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Abstract
Background: The acromion is one of the markers on the posterior shoulder. The pathophysiology of Rotator Cuff Tear 

(RCT) seems to be related with the shape of the acromion, which is often evaluated by its characteristics. Aims and 

Objectives: To use magnetic resonance imaging to determine the morphological features of the acromion connected 

with RCT. When remedying patients with rotator cuff disease and shoulder impingement syndrome, orthopaedicians 

must have a thorough understanding of the structure and configuration of the acromion. To detect the RCT with respect 

to morphology and type of acromion. The objective was to know the incidence and type of RCT with respect to 

morphology and type of acromion. Material and Methods: This study, which involved 48 patients with RCT, either 

partial- or full-thickness, was conducted at JSS Medical College and Hospital. In our retrospective analysis, we 

examined the acromial type, Acromial Thickness (AT), Lateral Acromial Angle (LAA), Acromio-Humeral Distance 

(AHD), Critical Shoulder Angle (CSA), and Acromial Index (AI) in 48 cases of RCT. Results: The age of our 

participants ranged from 20 to 76 years, with mean of 40.40 years and standard deviation of 14.35 years, suggesting 

considerable variability in age across the study sample. AI varied between 0.11 and 0.84, with a mean of 0.58 and a 

standard deviation of 0.16. AT varied from 0.36 to 1.47, with a mean of 0.72 and a standard deviation of 0.19. LAA 

varied from 52.46 to 95.26 degrees, with a mean of 77.04 degrees and a standard deviation of 8.19 degrees. AHD 

varied from 0.34 to 1.24 cm, with a mean of 0.81 cm and a standard deviation of 0.18 cm. CSA varied from 10.73 to 

42.82 degrees with a mean of 32.82 degrees and a standard deviation of 5.55 degrees. Conclusion: In our study, in the 

context of RCTs, there was no correlation between the three acromial shapes and sex, regardless of the muscle that was 

injured. However, we identified a significantly higher incidence of full-thickness supraspinatus tears in the right 

shoulders of men aged 40–60 years with type 2 acromia.
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Cuff Tears (RCTs) remains a subject of debate in 

the literature [1].

In 1972, Neer originally proposed the idea of 

impingement of the tendinous rotator cuff by the 

anterior side of the acromion and the Coraco-

acromial (CA) ligament, with sporadic involve-

ment of osteophyte growth and bone spurring. The 

simplicity and breadth of the diagnosis shown by 

the recent questioning of the phrase “shoulder 

Introduction

Shoulder impingement syndrome is the most pre-

valent cause of shoulder discomfort, accounting to 

30-35% of shoulder pain [1]. The prevalence of 

rotator cuff illness is approximately 10% in those 

under 20 and 62% in those over 80, regardless of 

the disease's symptomatology. Whether mechani-

cal compression by the acromion (extrinsic etio-

logy/anatomic) or degenerative changes of the 

tendons (intrinsic etiology/genetics) causes Rotator 
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impingement syndrome” may have an influence on 

the capacity of doctors and therapists to effectively 

communicate about its treatment. Therefore, this 

will serve to explain the anatomical foundation of 

the impingements of the internal shoulder, sub-

coracoid, and subacromial [2].

Both intrinsic and extrinsic explanations are consi-

dered to be responsible for subacromial impinge-

ment. Although some writers favor one explanation 

over the other, the disease is most likely the result 

of a combination of the two. Acromioclavicular 

(AC) joint, CA ligaments, and the restricted space 

between the humeral head and anterior acromion 

cause extrinsic compression of the rotator cuff [2].

In 1983, Neer reported anterior acromioplasty was 

an effective treatment for 95% of RCT caused by 

mechanical impingement [3]. As a result, acromio-

plasty is now the go-to surgical procedure for 

impingement lesions, with notable rise in occur-

rence observed recently. More precise extrinsic 

factor evaluation leads to improved patient care 

[3]. The morphological variations and morpho-

metric characteristics of the acromion in various 

populations are analyzed by several authors 

worldwide. These features have been evidenced to 

modify the CA arch's architecture to varying 

degrees. Therefore, while treating patients with 

shoulder impingement syndrome and rotator cuff 

disease, orthopedicians must have a thorough 

understanding of the morphology and morpho-

metry of the acromion [4].

