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ABSTRACT

AIM: To provide a succinct summary of the management of soft tissue injuries to the shoulder for primary
health care practitioners based on the New Zealand guideline.

METHODS: A multidisciplinary team developed the guideline by critically appraising and grading re-
trieved literature using the Graphic Appraisal Tool for Epidemiology (GATE); and the Scottish Intercollegi-
ate Guideline Network. Recommendations were derived from resulting evidence tables.

RESULTS: For the management of soft tissue shoulder disorders there is little evidence to support or
refute the efficacy of common interventions for shoulder disorders in general and rotator cuff disorders in
particular. For rotator cuff tendinosis and partial tears, use NSAIDs and subacromial corticosteroid injec-
tions with caution and provide a trial of supervised exercise. For frozen shoulders, intra-articular corticos-
teroid injection should be considered and refer for supervised exercise after acute pain has settled. For
shoulder instability, good evidence supports the referral of physically active young adults for orthopaedic
intervention following a first traumatic shoulder dislocation.

CONCLUSION: While there is a dearth of good evidence, this guideline does provide a framework for

the management of common soft tissue injuries of the shoulder.

KEYWORDS: Shoulder, soft tissue injuries, primary health care

Introduction

Diagnosis and management of shoulder injuries is
one of the most challenging areas of musculoskel-
etal medicine. Prevalence figures for shoulder
disorders vary widely for point prevalence
(7-26%), one month prevalence (19-31%), one

year prevalence (5-47%) and lifetime prevalence
(7-66%).' Shoulder disorders are therefore rela-
tively common, but only 50% of new episodes of
shoulder complaints presented in primary care are
completely recovered within six months, increas-
ing to only 60% at one year.?

It is likely that suboptimal management contrib-
utes to unfavourable outcomes for patients. This
paper is the second of a two-part series which

summarises the evidence for assessment and man-
agement of soft tissue shoulder injuries based on
the evidence-based guideline The diagnosis and
management of soft tissue shoulder injuries and
related disorders developed in New Zealand (NZ),
led by EPIQ, University of Auckland under the
auspices of the New Zealand Guidelines Group
(NZGG).? This guideline was commissioned by
ACC in 2003 to reduce identified variation in
both diagnosis and management and to improve
outcomes for claimants.

This guideline was endorsed by the Royal New
Zealand College of General Practitioners, the

NZ Orthopaedic Association, the NZ Society of
Physiotherapists Inc., the NZ Association of Mus-
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culoskeletal Medicine, Sports Medicine NZ, and
the Royal Australasian and New Zealand College WHAT GAP THIS FILLS

of Radiologists. The full document is available on _
What we already know: In general, the evidence for the management of

the NZGG website (http:/www.nzgg.org.nz). ‘ e e
acute soft tissue shoulder injuries is weak and limited.

The aim of this paper is to provide a succinct What this study adds: For rotator cuff tendinosis and partial tears, use

NSAIDs and subacromial corticosteroid injections with caution and provide
atrial of supervised exercise. For frozen shoulders, intra-articular corticos-
teroid injection should be considered and refer for supervised exercise after
acute pain has settled. For shoulder instability, good evidence supports the
referral of physically active young adults for orthopaedic intervention follow-

summary of the management of soft tissue
injuries to the shoulder in a form that is readily
accessible to primary health care practitioners.

Methods

Methods have been described in Part 1. Part 2

of this summary addresses the management of
adults with the following shoulder injuries. Ado-
lescents were included for shoulder instabilities
given that dislocation and recurrent dislocation
are more common in this age group.

