR, 1.25; 95% CI, 1.10-1.43; P ¼ .001).
Patients who received 2 or more injections prior to RCR had a greater than 2-fold odds of revision (combined OR, 2.12;
95% CI, 1.82-2.47; P < .0001) versus the control group. Conclusions: This study strongly suggests a correlation between
preoperative shoulder injections and revision RCR. There is also a frequency dependence and time dependence to this
ﬁnding, with more frequent injections and with administration of injections closer to the time of surgery both independently associated with higher revision RCR rates. Presently, on the basis of this retrospective database study, orthopaedic surgeons should exercise due caution regarding shoulder injections in patients whom they are considering to be
surgical candidates for RCR. Level of Evidence: Level III, therapeutic study.

R

otator cuff (RC) pathology is pervasive and leads
to an estimated 4.5 million physician visits per
year in the United States.1 Initial management options
for these injuries include physical therapy, injections,
and surgical repair. However, whether a period of
nonoperative treatment should be used prior to rotator
cuff repair (RCR) remains controversial. Primary care
providers and orthopaedic surgeons alike frequently
treat subacromial impingement and partial-thickness
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rotator cuff tears (RCTs) with corticosteroid injections
(CSIs) or nonsteroidal anti-inﬂammatory drug
injections.2-6 More recently, biological injections such
as platelet-rich plasma and stem cells have been
investigated for their pain-relieving and antiinﬂammatory potential in the nonoperative care of
RC pathology.7-10 Nevertheless, a signiﬁcant proportion
of patients who experience initial symptomatic relief
with injections will go on to require surgical intervention as the effectiveness of nonoperative measures
wanes.11 This is increasingly true for RCTs, a subgroup
of shoulder pathology for which no injectable has
shown the ability to heal the torn tendon-bone interface. In fact, CSIs, which represent the vast majority of
shoulder injections performed clinically,5,12 have come
under scrutiny for their detrimental effects on tendon
tissue properties and potential for hastening tear
propagation.13-17 The clinical efﬁcacy of CSIs is similarly
controversial, and they generally provide only a short
period of potential pain relief or functional improvement.4,13-18 Currently, there is a fundamental lack of
knowledge regarding the extent to which preoperative
injections affect RCR outcome.
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The purpose of this study was to determine whether
shoulder injections prior to RCR are associated with
deleterious surgical outcomes. It was hypothesized that
preoperative shoulder injections would be correlated
with higher revision RCR rates. Furthermore, it was
hypothesized that there would be both frequency- and
time-dependent effects where a higher frequency of
preoperative injections and a shorter duration between
injection and surgery would be associated with
increased revision RCR rates.

Methods
After institutional review board approval, deidentiﬁed
patient data from Humana (Louisville, KY), a large
national private insurer, was queried using the PearlDiver program (PearlDiver, Colorado Springs, CO). A
retrospective review of the entire database from
January 2007 through June 2016 was conducted.
Similarly, all deidentiﬁed Medicare patient data in the
database, from January 2005 through December 2014,
were collected and reviewed.
Identiﬁcation of Shoulder Injections
Shoulder injections were identiﬁed with relevant
Current Procedural Terminology (CPT) code 20610.
Because this code can apply to knees and hips as well,
only patients who received injections and carried a
shoulder-related diagnosis on the same visit as the
injection code were included for analysis. Shoulderrelated diagnoses (e.g., shoulder pain or stiffness)
were identiﬁed using International Classiﬁcation of
Diseases, Ninth Revision codes. To increase the conﬁdence
of a shoulder-speciﬁc issue, patients could not have a
hip- or knee-related diagnosis noted on the same visit
to be included in the study. Patients whose injections
were not speciﬁed for laterality were excluded.
Identiﬁcation of RCR
Patients undergoing RCR were identiﬁed using CPT
codes 29827, 23410, 23412, and 23420, which
encompass both open and arthroscopic repairs.
Revision RCR was deﬁned as any repeated RCR
procedure performed on the ipsilateral shoulder after
the index procedure. Patients who underwent RCR or
revision RCR without laterality speciﬁed were
excluded.
RCR After Injection
Any patient who received a prior shoulder injection
within 1 year of an ipsilateral RCR was included in the
experimental group (injection group). Conversely,
shoulders that underwent RCR but never received
injections at any point prior to surgery were included in
the control group (noninjection group). Basic
demographic data were obtained for both groups. In
addition, smoking status, obesity, and the mean

