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Fat Fractions of the Rotator Cuff Muscles Acquired
With 2-Point Dixon MRI

Predicting Outcome After Arthroscopic Rotator Cuff Repair

Georg C. Feuerriegel, MD, Roy P. Marcus, MD, Stefan Sommer, PhD, Karl Wieser, MD,
Samy Bouaicha, MD, and Reto Sutter, MD

Objectives: The aim of this study was to quantify and compare fat fraction (FF)

and muscle volume between patients with failed and intact rotator cuff (RC) re-

pair as well as a control group with nonsurgical conservative treatment to define

FF cutoff values for predicting the outcome of RC repair.

Materials and Methods: Patients with full-thickness RC tears who received mag-

netic resonance imaging (MRI) before and after RC repair including a 2-point Dixon

sequence were retrospectively screened. Patients with retear of 1 or more tendons di-

agnosed on MRI (Sugaya IV–V) were enrolled and matched to patients with intact

RC repair (Sugaya I–II) and to a third group with conservatively treated RC tears.

Two radiologists evaluated morphological features (Cofield, Patte, and Goutallier),

as well as the integrity of the RC after repair (Sugaya). Fat fractions were calculated

from the 2-point Dixon sequence, and the RC muscles were segmented semiauto-

matically to calculate FFs and volume for eachmuscle. Receiver operator character-

istics curves were used to determine FF cutoff values that best predict RC retears.

Results: In total, 136 patients were enrolled, consisting of 3 groups: 41 patients

had a failed RC repair (58 ± 7 years, 16 women), 50 patients matched into the in-

tact RC repair group, and 45 patients were matched into the conservative treatment

group. Receiver operator characteristics curves showed reliable preoperative FF

cutoff values for predicting retears at 6.0% for the supraspinatus muscle (0.83 area

under the curve [AUC]), 7.4% for the infraspinatus muscle (AUC 0.82), and 8.3%

for the subscapularis muscle (0.94 AUC).

Conclusions: Preoperative quantitative FF calculated from 2-point Dixon MRI

can be used to predict the risk of retear after arthroscopic RC repair with cutoff

values between 6% and 8.3%.

Key Words: rotator cuff, magnetic resonance imaging, muscular atrophy

(Invest Radiol 2024;00: 00–00)

R otator cuff (RC) tears are a common cause of shoulder pain and dis-
ability, and its prevalence is known to increase with age.1 Common

symptoms include shoulder pain and weakness of shoulder flexion,
abduction, and internal and external rotation, depending on the tear

pattern, restricting everyday activities and affecting the quality of life.1

In case of failed conservative treatment, minimal invasive arthroscopic
RC repair is the current criterion standard for treatment of symptomatic
full-thickness RC tears. However, retear rates of up to 27% at 2 years
after surgery have been reported.2,3

After a tendon tear, theRCmuscle undergoes degenerative changes
including fatty infiltration and atrophy.3–6Recent studies correlated preop-
erative fatty infiltration of the RCmuscles with RC repair outcomemainly
for the supraspinatus (SSP) muscle, but there are contradicting results in
the literature about which threshold of fatty infiltration should be used
for outcome prediction.7–9 Improved preoperative screening with reliable
biomarkerswould be beneficial to predict the risk of retear and select those
patients for surgery where a good outcome is likely.

Fatty infiltration of the RC muscles is commonly assessed with the
Goutallier classification.10 However, it was reported that this classification
might be affected by the retraction of the myotendinous unit, and the
interrater reliability is limited (reported κ range of 0.41–0.91), making the
Goutallier classification less useful in predicting the surgical outcome.11,12

Recently, different quantitative methods to assess the degree of
fatty muscle infiltration more objectively were proposed. Some of the
most promising methods include chemical shift–based techniques such
as single-voxel magnetic resonance spectroscopy and frequency selec-
tive magnetic resonance imaging (MRI), as well as chemical shift–
encoded multipoint water-fat separation techniques.13–17 Dixon-based
techniques including extended 2-point Dixon methods were also suc-
cessfully used for fat quantification, in particular for calculating proton
density fat fraction (FF) of the RCmuscles.17–19 Predicting the outcome
of arthroscopic RC repair by assessing quantitative data for FFandmus-
cle atrophy before and after successful RC repair was shown to be
feasible. However, the reported measurements are controversial, often
limited by small patient cohorts, a small number of retears, and the stud-
ies mainly focused on the assessment of the SSP, although RC repair of
the subscapularis (SSC) and infraspinatus (ISP) tendon is also com-
monly performed.7–9 Nozaki et al8 reported preoperative FFs of up to
37% of the SSP muscle for patients with failed RC repairs, which is
contradictory to the report by Wieser et al7 who found a preoperative
FF of 7.8% in patients with failed SSP repairs. Both studies are limited
by the relatively small number of patients with SSP retear, and so far, no
reliable cutoff values regarding the FF and atrophy of the RC muscles
have been defined for predicting the retear probability.

