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The biomechanics of the glenohumeral joint 
is achieved by the interaction of both static and 
dynamic stabilizing structures. Static stabilizers are 
bone anatomy, intra-articular negative pressure, joint 
capsule, and glenoid labrum. Dynamic stabilizers 
include the rotator cuff muscles and other muscle 
structures surrounding the shoulder joint. Although 
the function and biomechanics of the rotator cuff 
muscles are known, the function and biomechanics of 
the long head of biceps tendon (LHBT) have not been 
fully clarified, yet.[1]

Biceps long head tendon rupture has been 
described in the literature as a possible source 
of shoulder pain.[2] Although it is known that the 
function of the biceps brachii is forearm supination, 
there are still debates regarding the function of the 
LHBT. Itoi et al.[3] showed that the LHBT stabilized the 
humeral head anteriorly during the abduction and 
external rotation position. Pagnani et al.[4] reported 
that the multicentric movement of the humeral head 
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in all directions decreased, when they applied a 
55-Newton load to the LHBT. Since the loads applied 
to the LHBT in the studies are not physiological, the 
biomechanics and function of the tendon have not 
been fully elucidated. The LHBT pathologies can be 
separated as conditions with and without rotator 
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cuff pathologies.[5] Isolated LHBT lesions are divided 
into three main classifications: tendinitis, instability, 
and rupture.[6] While the joint anatomy may affect 
the formation of these pathologies, there may also be 
changes in joint biomechanics and stabilization due 
to the occurring pathologies.

In the present study, we aimed to radiologically 
contribute to the clinical understanding of the 
biomechanical role of the LHBT, of which clinical 
function is not sufficiently understood and to perform 
radiological measurements related to shoulder joint 
morphology.

PATIENTS AND METHODS

This single-center, retrospective study was 
conducted at Necmettin Erbakan University Meram 
Medical Faculty, Department of Orthopedics and 
Traumatology between December 1st, 2015 and 
December 31st, 2018. Magnetic resonance imaging 
(MRI), X-ray scans, and arthroscopy video archives 
of 650 patients who underwent shoulder arthroscopy 
were evaluated. A total of 145 patients (56 males, 
89 females; mean age: 62.2±9.7 years; range, 28 to 87 
years) who met the inclusion criteria (patients with 
supraspinatus and or infraspinatus full-thickness 
tear larger than 3 cm and who underwent arthroscopic 
rotator cuff repair) were included. Exclusion criteria 
were as follows: patients with subscapularis tears, 
patients with shoulder instability, patients with 
superior labral anterior posterior (SLAP) lesion (since 
SLAP lesions would affect biceps measurements), 
patients with advanced shoulder arthritis, 
patients with an unrepairable tear, and patients 
with additional shoulder pathology. The patient 
group of our study consisted of patients with large 
supraspinatus and or infraspinatus tears that could 
be repaired arthroscopically. We chose this patient 
group, in particular, as it is a patient group that is 
frequently seen in arthroscopic shoulder surgery 

and is a group that is associated with different biceps 
pathologies.

Long head of biceps tendon pathologies detected 
during arthroscopy were divided into four groups. 
Group 1 (normal/tendinitis) consisted of 32 (22%) 
patients (Figure 1), Group 2 (degenerated/partial 
tear) of 41 (28.3%) patients (Figure 2), Group 3 
(unstable/dislocated) of 30 (20.7%) patients (Figure 3), 
and Group 4 (totally ruptured) of 42 (29%) patients 
(Figure 4).

Acromiohumeral distance (AD), critical shoulder 
angle (CSA), coracohumeral distance (CD), acromial 
index (AI), humeral head diameter/glenoid length 
ratio measurements were made using preoperative 
MRI and true anteroposterior X-ray images.

Acromiohumeral distance: AD was first described 
by Golding.[7] It is determined by measuring the 
closest groove of the acromion and humerus in T1 
sections of the preoperative coronal, sagittal-oblique 

FIGURE 1. Group 1 normal/solid biceps appearance. FIGURE 3. Group 3 biceps lesion (unstable biceps).

FIGURE 2. Group 2 biceps lesion (degenerated tear).
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MRI scans (Figure 5). Distance measurement 
between 7 to 13 mm was accepted as normal on the 
shoulder radiograph.