1. Rotator cuff and related disorders (including
impingement, subacromial bursitis, tendinosis,
painful arc syndrome, partial, full thickness
and massive tears of the rotator cuff, long
head of biceps rupture and calcific tendonitis)

2. Frozen shoulder (also known as adhesive
capsulitis)

3. Glenohumeral instabilities (acute and
recurrent dislocation, labral injuries and other
instabilities)

4. Acromioclavicular (AC) joint injuries
(including stress osteolysis, osteoarthritis and
dislocation)

5. Sternoclavicular (SC) joint injuries (including
sprains, dislocation and arthritis and related
conditions).

This guideline specifically excludes fractures, in-
flammatory conditions, degenerative conditions,
endocrinological and neurological conditions.
hemiplegic shoulder and chronic shoulder pain
including occupational overuse disorders.

For each of the included conditions evidence for
management was sought based on searches relat-
ing to interventions commonly used in practice.
For each condition a comprehensive literature
search was undertaken in the major electronic
databases (Medline, CINAHL, EMBASE, AMED,
SPORTdiscus and Current Contents). Searching
also included the Cochrane Database of Systemat-
ic Reviews, Cochrane Controlled Trials Register,

ing a first traumatic shoulder dislocation.

the Database of Reviews of Effectiveness (DARE)
and relevant Internet sites including PEDro, NHS
clinical trials, Health Technology Assessments for
NHS, Bandolier and National Guideline Clearing
House. Reference lists of included studies were
checked for additional studies.

Only published randomised controlled trials,
meta-analyses and systematic reviews in the
English language were considered for inclusion.
Quality was assessed using the Generic Appraisal
Tool for Epidemiology (GATE) available at: http://
www.epiq.co.nz (modified since this guideline
developed).

Evidence from the relevant studies was sum-
marised into evidence tables. Recommendations
were developed using the SIGN ‘Considered
Judgment’ process. (SIGN Guideline development
process: http://www.sign.ac.uk/guidelines/full-
text/50/compjudgement.html)

Grading is based on the strength of the evidence
and does not indicate the relative importance of
the recommendations.

Results

Results are presented for each condition accord-
ing to the grade of recommendation as follows:

* A Recommendation:
Supported by good evidence
* B Recommendation:
Supported by fair evidence
* Good practice point:
Consensus of the guideline team.
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In general, due to lack of agreement in defin-
ing shoulder disorders, poor quality of stud-
ies, and heterogeneity of studies with respect
to participants, interventions, and outcomes,
there is little evidence to support or refute the
efficacy of common interventions for shoulder

14,5

disorders in general*’ and rotator cuff disorders

in particular.®

1. Rotator cuff and related disorders

Rotator cuff disorders are the most common
sources of shoulder problems. They range from
mild strain causing impingement-type symptoms
to massive tears and total absence of the cuff
with severe loss of function.”

Tendinosis causing impingement-type symptoms
(painful arc) is due to collagen fatigue resulting
from repetitive overhead activities.® In contrast,
rotator cuff tears typically result from trauma
and are more common in people over the age of
35 years.

Partial thickness tears can occur on the bursal

or articular side of the rotator cuff and do not
extend through the full thickness of the tendon.
These are more common than full thickness tears
which extend through the full thickness of the
tendon and are often more symptomatic.” Full
thickness tears increase with advancing age, fre-
quently occurring as a result of minimal trauma.
These tears are often asymptomatic and compat-
ible with normal painless functional activity."

Massive tears have been defined as tears >5cm or
tears involving two or more tendons (more often
supraspinatus and infraspinatus, but also suprasp-
inatus with subscapularis).!

Weakness is the primary sign of loss of integrity
of the rotator cuff, but should be distinguished
from weakness due to pain inhibition."

B recommendations

* Prescribe NSAIDS with caution. They
provide short-term symptomatic pain re-
lief but can have serious consequences.'?

