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What can we do to get 
people better, pain-free and 
confident in their shoulders?



Background & experience
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Step 1: Create the foundations for a 
good therapeutic relationship

You are treating a person, not a rotator cuff tendon!



Positive association between better 
therapeutic relationships and:
• Patient satisfaction (Husk et al, 2011)
• Adherence with treatment (Schönberger et al 2006)
• Clinical outcomes (Fuentes et al 2014; Hall et al 2010; Fereira et al 

2013)

Patients value patient-therapist relationships more than the amount or 
content of therapy (Casey et al 2012)



• Qualitative study of 11 physiotherapists and 7 patients
• 4 conditions found to foster engagement between the physiotherapist 

and the patient

PRESENT RECEPTIVE GENUINE COMMITTED



“The conditions of 
engagement work in 
concert to form a safe 
therapeutic container 
for the therapeutic 
relationship to 
manifest”

Miciak et al, 2018

The safe therapeutic container



• Miciak et al 2018
• Qualitative study
• 11 physiotherapists, 

7 patients
• Semi-structured 

interviews
• Identified ways that 

physiotherapists 
establish meaningful 
connections with 
their patients

ACKOWLEDGING THE INDIVIDUAL

GIVING OF SELF

USING THE BODY AS A PIVOT 
POINT (means of connection)



Before we see each 
patient

• Take a breath and calm your 
mind
• Be present in the moment
• Think about what that 

person needs from you
• Think about how you want 

to be in the session



Narrative / collaborative clinical reasoning
• Gain an understanding of the patient’s
• Illness experience / perception
• “Stories”
• Meaning perspectives
• Context
• Beliefs
• Culture
• ABCDEFW
• Actively seek out the patient’s opinion

Listen to your patient – he / she is telling you the diagnosis (William Osler)



INFORMATION PERCEPTION
AND INTERPRETATION

INITIAL CONCEPT
& MULTIPLE 
HYPOTHESES

EVOLVING PROBLEM
CONCEPT

(hypothesis modification)

DECISION
•Diagnostic

•Management

PHYSIOTHERAPY
INTERVENTION

REASSESSMENT

DATA COLLECTION

•Subjective Interview
•Physical examination

PRESENTATION

PATIENTʼS OWN 
HYPOTHESIS

EVOLVING CONCEPT
OF THE 

PROBLEM

UNDERSTANDING
OF DIAGNOSIS

& MANAGEMENT
PLAN

•EDUCATION PARTICIPATES
•HOME EXERCISES   LEARNS
•TREATMENT FOLLOWS
•STRATEGIES

REVIEW SELF-MANAGEMENT
INCREASE SELF EFFICACY

KNOWLEDGE

COGNITION

META-
COGNITION

THERAPIST PATIENT

More information
volunteered

More
Info
needed

More info 
needed

Explanation &
reassurance

Collaborative Clinical Reasoning

(Adapted from 
Edwards & 
Jones, 1995)



PAIN (as an expression of what is happening in the nervous system)
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LISTENING TO THE PATIENT’S STORY



Step 2: Accurate and careful 
assessment
About 50% of patients with shoulder pain 
have pain or problems related to the 
rotator cuff. 

Watch out for laziness in our clinical 
reasoning

Proactively try to disprove the assumed 
diagnosis of rotator cuff related shoulder 
pain

Make sure you are treating what you think 
you are treating!



Pattern recognition



Pattern Recognition: Neck V Shoulder

Neck Shoulder



A unique and complicated joint



Ruling out the neck
• Pattern recognition
• AROM / PROM
• PAIVMs
• Neurological examination (Consider Vibration 

Disappearance Threshold testing / hot / cold)
• Neurodynamic testing – particularly median & radial 

nerves / improvement testing
• Spurling’s test: Lateral flexion to symptomatic side +/-

overpressure +/- compression



Shoulder Abduction test Malanga et al 2002

Carracci’s Sleeping Venus

Positive: relief or reduction of ipsilateral radicular symptoms 



Discussion:– quick 
clinical reasoning 

• Kate - 42 year-old 
Musculoskeletal Physiotherapist 

• Fell over skiing the week before –
shoulder still painful wants you to 
“have a look”

• “Quick clinical reasoning”



Red Flags

(Rud Butz et al 2021)



