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ABSTRACT
Rotator cuff tears are one of the most common disorders of the 
shoulder and can have significant effects on daily activities as a result 
of pain, loss of motion and strength. The goal of rotator cuff repair is 
aimed at anatomic restoration of the rotator cuff tendon to reduce pain 
and improve the joint function. Recently, arthroscopic repair has been 
widely accepted for treatment of rotator cuff tears due to its equal or 
better results than those from open repair. In 2006, a transosseous-
equivalent (TOE) or “suture bridge” technique was introduced by 
Park et al. This technique maximizes the utility of the conventional 
double-row technique by using the suture limbs to form the media 
mattress sutures to bridge and compress the repaired tendon. This 
technique has been proven to provide biomechanical properties 
that are superior to other arthroscopic repair techniques regarding 
the initial fixation strength, contact area and contact pressure at the 
tendon-bone interface. Since suture bridge techniques have been 
evolving over time, further biomechanical investigations have been 

carried out. These studies include examination of the effects of 
dynamic humeral external rotation on the mechanic stability of the 
repaired tendon construct, the effects of various modifications of the 
suture bridge configurations on the biomechanical characteristics of 
the medial mattress suture, biomechanical implications of medial row 
failure, and biomechanical performance of the repaired constructs 
over time. In this review, the biomechanical concepts behind the 
suture bridge technique for rotator cuff repair were reviewed and 
discussed.
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INTRODUCTION
Rotator cuff tears are identified as one of the most common disorders 
of the shoulder and can have significant effects on daily activities as 
a result of pain, loss of motion and strength in adults[1,2]. Although 
conservative treatment is regarded as first-line therapy for the 
majority of rotator cuff tears, surgical repair is indicated when non-
operative treatment fails. The goal of rotator cuff repair is aimed at 
anatomic restoration of the rotator cuff tendon to reduce pain, improve 
joint function and prevent long-term consequences of rotator cuff 
arthropathy. The evolution of rotator cuff repair has progressed over 
the past decades. More recently, arthroscopic rotator cuff repair has 
become increasingly more popular due to the advancement of surgical 
instruments and increased surgical experience with arthroscopic 
techniques. Arthroscopic rotator cuff repair could provide a secure 
biomechanical construct, improve patient satisfaction, and decrease 
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postoperative complications. Arthroscopic techniques have evolved 
from a single-row, to a double-row, and finally, to a transosseous-
equivalent/suture bridge repair. Although most studies have shown 
that maintaining rotator cuff repair integrity correlates with improved 
function and superior rotator cuff power postoperatively[3-5], high 
rates of healing failure and re-tears have been observed with 
ultrasound and magnetic resonance imaging after surgery[3,6]. A 
comparative study reported re-tear rates of 40% for single-row and 
22.6% for double-row techniques at 6 months postoperatively (Figures 
1 and 2)[7]. Another study reported that the suture bridge technique 
has been associated with a re-tear rate of 11% on MRI evaluation at 
a median of 14.6 months, and the rate increases with larger tear size 
and older age, among other factors (Figure 3)[8,9]. The percentage of 
revision surgeries has been reported to be as high as 30% for isolated 
supraspinatus tendon tears and 90% for large to massive tears[10-13]. 
This suggests that advances in repair techniques are needed to 
optimize the healing environment after repair in order to facilitate 
restoration of function. Numerous researches have reported that an 
ideal rotator cuff repair would have higher initial fixation strength, 
as well as greater contact area and contact pressure at the tendon-
bone interface[1,14,15]; it would also permit minimal gap formation and 
sustain mechanical stability until healing has been achieved[16]. Initial 
fixation strength is an essential consideration in optimizing rotator 
cuff constructs, and therefore, numerous biomechanical studies 
have focused on elucidating the strongest anchors, knots, and repair 
configurations for rotator cuff repair[17-26]. Arthroscopic repairs using 
a single-row technique involves passing sutures through the lateral 
aspect of the torn tendon and repairs the tendon to the footprint of the 
greater tuberosity. Biomechanical studies have uncovered potential 
problems with single-row repair. Specifically, this repair has lower 
load to failure and restores only 67% of the rotator cuff footprint; in 
addition, the initial reports demonstrated that single-row construct 
did not adequately establish the medial-to-lateral footprint[1]. Double-
row technique has a greater load to failure and a lower frequency of 
gap formation than single-row technique[12,27]. As a result, the double-
row suture anchor technique was introduced, which uses two rows of 
suture anchors to maximize the contact area between the tendon and 
the tuberosity insertion footprint[10,11]. This double- row technique has 
been shown to increase the footprint contact area, distribute the stress 
over multiple fixation points, and would theoretically improve the 
ability of the tendon to heal to bone. A transosseous-equivalent (TOE) 
or “suture-bridge” configuration was developed by Park et al in 
2006[13] to maximize the utility of the double-row technique by using 
the suture limbs to form the medial mattress sutures in order to to 
span and compress the repaired tendon. Several studies have reported 
that the suture bridge technique resulted in comparable patient 
satisfaction, functional outcome, and rate of re-tear; the technique 
also tended to be better in preserving the cuff tissue repaired to the 
footprint of the rotator cuff than the single-row technique. The suture 
bridge technique involves using the medial row of anchors placed 
at the humeral articular cartilage margin and tying the sutures in a 
mattress fashion ideally 10 to 12 mm medial to the lateral edge of 
the torn tendon to secure the cuff tissue. The free ends of the medial 
suture limbs are preserved and bridged laterally over the bursal 
surface of the remaining cuff tissue. A suture limb from each medial 
anchor is fastened with lateral row anchors to compress the repaired 
tendon. The lateral row anchors are placed 1 cm distal to the lateral 
edge of the tuberosity in order to create downward pressure and 
restore the rotator cuff footprint. One or two lateral row anchors can 
be used depending on the size of the tear. Various knotless suture 
anchors have been developed for lateral row fixation. The major 