* Use subacromial corticosteroid injec-
tion with caution. It provides short-term

symptomatic relief for people with tendi-

nosis and partial thickness tears.”!*

e There is insufficient evidence to determine
the benefits or harms of subacromial steroid
injection for full thickness rotator cuff tears.®

* Provide a trial of supervised exercise
by a recognised treatment provider for
people with rotator cuff disorders.*

* Avoid the use of therapeutic ultra-
sound (no additional benefit over
and above exercise alone).

e For calcific tendonitis, there is limited
evidence for the use of ultrasound for pain
relief,” and weak evidence for the use of Ex-
tracorporeal Shock Wave Therapy (ESWT).1¢*

Good practice points for
rotator cuff and related disorders

 Simple analgesics provide pain relief with
potential for less serious side effects.

* Subacromial corticosteroid injections may
be appropriate for full thickness tears as
part of long-term management where sur-
gery is not considered as a treatment option.

e If there is no significant improve-
ment in patients with a full thickness
tear of the rotator cuff after four to six
weeks of non-operative management,
refer to an orthopaedic specialist.

e Early surgical management for a rotator
cuff tears has the most to offer people
with otherwise healthy tissue and who
are physiologically young and active.

There are a number of disorders closely related to
rotator cuff tears which should be considered as
part of the differential diagnosis.

* Biceps tendinosis is part of the spectrum of
pathological processes of rotator cuff dis-
orders and should be managed in the same
way as rotator cuff tendinosis. Rupture of
the biceps tendon is more common with
increasing age.”” Management is sympto-
matic with almost no indication for opera-
tive repair. Where instability (subluxation
or dislocation of the biceps tendon) is sus-
pected, refer to an orthopaedic surgeon.

* Calcific tendonitis usually occurs sponta-
neously and is self-limiting.'* People with
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severe pain and dysfunction may require

urgent referral to an orthopaedic specialist.
» |solated muscle tears, while rare, oc-

cur most commonly in the subscapularis®

and pectoralis major.”? Both require ur-

gent referral for orthopaedic evaluation.

2. Frozen shoulder

The true frozen shoulder is characterised by an
unknown aetiology, spontaneous and gradual
onset of pain and global restriction of move-
ment.?>? The clinical presentation is described as
involving three phases. An initial painful phase
lasting two to three months in which pain is
severe and movement severely restricted is
followed by a second phase also lasting two to
three months where pain diminishes and the
predominant feature is stiffness. Resolution
typically occurs over the next six to 12 months in
which there is a gradual gain in range of move-
ment with less discomfort. In contrast with rotator
cuff impingement or tear, a key diagnostic feature
of frozen shoulder is stiffness (limitation of both
passive and active range), lack of discomfort with
resisted movement and no weakness. There is
frequently substantial functional limitation with
respect to activities of daily living.?

B recommendations

* In the painful phase actively consider intra-
articular corticosteroid injection performed by
an experienced clinician.'?

* After the acute pain has settled offer supervised
exercise by a recognised treatment provider to
improve range of movement.”® Mobilisation
does not offer any additional benefit."

* Laser therapy and acupuncture may be benefi-
cial in the treatment of frozen shoulder.*?

* Hydrodilation has not been found to be

effective.’

Good practice points for
frozen shoulder

e Avoid vigorous stretching in the early
phase as this will exacerbate pain.

e It is important that people with a fro-
zen shoulder understand the time it
takes for this condition to resolve.

3. Glenohumeral instabilities

Instabilities are symptomatic manifestation

of pathological movement of one joint surface
in relation to another and should be contrasted
with laxity which is the non-pathological
linear displacement of one articular surface

in relation to the other.”® Instabilities include
acute glenohumeral dislocations (anterior, pos-
terior and inferior), multidirectional instability
(global laxity of the shoulder) and tears of the
glenoid labrum.

Anterior dislocations are the most common
acute traumatic dislocation. In younger people
these are often associated with detachment of
the labrum from the rim (Bankart lesions) with
a 90% chance of recurrence in people under 20
years.” Dislocations are also common in the
sixth decade of life*® but are more likely to be
associated with capsular tear and concomitant
rotator cuff tears.”