Charlson Comorbidity Index (CCI)19 were determined
for both groups. The CCI is a commonly used adjustment index used to gauge a patient’s health status,
including comorbidities such as diabetes and heart
failure, in a summative manner.20
To control for confounding variables, both groups
were matched by age, sex, obesity, smoking status, and
CCI. These matched study groups were then analyzed
for revision RCR rates, the primary outcome measure.
Two subanalyses were also performed to determine the
temporal effects (time between last injection and RCR)
and frequency effects (number of injections prior to
RCR) of injections on the risk of revision RCR. In both
subgroup analyses, the injection groups were again
matched to the control group by age, sex, obesity,
smoking status, and CCI.
Statistical Analysis
Revision RCR rates were compared using odds ratios
(ORs) and conﬁdence intervals (CIs). Statistical signiﬁcance was set at P < .05 for all testing. Statistical tests
were performed with Microsoft Excel (Microsoft,
Redmond, WA) and STATA (StataCorp, College
Station, TX).

Results
A total of 474,333 patients (491,751 shoulders)
underwent primary RCR and met the inclusion and
exclusion criteria. The demographic characteristics of
the study groups are summarized in Table 1. Overall,
41.0% of patients who received shoulder injections
had laterality coded. The existence of laterality coding
for RCR varied from 77.7% to 85.7% based on surgical approach (open or arthroscopic) and insurance
database (Medicare or Humana). An ipsilateral injection was performed in the year leading up to surgery
in 22,375 shoulders (4.55%) (Table 1). Patients who
received at least 1 injection in the year prior to surgery
were more likely to be younger, to be female patients,
to be obese, to have a smoking history, and to have a
lower CCI (Table 1). Before matching, shoulders that
received preoperative injections were at a statistically
signiﬁcantly increased odds of requiring revision RCR
(OR, 1.52; 95% CI, 1.32-1.68; P < .0001). The
increase in revisions was still signiﬁcant when stratifying by surgical technique: arthroscopic RCR
(OR, 1.59; 95% CI, 1.47-1.72; P < .0001) or open RCR
(OR, 1.73; 95% CI, 1.55-1.92; P < .0001) (Fig 1). The
overall revision rate for this unmatched study group,
regardless of surgical approach, was 4.7% for patients
who received injections and 3.0% for patients who did
not receive injections (P < .0001). Of those who
received injections prior to surgery, most received
only 1 injection (72.4%), with 72.9% in the arthroscopic subgroup and 71% in the open subgroup
(Fig 2).

INJECTIONS PRIOR TO RCR INCREASE REVISIONS
Table 1. Demographic Data for Complete Study Group
Total No. of patients
Total No. of shoulders
Arthroscopic RCR*
Open RCR*
Age
<65 yr
65-69 yr
70-74 yr
75-79 yr
80-84 yr
85 yr
Unknown
Sex
Female
Male
Unknown
Obesity
Smoker
CCI

No Injection
Injection
P Value
452,324
22,009
469,376
22,375
290,390 (61.9%) 15,053 (67.3%)
178,986 (38.1%) 7,322 (32.7%)
.012y
86,346 (19.1%) 6,197 (28.2%)
151,358 (33.5%) 6,137 (27.9%)
109,816 (24.3%) 5,219 (23.7%)
65,117 (14.4%) 2,938 (13.3%)
25,206 (5.6%)
1,062 (4.8%)
6,101 (1.3%)
290 (1.3%)
8,380 (1.9%)
166 (0.8%)
<.0001y
220,829 (48.8%) 11,211 (50.9%)
223,114 (49.3%) 10,632 (48.3%)
8,381 (1.9%)
166 (0.8%)
117,213 (25.9%) 6,628 (30.1%) <.0001y
82,115 (18.2%) 4,381 (19.9%) <.0001y
4.19  2.08
3.45  2.9
<.0001y

NOTE. Data are presented as number of patients or mean  standard
deviation unless otherwise indicated.
CCI, Charlson Comorbidity Index; RCR, rotator cuff repair.
*The numbers are reported based on the number of shoulders, not
the number of patients.
y
Statistically signiﬁcant (P < .05).