Figure 1 Single-row suture technique.

Figure 2 Double-row suture technique.

Figure 3 Suture bridge technique.

differences between the suture bridge fixation and conventional 
double-row fixation techniques are the presence of the suture bridge 
over the tendon and the more distal fixation points for the lateral row. 
The suture bridge is correlated with the interconnection between 
fixation points, which connects the medial and lateral rows, as well 
as the anterior-posterior rows, allowing a steady and homogenous 
pressure distribution throughout the entire footprint[13]; this is in 
contrast to the double-row construct that is based on separate fixation 
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points. In addition, the suture-bridge technique provides a better 
compression vector by placing the lateral row of anchors orthogonal 
to the rotator cuff-loading vector; a compression vector over the tendon 
is created to increase pressure at the footprint. This greatly increases 
the contact pressure along the repaired tendon in the suture-bridge 
repair compared to the double-row repair. These biomechanical 
advantages of the suture-bridge repair would lead to a higher healing 
potential between the repaired tendon and tuberosity. In addition, 
the suture-bridge technique has advantages over double-row repair 
in that it may allow quick and firm fastening of the compromised 
tendon with reduced surgical steps and also reduce the likelihood 
of knot impingement in the subacromial space. In this review, the 
biomechanical concepts behind current suture bridge techniques for 
rotator cuff repair will be reviewed and discussed. 

BIOMECHANICAL CHARACTERISTICS OF 
SUTURE BRIDGE REPAIR TECHNIQUES 
In biomechanical studies, the suture-bridge technique has been 
described as being more effective for obtaining high initial 
fixation strength and increasing the contact area and the contact 
pressure at the tendon footprint interface compared to the former 
techniques[14,15,23,28]. Park et al compared the contact characteristics 
between a 4-strand suture bridge, a 2-strand suture bridge and a 
standard double-row repair using a pressure-sensitive film placed at 
the tendon-footprint interface. The mean contact area for the 4-suture 
bridge, 2-suture bridge, and double-row was 124.2 mm2, 99.7 mm2, 
and 63.3 mm2, respectively. The mean interface pressure exerted by 
the 4-suture bridge, 2-suture bridge, and double-row was 0.27 MPa, 
0.22 MPa, and 0.19 MPa, respectively. The 4-suture bridge group 
clearly had the best contact area and pressure over the footprint 
compared with the other 2 groups. The authors also compared the 
initial biomechanical properties between the suture bridge rotator 
cuff repair and conventional double-row repair[14]. They reported 
that the ultimate load to failure was significantly higher in the suture 
bridge group (443N) compared with the double-row group (229 
N). However, gap formation and stiffness were not found to be 
significantly different between the two groups[15].