Material and Methods

Forty-eight patients aged more than 20 years and 

clinically diagnosed with RCT, with either partial- 

or full-thickness tear of the supraspinatous tendon, 

within a two-year period were selected using a con-

venience sampling method at JSS Medical College 

and Hospital.The exclusion criteria included 

previous surgery, fractures, and/or dislocations, 

and shoulder infections or tumors. A Siemens 1.5-

Tesla system was used to procure Magnetic 

Resonance Imaging (MRI) images of the partici-

pants while employing a specific shoulder array 

coil. The patients were placed in the supine posi-

tion with their arms at their sides with the shoulder 

coil in order to obtain an MRI of the shoulder. First, 

localizer images were acquired, followed by axial, 

coronal, and sagittal oblique views. For best 

tendon visibility, the coronal oblique plane was 

chosen to run parallel to the supraspinatus tendon's 

path. The institutional medical research ethics 

committee granted formal authorization to conduct 

the study. All research subjects provided written 

informed consent. We examined acromial type 

(Bigliani classification) and Acromial Thickness 

(AT), which is defined as the largest region of the 

acromion in a plane perpendicular to the long axis 

of the acromion, for each patient (Figure 1) in a 

retrospective analysis of 48 cases. 
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Figure 1: Acromial thickness (distance from A 
to B)
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The shortest path between the line parallel to the 

inferior edge of the acromion and the line parallel 

to the superior portion of the humeral head is 

known as the Acromio-Humeral Distance (AHD) 

(Figure 2). The acromion-humeral interval depicts 

the volume under the surface of acromion. A 

decrease in acromion-humeral interval can be 

associated with impingement of shoulder and RCT.

Critical Shoulder Angle (CSA) is another criterion 

representing the lateral extension of acromion 

which is a combination of LAA and AI. Measure-

ment of the CSA (Figure 4) was made by drawing a 

line parallel to the glenoid and a line passing from 

the inferior lateral edge of the glenoid to the 

inferior lateral edge of the acromion.

JKIMSU, Vol. 13, No. 4, October-December 2024

Figure 2: Acromio-humeral distance (distance 
from C to D)

An oblique coronal MRI slice taken immediately 

posterior to the acromioclavicular joint was used 

to assess Lateral Acromial Angle (LAA) (Fig. 3), 

which is defined as that between a line parallel to 

the acromion undersurface intersecting with ano-

ther line parallel to the glenoid fossa intersected.

The Acromion Index (AI) (Fig. 5) was estimated 

for each patient (with partial or full-thickness 

supraspinatus tendon tears) by dividing the dista-

nce from the osseous glenoid plane to the lateral 

border of the acromion by the distance from the 

osseous glenoid plane to the most lateral portion of 

the proximal humerus. It corresponds to a large 

lateral extension of acromion process over the 

humeral head.

Figure 3: Lateral acromial angle (angle CAB)

Figure 4: Critical shoulder angle (angle ABC)

Figure 5: Acromion index (AB/CD)
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Statistical methods: Frequency distribution and 

descriptive statistics were used to summarize the 

sociodemographic characteristics and acromial 

morphological parameters. Chi-square tests were 

performed to examine associations between cate-

gorical variables, while independent t-tests were 

applied to compare means between two groups. 

Pearson correlation analysis was conducted to 

explore relationships among continuous variables, 

with all significance levels set at p < 0.05. The stati-

stical analysis was conducted using IBM Statistical 

Package for the Social Sciences 22.0 software.

Results

The study participants were predominantly males 

with age equal split between 20-39 years and 40-59 

years and more prevalent full thickness rotator cuff 

tear. 