Labral injuries (including detachment of the
superior labrum either anteriorly, superiorly

or both) are common in overhead athletes as
progressive failure of the labrum or may occur

as a traumatic event in association with anterior
dislocation.”” These are often associated with
vague symptoms of impingement associated with
activity, clicking, locking and in some a ‘dead
arm’ which is the sudden sharp paralysing pain
or sense of subluxation associated with weakness,

tingling and numbness.*’

A recommendations

* Young adults engaged in demand-
ing physical activities with a first trau-
matic shoulder dislocation should be
referred for orthopaedic evaluation.*

Good practice points for
glenohumeral instabilities

e Investigations for acute dislocations:

- Pre-reduction x-ray is recommended
for people >40 years of age.

- Postreduction x-ray is recommend-
ed for all people with a first time
dislocation to confirm the reduc-
tion and assess for bony injury.
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X-ray is required for all people with

a failed attempt at reduction.

X-ray is recommended for those with
recurrent dislocation where surgical sta-
bilisation may be a management option.

Acute management of dislocations:

Only clinicians with expertise should
reduce anterior or posterior dislocations.
Relaxation is critical for successful reduc-
tion. Ensure adequate analgesia is given

as required before attempting reduction.
Attempt slow steady traction for at least
30 seconds, avoiding excessive force while
attempting to reduce a dislocated shoulder.
Urgent referral to an orthopaedic spe-
cialist is required when reduction is
unsuccessful after two attempts.

Post-reduction management of dislocations:

In people with a primary dislocation
for whom non-operative manage-
ment is appropriate apply a sling,
provide analgesia and refer for a su-
pervised exercise programme.
Following dislocation, people should
not return to sport for at least six
weeks, or when they have achieved
near normal muscle strength.

Recurrent dislocation:

People with recurrent dislocation
(>2) should be referred to an or-
thopaedic specialist to evaluate the
need for surgical stabilisation.

Multidirectional instability:

A comprehensive rehabilitation pro-
gramme focusing on strengthening
the scapular stabilisers and rotator
cuff muscle may improve function.
Where treatment fails to improve
function by six months, surgical in-
tervention may be considered.

Labral tears:
Labral injuries should be referred to an
orthopaedic surgeon for evaluation.

4. Acromioclavicular joint injuries

Acromioclavicular (AC) joint injuries are common
in men between the second and fourth decade of
life, frequently occurring during sport from a fall
on the point of the shoulder.”” AC joint injuries
are classified as Grade I (intact joint), Grade II (up
to 50% vertical subluxation of the clavicle with
rupture of the AC ligament) and Grade III (more
than 50% vertical subluxation of the clavicle and
complete rupture of both the AC and coracocla-
vicular ligaments).*%

Good practice points for
acromioclavicular joint injuries

* People with Grade I and II sprains can be
provided with a sling and analgesics for
five to seven days until comfortable.

e There is a lack of evidence to support
any particular method of taping.

e Advise gradual return to activity as
symptoms settle, avoiding heavy lifting
and contact sports for eight to 12 weeks.

* People with Grade III AC joint sprains
can be managed non-operatively, but
if this is not successful after three
months, consider referral to a spe-
cialist for further evaluation.

* More serious AC joint dislocations require
referral for orthopaedic evaluation.

5. Sternoclavicular joint injuries

The most common sternoclavicular (SC) disor-
ders are strains sustained from motor vehicle and
sporting injuries.””*® In mild strains, the liga-
ments are intact and the joint stable. In moderate
strains, the ligaments may be partially disrupted
and the joint is subluxed. Severe strains (disloca-
tions) are rare, the most common being anterior
dislocations. Posterior dislocations, however,
while uncommon, may compromise major vessels,
the trachea and oesophagus which are in close
proximity.**4°

Local tenderness and swelling characterise milder
strains, whereas a palpable gap may be present in
more serious injuries. CT may be the best radio-
logical technique for SC joints.
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Good practice points for
sternoclavicular joint injuries

e Although rare, clinicians should watch
for pulmonary or vascular compromise
due to a posterior dislocation of the SC
joint usually resulting from severe com-
pression trauma. Immediate referral to
an appropriate specialist is required.