Your scary reading list
• Lessons learnt from the painful shoulder: a case series of malignant tumours misdiagnosed as 

frozen shoulder Quan et al 2005 (5 cases presented)

• Tumours masked as Frozen Shoulders. A retrospective analysis Sano et al 2009
• 4/505 patients (0.8%) with pain and stiffness went on to be diagnosed with malignant tumours
• Among 34 tumour patients, 9 (26%) had been initially misdiagnosed with frozen shoulder syndrome

• Shoulder girdle neoplasms mimicking Frozen Shoulder syndrome Robinson et al 2003
• Among 7/67 bone tumour patients presented with stiffness as initial feature
• Younger in age than is typical for Frozen Shoulder
• Discrete area of bony tenderness common

• Primary chest wall tumour appearing as frozen shoulder. Review and case presentation Demziere
& Wiley 1991
• 2% of patients referred for manipulation for frozen shoulder had primary chest wall tumours

• Common Tumors and tumor-like Lesions of the Shoulder Lee et al 2018
• Shoulder accounts for approximately 15% of primary sarcomas  and is the third most common site. Patients with 

MSK malignancy experience up to 6 months delay before diagnosis



Sano et al 2009 

Tumour masked as Frozen Shoulder



Pattern recognition of tumour around the 
shoulder

• Bone & soft tissue tumours are rare – 1% of all malignancies
• Challenging because of this rarity and heterogeneity of 

presentation
• Most common in teens and young adults & then elderly
• Commonest symptom of malignant tumour is constant, dull, 

aching pain
• Swelling and tenderness with persistent non-mechanical pain that 

increases at night requires urgent investigation
• Soft tissue mass >5cm associated with non-mechanical pain: 

investigate
• Malignant tumours commonly present with restriction 



Red Flag indicators

History of cancer: symptoms and signs of cancer; 
unexplained deformity, mass, or swelling: tumour?

Red skin, fever, systemically unwell: infection? 
Alcohol / steroids / OA / complex #: consider avascular necrosis

Trauma, epileptic fit, electric shock; loss of rotation and normal 
shape: unreduced dislocation / locked posterior dislocation?

Unexplained significant sensory or motor deficit: neurological 
lesion?



(Finucane et al 2020)



Rheumatological presentation

• Patients > 50 years
• Bilateral shoulder pain
• Not explained by other 

pathology
• Morning stiffness > 45mins
• New hip pain
• Elevated CRP and / or ESR
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Let’s not miss any Frozen 
Shoulders! • Important factors in 

identifying Frozen 
Shoulder
• History
• Past Medical History
• Red Flag questions
• Accurate and effective 

Active and Passive ROM 
assessment
• Imaging



PATTERN RECOGNITION

WEAK
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COMPLETE RUPTURE / MASSIVE
ROTATOR CUFF TEAR

ROTATOR CUFF TENDINOPATHY 
/ CALCIFIC DEPOSIT

LONG HEAD OF BICEPS
TENDINOPATHY

PECTORALIS MAJOR
RUPTURE

SCAPULAR 
AREA PAIN



Assessment of the rotator cuff: Can we test 
distinct structures?

• Clark & Harryman (1992): layered structure of the cuff and capsule – all 4 tendons fuse to 
form a common insertion into the humeral tuberosities

• Muscle testing procedures have been proposed to selectively challenge different aspects of 
the cuff

• Is this realistic / likely?

• “No single test or combination of tests is both reliable and valid for the diagnosis of a 
partial or complete RC tear. A clinical examination…may be able to rule out a tear, but is 
less effective at detecting tears” (NZ Guidleline Group, 2004)

THE KEY ASPECT IS TO BE SURE THAT YOU ARE DETECTING TRUE WEAKNESS NOT MERELY 
PAIN INHIBITION



Physical Examination 
Evidence: 
Observation

• Muscle wasting in the supra / 
infrascapular fossa are statistically 
associated with the presence of a RC 
tear. Sensitivity (55.6%) and 
Specificity (72.9%) lack sufficient 
power to accurately predict a tear 
(Litaker et al, 2000)

• Posture & Muscle imbalance –
scapular position: problematic as no 
reliability in assessing scapular 
position (Lewis et al, 2004)



Physical Examination: Strength

• Strong evidence for inter and intra-rater reliability in assessing shoulder 
strength with hand held dynamometer or spring scale dynamometer 
(Brox et al, 1997) (Ben-Yishay et al, 1994)

• Manual muscle testing less reliable but adequate
• Weakness greater than 50% relative to the asymptomatic side was 

associated with a large or massive RC tear when tested at 10˚ shoulder 
abduction (McCabe et al, 2005)

• Pain inhibition is important!
• Immediate and significant increases in maximal isometric abduction 

strength was reported following subacromial injection with local 
anaesthetic in 10 subjects with RC tendinosis (Brox et al, 1997)



Consider flexion & extension testing!

