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1 

Introduction 

Rotator cuff disorders are the most common cause of 

shoulder pain and impairments in adults with a prevalence 

ranging from 5 to 39%. The pathogenesis is multi factorial, 

and includes repetitive micro trauma, age-related 

degeneration, impingement and major trauma. 
(1)

  

Rotator cuff tears are frequently associated with 

pathologies of the long head of the biceps tendon (LHBT). 

Its role in shoulder pathology, however, is a subject of 

controversy. Some view the LHB as a vestigial structure 

where as others believe it to be a major contributor to 

shoulder pain. Without a clear understanding of the 

functional role of the LHB, treatment recommendations 

have likewise long been a source of debate.
 (2)

 

In 1926, Gilcreest was the first to report a method of 

tenodesing the long head of the biceps to the coracoid 

process.
 (3)

 Since that time, interest in treating pathology of 

the long head of the biceps has waxed and waned. 

However, in recent years interest has been renewed 

primarily due to development of new treatment techniques. 

Surgeons have debated the merits of tenotomy versus 


