
. 

 



Anatomy: 



Examination of shoulder Joint 

LOOK: from front, behind, side, superior, axillae, 

look for skin color, contour, swelling and deformity. 

FEEL: from front and back (SCJ., clavicle,  A.C. 

joint, scapula, G. tuberosity, post. Joint). 

MOVE: flexion, extension, abduction, adduction, 

rotation (external and internal) and circumduction. 

Special test: 



Rotator Cuff Disorders 

 





Pathology: 

•Degeneration ((WEAR)): 

•Trauma & impingement ((TEAR)): 

•Vascular reaction ((REPAIR)): 



Clinical Syndromes: 

Acute Tendinitis. 

Chronic Tendinitis (impingement syndrome). 

Tears of rotator cuff. 

Adhesive Capsulitis (frozen shoulder). 

Biceps tendon lesions. 

 



Deposition of Ca++ HOAP in the Supraspinatous 

tendon               vascular reaction                            

swelling                 increase tension  

impingement                pain.  

Acute Calcific Tendenitis: 



Clinical features: 

Young patient presented with aching in the shoulder 

region following overuse. After few days pain 

subsides.  

During the acute stage the arm held immobile & the 

joint is tender for palpation & movement. 

Note: the pain is radiated to the insertion of the 

Deltoid muscle. 



X-Ray: 



Treatment: 

• Sling to rest the arm. 

• NSAID 

• Extracorporeal shockwave therapy. 

• Methylprednisolone (40mg) + Xylocain. 

• Needle Aspiration and irrigation (barbotage). 

• SURGERY  

 



Impingement Syndrome: 



 



Clinical features: 

 Patient aged 40 – 60yr . 

 Over the head activity 

 Complains of pain in the shoulder. 

 It is characteristically worse at the night . 

 Worse  at attempting certain activities such as putting on a jacket. 

 

History: 



 The shoulder looks normal but is tender just 

below the ant edge of the acromion.  

 On abduction scapulo-humeral rhythm is 

disturbed & pain is aggravated as the arm 

arc between 60o – 120o ((the painful arc)) 

repeating the movement with the arm 

external rotation the pain is less 

((pathognomonic for Supraspinatous 

Tendenitis)). 

 In long standing cases there may be wasting 

of the muscles & loss of power & movement is 

restricted especially abduction & external 

rotation. 

 

Examination: 



Imaging: 

X-Ray may show calcification just above 

the greater tuberosity, U/S, CT scan & 

MRI may be needed. 

 



Treatment: 

Same as the acute but the surgery include; 

1. Decompression of the rotator cuff by 

excising the coraco-acromial ligament & 

ant-inf part of the acromion. 

2. Removal of acromion-clavicular joint 

osteophytes. 

3. Repair of the tear in the tendon. 

4. If severe OA of the A-C joint the lateral 

2cm of the clavicle is removed. 



Partially tears of the rotator cuff frequently occur with 

Supraspinatous tendinitis, indeed it is possible that 

tendinitis is precipitated by minor tear. A complete tear 

may result from sudden shoulder strain or it may appear as 

a complication of tendinitis or partial tear. With partial tear 

the intact fibers provide continuity & allow vascular repair. 

With a complete tear there is no reaction & repair the 

proximal fibers may retract & become stuck down. 

 

Tears of the Rotator Cuff 





Clinical Features 
The patient usually 45 – 75yr while lifting a weight or 

protecting himself from falling, develop sprain shoulder 

pain is felt immediately & unable to lift his arm. If the tear 

is partial he may recover with persistent pain. If the tear is 

complete the pain is subsided but movement is lost. To 

distinguish between partial & complete tear the pain is 

abolished by injecting a local anesthetic, if active abduction 

is possible the tear is partial. If some weeks pass the 

diagnosis is easy, with complete tear active abduction is 

impossible but passive abduction is full & once the arm has 

been lifted above a right angle the patient can keep it up by 

using his deltoid ( the abduction paradox) when he lower it 

sideway it suddenly drops (the drop-arm sign). 





Diagnosis: U/S, Arthrography, MRI or Arthroscopy. 

Treatment: 
In acute phase           conservative treatment. 

In later phase           Partial tear           Less pain          conservative treatment. 

                                Persistent pain           surgery.  

            Complete tear------- In Young                   surgical repair. 

