SHOULDER EXAMINATION – SYSTEMATIC APPROACH
Reference: Apley’s Concise System of Orthopaedics, 2nd Ed, Chapter 13
The shoulder examination and a few common diseases will be discussed here, in accordance with the handbook. 
Examination – A systematic approach

Always start from the sternoclavicular joint --> acromioclavicular joint --> shoulder/deltoid area. 

LOOK
Skin: scars?, wasting?, look at the axilla, redness?
Shape: deformities?, swelling?, wasting of muscles? (pectoralis, deltoid, scapular muscles)

Position: if held internally rotated --> think posterior dislocation of shoulder!

FEEL

Skin: warm/cold?

Soft tissues/Bones: pulses?, swellings? (shape/size/consistency etc), tenderness?

MOVE

Active: lift both arms sideways?, lift both arms frontways?, lift both arms backwards?, internal/external rotation?, hands behind neck?, hands behind back? (Apley’s scratch test), hands on waist?
Passive: stabilise the shoulder when doing the above movements. 

NEUROLOGICAL

If the patient complains of weakness or altered sensory features --> do a full neurological examination. 

SPECIAL TESTS

Apley’s scratch test is a quick and easy way to determine rotator cuff muscle disease. 

Investigations of shoulder disease

1. X rays in two planes: AP projection in the plane of glenoid, axillary projection with arm abducted

2. CT/MRI: these can be useful for rotator cuff muscle tears

3. Arthroscopy: good for diagnosis of intraarticular disease 

COMMON PROBLEMS WITH THE SHOULDER 

These notes will discuss the following common problems: Rotator cuff disorders, Shoulder instability. RA / OA should already be described in Rheumatology_List under General Medicine. 
ROTATOR CUFF DISEASE (Apleys pp 114, Fig 13.30)
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Main function of rotator cuff: stabilise the shoulder joint when deltoid lifts the arm forwards & sideways. 
Pathology: Three main pathological process cause rotator cuff muscle disease: 1) degeneration (old age), 2) trauma (lifting, falling, impingement of supraspinatus muscle against coracoarcromial arch), 3) reaction (revascularisation --> Ca2+ deposits --> resorption). 

Types of disease: 1) Acute tendinitis (acute calcification), 2) chronic tendinitis (chronic calcification), 3) Rotator cuff tear
Acute tendinitis: Deposits of calcium hydroxyapatite appear on the tendon of supraspinatus muscle. This causes acute vascular reaction and swelling --> acute pain. Eventually the Ca is resorbed. History: acute pain worsening over days, then gradually returning to normal. Investigation: Xray in two planes will show calcification on the supraspinatus tendon. Treatment: usually none as pain subsides over several days. If pain is severe try: indomethacin, corticosteroid injections, local lignocaine (1%). 
Chronic tendinitis: This is precipitated by overuse or minor tears in the rotator cuff muscles. History: Pain over the deltoid characteristically worse at night. On abduction pain is only present in the range of 60-120 degrees --> called the arc of abduction, it is pain free at other angles (i.e.: angle at which the supraspinatus tendon impinges onto the corocaacromial ligament --> its a very tight space --> see diagram). Investigation: Xray will show calcification, MRI may should supraspinatus thickening. Treatment: antiinflammatory therapy. If fails, try: corticosteroid injection, local lignocaine (1%). Surgical: If the pain is recurring over time, then surgical removal of coracoacromial ligament will reduce symptoms (i.e.: you are creating ‘more space’). 
Adhesive capsulitis (Frozen shoulder): This occurs after a bout of chronic tendinitis. History: The patient presents with a ‘painful shoulder’ which has subsided over several months (i.e.: chronic tenditis). But now the shoulder is extremely “stiff”. This has been going on for a few months. There is some wasting of the ‘shoulder’ muscles. Investigation: Xray shows decreased bone density in the humerus. Differential diagnosis: post traumatic stiffness, disuse stiffness (i.e.: overnursing of a fracture etc), reflex sympathetic dystrophy (i.e.: following MI/stroke). Treatment: conservative: antiinflammatory, heat, exercise/use/physiotherapy, pharmacotherapy: corticosteroid injection, lignocaine injection (1%). 
INSTABILITY OF THE SHOULDER (Apley’s pp 121)

The shoulder joint is extremely mobile, and consequently prone to dislocation. There are two main types: 1) anterior dislocation, 2) posterior dislocation. 
Anterior dislocation: This is the most common type of dislocation (95%). History: The patient is often young and has succumbed an injury when the arm has been: abducted, externally rotated, slightly extended. The feeling of “coming out” or “catching” sensation is common. The single most important diagnostic test is: apprehension test. Hold arm abducted, externally rotated and begin to extend. The patient will sense that the humeral head is about to slip and will be apprehensive to further movement. There will be considerable pain. to further movement. There will be considerable pain. Investigation: X ray, MRI (detached glenoid labrum – Bankart lesion, deformity of humeral head – Hill-Sachs lesion). Treatment: none: if dislocation rarely occurs or is the first time (but there is a greater chance of dislocation in the future after the 1st dislocation), operation: indications are: 1) recurrent dislocation, 2) dislocations causing significant pain and loss of daily function. Types of operations: 1) Bankart (repair of glenoid labrum), 2) Putti-Plat (shortening and tightening of anterior capsule), 3) Bristow (reinforcement of antero-inferior capsule). 
Posterior instability: This is very rare, and usually occurs after a violent jerk in an unusual position (i.e.: electric shock, or epileptic fit). Note this section is called “posterior instability” not “posterior dislocation”. This is because almost always its subluxation rather than full blown dislocation. Treatment: conservative: exercises, joint stability, operation: only indicated if disability is marked. 

Multidirectional instability: This is when there is recurrent anterior/posterior instability. This is because overall, the shoulder capsule has laxity and the patient shows a tendency to habitually dislocate their shoulder (i.e.: Fig 13.36). This diagnostic evidence is when the pain shows no signs of pain or discomfort while doing the movement. 
Rotator cuff: subscapularis (front), supraspinatus (above), infraspinatus & teres minor (behind). Reference: � HYPERLINK "http://www.bodybuilding.com/fun/dorian1.gif" ��http://www.bodybuilding.com/fun/dorian1.gif� 