Coracohumeral distance: Gerber et al.[8] used CD 
to describe subacromial impingement syndrome. It 
is determined by measuring the shortest distance 
between the coracoid process and the tuberculum 
minus in the T1 axial and sagittal-oblique images of 
the preoperative MRI scans of the patients (Figure 6).

Acromial Index: AI was described by Nyffeler et 
al.[9] It is the ratio of the distance between the line 

passing through the upper and lower parts of the 
glenoid and the lateral prominence of the acromion, 
and the length connecting the upper and lower 
bony prominences of the glenoid to the tuberculum 
majus in the true anteroposterior shoulder radiograph 
(Figure 7).

Critical shoulder angle: Moor et al.[10] described 
CSA in 2013. The angle formed by the line passing 
through the upper and lower parts of the glenoid 

FIGURE 4. Group 4 lesion of the long head of the biceps 
(total ruptured stump appearance).

FIGURE 5. Acromiohumeral distance.

FIGURE 6. Coracohumeral distance: (a) Sagittal-oblique section, (b) axial section.

(a) (b)
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and the line passing from under the glenoid to 
the lateral part of the acromion in the actual 
anterior-posterior radiograph of the shoulder creates 
the angle (Figure 8). Since this angle would vary 
with the position of the scapula during X-ray, it must 
be calculated exactly on the true anteroposterior 
radiograph.[10,11]

Superior migration of the humeral head (SMHH): It 
was first described by Golding.[7] In T1-weighted MRI 
sagittal sections, during neutral rotation with the 
patient in the supine position, SMHH is determined 
by measuring the distance from the center of the 
glenoid articular surface and the humeral head 
(Figure 9).[12,13]

The ratio of the upper and lower lengths of the 
humeral head and glenoid (H/G): This ratio has not 
yet been used in the literature. In our study, we 
calculated the distance ratio between the diameter 
of the humeral head and the superior-inferior of the 
glenoid to measure the LHBT migration distance 
from the glenoid origin in the sagittal shoulder MRI 
(Figure 10). We used this measurement to answer 
the following question; Does the larger diameter of 
the humeral head compared to the glenoid effect 
the tension of the LHBT and pave the way for the 
formation of biceps pathologies?

Arthroscopic procedure

Standard shoulder arthroscopy was performed 
in all patients in the lateral decubitus position with 
a 20 to 30º angle posteriorly and the arm positioned 
in 45º abduction and 15º flexion by applying 
longitudinal traction. The posterior portal was used 
as the imaging portal. Intra-articular pathologies 
were intervened through the anterior portal and the 
rotator interval. Biceps long head tendon pathologies 
were evaluated. Tenodesis was applied to biceps 
pathologies (extensive tendinitis, degenerated tear, 
instability) under 50 years, and tenotomy was applied 
to other patients. The posterior and or superior cuff 
tear was repaired with tendon-tendon/tendon-bone 

FIGURE 7. Acromial Index.

FIGURE 8. Critical shoulder angle.

FIGURE 9. Superior migration of the humeral head.[13]
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or tendon/bone sutures according to the tears’ shape. 
Long head of biceps tendon pathologies observed 
during arthroscopy were recorded and classified.

Statistical analysis

Statistical analysis was performed using the 
SPSS version 18.0 software (SPSS Inc., Chicago, 
IL, USA). Continuous data were expressed in 
mean ± standard deviation (SD) or median (min-max), 
while categorical data were expressed in number 
and frequency. The relationship between categorical 
data was analyzed using the chi-square test. 
Comparisons for the normally distributed numerical 
data were made using the one-way analysis of 
variance (ANOVA) and Student t-test. The Mann-
Whitney U test and Kruskal-Wallis test were used, 
if numerical data were not normally distributed. 
The groups that had a significant difference in the 
Kruskal-Wallis test were determined regarding the 
cause by using the Dunn-Bonferroni post-hoc test. 
The Pearson and Spearman rho correlation analyses 
were used to identify the direction and magnitude 
of the relationship between numerical variables. A p 
value of <0.05 was considered statistically significant.

RESULTS

The lesion was on the right arm in 95 (65.5%) of the 
patients and on the left arm in 50 (34.5%) patients. 
Biceps pathologies in addition to the rotator cuff 
disease in the patients are given in detail in Table I.