                                              In Elderly                 conservative treatment. 

 



Adhesive Capsulitis 

Disorder characterized by progressive pain and 

stiffness which usually resolve spontaneously 

after about 18 month. The cause and 

pathogenesis are still uncertain there is increase 

risk in patients with DM, CVA, MI and 

Alcoholism. 

 



Clinical feature: 

 The patient aged 40 – 60yr may give a history of trauma 

followed by pain; gradually it increases in the severity and 

often prevents sleeping on the affected side. After several 

months it begins to subside but as it does so stiffness 

becomes more and more of a problem. Untreated stiffness 

persists for other 6-12month gradually movement is 

regained but may not return to normal. 

 O/E: there is wasting tenderness and movement is limited 

and shoulder is extremely stiff in severe cases. 

 





X-Ray:  
Show decrease bone density in the humerus arthrography 

shows a contracted joint. 

Differential diagnosis: 

1. Post-traumatic stiffness. 

2. Disuse stiffness. 

3. Regional pain syndrome. 

 



Treatment: 

 Conservative treatment: by NSAID, local heat and exercise, 

local injection of steroid and local anesthetic drug may be 

helpful. Once acute pain subside then manipulation under 

GA hasten recovery then start active exercise. 

 Operative treatment: division and release of interval 

between supra and infraspinatous (open or arthroscopic) 

dramatically improve movement. 



Bicepital Tendenitis 

Though not part of the rotator cuff, the tendon of the 

long head of the biceps lies adjacent to the rotator cuff 

and may be involved in the impingement syndrome. 

Pain and tenderness are sharply localized to bicepital 

groove. 

Treatment: 

Rest, local heat and deep transverse frictions may bring 

relief, if not, use local steroid injection. 

 



 

Torn Long Head of the Biceps 



Chronic Instability of Shoulder J 
Static stabilizer : 

1. Intracapsular pressure. 

2. Suction effect.  

3. Adhesion-cohesion: between 2 wet smooth surfaces. 

4. Glenoid version. 

5. Humeral retroversion: normal 21-30º. 

6. Labrum: increases depth of glenoid by 50%  

7. Ligaments. 

8. Capsule. 



Dynamic constraints  

1. Rotator cuff. 

2. Proprioception. 

3. Long head of biceps. 

Chronic Instability of Shoulder J 



Classification of shoulder instability 

1. Anterior instability: 

2.Posterior instability:  

3. Multidirectional instability: 

 



Anterior instability: 

Clinical features: 

 Recurrent  Dislocation: A young man who 

complain of shoulder repeatedly going out of the 

joint during over arm movement and each time 

having to have it manipulated back into position. 

Acute dislocation followed by recurrent episodes in 

more than 50% in patient less than 25yr. 

 Recurrent subluxation: is less obvious the patient 

describe catching sensation followed by numbness 

or weakness ((dead arm sign)). 

 Apprehension Test: The pathognomonic test . 

 



Anterior instability: 

Imaging:  

X-Ray: May show depression on the post-lat 

part of the head of the humerus ((Hill-Sach 

lesion)) axillary view may show the humeral 

head riding on the ant lip of the glenoid. 

MRI: may diagnose glenoid labrum 

detachment ((Bankart lesion)) and/or 

deformity of the humeral head. 

 



Anterior instability: 

Treatment:  

Is SURGERY ----- Indication of surgery; 

1. Frequent dislocation especially if painful. 

2. Fear of dislocation or subluxation in everyday activities. 

Types of Operations; 
1. Repair of the detached labrum (Bankart op.). 

2. Shortening & tightening of the ant capsule & muscles (Putti-Plat op.). 

3. Reinforcement of ant-inf capsule using adjacent muscle (Bristow op.). 

 



Posterior instability:  

Causes: May occur after acute post 

dislocation it is a subluxation other than 

dislocation.  

Diagnosis: by X-ray & CT scan. 

Treatment: usually conservative by 

muscle strengthening exercise. Operative 

treatment indicated only in marked 

disability & no gross joint laxity. 

 



Multidirectional instability: 

The patient complains of the shoulder 

going out with remarkable ease. Either 

ant or post dislocation or subluxation. It 

is usually associated with generalized 

joint laxity. Surgery is not need only 

muscles strengthening exercise. 

 


