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Common Presentations

ÅAC OA

ÅGH OA

ÅAC dislocation

ÅBicipital tendonitis

ÅBiceps rupture

ÅLong head instability

ÅFractures

ïHumeurs

ïClavicle

ÅRotator Cuff

ïTendonitis

ïRupture

ïCalcification

ÅFrozen shoulder

ÅSLAP Lesions

ÅRecurrent Dislocation

ÅPMR



Acromio-clavicular  OA

ÅOA of the AC joint is common

ïA common site for trauma due to falls on the shoulder

ÅSymptoms

ïPatients commonly describe pain and tenderness 

over the joint margin and occasionally joint 

deformation associated with previous injury

ÅTesting

ïObs, palpation, Shoulder Crossover helps DD from 

Impingement syndrome



ÅDD Points

ïNeed to differentiate between the other 

common conditions

ïHistory and evolution of injury will be 

important

ïThen diagnosis thru exclusion

ïOA of this area will potentially negate/false 

positive Hawkins and Neers test



Glenohumeral OA

ÅUncommon in the GH

ïWhen present normally related to 

trauma/recurrent dislocation/ history of 

connective tissue disease or chronic rotator 

cuff in the history

ÅSymptoms

ïAROM  reduced with chronic pain 

ïCrepitation

ïArthritic type daily pattern with decreasing 

pain of moderate movement



ÅTesting
ïAROM benchmarking

ïPalpation for inflammation and signs of chronic tissue 
changes

ïMay be appropriate to attempt to exclude everything 
else thru special testing

ïConsider co-existing events

ÅDD Points
ïEvolution of pain, progression,  patient age, 

radiological findings all help to confirm your 
hypothesis

ïIn Female patients with a bilateral presentation 
consider PMR and do the appropriate follow up

ïConsider undiagnosed diabetes



Acromio-clavicular dislocation

ÅDefinition

ïSeparation of the AC joint

ïDivided into 3 types

ïCommonly caused by

ÅFall directly on shoulder

ÅFall on outstretched hand

TYPE 1

TYPE 1

TYPE 3



ÅSymptoms

ïPain on lifting arm

ïPMI reported over AC joint

ïChange in shoulder contour (dislocated joint)

ÅTesting

ïAROM painful

ïObs 

Åbrusing, contour change/deformity, swelling

ïShoulder crossover manoeuvre painful

ïPalpation pain over AC joint, instability



ÅDD Point

ïNormally fall direct on shoulder or RTA

ïWith type 3 beware of co-existing GH/rotator 

cuff injury, Long head biceps rupture, GH 

dislocation

ïIf you 1st contact - refer to casualty

ïPitch side ïtriangular bandage, immobilise & 

casualty



Coracoclavicular

Trapezoid / Conoid

Acromioclavicular

TYPE 3 SEPARATION



Bicipital Tendonitis

ÅDefinition

ïInflammation of long head of biceps and tendon 

sheath

ïCommon in the 40+ throwing athletes

ïAssociation with co-existing chronic rotator cuff

ÅSymptoms

ïPain PMI in the sulcus with radiating pain over the 

biceps, cubital fossa and occasionally to the forearm

ïDescribed as deep ache

ïPain / tenderness reported on palpation



ÅTesting

ïBenchmark AROM noting any painful arch

ïPalpation over the long head and muscle belly 

to establish PPT (pain pressure threshold)

ïSpeedôs & Yergasonôs tests to establish any 

instability

ÅDD Points

ïHistory of previous injury will be important 

particularly sports history with athletes

ïConsider SLAP in throwers/rugby players



ÅTreatment

ïHow would you treat this?

ï->

ï->

ï->

ïWhat are the complications?



Biceps s Long Head Rupture

ÅDefinition

ïSudden snapping sensation 

normally associated with lifting 

activity

ÅSymptoms

ïLoss of shoulder function with pain 

and weakness

ïNoticeable bulge at the distal end of 

the biceps representing the 

retracted muscle belly





ÅDD Points

ïMale, 40+, lifting or pulling

ïCan be spontaneous!!! (history of RSI)

ïUnlikely to see this as 1stcontact unless itôs 

pitch/track side (but there are no absolutes)