Table 1 presents a comprehensive overview of 

frequency distribution across various parameters. 

In terms of sex, study participants were 

predominantly male 33 (69%), with women 

accounting for 15 (31%). The age distribution 

showed an equal split between the 20–39 years and 

40–59 years categories, each accounting for 22 

(46%) of the sample, with a smaller proportion 

aged 60–80 years at 4 (8%). In terms of affected 

side, the right side was more frequently involved 

33 (77%) compared to the left side 11 (23%). In 

terms of diagnosis, full-thickness tear was slightly 

more prevalent at 26 (54%) compared to partial-

thickness tear at 22 (46%). Lastly, the distribution 

of AC shape classifications showed that type 2 was 

the most common at 20 (42%), followed by type 1 

at 15 (31%) and type 3 at 13 (27%). 
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Parameters Frequency (n) Percentage (%)

Sex Female 15 31

Male 33 69

Age (years) 20 - 39 22 46

40 - 59 22 46

60 - 80 4 8

Side Left 11 23

Right 37 77

Diagnosis Full 26 54

Partial 22 46

AC shape type 1 15 31

type 2 20 42

type 3 13 27

Table 1: Frequency distribution for sociodemographic 
characteristics

AC: acromial
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Descriptive statistics for acromial morphology 

parameters of the participants are given in Table 2. 

The participants' ages ranged from 20 to 76 years, 

with a mean of 40.40 years and a standard 

deviation of 14.35 years, suggesting considerable 

variability in age across the dataset. AI varied 

between 0.11 and 0.84, with a mean of 0.58 and a 

standard deviation of 0.16. AT, ranged from 0.36 to 

1.47, with a mean of 0.72 and a standard deviation 

of 0.19. LAA ranged from 52.46 to 95.26 degrees, 

with a mean of 77.04 degrees and a standard 

deviation of 8.19 degrees. AHD varied from 0.34 

to 1.24 cm, with a mean of 0.81 cm and a standard 

deviation of 0.18 cm. CSA ranged from 10.73 to 

42.82 degrees, with a mean of 32.82 degrees and a 

standard deviation of 5.55 degrees. 

Table 3 summarizes the association between acro-

mion side and sex. The categories of sides are 

“Left” and “Right,” with the corresponding percen-

tages of females and males. The chi-squared test 

revealed a significant association (χ²=6.967, 

p=0.008) between acromion side and sex. This 

indicates a notable divergence in distribution, 

suggesting a potential directional bias in obser-

vation placement based on sex. Females were more 

prevalent on the left side 7 (15%), while males were 

predominant on the right side 29 (60%).
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Parameters Minimum Maximum Mean Std. 
Deviation

95% confidence 
interval for mean

Lower 
bound

Upper 
bound

Age 20 76 40.4 14.34 36.23 44.56

AI 0.11 0.84 0.58 0.16 0.54 0.63

AT/cm 0.36 1.47 0.72 0.19 0.67 0.78

LAA/Degree 52.46 95.26 77.03 8.19 74.65 79.41

AHD/cm 0.34 1.24 0.81 0.18 0.76 0.86

CSA/degree 10.73 42.82 32.82 5.55 31.21 34.43

Table 2: Descriptive statistics for acromial morphologies

AI: Acromial index, AT: Acromial thickness, LAA: Lateral acromial angle, CSA: Critical shoulder angle, 

AHD: Acromio-humeral distance

Side Sex  χ² p

Female
N (%)

Male
N (%)

Total 
N (%)

Left 7(15) 4(8) 11(23)
6.967 0.008

Right 8(17) 29(60) 37(77)

Table 3: Association between acromion side and sex 
using Chi-squared test
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Table 4 presents the cross tabulation of “Acromion 

Side” by “Age groups” and tests for any relation-

ship between the two variables using the chi-

squared test. The chi-squared test results indicate a 

Pearson chi-squared value of 0.525 with two 

degrees of freedom and a p-value of 0.769. As the 

p-value was significantly greater than the alpha 

value (0.05), the test showed no significant associa-

tion between acromion side and age group. Thirty-

seven (77%) participants had right-sided acromion, 

whereas only 11 (23%) had left-sided acromion.