The purpose of this study was to quantitatively and longitudinally
analyze RC muscle fatty infiltration and volume before and after arthro-
scopic RC repair and compare the results of successful repairs with failed
operative or conservative treatment, in order to define cutoff values for
FF which best predict retear or success after arthroscopic RC repair.

MATERIALS AND METHODS

Patient Selection
In this retrospective study, electronic patient recordswere screened for

the diagnosis of a full thickness tear of at least 1 RC tendon (SSP tendon,

Received for publication June 27, 2023; and accepted for publication, after revision,
July 31, 2023.

From the Department of Radiology, Balgrist University Hospital, Faculty ofMedicine,
University of Zurich, Zurich, Switzerland (G.C.F., R.P.M., S.S., R.S.); Advanced
Clinical Imaging Technology (ACIT), Siemens Healthineers International AG,
Zurich, Switzerland (S.S.); Swiss Center for Musculoskeletal Imaging, Balgrist
Campus, Zurich, Switzerland (S.S.); and Department of Orthopedics, Balgrist
University Hospital, University of Zurich, Zurich, Switzerland (K.W., S.B.).

Conflicts of interest and sources of funding: none declared.
Correspondence to: GeorgC. Feuerriegel,MD,Department of Radiology, Balgrist Univer-

sity Hospital, Forchstrasse 340, 8008 Zurich, Switzerland. E-mail: georg.feuerriegel@
balgrist.ch.

Supplemental digital contents are available for this article. Direct URL citations appear
in the printed text and are provided in the HTML and PDF versions of this article
on the journal’s Web site (www.investigativeradiology.com).

Copyright © 2023 The Author(s). Published byWolters Kluwer Health, Inc. This is an
open-access article distributed under the terms of the Creative Commons
Attribution-Non Commercial-NoDerivatives License 4.0 (CCBY-NC-ND), where
it is permissible to download and share the work provided it is properly cited. The
work cannot be changed in any way or used commercially without permission
from the journal.

ISSN: 0020-9996/24/0000–0000
DOI: 10.1097/RLI.0000000000001024

ORIGINAL ARTICLE

Investigative Radiology • Volume 00, Number 00, Month 2024 www.investigativeradiology.com 1

D
o

w
n

lo
a

d
e

d
 fro

m
 h

ttp
://jo

u
rn

a
ls

.lw
w

.c
o

m
/in

v
e

s
tig

a
tiv

e
ra

d
io

lo
g

y
 b

y
 B

h
D

M
f5

e
P

H
K

a
v
1

z
E

o
u

m
1

tQ
fN

4
a

+
k
J
L

h
E

Z
g

b
s
IH

o
4

X
M

i0
h

C
y
w

C
X

1
A

W
n

Y
Q

p
/IlQ

rH
D

3
i3

D
0

O
d

R
y
i7

T
v
S

F
l4

C
f3

V
C

1
y
0

a
b

g
g

Q
Z

X
d

tw
n

fK
Z

B
Y

tw
s
=

 o
n

 1
2

/0
6

/2
0

2
3



ISP tendon, SSC tendon, or teres minor tendon), and patients were eligi-
ble if they received an MRI of the shoulder including a 2-point Dixon
sequence between July 2016 and December 2022 (n = 879, Fig. 1). Be-
cause of the effects of antirheumatic treatment on muscle mass and body
fat distribution, patients with inflammatory rheumatoid arthritis were ex-
cluded. In addition, patients with a history of surgery for fractures or os-
teoarthritis were excluded. The remaining patients were divided accord-
ing to their treatment into a conservative treatment group (n = 203) and a
surgical treatment group (n = 623). Both groups were screened for a
follow-up MRI including the 2-point Dixon sequence (n = 284). Mag-
netic resonance examinations with and withoutMR arthroscopywere re-
viewed. Of the 284 eligible patients with 2 imaging time points, 91%
(n = 259) patients underwent MR arthroscopy at baseline imaging and
93% (n = 264) patients at follow-up imaging. The indications for
follow-upMR imaging were persistent pain and discomfort in the shoul-
der, as well as functional limitations.

Patients in the surgical treatment group were assessed for the RC
repair outcome, categorized according to the Sugaya classification into
failed RC tendon repairs (Sugaya IV and V) and intact RC tendon re-
pairs (Sugaya I and II20). Patients from the failed RC repair group were
matched for age, sex, and preoperative tear size and location (Patte and
Cofield classifications21,22) to at least 1 patient from the intact RC repair
group and 1 patient from the conservative treatment group, which served
for comparison. The study was approved by our institutional review
board (Cantonal Ethics Committee Zurich (BASEC Nr. 2023-00180)).
Written informed consent was obtained from all study participants.