EFFECTS OF DYNAMIC HUMERAL ROTATION 
ON THE REPAIRED TENDON CONSTRUCT
Traditional rehabilitation following rotator cuff repair has emphasized 
early passive motion of the shoulder to prevent excessive stiffness. 
However, excessive rotation can cause tendon motion at the tendon-
bone interface which may influence the biomechanics of different 
repair techniques and result in a compromised healing process of the 
repaired tendon. Park et al also established a supraspinatus loading 
model which allows cyclic dynamic external rotation of the humerus 
in order to quantity the effects of external rotation at a repaired rotator 
cuff footprint[29]. The authors compared a suture bridge construct with 
a conventional double-row construct. They reported that the suture 
bridge construct had a significantly higher yield load than the double-
row construct but that there was no overall significant difference in 
gap formation, stiffness, ultimate failure load, and energy absorbed 
to failure between constructs. However, the authors did find that 
external rotation produced greater gap formation and tendon strain at 
the anterior region of the suture bridge construct compared with the 
posterior repaired footprint (1.62 mm and 0.68 mm, respectively), 
but this was not observed in the double-row construct. The authors 

assumed that this might be attributable to the placement of the 
anchor; in the double-row construct, there is an anchor placed directly 
at the anterolateral edge of the footprint, while the anterolateral 
anchor for the suture bridge construct is placed further distal-lateral. 
This study also highlights the possible need for reinforcing anterior 
fixation with the suture bridge construct and limiting external 
rotation postoperatively[30]. In response, Garcia et al[31] conducted a 
biomechanical comparison study to evaluate the potential benefit of 
adding an anterior augmentation anchor to the standard suture bridge 
construct by using a dynamic humeral external rotational model. 
The authors reported that there was a decrease in anterior gap in the 
augmentation repair group compared with the standard suture bridge 
group. However, there were no significant biomechanical advantages 
with the addition of an anterior suture augmentation for a standard 
suture bridge construct regarding stiffness, yield load and ultimate 
failure load between the two groups[31]. 

BIOMECHANICAL CHARACTERISTICS OF 
MEDIAL MATTRESS SUTURE ON SUTURE 
BRIDGE CONFIGURATIONS
Many studies have addressed an issue regarding whether tying of the 
medial-row sutures provides additional stability after a suture bridge 
rotator cuff repair[32-34]. A systematic review by Mall et al indicated 
that most authors reported that the biomechanical properties in terms 
of ultimate failure load, stiffness, gap formation, and contact area 
are significantly improved when medial knots are tied as part of a 
suture bridge construct when comparing with knotless constructs[35]. 
These studies indicated that the medial horizontal mattress stitches 
are biomechanically recommended for suture bridge repair of 
rotator cuff tendons. To address the importance of the medial 
row knots in a suture bridge configuration, different suture bridge 
configurations of the medial row have been introduced. Pauly et 
al[36] conducted a biomechanical comparison of four different suture 
bridge configurations, each of which differ by modifying the medial 
row suture grasping configuration (i.e.  single-mattress, double-
mattress, cross-stitch and double-pulley techniques). The authors 
reported that modification with the double mattress technique has 
significantly better biomechanical construct stability and higher 
resistance to suture cutting through the repaired tendon. Maguire et 
al[37] also evaluated the biomechanical properties of four variants of 
the suture bridge repair via modifications of medial row stitches (i.e. 
knotted standard suture bridge, knotted double suture bridge, untied 
suture bridge with medial anchor screw, and untied suture bridge 
with PushLock screw (Arthrex)). The authors found that the knotted 
double suture bridge technique has the greatest failure load, highest 
footprint contact area and least gap formation compared to the other 
techniques; these findings also demonstrate compatible results with 
that of Pauly’s study. The superior biomechanical properties of the 
quadruple knotted double suture bridge construct may be related to 
the utilization of all four mattress stitches medially across tendon 
repairs which results in a more equal distribution of the tensile load 
and provision of a more secure grasping of the tendon. 