The mean duration of complaints was 17.7±35.4 
(range, 0.5 to 240) months. The data of the 

FIGURE 10. Humeral head and glenoid articular surface superior inferior ratio.

measurements calculated from the radiological 
images of the patients are given in Table II.

According to the biceps pathology groups, the 
mean SMHH was 3.9±1.1 in Group 1, 3.3±1.3 in 
Group 2, 4.1±1.3 in Group 3, and 4.5±1.9 in Group 4. 
When biceps pathology groups were compared, a 
statistically significant difference was found among 
the groups regarding SMHH (p=0.009). As a result 
of the post-hoc analyses made to identify which 
group/groups the difference originates from, the 
patients in Group 4 (with biceps rupture) had a 
significantly higher SMHH distance (p=0.012) than 
patients in Group 2 (with biceps degeneration/tear) 
(Table III, Figure 11).

TAbLE I
Demographic data of patients

n %

Sex

Female

Male

89

56

61.4

38.6

Side

Right

Left

95

50

65.5

34.5

Biceps pathology

None-tendinitis

Degenerate-partial tear

Unstable-dislocated

Totally ruptured

32

41

30

42

22

28.3

20.7

29
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TAbLE II
Descriptive data of patients

Mean±SD Median Min-Max

Age (year) 62.2±9.7 63 28-87

Duration (month) 17.7±35.4 5 0.5-240

H/G 1.3±0.9 1.27 1.05-1.53

Acromiohumeral distance (mm) 7.3±2.3 7.6 1.2-15.7

Coracohumeral distance (mm) 10.4±3.5 10 2-24

SMHH (mm) 3.9±1.5 4 1-13

Critical shoulder angle (degrees) 43.2±5.2 43 30-56

Acromial Index 0.8±0.1 0.82 0.6-1

SD: Standard deviation; H/G: Ratio of the upper and lower lengths of the humeral head and glenoid; SMHH: Superior migration 
of the humeral head.

TAbLE III
Comparison of SMHH distances, CD and AI ratios according to biceps pathology groups of the patients

SMHH (mm) CD distance (mm) AI (mm/mm)

Median Min-Max Median Min-Max Median Min-Max

Biceps pathology

Group 1 4 1.3-6.5 10 4-19 0.8 0.62-1

Group 2 3.5 1-6 11 2-24 0.82 0.6-1

Group 3 4.14 1.5-8 10 8-19 0.84 0.65-0.93

Group 4 4.5 1-13 8.8 3.7-15 0.81 0.61-0.9

p* 0.009 0.026 0.4

SMHH: Superior migration of the humeral head; CD dist.: Coracohumeral distance; AI: Acromial Index; * Kruskal-Wallis test.
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FIGURE 11. Line Chart Showing the SMHH Averages of the 
Patients Included in the Study by Biceps Pathology Groups.
SMHH: Superior migration of the humeral head.
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Patients Included in the study by biceps pathology groups.
CD: Coracohumeral distance.
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According to the biceps pathology groups, the 
mean CD was 10.1±3.2 in Group 1, 11.4±4.4 in 
Group 2, 10.8±2.4 in Group 3, and 9.1±2.8 in Group 4. 
When biceps pathology groups were compared, the 
patients in Group 2 (with biceps degeneration/tear) 
had a significantly higher CD distance (p=0.042) 
than the patients in Group 4 (with biceps rupture) 
(Table III, Figure 12).

According to the biceps pathology groups, there 
was no significant difference between the biceps 
pathology groups regarding AI rates (Table III).

According to the biceps pathology groups, there 
was no significant difference between the biceps 
pathology groups regarding AD distances, CSA 
grades, and H/G ratios (Table IV).