ïIf you doé refer ASAP as this needs to be managed 

by surgical repair and serial casting

ïSooner they repair better the outcome

ïRehab to initially restore AROM then power and 

possible proprioception

ÅStretching

ÅThera band

ÅEventually weight training



Biceps Long Head Instability

ÅDefinition

ïRecurrent biceps LH dislocation within the 
bicipital groove

ïNormally as a result of ruptured transverse 
humeral ligament

ïCongenitally shallow groove

ÅSymptoms

ïRecurrent dislocation

ïRecurrent Tenosynovitis



Long head of Biceps

&

Transverse Humeral 

Ligament



ÅTreatment

ïRefer for surgical repair

ïRehab thru exercise to restore normal FX

ïFlexibility & ROM 1st then power



Shoulder Fractures

ÅClavicle

ÅHumerus

ïShaft

ïSurgical head

ÅSlipped epiphyseal plate

ÅScapula (rare & normally traumatic)



ÅClavicle Fracture

ïCommon fracture in young people

ïFall on lateral shoulder

ïFall on outstretched arm

ïDirect trauma, blow to the clavicle

ïCommon RTA injury

ÅSymptoms

ïPain, local swelling & deformity over fracture 
site observable & palpable)

ïLoss of function



ÅDD Points

ïRarely seen in 1st incidence in practice

ïHistory of trauma, Sports, RTA, Recent Fall

ÅBeware of complications

ïPneumothorax

ïNeurovascular compression

ïAC dislocation

ïSternoclavicular dislocation



ÅHumeral fractures

ÅShaft

ïUnlikely 1st contact in practice (Refer!!)
ïConsider osteoporotic #  in elderly women

ÅComplications

ïPotential damage to radial nerve in spiral 

groove

ïOsteomylitis from external fixators

ïTest radial nerve function 

before starting rehab



ÅSurgical head (AKA Proximal Humeurs Fracture)

ïCommon in elderly women due to 

osteoporosis and a tendency to be unsteady 

on there feet

ïUnlikely 1st point of contact in practice
ï(But it does happen)

ÅSymptoms

ïSevere pain provoked by movement

ÅObservations

ïSwelling, bruising may be sensory and 

vascular signs (hand pallor/sensory changes)



ÅComplications

ïAssociated with damage to the neurovascular 
bundle in the axillia
ÅTest deltoid / teres minor power

ÅSensory, lateral cutaneous nerve

ïMalunion / non union

ïFracture dislocation

ÅDD Points

ïTraumatic so consider all other tissues in the 
region as a source of pain
ÅBicipital tendonitis/rupture, rotator cuff tear, AC 

separation

http://en.wikipedia.org/wiki/Image:Gray812.svg


ÅRehabilitation

ïWell limb training straight away

ïPendulum and circumduction initially

ÅGentle swing small ROM (5 - 10 days)

ïAdvance size of circumduction at 2 ï3 weeks

ïAdvance to table sliding at 3 weeks

ÅFlexion & abduction 3x3x30 seconds

ïWhen full ROM achieved power build with 

thera band



Å Slipped Humeral Epiphysis

ï Proximal humerus physis injury

ï Presents in young athletes involved in sport which 

involves overhead throwing/raquet sports
ï Cricket, badminton, squash, swimming, gymnastics

ï Age 9 -16

ï Regarded as a stress fracture, forces get transmitted 

to the epiphysis causing shear

Å Symptoms

ï Slow insidious pain onset over months

ï PMI proximal humerus made worse by any overhead 

activity







ÅObservations

ïPain on palpation over proximal humerus 

ÅDD Points

ïLook at the other boney structuresé

Ådiagnosis by exclusion

ïPain on overhead activity (Show me?)

ÅGet them to gently display there sport 

(throw/smash) looking for pain provocation



ÅRehabilitation

ïStop sport for 3/12

ïLook at alternatives to maintain fitness

ïROM exercise initially

ïPower building when pain has gone 

ïSlow resumption of throwing with advice to warm 

up/cool down

ïAdequate periods of rest in between training sessions

ïProper coachingémechanical assessment of 

throwing technique

ïLimit throwing/smashing 

ïPlay a different position



USA Baseball Medical & Safety 

Advisory Committee (2003)

Average

Age 

Max

Game Pitches

Max 

Pitches Per Week

9-10 50 75

11-12 75 100

13-14 75 125

http://www.youthbaseballcoaching.com/asmi_2_pitch_counts.html



Rotator Cuff

ÅRotator cuff is the commonest cause of shoulder 
pain
ïTendonitis

ïCalcification

ïRupture

ÅPredisposition for injury..
ï increases with age

ïTendonitis/calcification/rupture common in 
supraspinatus due to its critical zone