Magnetic Resonance Imaging
All patients underwent initial MRI of the shoulder in a 3 T scan-

ner (MAGNETOM Skyrafit or MAGNETOM Vida; Siemens
Healthcare) with a dedicated 16-channel shoulder coil. Because of the
implanted material, the follow-up MRI was performed with metal arti-
fact reduction sequences in a 1.5 T scanner (MAGNETOMAvantofit or

MAGNETOM Sola; Siemens Healthcare). The MRI protocols were
equivalent for all patients at each imaging time point. A sagittal oblique
2-point Dixon sequence was part of the routine shoulder imaging proto-
col due to its fast acquisition time compared with 6-point Dixon imag-
ing andMR spectroscopy. The 2-point Dixon sequence was acquired at
3 T with the following parameters: echo time, 1.31 milliseconds and
2.57 milliseconds (in and opposed phase, respectively); field of view,
160 � 160 mm; bandwidth, 1010 Hz/Px; and acquisition matrix,
120 � 160. At 1.5 T, the echo times were 2.39 milliseconds and
4.77 milliseconds for in-phase and opposed-phase images. To reduce
susceptibility artifacts on follow-up MRI, clinical metal artifact reduc-
tion sequences were used in which the radiofrequency and readout
bandwidth were increased. Detailed scan parameters are shown in the
Supplementary Material (http://links.lww.com/RLI/xxx). Water-only,
fat-only, in-phase, and out-of-phase images were generated from the
2-point Dixon sequence. Signal intensity values on in-phase and
fat-only images were defined as S(In) and S(Fat). The FF maps were
calculated as the following7,17,19:

S Waterð Þ þ S Fatð Þ ¼ S Inð Þ

FF ¼ S Fatð Þ= S Water½ � þ S Fat½ �ð Þ ¼ S Fatð Þ=S Inð Þ

Before images were transferred to the picture archiving and communi-
cation system (PACS), the image quality was visually checked by the
MR technologist for image artifacts such as motion, streaking, or
water/fat swapping. In the case of severe artifacts, the images were
not transferred, and the acquisition was repeated.

Image Analysis
The RC tendons were graded preoperatively according to their

integrity into full-thickness tears, partial thickness tears, and no tear/
tendinopathy. The integrity of the RC after arthroscopic repair was rated

FIGURE 1. Patient selection flowchart. Patients with a full-thickness rotator cuff (RC) tear of at least 1 tendon undergoing magnetic resonance imaging
(MRI) before and after arthroscopic RC repair including a 2-point Dixon sequencewere screened for eligibility. First, patients with retear of 1 ormore RC
tendons diagnosed onMRI (Sugaya IV and V) were enrolled into group 1. Afterward, 1 or preferably 2 patients with intact RC repair (Sugaya I and II) were
enrolled in group 2 and matched for age, sex, body mass index, and MRI time interval to group 1. A third group (group 3) with conservatively treated
full-thickness RC tears was included as reference and was also matched to the failed RC repair group (group 1).
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according to the Sugaya classification: type I (intact repair with suffi-
cient thickness and homogenous signal of the repaired tendon), type
II (intact repair with sufficient thickness and partial high-signal inten-
sity area), type III (insufficient thickness without discontinuity), type
IV (minor discontinuity on fewer than 2 slices), type V (major discon-
tinuity over at least 2 slices) (Fig. 2).20 The RC tendon tear size was
assessed using the Cofield classification, dividing the tear into small
(<1 cm), medium (1–3 cm), large (3–5 cm), and massive (>5 cm).21

The degree of tendon retraction of the SSP tendon was graded using
the Patte classification22 (stage 1, proximal stump near the bony inser-
tion; stage 2, proximal stump at the level of the humeral head; and stage
3, proximal stump at the level of the glenoid). Qualitative assessment of
the fatty infiltration was done using the Goutallier grades 0–4: grade 0,
normal muscle; grade 1, some fatty streaks; grade 2, less than 50% fatty
muscle atrophy; grade 3, 50% fatty muscle atrophy; and grade 4, greater
than 50% fatty muscle atrophy.10 Magnetic resonance images were an-
alyzed by 2 radiologists ([R.M.] with over 10 years of experience and
[G.F.] with over 4 years of experience in radiology). The assessment
of the preoperative RC tears and the postoperative Sugaya classifica-
tions were performed as consensus readings. In case of disagreement,
a third reader ([R.S.] with over 15 years of experience) was asked for
a decision. Analysis was performed on a PACS workstation certified
for clinical use (MERLIN 7.1.22; Phönix-PACS GmbH). The images
were read individually and independently in random order and blinded
to clinical information and any other imaging data.