In the matched analysis, the injection group consisted
of 21,796 patients with RCRs (22,156 shoulders), with
a median of 1 injection prior to RCR. The noninjection
control group consisted of 22,053 patients with RCRs
(again, 22,156 shoulders) who were matched for
age, sex, obesity, smoking status, and CCI (Table 2). In a
comparison between the matched groups, we found a
signiﬁcantly increased odds of revision in the injection
group (OR, 1.52; 95% CI, 1.38-1.68; P < .0001) (Fig 3).

Fig 1. Comparison of rotator cuff revision rates between
patients
with
preoperative injections and
patients with no preoperative injections prior to index
rotator cuff repair. Asterisks
indicate
signiﬁcantly
different (P < .05) revision
rates between the injection
and noninjection groups.
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The overall revision rate for this matched group was
4.7% for patients who received injections and 3.2% for
patients who did not receive injections (P < .0001).
Effect of Time Duration Between Injection and RCR
The previously matched groups were used to investigate the effect of time between the last injection and
surgery. The duration of time between injection
and RCR was divided into 1-month increments and
compared with matched controls in the noninjection
group (Fig 4A). As stated previously, we found a
statistically signiﬁcantly increased odds of a revision
after RCR if an injection was performed prior to index
surgery. However, a signiﬁcant effect of length of time
between injection and RCR was also found. The highest
odds of undergoing a revision was present if the
injection and subsequent RCR were only separated by a
month. There was a progressive decrease in the odds of
needing a revision as the duration between injection
and RCR lengthened; however, a statistically signiﬁcantly increased odds of a subsequent revision was still
found if the injection occurred 12 months prior to the
RCR. This effect of time on revision risk was consistent
across both arthroscopic RCR and open RCR (Fig 4 B
and C, respectively).
Effect of Injection Frequency on RCR Revision
Finally, a subgroup analysis was performed to
examine the effect of injection frequency on revision
rate after index RCR (Fig 5). The results of this
subgroup analysis showed a cumulative effect of
injections prior to RCR. Although a single injection
increased the odds of revision after index RCR
(OR, 1.25; 95% CI, 1.10-1.43; P < .0001), patients
who received 2 or more injections experienced an
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Fig 2. Frequency distribution by number of injections
performed prior to rotator
cuff repair (RCR) in injection group.

over 2-fold increased odds of undergoing a revision
RCR after index RCR (OR, 2.12; 95% CI, 1.82-2.47;
P < .0001). This effect of multiple injections on
revision risk was consistent across both arthroscopic
and open procedures (Fig 5). As previously stated,
patients experienced a nearly 46.8% increased risk of
revision RCR if they had received at least 1 injection
prior to RCR (3.2% vs 4.7%), but with multiple
injections, the effect size exceeded a 100% increase.
Table 2. Summary of Matched Study Groups
Total No. of patients
Total No. of shoulders
Arthroscopic RCR*
Open RCR*
Age
<65 yr
65-69 yr
70-74 yr
75-79 yr
80-84 yr
85 yr
Unknown
Sex
Female
Male
Unknown
Obesity
Smoker
CCI

No Injection
22,053
22,156
14,973
7,221

Injection
21,796
22,156
14,935
7,221

P Value

.980
6,170
6,148
5,277
2,955
1,058
252
193

(28%)
(27.9%)
(23.9%)
(13.4%)
(4.8%)
(1.1%)
(0.9%)

6,102
6,115
5,225
2,943
1,054
253
104

(28%)
(28.1%)
(24%)
(13.5%)
(4.8%)
(1.2%)
(0.5%)
.761

11,210 (50.8%)
10,647 (48.3%)
196 (0.9%)
6,774 (30.7%)
4,325 (19.6%)
3.4  2.82

11,111 (51%)
10,526 (48.3%)
159 (0.7%)
6,640 (30.5%)
4,274 (19.6%)
3.39  2.82

.566
.994
.7090

NOTE. Data are presented as number of patients or mean  standard
deviation unless otherwise indicated. No difference was shown
between the injection and noninjection study groups across age, sex,
obesity, smoking status, and CCI.
CCI, Charlson Comorbidity Index; RCR, rotator cuff repair.
*The numbers are reported based on the number of shoulders, not
the number of patients.