DISCUSSION

The main conclusion of our study is that the long 
head of the biceps tendon prevents the superior 
and anterior migration of the humeral head in the 
shoulder joint. Many studies in the literature, it 
has been shown that the humeral head migrates 
superiorly when tenotomy is performed on the 
long  head of biceps tendon.[3,14-17] These results 
support our study. In response to these studies, 
Yamaguchi et al.'s[18] electromagnetic studies on 
patients with rotator cuff tears; they mentioned 
that the long head of the biceps tendon had no 
effect on shoulder biomechanics, but was effective 
on elbow contraction. In another study, Youm et 
al.[19] showed that glenohumeral joint mechanics 
did not change in cadavers with SLAP 2 lesions. 
Although the function of the LHBT continues to 
be discussed in the literature, many studies shows 
that the long head of the biceps tendon is effective 
in glenohumeral stability and prevents superior 
humeral migration.[20,21]

The head-suppressing effect of the rotator cuff is 
frequently mentioned in the literature;[22] in our study, 
we wanted to question the effect of variable long 
head of biceps lesions on the humeral head position 
in patients with posterior superior rotator cuff tears 
in addition to the literature. Our study was able to 
answer this question; the superior humeral migration 
was higher, and the CD was significantly reduced 
in the totally ruptured biceps group compared to 
other groups, which clinically proves that the LHBT, 
of which biomechanical role is controversial, has an 
important function in preventing the anterior and 
SMHH.

Superior migration of the humeral head was 
first described by Golding.[7] Weiner and Macnab[23] 
reported the migration of the humeral head and 
narrowing of the AD secondary to a rotator cuff 
tear.[23] The LHBT is an important force vector 
acting on the glenoid cavity. The main of our study 
is that the LHBT contributes to the prevention 
of superior excursion of the humeral head.[24] 
The fact that SMHH values were lower in the 
group with degenerated LHBT (Group 2) than 
the patients in other groups shows us that there 
may be individual differences in LHBT tension. In 
addition, if the supraspinatus tendon, which also 
has a head depressing effect, is torn in patients 
with a tense, but intact LHBT shows that the LHBT 
is degenerated by resisting the superior humeral 
migration as much as possible. Also, when there 
is a tear or instability in the LHBT, the increase in 
the SMHH supports our view. In a cadaver study 
conducted by Kumar et al.,[14] in a group of patients 
with a total rupture of the LHBT, significant 
superiorly migration occurred at the beginning of 
the humerus. However, anterior translation was 
unable to be evaluated in this study.

TAbLE IV
Comparison of H/G ratios, AD distances and CSA grades according to biceps 

pathology groups of the patients

H/G AD distance (mm) CSA (degrees)

Mean±SD Mean±SD Mean±SD

Biceps pathology

Group 1 1.3±0.1 7.7±2.7 43.1±4.8

Group 2 1.3±0.1 6.9±2.1 43.4±5.5

Group 3 1.3±0.1 8.0±2.1 44.5±4.1

Group 4 1.3±0.1 6.8±2.2 42.1±5.7

p* 0.931 0.071 0.270

H/G: Ratio of the upper and lower lengths of the humeral head and glenoid; AD: Acromiohumeral 
distance; CSA: Critical shoulder angle; * One-way ANOVA test.
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In the study by Bezer et al.,[12] the patients 
were evaluated in three groups: (isolated 
supraspinatus tear, supraspinatus + infraspinatus 
tear, supraspinatus + infraspinatus + subscapularis 
tear), and SMHH was examined. While there was 
no significant difference between the first two 
groups, the third group was significantly different 
from the other groups. The authors concluded that 
the subscapularis tear would be defeated by the 
lifting function of the deltoid, and the humeral head 
would expel superiorly, but the LHBT was ignored 
in this study. We believe that we can evaluate LHBT 
function more adequately by selecting patients 
with intact subscapularis tendon and isolated 
supraspinatus tendon rupture in our study groups.

In the study of Cetinkaya et al.,[13] SMHH and AD 
were evaluated in patients with rotator cuff tears. 
They showed that the AD and the SMHH were highly 
correlated in all groups of rotator cuff tears. In the 
aforementioned study, they reported that the SMHH 
in the group of patients with subscapularis tear did 
not increase and that the subscapularis tear did not 
cause subacromial impingement syndrome. In this 
study, the effect of LHBT tears on the SMHH was 
ignored. In our study, we observed the significant 
effect of the ruptured LHBT group on the SMHH, 
and we believe that this result would contribute 
to the literature. The fact that SMHH was lower in 
Group 1 and Group 3 compared to Group 4 indicates 
that the structure that prevents the SMHH is not only 
LHBT, but other factors are also effective. Despite 
the degenerated tear in the LHBT in some patients 
after a supraspinatus tear, the low superior humeral 
migration is an indication that the most important 
structure preventing migration in this patient group 
is LHBT.