Quantitative Analysis
Quantitative analysis of the RC muscle FF and semiautomatic

volumetric segmentation of the muscles was performed by [G.F.]. The
segmentations were performed in the sagittal oblique plane of the FF

images calculated from the 2-point Dixon sequences using ITK snap.23

Regions of interest (ROIs) were manually drawn on every fifth slice of
each RCmuscle, and the missing ROIswere semiautomatically interpo-
lated by the segmentation software. Semiautomatic slice interpolation is
based on a method proposed by Albu et al.24 It is performed by first de-
termining the correspondence between shapes on adjacent segmented
slices by detecting overlaps. The corresponding shapes are then aligned
by generating a transition sequence of 1-pixel dilations and taking the
median as the result. Recursion is used when the original segmented
slices are separated by more than 1 empty slice.24,25 Before data extrac-
tion, all ROIs were reviewed manually for the correct placement. The
mean FF and volume were calculated for each segmented RC muscle
at baseline and at follow-up (Fig. 3).

A separate cohort of 15 patients was identified to assess the
limits of agreement for FF measurements on 3 T MRI and 1.5 T
MRI. These patients had no metal implants and were scanned on both
scanners within 1 week of each other, with no intervention in between.
The RC muscles were segmented as described previously, and separate
Bland-Altman plots were generated for the FF measurements of the
SSP, ISP, and SSC muscles. Overall, the difference between the 3 T
and 1.5 TMRI measurements showed good agreement (Supplementary
Fig. S1, http://links.lww.com/RLI/xxx).

Statistics
Statistics were performed in SPSS (v. 28.0 IBM Corp).

Nonnormal distribution of the data was assessed with the Kolmogorov-
Smirnov and Shapiro-Wilk test. Receiver operator characteristics (ROC)
curves and Youden index were used to determine the FF cutoff values
for predicting RC tendon retears. Mann-Whitney U and Wilcoxon
signed rank tests were used to assess the differences among the 3

FIGURE 2. MR-based evaluation of the outcome of arthroscopic RC repair using the Sugaya classification in MR arthrography (A, B, and D) and
noncontrastMRI (C). In A, an intact RC repair is shown (Sugaya I; arrow) without relevant signal inhomogeneities of the repaired tendon. B also shows a
patient with intact RC repair with sufficient thickness of the repaired tendon but with signal inhomogeneities (Sugaya II; arrow). In C and D, failed RC
repairs are shown with small (C, Sugaya IV) and large (D, Sugaya V) retears of the supraspinatus (SSP) tendon (asterisk).
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groups. A 1-way analysis of variance was used to compare the changes of
FFandmuscle volume over time among the groups. Post hoc analysis with
Bonferroni correction was used to assess the differences between each
group. Interreader assessment was evaluated using weighted Cohen κ.

RESULTS
Of the 187 patients in the surgical treatment group, 41 (22%) pa-

tients were diagnosed with a failed RC tendon repair (Sugaya IVand V)
of at least 1 tendon and enrolled into failed RC repair group (mean age,
58 ± 7 years; 16 women and a mean time interval between baseline and
follow-up MRI of 17.1 ± 2.6 months). Complying with the matching
criteria, 50 (27%) patients were enrolled into the intact RC repair group
(Sugaya I and II; mean age, 57 ± 6 years; 20 women; mean follow-up,
16.9 ± 2.6 months) and 45 (24%) patients into the conservative treat-
ment group (mean age, 58 ± 7 years; 18 women; mean follow-up time,
interval, 17.2 ± 3.5 months). Similar time intervals among baseline im-
aging, surgical RC repair, and follow-up imaging were observed for
groups 1 and 2 (group 1: baseline to surgery 5.2 ± 2.1 months, surgery
tofollow-up11.9±1.9months;group2:baseline tosurgery5.0±2.9months,
surgery to follow-up 11.9 ± 2.5 months; P = 0.867 and P = 0.786, re-
spectively). No tears of the teres minor tendon were detected, hence
its exclusion from further analysis. At baseline, no significant differ-
ences were found among the 3 groups for the Goutallier, Patte, and
Cofield classifications (Table 1). At follow-up, no significant increase

in the Goutallier score was detected in all 3 groups (group 1: baseline
1.1 ± 0.5, follow-up 1.2 ± 1.1, P = 0.245; group 2: baseline 0.7 ± 0.6,
follow-up 0.8 ± 0.5, P = 0.093; group 3: baseline 1.0 ± 0.6, follow-up
1.2 ± 0.7, P = 0.612).