Discussion

The main ﬁnding of this study is that there is a strong
correlation between preoperative shoulder injections
and the need for revision RCR after the index RCR. In
addition, there is a frequency dependence and time
dependence to this ﬁnding, with more frequent
injections and with administration of injections closer
to the time of surgery both independently associated
with higher revision RCR rates.
Injections are common and have garnered broad
acceptance among nonoperative physicians and
orthopaedic surgeons treating shoulder pain.5,12
Recently, the substances available for injection have
also broadened to include platelet-rich plasma, stem
cells, and nonsteroidal anti-inﬂammatory drugs, as well
as corticosteroids. Of these, corticosteroids are the most
commonly injected substance and have been used
preoperatively for conservative management and as an
adjunct to surgical repair.21-23 In one study, nearly 70%
of patients undergoing arthroscopic repair for a partialthickness RCT had received at least 1 CSI prior to
surgery, and up to 19% of patients undergoing
RCR receive a CSI after surgery.23,24 Nonoperative
physicians treating shoulder pain frequently turn to
CSIs for management.12 A survey found that 94% of
general practitioners believe that subacromial CSIs are
useful in the treatment of RC pathology.12
Despite their availability and widespread acceptance,
corticosteroids remain controversial in the context of
RC disease. The biological evidence that high-dose and/
or high-frequency CSIs can irreparably damage the
tendon-bone interface is well elucidated.13-15,17
Receiving multiple CSIs has been cited as a cause of
poor biological healing, regardless of their effect on
outcomes, by the American Academy of Orthopaedic
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Fig 3. Overall odds ratio for
revision in matched injection group: 1.52 (95% conﬁdence interval, 1.38-1.68;
P < .0001).

Surgeons in their guidelines for optimizing the management of full-thickness RCTs.25
These warnings are grounded in studies indicating
that corticosteroids may alter collagen composition and
extracellular matrix, thereby interfering with the
healing process in the setting of an acute tendon tear.26
Mikolyzk et al.15 noted that a single dose of
corticosteroids signiﬁcantly weakens both intact and
injured RC tendons. Repeated injections may lead to
further tissue compromise and deterioration at the

tendon-bone interface.14 In the context of an RCR, this
may lead to weakening at the repair site that goes
undetected by the treating surgeon at the time of RCR.
A biomechanical study showed that suture anchor
pullout strength is transiently decreased after CSIs.13
On the basis of the current body of evidence, the
increased likelihood of revision RCR after preoperative
shoulder injections may be partially attributed to the
soft-tissue
damage
caused
by
corticosteroid
administration.

Fig 4. (A) Odds ratio for rotator cuff repair (RCR) revision in patients who received injections compared with controls who never
received injections, with pooled arthroscopic and open procedures. (B) Odds ratio for arthroscopic RCR revision rate in patients
who received injections compared with controls who never received injections. (C) Odds ratio for open RCR revision rate in
patients who received injections compared with controls who never received injections.
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Fig 5. Revision rate, odds ratio (OR), and 95% conﬁdence interval (CI) by injection count against matched group (matched for
Charlson Comorbidity Index, age, sex, and smoking status). Asterisks indicate signiﬁcant differences (P < .05) relative to
shoulders that never received injections. For all rotator cuff repairs (RCRs) (medium gray), 1 injection versus no injection
showed an OR of 1.25 (95% CI, 1.10-1.43; P < .0001) and 2 or more injections versus no injection showed an OR of 2.12 (95%
CI, 1.82-2.47; P < .0001). For arthroscopic RCRs (dark gray), 1 injection versus no injection showed an OR of 1.21 (95% CI,
1.06-1.39; P ¼ .0068) and 2 or more injections versus no injection showed an OR of 2.09 (95% CI, 1.79-2.45; P < .0001). For
open RCRs (light gray), 1 injection versus no injection showed an OR of 1.33 (95% CI, 1.04-1.69; P ¼ .0042) and 2 or more
injections versus no injection showed an OR of 2.16 (95% CI, 1.63-2.86; P < .0001).

