JOINTS Canada Consensus Shoulder Evaluation

INSPECTION


Ensure adequate exposure of the patient to visualize both shoulders and the cervical spine. Look for any atrophy of the deltoid, supraspinatus and/or infraspinatus muscles. Check for any asymmetry, scarring, redness or swelling.  Look for a rupture of the long head of biceps tendon (LHB). Look for deformity of the clavicle or A-C joint related to previous trauma. Look for scapular winging and assess scapulo-thoracic mechanics through range of motion (distance med border of scapula from spinous process). Assess resting posture of the scapula / scapular position.


Be aware that this is not an exhaustive list. There are other situations / unique circumstances (such as the throwing athlete) that may require separate considerations such as evaluating for leg-length discrepancy or scoliosis if the height of the shoulders is unequal

PALPATION

Goals: Identify the point of maximal tenderness and/or multiple areas of tenderness. Determine if it correlates with patient’s symptoms. Identify if certain areas are painful.

· Compare side-to-side, use “YES / NO” to quantify if tender, list tender spots

· Areas to palpate:

· supraspinatus / greater tuberosity (for supraspinatus, include an assessment of the tendon gap and crepitation)

· AC joint

· SC joint

· Biceps tendon (Facilitated by putting a finger in the groove and rotating the arm internally from a starting point of 10 o ER to 15 o IR; with internal rotation of the forearm to the abdomen, the pain should decrease)

· Posterior glenohumeral joint

· Coracoid process (helps with orientation and establishes normal tenderness)

Be aware of the patient with multiple trigger points (i.e. everything hurts). Significant negatives, such as the A-C joint or the greater tuberosity being non-tender, should be documented

RANGE OF MOTION (ROM)

Range-Of-Motion measurements are done to help with diagnosis and establish a baseline. Should be done in an upright position (document whether sitting or standing). For active ROM, measure both sides simultaneously where possible. Consideration can be given to having the patient supine to minimize scapulo-thoracic movement.

1) Total Elevation (in the plane of the patient’s choosing to the highest point they can reach; measure the angle between the humerus and thorax)

a. Measure active total elevation

b. Measure passive elevation in the scapular plane if patient is “unable” to do active total elevation or if there is a restriction

2) External Rotation with the elbow at the side (ERS)

a. Measure Active ERS

b. Measure Passive ERS (start from zero and move arm passively, as opposed to pushing past the active ROM)

3) External Rotation at 90o abduction (ERA)

a. Measure Active ERA

b. Measure Passive ERA

4) Internal Rotation at 90o abduction (IRA) 

a. Measure Active IRA

b. Measure Passive IRA

5) Internal Rotation (thumb behind back to vertebral level, counting down and document the highest level achieved with thumb)

a. Measure Active IR only

If composite motion is restricted, then can measure passive isolated glenohumeral ROM by stabilizing the scapula with one hand. 

SIGNS / SPECIAL TESTS 

Be aware that this is not a comprehensive list. Not all tests need be used for every patient, and there are other tests described. Many tests are commonly used, but have not been validated. Other tests have been validated, but are not in common use. JOINTS recognizes that there are other tests, most of which have not been validated and will be reviewed by JOINTS as appropriate.

Impingement 

I (Neer’s)1 – passive forward elevation, rotation – independent, use a hand to stabilize the scapula. Positive if anterolateral pain.



II (Hawkins-Kennedy)2 – 90o elevation scapular plane, passive IR. Positive if anterolateral pain.
Acromio-Clavicular Joint

Cross-Arm Adduction3 – arm at 90o forward flexion, passive adduction across body. Positive if pain over AC joint.
SLAP Lesions

O’Brien’s Test4 – arm elevated 90o, adducted 10o across body, forearm fully pronated, patient to resist downward pressure on arm. Test repeated with forearm fully supinated. Positive if painful but improved with supination.

 Labral grind – arm at 90o abduction in the scapular plane, load arm at superior glenoid.

Biceps Tendon

Speeds – arm flexed 90o, elbow extended and forearm fully supinated. Patient to resist downward pressure on the arms by the examiner. Positive if pain over the area of the proximal biceps tendon anteriorly.  

Yergason’s – arm at side, elbow flexed 90o, forearm supinated. Patient to resist a pronation force applied by the examiner. Positive if pain in the area of the proximal biceps tendon anteriorly.

MUSCLE STRENGTH TESTING
Precautions: acknowledge isometric strength testing and that more comprehensive testing may be required. These are gross measurements of muscle strength. Be aware that inability to perform an evaluation maneuver may also be due to pain or decreased motion, not just muscle weakness.

Use MRC Grading system and document presence or absence of pain


MRC Grade
5 – Normal




4 – Weak against resistance




3 – Able to overcome gravity




2 – Able to move with gravity eliminated




1 – Flicker




0 – Nothing

Superior Cuff

Supraspinatus – Patient to elevate arm against resistance, test in Jobe’s position5, arm elevated 60o to 90o in scapular plane, thumbs down (simultaneously).

Posterior Cuff

Infraspinatus – Patient to externally rotate against resistance, test with arm at side and then at 90o abduction (simultaneously).

Teres minor – test with arm at 90 degrees abducted, elbow bent (Hornblower’s sign).6
Anterior Cuff

Subscapularis – test with Lift-Off7 or Belly-Press test8, compare side to side differences (it is not necessary to perform tests simultaneously). 

Lift – Off7 – place dorsum of hands on sacro-iliac region, lift off with and without against resistance by examiner. Positive if patient cannot lift hand off buttock.

Belly – Press8 – place palm of hand into upper abdomen with elbows away from body, (elbow should be in line with, or anterior to wrist), arms in the coronal plane. Watch for wrist flexion. Look for a side-to-side difference, or if the patient has to bring his/her elbow behind their trunk.

GLENOHUMERAL TRANSLATION9

Evaluate both sides for comparison, record if the translation reproduces symptoms of pain and/or apprehension in the awake patient


Grading System


Grade 0 – no translation


Grade 1 – subluxation up face of glenoid


Grade 2 – subluxation to rim (50%)


Grade 3 – dislocation, spontaneous reduction


Grade 4 – dislocation, requires reduction maneuver

STABILITY TESTING

These tests can be done in the supine or upright positions. Evaluate whether or not provocative maneuvers produce feelings of instability.

Anterior Apprehension 10 – place arm in 90o abduction, start externally rotating shoulder with elbow bent 90o. Positive if patient feels their shoulder will dislocate. 

Anterior Relocation11 - After the anterior apprehension test, record whether a posteriorly applied force to the upper humerus relieves the symptoms of instability and may allow a greater degree of external rotation.

Posterior Apprehension – elevate arm 90o in scapular plane passively, then apply & maintain axial load and adduct arm across shoulder horizontally. Positive if shoulder subluxes or a feeling of apprehension.

Posterior Relocation – Supine position, arm forward elevation past 90o, axial load to sublux shoulder, gradual horizontal movement of arm to abduction position, while maintaining an axial load. Positive when feel a relocation clunk (modified Jerk test). This is a dynamic test.
Inferior Apprehension and Relocation – no consensus for inferior testing

LIGAMENT LAXITY



Assess the patient for the presence of generalized ligamentous laxity. 

SUGGESTED OUTCOME MEASURES 

Disease – Specific


Rotator Cuff – RC-QOL, WORC


Instability – WOSI


Arthritis – WOOS

Shoulder – Specific


ASES


Simple Shoulder Test


Constant Score

Area – Specific


DASH (also a quick DASH with 12 questions)

General Quality – of –Life


SF-36


SF-12
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