BIOMECHANICAL IMPLICATIONS ON FAILURE 
OF THE MEDIAL ROW 
However, many recent studies have reported that failure of repaired 
rotator cuff tendons along the medial row of horizontal mattress 
stitches have developed after arthroscopic double-row repair[38] and 



suture-bridge repair[39]. Based on a study of finite element analysis, 
stress concentration occurs around the medial suture-tendon interface 
in the double-row repair model[40]. Furthermore, tensile testing has 
shown that specimens fail primarily at the suture–tendon interface of 
the medial row of horizontal mattress stitches, with mattress sutures 
pulling through the tendon medial to the repair site[21,28]. These clinical 
and biomechanical studies suggest that horizontal mattress stitches 
on the medial-row suture anchors can be a risk factor for medial cuff 
failure after arthroscopic rotator cuff repair, even though these sutures 
improve biomechanical properties of the repaired tendon. Despite the 
controversy of the medial row of sutures, the contribution of bite size 
at the medial mattress stitch is not well understood. Tamboli et al[41] 
investigated the effects of bite size at the horizontal mattress stitch 
on the biomechanical factors of the repaired construct. The results 
showed that a 4-mm bite secured the tendon more tightly, whereas a 
10-mm bite had greater ultimate strength. The authors concluded that 
for suture-bridge rotator cuff repair, large stitches are beneficial since 
the repaired construct would have greater strength to prevent the 
suture from pulling through the tendon. 

BIOMECHANICAL PERFORMANCE OF THE 
REPAIRED CONSTRUCTS OVER TIME
Although the suture bridge technique has been proven to provide 
superior fixation strength initially, further studies have been done 
regarding the suture loosening over time, which may compromise the 
repaired cuff construct. There are many possible causes of the suture 
loosening after immediate suture fixation, such as tightening of the 
mattress at the medial row, slippage of the suture at the lateral screw-
bone interface, creep of the suture, or creep of the tendon tissue, due 
to the viscoelastic properties of the repaired construct. Mazzocca et 
al[42] conducted a biomechanical evaluation to look at different repair 
constructs over time. The authors tested the single-row, double-row, 
suture bridge, and suture-chain suture bridge techniques. All repaired 
constructs had decreased footprint contact pressure, force, and area 
after 160 minutes; however, the suture bridge construct with medial 
knots had the highest contact pressure and force initially and persisted 
better over time. This study suggests that creep is a likely factor for 
suture bridge repairs. A recent study investigated the loosening of 
suture limbs after cycling the suture bridge constructs with the aim 
of simulating a real environmental dynamic loading condition after 
tendon repair. The study demonstrated that all suture limb loosening 
occurred after being cyclically loaded with 100 N for 1000 cycles. 
However, this did not affect lateral tendon stability which indicates 
that all suture limbs retained most of their tension achieved during 
the initial tying fixation[43].
    Biomechanical studies are limited in that these are only time zero 
characteristics, yet the healing of repaired rotator cuff tendon is 
likely associated with a combination of biomechanical and biological 
factors. Although biomechanical studies can test some of the factors 
that may improve the likelihood of tendon-to-bone healing, there are 
many other factors that cannot be tested.