As seen in Table 5, the chi-squared test results 

(χ²=0.630, p=0.730) indicated no statistically 

significant association between “diagnosis” (full or 

partial) and “AC shape” (type 1, type 2, type 3). 

The majority of individuals with a full-thickness 

tear had AC shape type 2 11 (23%), as did those 

with a partial-thickness tear 9 (19%). However, the 

lack of any significant association suggests that 

diagnosis and AC shape were independent of each 

other in this sample of 48 individuals.

Table 6 provides a detailed breakdown of how 

diagnoses (full or partial) were distributed across 

sex (female and male). Based on chi-squared tests 

results (χ²=0.494, p=0.482), there was no signifi-

cant association between diagnosis (full or partial) 

and sex (female or male) in the studied sample 

(p>0.05). These findings implied that sex was not 

a significant factor influencing the type of diag-

nosis (full or partial) observed in the dataset. 
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Side Age group (years) χ² p

20–39
N (%)

40–59 
N (%)

60–80 
N (%)

Total
N (%)

Left 4(8) 6(13) 1(2) 11(23)
0.525 0.769

Right 18(38) 16(33) 3(6) 37(77)

Table 4: Association between acromion side and age group 
using Chi-squared test

Diagnosis AC shape χ² p

Type 1 
N (%)

Type 2 
N (%)

Type 3 
N (%)

Total 
N (%)

Full 7(15) 11(23) 8(17) 26(54) 0.630 0.730

Table 5: Association between diagnosis and AC shape, and its 
distribution using chi squared test

AC: acromial
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As seen in Table 7, the chi-squared test results 

showed that type of diagnosis (full or partial) did 

not appear to vary significantly across different 

age groups (20–39, 40–59, 60–80 years) in the 

analyzed sample. The findings suggested that age, 

as categorized in this study, did not influence 

whether an individual received a full or partial 

diagnosis. Twenty-six (54%) patients received a 

diagnosis of full thickness tear, whereas 22 (45%) 

received a diagnosis of partial thickness tear.

Table 8 presents a cross-tabulation of AC shape 

categories by sex. Among women, type 2 AC shape 

was the most prevalent (17%), followed by type 1 

(10%) and type 3 (4%). In contrast, among males, 

type 2 AC shape was also most prevalent (25%) but 

with type 1 only slightly lower (21%) and type 3 

closely trailing (23%). Overall, although there 

were differences in the distribution of AC shape 

categories between males and females, these 

differences were not statistically significant.
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Table 6: Association between diagnosis and sex using 
Chi-squared test

Diagnosis Sex χ² p

Female 
N (%)

Male 
N (%)

Total 
N (%)

Full 7(15) 19(40) 26(54)
0.494 0.482

Partial 8(17) 14(29) 22(46)

Table 7: Association between diagnosis and age group using Chi-
squared test

Diagnosis Age group (years) χ² p

20–39
N (%)

40–59
N (%)

60–80
N (%)

Total
N (%)

Full 11(23) 13(27) 2(4) 26(54)
0.397 0.82

Partial 11(23) 9(19) 2(4) 22(45)

Sex AC shape χ² p

Type 1 
N (%)

Type 2 
N (%)

Type 3 
N (%)

Total 
N (%)

Female 5(10) 8(17) 2(4) 15(31)
2.266 0.322

Male 10(21) 12(25) 11(23) 33(69)

Table 8: Association between sex and acromial shape

AC: acromial
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As seen in Table 9, there was a positive correlation 

between age and AT, (r = 0.293), indicating that as 

age increased, AT tended to increase. This 

correlation was significant at the 0.05 level. There 

was a negative correlation between age and AHD 

(r = −0.317), indicating that as age increased, AHD 

tended to decrease. This correlation was signifi-

cant at the 0.05 level. There was a significant nega-

tive correlation between AI and AT (r = −0.384, 

significant at the 0.01 level, denoted by the double 

asterisk**). There was a significant positive corre-

lation between AT and age (r = 0.293). There was a 

significant negative correlation between AT and AI 

(r = −0.384). There was a negative correlation 

between LAA and CSA (r = −0.342), indicating 

that as LAA increased, CSA tended to decrease. 