Despite emerging evidence surrounding the potential
deleterious effects of CSIs on tendon integrity, they
remain a common management modality for RC and
shoulder pathology. However, the clinical results of
their use are mixed, and it may be that patients and
providers are sacriﬁcing long-term outcomes for shortterm gains in pain relief.4,22,27,28 Perdreau and Joudet28
investigated CSIs for postoperative pain relief as part of
a multimodal approach to analgesia after RC surgery. In
the ﬁrst 48 hours after RCR, intra-articular injection
with morphine and methylprednisolone was shown to
decrease pain intensity, reduce the use of intravenous
morphine, and increase the time to ﬁrst intravenous
morphine bolus without altering the complication or
infection risk.28 This study had a very short follow-up
period (4.5 months) and the functional scores were
no different at the study end point, thus making it
impossible to evaluate whether the improvements in
the immediate postoperative period warrant any longterm risks of functional deterioration, failure, or
ultimately, revision. In another study of pain and
function after RCR, Shin et al.22 found that severe,
persistent pain (>1 month) can be effectively treated
with a single postoperative CSI and reported no
apparent deleterious effects from the steroid injection
with no RCR failures as measured by postoperative
magnetic resonance imaging. However, the difference

in pain reduction and functional improvement between
patients who received injections and controls was
absent just 1 month after CSIs. Although this study
beneﬁted from a longer follow-up period (2 years), the
sample size was relatively small (just 72 patients
received injections), which may make it difﬁcult to
detect the contribution of CSIs to the failure or revision
rate. Donohue et al.24 reported improved function after
RCR for patients who received a preoperative CSI, and
this effect was largest for those who received the
injection within 3 months prior to surgery. However,
pain scores were equivalent with those of controls, and
this retrospective study suffered from a small sample
size and short follow-up. Our study overcomes many of
the limitations of these prior studies by reporting a
much larger sample size.
In the nonoperative setting, CSIs may also decrease
pain and improve function, but the results are temporary and may not be altogether benign given their softtissue effects. A meta-analysis of CSIs for conservative
management of RCTs did show a small but transient
decrease in pain scores, but this disappeared by
3 months and was not beneﬁted by multiple injections.4
Furthermore, Alvarez et al.29 found in a Level I randomized controlled trial that a CSI was no more
effective than an analgesic injection. Ramirez et al.30
reported that among patients given a CSI for partial-
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thickness RCTs, deterioration to full-thickness tears
occurred in 17% of cases, which was signiﬁcantly
greater than in controls. It remains unclear whether
patients who receive injections for RC pathology
without clear evidence of a tear go on to more rapid
progression of disease.31 It must also be remembered
that in certain patient populations, additional caution is
warranted given the risk of negative effects, such as
hyperglycemia in diabetic patients.32 This study adds to
the existing evidence that shoulder injections should be
used judiciously in the treatment of RC pathology. The
strengths of this study are its large, national sample size
and matched-group analysis. These ﬁndings corroborate basic science literature that warns of harmful
biomechanical and biological effects of CSIs on RC
tendons.13-17,33,34
Limitations
Reliance on coding accuracy is a weakness of this study,
as with any retrospective database study, although
rigorous inclusion and exclusion criteria were applied to
minimize this problem. Because of the demographic
involved, eliminating patients with any history of knee or
hip problems at any time point reduces the sizes of the
study groups too much to perform a thorough analysis.
In addition, the study could not control for duration of
symptoms prior to RCR, tear size, tear pattern, repair
technique, tissue quality, reason for revision, Workers’
Compensation status, and adherence to postoperative
rehabilitation protocols. Because patients were not
evaluated clinically, it is not possible to know how many
patients with suboptimal functional outcomes from
either group simply elected not to undergo revision
surgery. Similarly, the exact medication and dose injected
in each patient cannot be determined because of CPT
coding limitations and must rely on inference from
existing studies. It must also be noted that only about 5%
of patients in this study received a shoulder injection
within the year prior to RCR. This seemingly low rate
compared with the historical reported frequency of
injections in RC tendinopathy may be due to patients
having received injections outside of the 1-year window.
Finally, although not a per se limitation, it is important to
note that P values can be disproportionately magniﬁed in
a very large study sample.35

Conclusions
This study strongly suggests a correlation between
preoperative shoulder injections and revision RCR.
There is also a frequency dependence and time
dependence to this ﬁnding, with more frequent
injections and with administration of injections
closer to the time of surgery both independently
associated with higher revision RCR rates. Presently,
on the basis of this retrospective database study,
orthopaedic surgeons should exercise due caution
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regarding shoulder injections in patients whom
they are considering to be surgical candidates
for RCR.
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