CONCLUSION
The goal of rotator cuff repair is to achieve high initial fixation 
strength, reduce gap formation, maintain mechanical stability during 
cyclic loading, and optimize the biological environment for healing. 
In this review, the biomechanical properties of the suture bridge 
technique for rotator cuff repair was analyzed, and confirmation 
was obtained regarding mechanical improvement in the repaired 
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construct in terms of the initial fixation strength, contact area and 
contact pressure at the tendon-bone interface. However, there was 
no conclusive evidence demonstrating that improved biomechanical 
properties would necessarily lead to integrity of the repaired tendon 
at the time of follow-up in clinical studies. Further clinical studies 
are required to determine whether or not these biomechanical results 
would translate into better clinical outcome. 

CONFLICT OF INTERESTS  
There are no conflicts of interest with regard to the present study.

REFERENCES 
1	 Apreleva M, Ozbaydar M, Fitzgibbons PG, Warner JJ. Rotator 

cuff tears: the effect of the reconstruction method on three-dimen-
sional repair site area. Arthroscopy 2002; 18: 519-526

2.	 Cofield RH. Rotator cuff disease of the shoulder. J Bone Joint 
Surg Am 1985; 67: 974-979

3.	 Galatz LM, Ball CM, Teefey SA, Middleton WD, Yamaguchi K. 
The outcome and repair integrity of completely arthroscopically 
repaired large and massive rotator cuff tears. J Bone Joint Surg 
Am 2004; 86-A: 219-224

4.	 Harryman DT, 2nd, Mack LA, Wang KY, Jackins SE, Richardson 
ML, Matsen FA, 3rd. Repairs of the rotator cuff. Correlation of 
functional results with integrity of the cuff. J Bone Joint Surg Am 
1991; 73: 982-989

5.	 Jost B, Pfirrmann CW, Gerber C, Switzerland Z. Clinical outcome 
after structural failure of rotator cuff repairs. J Bone Joint Surg 
Am 2000; 82: 304-314

6.	 Liem D, Lichtenberg S, Magosch P, Habermeyer P. Arthroscopic 
rotator cuff repair in overhead-throwing athletes. Am J Sports 
Med 2008; 36: 1317-1322

7.	 Charousset C, Grimberg J, Duranthon LD, Bellaiche L, Petrover D. 
Can a double-row anchorage technique improve tendon healing in 
arthroscopic rotator cuff repair?: A prospective, nonrandomized, 
comparative study of double-row and single-row anchorage tech-
niques with computed tomographic arthrography tendon healing 
assessment. Am J Sports Med 2007; 35: 1247-1253

8.	 Duquin TR, Buyea C, Bisson LJ. Which method of rotator cuff 
repair leads to the highest rate of structural healing? A systematic 
review. Am J Sports Med 2010; 38: 835-841

9.	 Frank JB, ElAttrache NS, Dines JS, Blackburn A, Crues J, Tibone 
JE. Repair site integrity after arthroscopic transosseous-equivalent 
suture-bridge rotator cuff repair. Am J Sports Med 2008; 36: 1496-
1503

10.	 Fealy S, Kingham TP, Altchek DW. Mini-open rotator cuff repair 
using a two-row fixation technique: outcomes analysis in patients 
with small, moderate, and large rotator cuff tears. Arthroscopy 
2002; 18: 665-670

11.	 Lo IK, Burkhart SS. Double-row arthroscopic rotator cuff repair: 
re-establishing the footprint of the rotator cuff. Arthroscopy 2003; 
19: 1035-1042

12.	 Ozbaydar M, Elhassan B, Esenyel C, Atalar A, Bozdag E, Sunbu-
loglu E, Kopuz N, Demirhan M. A comparison of single-versus 
double-row suture anchor techniques in a simulated repair of the 
rotator cuff: an experimental study in rabbits. J Bone Joint Surg Br 
2008; 90: 1386-1391

13.	 Park MC, Elattrache NS, Ahmad CS, Tibone JE. “Transosseous-
equivalent” rotator cuff repair technique. Arthroscopy 2006; 22: 
1360 e1361-1365

14.	 Park MC, ElAttrache NS, Tibone JE, Ahmad CS, Jun BJ, Lee 
TQ. Part I: Footprint contact characteristics for a transosseous-
equivalent rotator cuff repair technique compared with a double-



row repair technique. J Shoulder Elbow Surg 2007; 16: 461-468
15.	 Park MC, Tibone JE, ElAttrache NS, Ahmad CS, Jun BJ, Lee 