This correlation was significant at the 0.05 level. 

There was a positive correlation between CSA and 

AI (r = 0.367).

As seen in Table 10, the statistical analysis of the 

study parameters revealed significant sex differen-

ces in AT (p = 0.04) and LAA (p = 0.01). Conver-

sely, no significant differences were found for AI 

(p = 0.58), AHD (p = 0.39), nor CSA (p = 0.93). 

Thus, sex differences were prominent in AT and 

LAA, but not in AI, AHD, or CSA.

Table 11 presents a comparison of mean values and 

standard deviations for various parameters between 

partial and full diagnosis groups. Each parameter's 

t-value and corresponding p-value were computed 

to assess the statistical significance of differences 

between the groups. Across all parameters (AI, AT, 

LAA, AHD, and CSA), the computed t-values 

ranged from −1.567 to 1.067, with associated p-

values ranging from 0.333 to 0.913. Statistically, 

none of the parameters showed a significant 

difference in means between the partial and full 

diagnosis groups at the conventional significance 

level of 0.05. This result suggests that, based on the 

available data, there was insufficient evidence to 

conclude that these parameters differed signifi-

cantly between patients with partial and full diag-

noses. Therefore, the diagnostic categorization 

(partial vs. full) did not appear to influence the 

mean values of the measured parameters in this 

study.
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Table 9: Correlation analysis of acromial morphologies

Parameter Age AI AT LAA (degrees) AHD (cm) CSA

Age 1 −0.17 0.293* 0.16 −0.317* 0.02

AI −0.17 1.00 −0.384** −0.23 0.25 0.367*

AT 0.293* −0.384** 1.00 0.04 −0.18 0.10

LAA 0.16 −0.23 0.04 1.00 −0.03 −0.342*

AHD −0.317* 0.25 −0.18 −0.03 1.00 −0.17

CSA 0.02 0.367* 0.10 −0.342* −0.17 1.00

Acromial index (AI), acromial thickness (AT), lateral acromial angle (LAA), acromio-humeral distance (AHD), 

critical shoulder angle (CSA)

(*) denote significance at the 0.05 level, (**) denote significance at the 0.01 level
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Table 10: Comparison of parameter means between sexes using independent t-tests

Parameter Female Male t p

Mean Standard Deviation Mean Standard Deviation

AI 0.61 0.13 0.58 0.17 0.55 0.58

AT 0.65 0.14 0.77 0.20 −2.12 *0.04

AHD 0.77 0.26 0.82 0.13 −0.88 0.39

LAA 72.67 9.09 79.02 7.03 −2.65 0.01*

CSA 32.93 5.34 32.77 5.72 0.09 0.93

Acromial index (AI), acromial thickness (AT), acromio-humeral distance (AHD), lateral acromial angle (LAA), 

critical shoulder angle (CSA)

Parameter Diagnosis t p

Partial Full

Mean Standard Deviation Mean Standard Deviation

AI 0.615 0.15583 0.5654 0.16427 1.067 0.846

AT 0.7014 0.21812 0.7538 0.1689 −0.939 0.913

LAA 75.3827 8.5219 78.4369 7.7916 −1.296 0.333

AHD 0.7905 0.17106 0.8242 0.19163 −0.639 0.723

CSA 32.1336 6.4456 33.4023 4.71612 −0.786 0.695

Table 11: Comparison of parameters between full thickness RCT and partial thickness RCT 
using independent t-tests

Acromial index (AI), acromial thickness (AT), lateral acromial angle (LAA), acromio-humeral distance (AHD), 

critical shoulder angle (CSA)
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Discussion