ïInflammation of other structures AC joint/subacromial 
bursitis

ïRSI



ÅRotator Cuff Tendonitis

ïDefined as inflammation of the rotator cuff 
tendon

ïRSIé
Åracquet sport players 40+

ÅLabourers/piece workers

ÅPathophysiology

ïInitially minor tears/inflammatory response

ïTendon scaring/thickening

ïInflammation of the overlying bursa 

ïReduced subacromial space due to the above 
thickening = impingement pain 



ÅSymptom Picture

ïPain associated with arm movement 

ÅPatient will naturally pronate hand on ABD as this 

increased subacromial space

ÅActive palm down ABD is painful

ÅLocking sensation on abduction

ïNight pain, especially when lying on the 

affected shoulder 

ïWeakness with raising the arm above the 

head, (due to pain not neuro)

ïpain with overhead activities 

ïCrepitus



ÅSigns

ïPalpation

ÅIncreased PPT on all rotator cuff group

ÅIncreased PPT biceps long head, deltoid

ÅPain over AC joint (may be crepitus.. Consider OA)

ÅHooked acromion reducing subacromial space

ïPower supraspinatus intact but may be painful 

on testing

ïNeerôs and hawkins +ve for pain

ïAROM reduced (benchmark)

ïPain worse 60 - 120



Hooked Acromion

ÅAcromion Types

ïType I: Flat, smooth acromion at clavicular 

joint 

ÅNormal subacromial space 

ïType II: Hooked acromion 

ÅSubacromial space mildly decreased 

ïType III: Hooked acromion with spur 

ÅSubacromial space significantly decreased



ÅDD Points

ïHistory will be important

ÅTrauma

ÅRacquet sports history 

ÅAge, occupation

ïConsider co-existing conditions

ïBe aware of the complications

ÅRupture

ÅCalcification

ÅFrozen shoulder



ÅRehabilitation

ïCease/decrease aggravating activity

ïAvoid overhead work

ïHot/cold TTT 7x daily (decrease inflammation)

ïNSAIDôs if necessary to control pain

ïGentle shoulder stretching

ïTreatment
ÅGAT upper triangle

ÅScapula thoracic articulation

ÅNMT rotator cuff

ÅHVT Csp / Tsp If appropriate

ÅSurgery may be indicated







Seated Towel Slide - Flexion

Sit side on to kitchen table

Place a tea towel on table

Well shoulder train 1st

Place forearm on towel

Gently slide forward staying in 

the pain free zone

Hold for 30 seconds without pain

Rest for 10 seconds

Frequency 3 times 3times a day

Abduction as above sliding 

sideways





ÅRotator Cuff Calcification

ïCalcification in rupture site in supraspinatus

ÅPathophysiology

ïCalcium deposition (as a result of micro 

tears/trauma) within the critical zone of 

supraspinatus (8mm from insertion point)

ÅCause unknowné thought to be age related degeneration

ÅHighest incidence 30 ï50 yrs

Åcalcific deposits are found in 3-20% of painless 

shoulders and 7% of painful shoulders

http://www.emedicine.com/orthoped/topic379.htm



Critical

Zone





http://www.jbjs.org.uk/cgi/reprint/31-B/3/433.pdf



ÅRehabilitation

ïSelf resolving

ïTreat as tendonitis



ÅRotator cuff rupture

ïDefined as partial or complete rupture of the 

rotator cuff group (mostly supraspinatus)

ïNormally as a result of age related 

deterioration of the tendon

ïRarely seen below 40yrs unless traumatic 

sports injury

ïAssociated with 50% of shoulder dislocations 

over 50yrs

ïNormally as a result of falls on outstretched 

arm



ÅSymptoms

ïPain progressively worse 

ïreferred down deltoid muscle 

ïLoss/reduced of function in abduction

ïObvious signs of recruitment on ABD

ÅSigns

ïIf traumatic bruising/sub deltoid swelling

ïAtrophy of affected muscles 

ïPain and weakness on power testing

ïDrop arm +VE

ïImpingement testing +VE



ÅDD Points

ïHistory of trauma may give you some pointers 

ïAge related but consider in young athletes 

ïConsider co-existing shoulder injuries
ÅOrthopaedic screen for other conditions

ÅRehabilitation

ïRefer to GP in 1st instance with covering letter 
ÅPrescription of pain relief

Åonward referral to orthopaedic consultant and 
further investigation to confirm diagnosis 

ÅRegardless of rupture type



ÅActive rest (avoid frozen shoulder)

ïfollow above protocol

ïGentle stretching/mobilisation

ïGAT

ïHot/cold treatment

ïEtc

ÅRe-evaluate & benchmark regularly (2/52)