Rotator Cuff Muscle Fat Fraction
Baseline FF was significantly higher in the failed RC repair

group and in all RC muscles when compared with the intact RC
repair and conservative treatment groups (mean FF [%] SSP muscle
group 1: 8.3 ± 3.7, group 2: 5.2 ± 2.1, group 3: 6.2 ± 1.5, P < 0.001;
ISP muscle group 1: 9.6 ± 4.0, group 2: 4.7 ± 1.4, group 3: 5.2 ± 1.9,
P < 0.001; SSC muscle group 1: 11.7 ± 2.1, group 2: 6.8 ± 3.2, group
3: 6.1 ± 1.5,P = 0.026).When comparing FFmeasured in the SSPmus-
cle at baseline to FF at follow-up, the failed RC repair group and con-
servative treatment group showed a significant increase when com-
pared with the intact RC repair group (mean FF [%] group 1: baseline
8.3 ± 3.7, follow-up 10.6 ± 3.5, P < 0.001; group 2: baseline 5.2 ± 2.1,
follow-up 5.8 ± 2.3, P = 0.12; group 3: baseline 6.2 ± 1.5, follow-up
9.11 ± 5.6, P < 0.001; Fig. 4). Detailed comparisons of FFs between
baseline and follow-up for each RC muscle of each group are listed
in Table 2.

The ROC curves showed a good performance predicting retears
of the RC tendons using preoperative FF values with a large area under
the curve (AUC) of 0.83 for the SSP muscle, 0.82 for the ISP muscle,

FIGURE 3. A, Sagittal oblique fat fraction (FF) map of a 45-year-old patient calculated from the 2-point Dixon sequence. RC muscles were segmented
semiautomatically by drawing regions of interest (ROIs) on every fifth slice around the SSP muscle (B), infraspinatus (ISP) muscle, and subscapularis
(SSC) muscle. The missing ROIs were interpolated, and after careful review, fat fraction and volume of the muscles were calculated. C and D are showing
3D models of the segmented SSP muscle (red), ISP muscle (green), and SSC muscle (blue).
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and 0.94 for the SSCmuscle (Fig. 5). The Youden index was calculated
using the sensitivity and specificity in order to define ideal cutoff
values, which best predict the RC retears. The best performance was
calculated for an FF of 6.0% (sensitivity 0.757, specificity 0.829) in the
SSP muscle, 7.4% (sensitivity 0.730, specificity 0.970) in the ISP mus-
cle, and 8.3% (sensitivity 0.875, specificity 0.872) in the SSC muscle.

For comparison, the performance of the Goutallier scores in
predicting RC tendon retears was analyzed using separate ROC curves
and showed an AUC of 0.61 for the SSP muscle, 0.63 for the ISP mus-
cle, and 0.70 for the SSC muscle.

Rotator Cuff Muscle Volume
The SSP muscle volume in the failed RC repair and the conser-

vative treatment groups decreased significantly (mean volumes [cm3]
group 1: baseline 31.6 ± 10.8, follow-up 28.3 ± 13.8, P < 0.001; and

group 3: baseline 25.2 ± 7.3, follow-up 21.7 ± 5.9, P = 0.003), but
not in the intact RC repair group 2 (mean volumes [cm3] baseline
31.2 ± 12.9, follow-up 29.6 ± 13.1, P = 0.063; Table 3, Fig. 6). The
same results were observed for the SSC muscle (mean volumes [cm3],
failed RC repair: baseline 103.1 ± 22.8, follow-up 95.9 ± 20.8,
P = 0.006; intact RC repair: baseline 107.0 ± 37.0, follow-up
101.7 ± 34.0, P = 0.091; and conservative treatment: baseline
102.8 ± 28.0, follow-up 95.1 ± 27.5, P < 0.001). In the failed RC repair
and conservative treatment group, a nonsignificant muscle volume de-
crease was also observed for the ISP muscle (mean volumes [cm3]
group 1: baseline 59.3 ± 21.53, follow-up 51.4 ± 24.6, P = 0.155;
and group 3: baseline 71.8 ± 29.3, follow-up 68.2 ± 26.9, P = 0.109).
For the intact RC repair group, a slight increase in muscle volume of
the ISP was detected again without reaching statistical significance
(mean volumes [cm3] group 2: baseline 92.5 ± 25.2, follow-up

TABLE 1. Comparison of Patient Characteristics Between the Groups at Baseline

Group 1, Failed RC Repair Group 2, Intact RC Repair Group 3, Conservative Treatment P
†

Age, y*,‡ 58 ± 7 57 ± 6 58 ± 7 0.732

Male 25 30 27 0.447

Female 16 20 18 0.571

Body mass index*,‡ 27 ± 4 28 ± 6 28 ± 4 0.925

MRI follow-up interval, mo*,‡ 17.1 ± 2.6 16.9 ± 2.6 17.2 ± 3.5 0.813

SSP tear 37 42 40 0.691

ISP tear 11 15 13 0.584

SSC tear 8 9 10 0.783

Teres minor tear 0 0 0

Goutallier classification*,‡ 1.1 ± 0.5 0.7 ± 0.6 1.0 ± 0.6 0.245

Patte classification*,‡ 2.5 ± 0.6 1.9 ± 0.7 1.7 ± 0.5 0.085

Cofield classification*,‡ 2.2 ± 1.1 1.8 ± 0.8 1.8 ± 0.6 0.191

*Data are given as mean ± standard deviation.