Numerous imaging methods can be used to assess 

rotator cuff injuries. As MRI of the shoulder is an 

efficient diagnostic tool for rotator cuff injuries, we 

utilized it in present study to correlate the associa-

tion between partial or full RCTs and acromial 

shape [5-8]. Raheem et al. did not find any 

significant association between sex and affected 

shoulder side (p = 0.709). Nevertheless, this result 

was in accordance with the findings of an earlier 

investigation [9]. However, in the current investi-

gation, the chi-squared test indicated a significant 

association (χ² = 6.967, p = 0.008) between an 

individual's sex and the side of the acromion.

Among patients with RCTs, Raheem et al. 

discovered that the most common kind of acromion 

morphology was flat [6]. He discovered no signi-

ficant association between sex and acromial form, 

the results being same as those of previous research 

[6]. In contrast, Paraskevas et al. found a substan-

tial association between female sex and flat 

acromial morphology [10], whereas male patients 

were more likely to have the hooked form. 

Raheem et al. argued that osteological and 

hereditary variables may explain the differences 

seen in the above-mentioned investigations, as he 

discovered a significant relationship (p = 0.030) 

between sex, acromial morphology, and supraspi-

natus damage [6]. However, he found no evidence 

of a significant relationship between sex, muscle 

damage, and acromial morphologyfor the infraspi-

natus and subscapularis muscles. The present study 

found that there was no statistically significant 

association between diagnosis (full or partial) and 

acromial shape (type 1, type 2, type 3) (χ² = 1.771, 

p = 0.412). According to the findings of studies by 

Balke et al. and Raheem et al., sex, acromial shape, 

and diagnosis (full or partial) were not significantly 

associated [11, 6]. In the current study, there was no 

sex-based difference in the distribution of diagno-

ses. Therefore, diagnosis (full thickness RCT or 

partial thickness RCT) was not significantly 

influenced by sex.

In a study of 100 patients by Koh, there was no 

statistically significant association between acro-

mial morphology and RCT [12]. In contrast, Balke 

et al. found that hooked acromial form and inci-

dence of RCTs were significantly associated [11], 

as supported by another research, which found 

that the hooked acromial form was the only form 

that had a significant association with RCTs [9]. 

However, a different study found no association 

between incidence of RCT and acromial morpho-

logy, even for the hooked form [8]. According to a 

systematic review and meta-analysis by Morelli et 

al., individuals with a type III (hooked) acromion 

were three times more likely to have RCT than 

individuals with type I or type II acromia [13].

In the current study, those with partial diagnoses 

more commonly had AC shape type 2 (19%), 

whereas most with full diagnoses had AC shape 

type 1 (25%). However, Raheem et al. found that 

women with flat acromia who were at least 50 

years old had a noticeably increased prevalence of 

partial supraspinatus rips in their right shoulders. 

Sex and RCT do not seem to have substantial 

relationship, according to Raheem et al. [14].

This research demonstrated a statistically signi-

ficant link between AI, LAA, and AT. Age also 

exhibited a statistically significant association 

between AT and LAA. There were no discernible 

sex and side differences [15]. Cohorts with age 

between 45–65 years are used in the majority of 

studies on this issue [16-20].
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There is also a wide variations in relationship seen 

in other investigations like in studies by Balke et 

al. found that AI and LAA were correlated with age 

in one study [11], whereas in another, only LAA 

was correlated with age. In contrast, Banas et al. 

never found any association between age and LAA 

when they first described the latter [16]. Neither 

Kitay et al. [17] discover any relationship in their 

first investigation. Acromial morphology resulting 

from a spur was discovered to be a primary-

generated structure rather than one connected to 

age in his study involving 20 cadavers [17].