Gerber et al. [8] used the CD to describe subcoracoid 
impingement syndrome. In healthy individuals, the 
CD is over 10 mm. In our study, the difference in 
the CD measurement group was also caused by the 
difference between the degenerate/tear and ruptured 
groups. The decrease in CD in LHBT ruptures shows 
that LHBT is also effective in the anterior stability of 
the humeral head.

On the other hand, considering that there may 
be anatomical differences in CD measurements; the 
higher CD in the group with degenerated LHBT than 
in the group with normal LHBT creates excessive 
tension on the tendon resulting in degeneration or tear 
in the biceps in cases where the anterior (anatomical) 
distance of the head is large. If the distance is small, 
we can assume that the humerus head can attempt 
to expel superiorly and cause tendinitis in the LHBT.

In their study, Leite et al.[25] found that the CD and 
the coracoid index had a significant predictive value 
in diagnosing subscapularis tears and LHBT tears. 
In our study, the coronal distance was significantly 
narrowed in patients with ruptured LHBT.

In two similar studies by Moor et al.[10] and Song 
et al.,[26] the CSA had a high correlation with rotator 
cuff tear above 35° and a significant correlation with 
osteoarthritis in measurements below 30°. Shingawa 
et al.[27] reported similar results by measuring the 
CSA in Japanese society. In our study, the CSA was 
above 30° in all groups, but no significant results were 
obtained for the biceps pathology subgroups for CSA.

Golding[7] accepted an AD of 7 to 13 mm in 
a healthy human shoulder by measuring the true 
shoulder anteroposterior radiograph. Goutallier et 
al.,[28] in their study investigating the effect of rotator 
cuff tears on the AD, reported that the AD was 
significantly narrowed in the group of patients with 
infraspinatus tears compared to other muscle tears. 
In our study, we found no significant difference in 
terms of AD among the groups. However, although it 
was not significant, the fact that the AD was narrower 
in Group 2 and Group 4 patients compared to other 
patients may indicate the importance of biceps tendon 
integrity and head depressing function.

Nyffeler et al.[9] reported that as the lateral 
extension distance of the acromion increased, the 
probability of supraspinatus tendon degeneration 
would also increase. In their study, the standard AI 
was 0.73, AI 0.6 in patients with rotator cuff tears, 
and 0.64 in patients with osteoarthritis. Ames et al.[29] 
showed that there was no significant relationship 
between the size of the AI and the size of the rotator 
cuff tears. However, they found that patients with 
a large AI used more anchors to repair their tears, 
and postoperative shoulder rehabilitation evaluations 
were lower.[28] In our study, we found no significant 
difference among the groups in terms of AI.

In the current study, the H/G ratio was calculated 
by measuring and proportioning the distance 
between the humeral head diameter and the glenoid 
superior-inferior to measure the distance traveled 
by the LHBT from the glenoid origin in sagittal 
shoulder MRI. We found no significant difference 
between biceps pathologies and the H/G ratio. We 
also showed that the distance covered by LHBT was 
not a significant variable for the development of 
biceps pathologies.

Nonetheless, there are some limitations to 
this study. Although our study is not a clinical 
biomechanical study, it was able to radiologically 
reveal the effect of LHBT pathologies on the superior 
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and anterior migration of the humeral head in patients 
with the same rotator cuff tears.

In conclusion, the LHBT, of which function has 
not yet been clearly elucidated, is one of the anterior 
and superior stabilizing forces of the humeral head. 
We believe that the present study may contribute to 
the literature for functions of LHBT.

Ethics Committee Approval: The study protocol was 
approved by the Necmettin Erbakan University Meram 
Medical Faculty Pharmaceutical and Non-Medical Device 
Research Ethics Committee (date: 13.09.2019, no: 2019/2038). 
The study was conducted in accordance with the principles of 
the Declaration of Helsinki.

Patient Consent for Publication: A written informed 
consent was obtained from each patient.

Data Sharing Statement: The data that support the findings 
of this study are available from the corresponding author upon 
reasonable request.

Author Contributions: Design, data processing, analysis 
and interpretation, literatur review, writing the article, 
references and fundings, materials, other: N.D.; Idea/consept, 
control/supervision, data collection, critical review: M.O.

Conflict of Interest: The authors declared no conflicts of 
interest with respect to the authorship and/or publication of 
this article.