†Comparison between the groups at baseline using a 1-way analysis of variance.

‡No significant difference detected in the Bonferroni and Scheffe adjusted post hoc analysis.

RC, rotator cuff; MRI, magnetic resonance imaging; SSP, supraspinatus; ISP, infraspinatus; SSC, subscapularis.

FIGURE 4. Magnetic resonance arthrography of a 48-year-old patient with full-thickness RC tear of the SSP tendon (arrow) (A) and SSC tendon
(arrowhead) (B)with onlyminor fatty infiltration of the SSPmuscle (asterisks) and SSCmuscle (star) detected on the T1-weighted sagittal oblique image
(C); the FF values obtained with the 2-point Dixon sequence were 7.9% for the SSP muscle and 8.4% for the SSCmuscle. Follow-up MR arthrography of
the same patient 15months after RC surgery reveals a retear (arrow) of the SSP tendon (D) and SSC tendon (arrowhead) (E) with severe fatty infiltration
of the muscles (SSP: 15.3% FF and SSC: 13.5% FF) (F).
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92.1 ± 28.9, P = 0.886). Receiver operator characteristics curves were
calculated to assess the performance of preoperative muscle volume
for predicting retears of the RC tendons. The calculated AUCs (SSP,
0.51; ISP, 0.62; SSC, 0.54) were not able to predict retears after RC re-
pair reliably. When comparing the different groups, a significant lower
muscle volume was detected for the SSP muscle of the conservative
treatment group at follow-up compared with the surgical treatment
groups (mean volumes [cm3] group 1: 28.3 ± 13.8, group 2:
29.6 ± 13.1, group 3: 21.7 ± 5.9, P = 0.035). For the ISP and SSC mus-
cle, significant lower volumes at follow-up were detected in the failed
RC repair group and the conservative treatment group compared with
the intact RC repair group (mean volumes [cm3] ISP: group 1
51.4 ± 24.6, group 2 92.1 ± 28.9, group 3 68.2 ± 26.9, P = 0.023;
and SSC group 1 95.9 ± 20.8, group 2 101.7 ± 34.0, group 3
95.1 ± 27.5, P = 0.018).

Interreader Reliability
Overall interreader agreement in assessing RC tears and retears

was substantial to almost perfect (κ = 0.96; 95% confidence interval
[CI], 0.92–1.00). In 5 cases, the initial RC tear was graded differently,
and in 3 cases, the outcome of the RC repair using the Sugaya classi-
fication was graded differently. The interreader agreement for the
Goutallier classification was excellent (baseline: κ = 0.76; 95% CI,

0.65–0.86, follow-up: κ = 0.80; 95% CI, 0.68–0.90) but lower com-
pared with the interreader agreement of the Patte and Cofield
classifications (Table 4).

DISCUSSION
Several studies have reported that patients with RC tendon tears

and increased preoperative fatty muscle infiltration have a higher risk of
tendon retear after surgical repair. However, there was no consensus
about an appropriate cutoff value for RC retear prediction, because
the previously published datawere based on cohorts with retears of only
9 to 19 patients.7–9 In our studywith 136 patients, we revisited the ques-
tion of which cutoff value for fatty muscle infiltration should be chosen,
with the largest patient cohort of retears so far, encompassing 41 pa-
tients with RC retear, and matched groups of intact RC repairs
and patients with conservative treatment. Higher preoperative FFs were
detected for the RCmuscleswith ultimately failed RC repair, when compared
with those with intact RC repairs. A significant increase in FF for all
RC muscles approximately 1.5 years after diagnosis of tear was de-
tected in the failed RC repair group and the conservative treatment
group, but not in the intact RC repair group. This is in linewith previous
studies, showing that fatty infiltration and atrophy of the SSP muscle
can be halted after successful surgical RC repair.7,26

It was demonstrated that the fatty infiltration is a prognostic fac-
tor for the outcome of RC tears and that patients with severe infiltration
greater than Goutallier grade 2 have a less satisfactory outcome after
RC tear.27–29 However, there has been a considerable debate regarding
the clinical application of the Goutallier grading system due to the high
interreader and intrareader variability: Slabaugh et al30 analyzed the in-
terobserver and intraobserver reliability of 30 raters in patients with
chronic RC tears and reported only a moderate agreement (interob-
server, κ = 0.43; intraobserver, κ = 0.56). Similar results were recently
reported byWerthel et al31who detected a fair to moderate (κ 0.27–0.42)
interobserver agreement for the Goutallier grading of 102 patients. In
our study, excellent interrater reliability was observed for the Goutallier
grading (κ = 0.76–0.80). However, in contrast to the aforementioned
studies, in which the interpretation was performed by orthopedic sur-
geons with different levels of experience, the analysis in this study
was performed by 2 musculoskeletal radiologists with comparable
levels of experience.