Patients with RCT had a considerably thicker 

mean acromion than the control group (p=0.002), 

which comply with the findings of other research 

[10, 21], despite the fact that there was a little 

variation in the mean AT across RCT patients, with 

values of 8.8 mm, 8.3 mm, and 8.5 mm in studies 

by Paraskevas et al. [10], Oh et al. [21], and Kaur et 

al. [3], respectively, supporting earlier research. In 

our study, the average AT was 0.77 cm (7.7 mm).

The biomechanical theory put forth by Nyffeler et 

al. regarding the correlations between small AI, 

and osteoarthritis and between large AI and RCT 

has been challenged by numerous studies that 

found no difference in the AI of patients with 

calcifying tendinitis, partial-thickness RCTs, or 

full-thickness RCTs [22-23]. Nyffeler et al. found 

the fact that RCT patients have a high AI, particu-

larly for full thickness rips [22]. In research 

conducted in Spain, Torrens et al. similarly 

showed comparable results, with sex-based AI 

differences in patients with RCTs, and a substan-

tially larger AI value of 0.72 compared with 0.68 

in patients without cuff disease [25]. High AI has 

been found to be one of the variables linked to the 

development and severity of rotator cuff injuries 

[25]. In RCT, we found AI to be 0.61 in females 

and 0.58 in males.

According to research by Banas et al., only in cuff 

rips does an exceptionally low LAA of less than 

70° occur [18]. In their study, eight patients with 

complete RCTs had an average age of 54 years and 

LAAs less than 70°. In contrast, the remaining 18 

patients had an average age of 70 years and LAAs 

greater than 70°. In a study by Kaur et al. [3], LAA 

exhibited a significant correlation with age; 

whereas in Banas et al. study, there was a moderate 

association (Pearson correlation coefficient=0.46). 

We believe that LAA can assist in distinguishing 

between impingement and RCTs, as well as bet-

ween controls and RCTs. We found no relationship 

between age and LAA in the current study, with 

LAA being 72.6 in women and 79.02 in men with 

RCT on average.

In Kaur et al. study [3], CSA was found to be 34.6, 

which is in line with the results of many other 

authors who also found similar values, such as 

Gerber et al., Spiegl et al., and Bouaicha et al. [24-

26]. Garcia et al. found that after arthroscopic 

surgery, a higher CSA significantly increased the 

risk of a full-thickness RCT [27]. Although CSA is 

a good radiographic predictor of rotator cuff 

pathology, according to Kirsch et al., it has no 

prognostic value for the outcome of arthroscopic 

repair of a traumatic full-thickness tears [21].

According to Weiner and Macnab [28], an AHD of 

less than 7 mm is considered evidence of a full-

thickness tear of the supraspinatus tendon in over 

90% of cases. The maximum value for AHD on 

MRI, according to Werner et al., should be less 

than 6 mm, or lower than on a traditional radio-

graph [29]. AHD was found to be considerably 

lower in the research of Kaur et al. [3]. In this 
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study, we found that women with RCT had an 

AHD of 7.7 mm (0.77 cm), whereas this value was 

8.2 mm (0.82 cm) in men with RCT. As per Zope 

et al, only supraspinatus partial tears (p < 0.05) 

were statistically significant, and the majority of 

RCTs were seen in those over 30 years [30].

Conclusion

In the context of RCTs in our study, there was no 

correlation between the three acromial shapes and 

sex. However, we identified a significantly higher 

incidence of full-thickness supraspinatus tears in 

the right shoulders of men aged 40–60 years with 

type 2 acromia. Sex differences were prominent in 

AT and LAA, but not in AI, AHD, or CSA. There 

was a positive correlation between age and AT, 

indicating that as age increased, AT tended to incre-

ase. There was a negative correlation between age 

and AHD, indicating that as age increased, AHD 

tended to decrease. There was a significant nega-

tive correlation between AI and AT. There was a 

negative correlation between LAA and CSA, indi-

cating that as LAA increased, CSA tended to 

decrease. We found that the diagnostic categori-

zation (partial vs. full) did not significantly influe-

nce the mean values of the measured parameters in 

this study.
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