Funding: The authors received no financial support for the 
research and/or authorship of this article.

REFERENCES

1.	 Can	 Fİ,	Gültaç	 E,	 Şahin	 İG,	Kılınç	CY,	Hürriyet	Aydoğan	
N. Subacromial impingement as a predictor of proximal 
biceps tendon disorders. Jt Dis Relat Surg 2022;33:142-8. doi: 
10.52312/jdrs.2022.499. 

2. Chen RE, Voloshin I. Long head of biceps injury: Treatment 
options and decision making. Sports Med Arthrosc Rev 
2018;26:139-44. doi: 10.1097/JSA.0000000000000206. 

3. Itoi E, Kuechle DK, Newman SR, Morrey BF, An KN. 
Stabilising function of the biceps in stable and unstable 
shoulders. J Bone Joint Surg Br 1993;75:546-50. doi: 
10.1302/0301-620X.75B4.8331107. 

4. Pagnani MJ, Deng XH, Warren RF, Torzilli PA, O'Brien SJ. 
Role of the long head of the biceps brachii in glenohumeral 
stability: A biomechanical study in cadavera. J Shoulder 
Elbow Surg 1996;5:255-62. doi: 10.1016/s1058-2746(96)80051-6. 

5. Edwards TB, Walch G. Biceps tenodesis: Indications 
andtechniques*. Oper Tech Sports Med 2002;10:99-104. 
doi:10.1053/OTSM.2002.30174.

6. Slätis P, Aalto K. Medial dislocation of the tendon of 
the long head of the biceps brachii. Acta Orthop Scand 
1979;50:73-7. doi: 10.3109/17453677909024092. 

7. Golding FC. The shoulder--the forgotten joint. Br J Radiol 
1962;35:149-58. doi: 10.1259/0007-1285-35-411-149. 

8. Gerber C, Terrier F, Ganz R. The role of the coracoid process 
in the chronic impingement syndrome. J Bone Joint Surg 
[Br] 1985;67:703-8. doi: 10.1302/0301-620X.67B5.4055864. 

9. Nyffeler RW, Werner CM, Sukthankar A, Schmid MR, 
Gerber C. Association of a large lateral extension of the 

acromion with rotator cuff tears. J Bone Joint Surg [Am] 
2006;88:800-5. doi: 10.2106/JBJS.D.03042. 

10. Moor BK, Bouaicha S, Rothenfluh DA, Sukthankar A, 
Gerber C. Is there an association between the individual 
anatomy of the scapula and the development of rotator 
cuff tears or osteoarthritis of the glenohumeral joint?: A 
radiological study of the critical shoulder angle. Bone Joint 
J 2013;95-B:935-41. doi: 10.1302/0301-620X.95B7.31028. 

11. Yoo JS, Heo K, Yang JH, Seo JB. Greater tuberosity angle 
and critical shoulder angle according to the delamination 
patterns of rotator cuff tear. J Orthop 2019;16:354-8. doi: 
10.1016/j.jor.2019.03.015. 

12.	 Bezer	M,	Yildirim	Y,	Akgün	U,	Erol	B,	Güven	O.	Superior	
excursion of the humeral head: A diagnostic tool in rotator 
cuff tear surgery. J Shoulder Elbow Surg 2005;14:375-9. doi: 
10.1016/j.jse.2004.12.001. 

13. Cetinkaya M, Ataoglu MB, Ozer M, Ayanoglu T, Oner 
AY, Kanatli U. Do subscapularis tears really result in 
superior humeral migration? Acta Orthop Traumatol Turc 
2018;52:109-14. doi: 10.1016/j.aott.2018.01.007. 

14. Kumar VP, Satku K, Balasubramaniam P. The role of the 
long head of biceps brachii in the stabilization of the head 
of the humerus. Clin Orthop Relat Res 1989;(244):172-5. 

15. Kido T, Itoi E, Konno N, Sano A, Urayama M, Sato K. The 
depressor function of biceps on the head of the humerus in 
shoulders with tears of the rotator cuff. J Bone Joint Surg 
[Br] 2000;82:416-9. doi: 10.1302/0301-620x.82b3.10115.