* Most injures of the SC joint are mild
and can be managed with a sling, analge-
sics and return to activity as tolerated.

Discussion

In general, the evidence for the management of
acute soft tissue shoulder injuries is weak and
limited. Little has been added in the years since
publication of the guideline.

A brief search for guidelines, systematic reviews
or meta-analyses published since the development

of the NZ guideline’® revealed an additional three

4143 and a number of reviews

44,45,46-53

Cochrane reviews
published in other journals.

The first of the three Cochrane reviews found
little evidence to support or refute the use of
acupuncture for shoulder pain in general, but
suggested there may be short-term benefit with
respect to pain and function.*!

The second Cochrane review was suggestive that
oral steroids confer a worthwhile short-term

(six weeks) benefit for pain, range of movement
and function in people with adhesive capsuli-
tis.** The stage at which this was most effective
was not specified, but the median duration of
symptoms of participants in the included studies
was six months. While adverse effects reported
were minor, the potential risk of oral steroids
should be considered when making treatment
decisions.*

The third Cochrane review reported a lack of
evidence to inform choices for conservative
management following closed reduction of trau-
matic anterior dislocation of the shoulder.*

This review was based on one small, preliminary,
poor quality study which was also included in

the shoulder guideline.”* While the review re-
ported no significant differences between groups
for any outcome, the study did claim that
fixation in external rotation was effective in
reducing redislocation at 15-months’ follow-up
(p=0.008). Given that this was a small, poor qual-
ity study, the conclusions of the review

are relevant.

Of the additional reviews located, seven related
to disorders of the rotator cuff,** #4643 one
related to adhesive capsulitis,”® one focused on
instability,”" and one reviewed the management
of Grade III acromioclavicular injuries.”® For
disorders of the rotator cuff, the findings of
these reviews are consistent with the guideline
and no new evidence was reported for treatment
options. One review, however, investigated fac-
tors influencing the decisions to surgically repair
symptomatic full thickness rotator cuff tears,
including demographic variables (age and gender),
duration of symptoms, non-operative treatment,
timing of surgery, physical examination findings,

In general, the evidence for the management

of acute soft tissue shoulder injuries is weak

and limited

size of the tear and pending workers compensa-
tion claims. While there was no randomised trial
evidence for any one factor, they suggested that
older chronological age should not be considered
a barrier to operative repair as studies have re-
ported good outcomes for older patients and that
pending workers’ compensation claims did not
appear to influence treatment results.”

A systematic review of randomised trials using
multiple corticosteroid injections for adhesive
capsulitis evaluated nine trials, of which four
were considered to be of high methodologi-

cal quality. This review found a benefit for up

to three corticosteroid injections and limited
evidence that six injections were beneficial. There
was no evidence that more than six injections
were of benefit. It should be noted that while five
different corticosteroids were used, all were given
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intra-articularly. Also, only two of these studies
were based in general practice.”

A review of the effectiveness of rehabilitation for
non-operative management of shoulder instabil-
ity found only weak evidence to support immo-
bilisation for three to four weeks followed by a
structured rehabilitation programme for people
with a primary dislocation.” Instability in this
review was defined as symptomatic hypermobil-
ity (single plane or multidirectional) resulting
from traumatic and atraumatic subluxation or
dislocation.

For Grade III acromioclavicular injuries, non-
operative treatment is the preferred option based
on three randomised trials included in a review
which concluded that while surgical results were
‘no better’ they were associated with more com-
plications, increased convalescence and time away
from work.>?

Conclusion

As with diagnosis of shoulder injuries, the

evidence for management of soft tissue shoulder
injuries is limited and largely determined by the
collective experience and expertise of practition-

ers in the field.
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