• Boetcher et al 2010 used EMG to demonstrate increased activation of 
posterior rotator cuff muscles on shoulder flexion and increased 
anterior rotator cuff activation in shoulder extension
• Emerging EMG evidence that rotator cuff function is direction-specific –

flexion activating external rotators (Ginn et al 2011)
• Emerging EMG evidence that rotator cuff activity is relatively increased 

in supported positions rather than unsupported (Dark et al 2007) 

• How many of us include resisted flexion & extension in our rotator cuff 
assessment?



Physical Examination: Clinical Tests

• Research evidence is unwieldy and confusing
• No single test or combination of tests have stood up to independent 

scrutiny as having sufficient sensitivity or specificity to diagnose RC 
pathology
• Manual muscle tests do not test specific muscles
• Empty-Can test does not specifically test Supraspinatus (Boettcher et al 

2009)
• The strength of lag signs to diagnose full thickness tears is superior to 

partial thickness tears (Ahern & Forrester, 2005)



We cannot isolate activity to a single muscle!
Move away from implying this and change your thinking & 
language around this 



Key physical tests – do simple tests really 
well!
• AROM
• PROM
• Mid-range isometric resisted testing

• Internal rotation
• External rotation
• Flexion
• Extension

• Through-range testing
• Supine external rotation
• Prone external rotation

• Scapular muscle tests
• Observation of movement
• Observation on weight-bearing
• Upper, middle and lower trapezius
• Serratus anterior

• Functional tests tailored to your patient
• Improvement tests / symptom-modification



Keep the less common causes of shoulder dysfunction on your radar!









Facioscapulohumeral 
muscular dystrophy
• Facial muscles
• Serratus anterior, middle and lower 

trapezius most often affected
• Upper trapezius, deltoid and posterior 

rotator cuff often spared
• Can also affect abdominals, paraspinal 

muscles & tibialis anterior





April, 2022 May, 2022 June, 2022



July, 2022

July, 2022



August, 2022







MANAGEMENT

NERVY
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THORACIC OUTLET LONG THORACIC NERVE SUPRASCAPULAR / 
INFRASCAPULAR AXILLARY NERVE SPINAL ACCESSORY

NERVE



Massive irreparable rotator 
cuff tears: learning to speak 
the language of orthopaedics
• X-Ray: superior migration of humeral 

head: acromiohumeral distance <7mm
• MRI: Fatty infiltration of muscle: 

Goutallier grade 3 or 4
• MRI: Tendon retraction: Patte grade 3 

(retracted to the level of the glenoid)  
• MRI: more than one tendon torn
• MRI: “tangent sign” (supraspinatus 

atrophy)
• Pattern of tear: Involvement of 

subscapularis



Patte grade 3



Tangent sign



Ainsworth programme / Torbay programme / 
“anterior deltoid” programmes

• Levy et al 2008: n=17 prospective case series: (12 weeks exercise) 82% success 
rate at 9/12

• Yian et al 2017: n=30 prospective case series: (12 weeks exercise) 40% success 
rate at 2 yrs

• Christensen et al 2016: n=24 prospective case series (5 months of exercise) 
significant improvments in pain, function & quality of life

• Ainsworth et al 2009: prospective randomised placebo controlled clinical trial: 
(3 months exercise) significant improvements in pain and function at 3 and 6 
months but by 12 months, although the improvements were sustained, they 
were no longer statistically significant compared to the control group



Nuances of assessment of patients with 
massive irreparable rotator cuff tears
• AROM V PROM
• Any remaining cuff function?
• Supine shoulder flexion
• Improvement tests



Predictors of good 
response to physiotherapy 
for massive inoperable 
rotator cuff tears

• Patients who construct their own 
recliner platform to carry out 
their Ainsworth programme do 
very well (n=1)



Surgical options
• Superior capsular 

reconstruction
• Latissimus Dorsi

tendon transfer
• Reverse anatomy 

shoulder arthroplasty
• Total Shoulder 

Replacement
• Partial rotator cuff 

repair

How do we decide / advise - rehab versus surgery?