16. McMahon PJ, Burkart A, Musahl V, Debski RE. 
Glenohumeral translations are increased after a type II 
superior labrum anterior-posterior lesion: A cadaveric 
study of severity of passive stabilizer injury. J Shoulder 
Elbow Surg 2004;13:39-44. doi: 10.1016/j.jse.2003.09.004. 

17. Warner JJ, McMahon PJ. The role of the long head of the 
biceps brachii in superior stability of the glenohumeral joint. 
J Bone Joint Surg [Am] 1995;77:366-72. doi: 10.2106/00004623-
199503000-00006. 

18. Yamaguchi K, Riew KD, Galatz LM, Syme JA, Neviaser 
RJ. Biceps activity during shoulder motion: An 
electromyographic analysis. Clin Orthop Relat Res 
1997;(336):122-9. doi: 10.1097/00003086-199703000-00017. 

19. Youm T, Tibone JE, ElAttrache NS, McGarry MH, Lee 
TQ. Simulated type II superior labral anterior posterior 
lesions do not alter the path of glenohumeral articulation: 
A cadaveric biomechanical study. Am J Sports Med 
2008;36:767-74. doi: 10.1177/0363546507312169. 

20. Rattee J, Sims L, Leswick DA, Obaid H. Correlation between 
superior humeral head migration and proximal long head 
of biceps tendon pathology in patients with and without 
rotator cuff tears using magnetic resonance imaging 
and radiography. JSES Int 2022;6:809-14. doi: 10.1016/j.
jseint.2022.06.003. 

21. Shavana G, Cronjé JY, Mcduling C, Verbeek RB, Nkwenika 
T, Hohmann E, et al. A biomechanical study on the effect 
of long head of biceps tenotomy on supraspinatus load 
and humeral head position during shoulder abduction. 
J Shoulder Elbow Surg 2022;31:1294-9. doi: 10.1016/j.
jse.2021.12.014. 

22. Kawano Y, Matsumura N, Murai A, Tada M, Matsumoto M, 
Nakamura M, et al. Evaluation of the translation distance 
of the glenohumeral joint and the function of the rotator 
cuff on its translation: A cadaveric study. Arthroscopy 
2018;34:1776-84. doi: 10.1016/j.arthro.2018.01.011. 



Evaluation of biceps long head pathologies and function 107

23. Weiner DS, Macnab I. Superior migration of the humeral 
head. A radiological aid in the diagnosis of tears of the 
rotator cuff. J Bone Joint Surg [Br] 1970;52:524-7. 

24.	 Atik	 OŞ.	 Which	 articles	 do	 the	 editors	 prefer	 to	
publish? Jt Dis Relat Surg 2022;33:1-2. doi: 10.52312/
jdrs.2022.57903. 

25. Leite MJ, Sá MC, Lopes MJ, Matos RM, Sousa AN, Torres 
JM. Coracohumeral distance and coracoid overlap as 
predictors of subscapularis and long head of the biceps 
injuries. J Shoulder Elbow Surg 2019;28:1723-7. doi: 10.1016/j.
jse.2019.01.012. 

26. Song JG, Yun SJ, Song YW, Lee SH. High performance of 
critical shoulder angle for diagnosing rotator cuff tears 
on radiographs. Knee Surg Sports Traumatol Arthrosc 
2019;27:289-98. doi: 10.1007/s00167-018-5247-1. 

27. Shinagawa K, Hatta T, Yamamoto N, Kawakami J, Shiota 
Y, Mineta M, et al. Critical shoulder angle in an East Asian 
population: Correlation to the incidence of rotator cuff tear 
and glenohumeral osteoarthritis. J Shoulder Elbow Surg 
2018;27:1602-6. doi: 10.1016/j.jse.2018.03.013. 

28. Goutallier D, Le Guilloux P, Postel JM, Radier C, Bernageau 
J, Zilber S. Acromio humeral distance less than six 
millimeter: Its meaning in full-thickness rotator cuff tear. 
Orthop Traumatol Surg Res 2011;97:246-51. doi: 10.1016/j.
otsr.2011.01.010. 

29. Ames JB, Horan MP, Van der Meijden OA, Leake MJ, Millett 
PJ. Association between acromial index and outcomes 
following arthroscopic repair of full-thickness rotator cuff 
tears. J Bone Joint Surg [Am] 2012;94:1862-9. doi: 10.2106/
JBJS.K.01500.