TQ. Part II: Biomechanical assessment for a footprint-restoring 
transosseous-equivalent rotator cuff repair technique compared 
with a double-row repair technique. J Shoulder Elbow Surg 2007; 
16: 469-476

16.	 Ahmad CS, Stewart AM, Izquierdo R, Bigliani LU. Tendon-bone 
interface motion in transosseous suture and suture anchor rotator 
cuff repair techniques. Am J Sports Med 2005; 33: 1667-1671

17.	 Caldwell GL, Warner JP, Miller MD, Boardman D, Towers J, 
Debski R. Strength of fixation with transosseous sutures in rotator 
cuff repair. J Bone Joint Surg Am 1997; 79: 1064-1068

18.	 Craft DV, Moseley JB, Cawley PW, Noble PC. Fixation strength 
of rotator cuff repairs with suture anchors and the transosseous 
suture technique. J Shoulder Elbow Surg 1996; 5: 32-40

19.	 Demirhan M, Atalar AC, Kilicoglu O. Primary fixation strength of 
rotator cuff repair techniques: a comparative study. Arthroscopy 
2003; 19: 572-576

20.	 Goradia VK, Mullen DJ, Boucher HR, Parks BG, O’Donnell JB. 
Cyclic loading of rotator cuff repairs: A comparison of bioabsorb-
able tacks with metal suture anchors and transosseous sutures. 
Arthroscopy 2001; 17: 360-364

21.	 Koh JL, Szomor Z, Murrell GA, Warren RF. Supplementation of 
rotator cuff repair with a bioresorbable scaffold. Am J Sports Med 
2002; 30: 410-413

22.	 Lee S, Mahar A, Bynum K, Pedowitz R. Biomechanical compari-
son of bioabsorbable sutureless screw anchor versus suture anchor 
fixation for rotator cuff repair. Arthroscopy 2005; 21: 43-47

23.	 Ma CB, MacGillivray JD, Clabeaux J, Lee S, Otis JC. Biome-
chanical evaluation of arthroscopic rotator cuff stitches. J Bone 
Joint Surg Am 2004; 86-A: 1211-1216

24.	 Reed SC, Glossop N, Ogilvie-Harris DJ. Full-thickness rotator 
cuff tears. A biomechanical comparison of suture versus bone an-
chor techniques. Am J Sports Med 1996; 24: 46-48

25.	 Schneeberger AG, von Roll A, Kalberer F, Jacob HA, Gerber C. 
Mechanical strength of arthroscopic rotator cuff repair techniques: 
an in vitro study. J Bone Joint Surg Am 2002; 84-A: 2152-2160

26.	 Waltrip RL, Zheng N, Dugas JR, Andrews JR. Rotator cuff repair. 
A biomechanical comparison of three techniques. Am J Sports 
Med 2003; 31: 493-497

27.	 Baums MH, Buchhorn GH, Spahn G, Poppendieck B, Schultz W, 
Klinger HM. Biomechanical characteristics of single-row repair in 
comparison to double-row repair with consideration of the suture 
configuration and suture material. Knee Surg Sports Traumatol 
Arthrosc 2008; 16: 1052-1060

28.	 Kim DH, Elattrache NS, Tibone JE, Jun BJ, DeLaMora SN, 
Kvitne RS, Lee TQ. Biomechanical comparison of a single-row 
versus double-row suture anchor technique for rotator cuff repair. 
Am J Sports Med 2006; 34: 407-414

29.	 Park MC, Jun BJ, Park CJ, Ahmad CS, ElAttrache NS, Lee TQ. 
The biomechanical effects of dynamic external rotation on rota-
tor cuff repair compared to testing with the humerus fixed. Am J 
Sports Med 2007; 35: 1931-1939

30.	 Park MC, Idjadi JA, Elattrache NS, Tibone JE, McGarry MH, Lee 
TQ. The effect of dynamic external rotation comparing 2 foot-

288© 2015 ACT. All rights reserved.