Because of the good reproducibility, the application of quantita-
tive imagingmethods for assessing RCmuscle FFand volume has been
of increasing interest.16Dixon-basedMRI techniques were shown to be
a reliable method for the assessment of intramuscular fat quantification
with low variability and good linearity.32–34Nevertheless, previously re-
ported values for RC muscle FF based on either 2-point or 6-point
Dixon imaging methods are contradictory, often limited by small pa-
tient cohorts and mainly focused on the SSP muscle.7–9 In a cohort of
50 patients, Nozaki et al8 reported FF cutoff values acquired with
2-point Dixon imaging of 26.6% for the SSP muscle with a sample size

TABLE 2. Comparison of Fat Fractions Between Baseline and
Follow-up for Each RC Muscle of Each Group

Groups and Muscles Baseline FF* Follow-Up FF* P
†

Group 1, failed RC repair

SSP (n = 37) 8.3 ± 3.7 10.6 ± 3.5 <0.001

ISP (n = 11) 9.6 ± 4.0 12.9 ± 5.7 0.041

SSC (n = 8) 11.7 ± 2.1 13.3 ± 2.7 0.012

Group 2, intact RC repair

SSP (n = 42) 5.2 ± 2.1 5.8 ± 2.3 0.124

ISP (n = 15) 4.7 ± 1.4 6.5 ± 3.4 0.021

SSC (n = 9) 6.8 ± 3.2 7.2 ± 4.1 0.341

Group 3, conservative treatment

SSP (n = 40) 6.2 ± 1.5 9.11 ± 5.6 <0.001

ISP (n = 13) 5.2 ± 1.9 7.4 ± 4.4 <0.001

SSC (n = 10) 6.1 ± 1.5 7.5 ± 2.3 <0.001

*Data are given in mean percentages ± standard deviation.

†Comparison between baseline and follow-up fat fractions for each group
using the Wilcoxon signed rank test.

RC, rotator cuff; FF, fat fraction; SSP, supraspinatus; ISP, infraspinatus; SSC,
subscapularis.

FIGURE 5. Receiver operating characteristic (ROC) curves for the use of 2-pointDixon-based fat fractions from the SSPmuscle (A), ISPmuscle (B), and SSC
muscle (C) to distinguish patients with failed arthroscopic RC repair and intact/healed arthroscopic RC repair. The area under the curve (AUC) was 0.83
for the SSP muscle, 0.82 for the ISP muscle, and 0.94 for the SSC muscle.
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of 11 failed RC repairs and 31% FF for the ISP muscle with a sample
size of 7 failed repairs. In contrast, Wieser et al7 evaluated a cohort of
40 patients using 6-point Dixon imaging with 19 failed repairs and re-
ported a cutoff of 7.8% for preoperative FF in patients with failed

SSP repairs. Similarly, in a study with 9 failed SSP tendon repairs,
Lansdown et al9 observed a preoperative FF of 11.7% measured on a
fast gradient echo pulse sequence with 6 echoes. Also, the results of
our analysis revealed a cutoff value that was much lower than the FF

TABLE 3. Comparison of RC Muscle Volume Between Baseline and Follow-up for Each RC Muscle and Each Group

Groups and Muscles Baseline Muscle Volume* Follow-up Muscle Volume* P
†

Group 1, failed RC repair

SSP (n = 37) 31.6 ± 10.8 28.3 ± 13.8 <0.001

ISP (n = 11) 59.3 ± 21.53 51.4 ± 24.6 0.155

SSC (n = 8) 103.1 ± 22.8 95.9 ± 20.8 0.006

Group 2, intact RC repair

SSP (n = 42) 31.2 ± 12.9 29.6 ± 13.1 0.063

ISP (n = 15) 92.5 ± 25.2 92.1 ± 28.9 0.886

SSC (n = 9) 107.0 ± 37.0 101.7 ± 34.0 0.091

Group 3, conservative treatment

SSP (n = 40) 25.2 ± 7.3 21.7 ± 5.9 0.003

ISP (n = 13) 71.8 ± 29.3 68.2 ± 26.9 0.109

SSC (n = 10) 102.8 ± 28.0 95.1 ± 27.5 <0.001

*Data are given as mean (cm3) ± standard deviation.

†Comparison between baseline and follow-up fat fractions for each group using the Wilcoxon signed rank test.

RC, rotator cuff; SSP, supraspinatus; ISP, infraspinatus; SSC, subscapularis.

FIGURE 6. A,Magnetic resonance arthrography of a 53-year-old patient with full-thickness tear (arrow) of the SSP tendon and tendon retraction. On the
sagittal oblique T1-weighted image (B), no fatty infiltration or atrophy was detected qualitatively, and the FF value obtained with the 2-point Dixon
sequence was 3.6%. Noncontrast shoulder MRI (C) of the same patient 13months after arthroscopic RC repair with intact SSP tendon (white arrow) and
no fatty infiltration or atrophy (asterisk) of the SSP muscle (FF 3.9%) (D).