Can we predict which patients with MIRCT will 
do well with physiotherapy?

• SR of physiotherapy for MIRCT: highly variable outcomes: 32-96% success
• No prospective prognostic studies to evaluate whether certain factors may predict a 

successful outcome
• No RCTs comparing different physiotherapy programmes or comparing physiotherapy to 

surgery
• Single arm cohort studies (weak evidence) suggest the following may be important factors

• range of motion of less than 50º flexion (Yian et al., 2017)
• tear of subscapularis (Collin et al., 2015)
• lack of teres minor hypertrophy (Yoon et al., 2019)
• glenohumeral arthritis, passive restriction of movement and weakness of external 

rotation or abduction strength (Vad et al 2002)
• Focus on purely biomechanical factors



78 year old patient with complete rupture of Supraspinatus and 
Infraspinatus



Step 3: Help the person to choose their pathway

Empowering the patient with knowledge

• Develop your patter
• Practise!
• Mix it up and customise it to 

your patient’s needs
• Quote back to them
• Check-in that they are taking 

it on board
• Manage expectations
• Have fun with it



Case example: Ann: 48 year old training 
for the Galway Bay swim (11 K)

• Long history of grumbling shoulder pain related to swimming

• Sharp increase in training volume in April and May: daily sea swims from 2K – 4K 
depending on conditions

• Increasing pain painful when first starts swimming, eases off and then comes back at 
about 1K. Very painful about an hour after swimming. Settles down after a day or so 
but now not able to swim > 1K without severe pain

• Tried “band exercises”: no help

• MRI: reported small PTT Supraspinatus, tendiopathic changes Infraspinaturs & 
Subscapularis

• Main findings:
• Hypermobile shoulders: Abduction 90º + lateral rotation: 120º
• Supine lateral rotation 3Kg: very weak and painful 75% ROM
• Prone lateral rotation 1 Kg 75% ROM, painful and weak
• Weakness scapular muscles: Is, Ts, Ys & simulated crawl position
• Weakness on all trunk stability tests: plank / side plank (very painful)



Case example: John: 78 year old, entrepreneur, 
business-owner, keen golfer, fit and well
• Knocked down by a reversing car – MRI diagnosis of complete rupture 

of Supraspinatus & Infraspinatus, fatty infiltration and significant 
tendon retraction
• Marked functional limitations: personal care, golf
• 6 weeks of “intensive” physiotherapy – no improvement
• AROM: 50º flexion & abduction, 50% ROM lateral rotation & HBB
• PROM: 150º flexion & abduction, 75% ROM lateral rotation & HBB
• Resisted testing: Unable to resist lateral rotation / positive lag sign



Questions

• How would we explain Ann’s shoulder pain to 
her? What are the key points to mention?

• What would a management plan look like for her?
• How would we explain John’s shoulder problem 

to him? What are the key points to mention?
• What would a management plan look like for 

him?



Step 9: Review, maintenance & 
flare-up management plan

Step 8: High level functional 
rehabilitation - Have fun!

Step 7:  Build strength, stability 
and optimise proprioception

Step 6: Improve tolerance to load 
with an eye on the patient’s 

functional difficulties 

Step 5: Load management: reduce 
pain, improve movement

Step 4: Tailor the plan to plan to 
the patient’s needs



Let’s get practical!



Summary
• Step 1: Take a breath & be present
• Step 2: Accurate & careful assessment – consider red flags, 

inflammatory presentations, rarer sources of shoulder problems
• Step 3: Help the person to choose their pathway

• Step 4: Tailor the plan to the patient’s needs
• Step 5: Load management: reduce pain, improve movement

• Step 6: Improve tolerance to load with an eye on the patient’s 
functional difficulties

• Step 7:  Build strength, stability and optimise proprioception
• Step 8: High level functional rehabilitation - Have fun!

• Step 9: Review, maintenance & flare-up management plan
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