Yeh ML et al. Suture Bridge Technique

print-restoring rotator cuff repair techniques. Am J Sports Med 
2008; 36: 893-900

31.	 Garcia IA, Jain NS, McGarry MH, Tibone JE, Lee TQ. Biome-
chanical evaluation of augmentation of suture-bridge supraspina-
tus repair with additional anterior fixation. J Shoulder Elbow Surg 
2013; 22: e13-18

32.	 Busfield BT, Glousman RE, McGarry MH, Tibone JE, Lee TQ. 
A biomechanical comparison of 2 technical variations of double-
row rotator cuff fixation: the importance of medial row knots. Am 
J Sports Med 2008; 36: 901-906

33.	 Chu T, McDonald E, Tufaga M, Kandemir U, Buckley J, Ma CB. 
Comparison of completely knotless and hybrid double-row fixa-
tion systems: a biomechanical study. Arthroscopy 2011; 27: 479-
485

34.	 Kaplan K, ElAttrache NS, Vazquez O, Chen YJ, Lee T. Knotless 
rotator cuff repair in an external rotation model: the importance 
of medial-row horizontal mattress sutures. Arthroscopy 2011; 27: 
471-478

35.	 Mall NA, Lee AS, Chahal J, Van Thiel GS, Romeo AA, Verma 
NN, Cole BJ. Transosseous-equivalent rotator cuff repair: a sys-
tematic review on the biomechanical importance of tying the me-
dial row. Arthroscopy 2013; 29: 377-386

36.	 Pauly S, Kieser B, Schill A, Gerhardt C, Scheibel M. Biomechani-
cal comparison of 4 double-row suture-bridging rotator cuff repair 
techniques using different medial-row configurations. Arthroscopy 
2010; 26: 1281-1288

37.	 Maguire M, Goldberg J, Bokor D, Bertollo N, Pelletier MH, 
Harper W, Walsh WR. Biomechanical evaluation of four different 
transosseous-equivalent/suture bridge rotator cuff repairs. Knee 
Surg Sports Traumatol Arthrosc 2011; 19: 1582-1587

38.	 Hayashida K, Tanaka M, Koizumi K, Kakiuchi M. Characteristic 
retear patterns assessed by magnetic resonance imaging after ar-
throscopic double-row rotator cuff repair. Arthroscopy 2012; 28: 
458-464

39.	 Cho NS, Lee BG, Rhee YG. Arthroscopic rotator cuff repair using 
a suture bridge technique: is the repair integrity actually main-
tained? Am J Sports Med 2011; 39: 2108-2116

40.	 Sano H, Yamashita T, Wakabayashi I, Itoi E. Stress distribution in 
the supraspinatus tendon after tendon repair: suture anchors versus 
transosseous suture fixation. Am J Sports Med 2007; 35: 542-546

41.	 Tamboli M, Mihata T, Hwang J, McGarry MH, Kang Y, Lee TQ. 
Biomechanical characteristics of the horizontal mattress stitch: 
implication for double-row and suture-bridge rotator cuff repair. J 
Orthop Sci 2014; 19: 235-241

42.	 Mazzocca AD, Bollier MJ, Ciminiello AM, Obopilwe E, DeAnge-
lis JP, Burkhart SS, Warren RF, Arciero RA. Biomechanical evalu-
ation of arthroscopic rotator cuff repairs over time. Arthroscopy 
2010; 26: 592-599

43.	 Kummer F, Hergan DJ, Thut DC, Pahk B, Jazrawi LM. Suture 
loosening and its effect on tendon fixation in knotless double-row 
rotator cuff repairs. Arthroscopy 2011; 27: 1478-1484

 
Peer reviewer: Yoichi Koike, MD, PhD, Department of 
orthopaedics, Japanese Red-Cross Sendai Hospital, 2-43-3 
Yagiyama Hon-chio, Taihaku Sendai, 982-8501 Japan.