Investigative Radiology • Volume 00, Number 00, Month 2024 Fat Fraction Predicting Outcome After RC Repair
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reported by Nozaki et al8 and was much closer to the studies by Wieser
et al7 and Lansdown et al,9with an FF cutoff for the SSPof 6.0%.More-
over, we were able to establish cutoff values for the ISP and SSC of
7.4% and 8.3%, respectively.

In recent years, the continuous development of machine
learning–basedmethods has opened up new possibilities for disease de-
tection in musculoskeletal radiology. The application of new machine
learning–based analytical models, multifactorial correlations, and clas-
sifiers allows the processing of large data sets and testing thousands of
features to identify the relevant markers.35 Lin et al36 reported a
convolutional neural network for RC tear assessment that achieved ex-
cellent performance in detecting full thickness RC tears (AUC,
0.95–0.99). The network was trained on a data set of nearly 12,000
noncontrast shoulder MRIs, using the radiological reports as ground
truth. However, the performance of the algorithm in predicting retears
of the RC tendons was not evaluated.36

Similar toWieser et al,7 a quantitative 3D analysis of the segmented
SSP, ISP, and SSC muscles was performed in this study to obtain more
reliable FF and muscle volumes. In the current study, the muscle vol-
ume of the intact RC repair group did not change significantly between
baseline and follow-up, indicating that successful RC repair halted fur-
ther progression of fatty infiltration and atrophy. Wieser et al7 reported
no significant progression of muscle atrophy 3 months after successful
repair of the SSP muscle and even a slight increase in muscle volume
12 months after successful repair. Similar results were reported by Hata
et al,37 finding no significant atrophy progression of the SSP and ISP
muscles up to 24 months after successful RC repair.

A point that might affect a reliable volume measurement is the
retraction of the myotendinous unit after RC repair, leading to a “com-
pression” of the muscle belly.38 Jo et al38 assessed the muscle atrophy
after RC tear before surgery, directly after surgery (within 3 days) and
after 1 year. When comparing muscle atrophy directly after surgery
and 1 year after repair, a significant progression was reported in intact
repairs. This observation contradicts previous studies and might imply
the influence of false preoperative volume measurements due to tendon
retraction.38Our study demonstrates a slight and statistically nonsignif-
icant muscle volume decrease in subjects with intact RC repairs. In con-
trast to Jo et al,38we used 3D data to assess the muscle volumes, which
might be less affected by retraction of the myotendinous units. In the
failed RC repair and the conservative treatment groups, a significant de-
crease in muscle volume was detected between baseline and follow-up
indicating that the muscle in case of a failed RC repair quickly develops
a similar dynamic of muscle atrophy as the nonsurgically treated tears in
the conservative treatment group. This is supported by results of Wieser
et al7 who detected a loss of contractile volume of 10% in retears of the
SSP tendon after 12 months.

Our study was associated with a number of limitations. It was
performed in a retrospective manner with patients undergoing examina-

tion and therapy at a single institution. No distinction was made at re-
cruitment between MR arthrography and noncontrast MRI, which
may introduce some bias, although all RC tears in the treatment group
were once more surgically confirmed. Surgical tendon-bone repair of
the RC was most commonly performed with double-loaded titanium
screw anchors. However, different surgical repair methods may result
in different outcomes, whichmust be taken into account when interpret-
ing the results. Furthermore, only patients with full-thickness RC tears
before surgery were screened for eligibility, which might introduce a
certain selection bias; on the other hand, this allows a better comparison
to the published results. Finally, no clinical data about the physical ac-
tivity were available, and the results are solely based on MR morpho-
logic and quantitative data.

In summary, 2-point Dixon quantification FF of the RC muscles
can be used to predict the risk of retear after arthroscopic RC repair.
With the present study reporting on the largest patient cohort with failed
RC repairs so far, we analyzed preoperative and postoperative FF mea-
surements and were able to establish cutoff values for RC muscle FF
ranging from 6% to 8.3%, which might enable better preoperative plan-
ning and risk assessment of surgical outcomes.

Key Results
• Three-dimensional segmentation of 2-point Dixon magnetic reso-
nance imaging can be used to quantitate intramuscular FFs and
muscle volume in order to predict the risk of retear after arthroscopic
rotator cuff repair.

• Receiver operating characteristic curves showed reliable preoperative
FF cutoff values for predicting retears at 6.0% for the SSP muscle,
7.4% for the ISP muscle, and 8.3% for the subscapularis muscle.

• A significant increase in FF for all rotator cuff muscles approximately
1.5 years after diagnosis of tear was detected in the failed rotator cuff
repair group and the conservative treatment group, but not in the in-
tact rotator cuff repair group.
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