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Objectives

 Understand the primary care perspectives on rotator cuff pathology

 Function of the rotator cuff

 Traumatic versus degenerative pathology

 Relevant clinical features

 Primary treatment goals: pain management, Rehab

 Injections?

 Indications for imaging

 Specialist/surgical referral indications?



Case: B

 RHD 66yo retired: Seen Apr 27/16

 L shoulder pain/weakness

 Crash water skiing Mid Feb/16

 Poor sleep difficulty reaching

 No prior shoulder problems

 Getting worse in past 2-3 weeks

 No meds. Otherwise healthy 









Exam: B

 No wasting. ROM: 170-35-L2

 painful arc. Scapular assymetry.

 Weak external rotation. ER lag 15°.

 tender SS footprint. 

 Positive Jobes, Hawkins

 Radiographs: normal

 Impression: cuff tear. Traumatic. Mix SS/IS

 Plan:

 Rehab routine

 urgent MRI





MRI & clinical f/u

 May 19/16. Positional pain/Weakness. Night pain resolved.

 Arc pain resolved. Still weak external rotation, but lag resolved.

 MRI discussed: repair versus conservative.

 Surgery: sling 6 weeks. 6 months to ski again.

 May 25/16. Sees shoulder surgeon. Elects conservative treatment. Defer repair 
unless worse. (Didn’t want to stop skiing)

 Now: Feels best when skiing! Sore with other activity. Shoulder gets more sore in 
the shoulder season!



Questions/lessons

 Does anybody need their cuff repaired?

 Does everybody need their cuff repaired?

 Does age and demand make a difference?

 MRI: helpful? Misleading? Nocebo? When to order?

 Rehab: what does that mean? What's important?

 Surgery: who? Timing? Post-op: what’s in store?

 Symptoms: how to manage?

 Is B just an outlier? Why is he ok with a hole in cuff? 

 He’s 66! Why did I get excited?
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SYMPTOMS?



primary care



Cuff pathology



MRI

 Accessibility: better order it early!

 Patients want it. Why not: every athlete 
gets one!

 It is accurate: sensitive and specific

 Consultant wants it

 Clinical concordance?

 MRI is done! Now what!

 nocebo

 ?Go to Pan Am

 What about x-ray

 Trauma: fractures. Nondisplaced GT 
fracture.

 Calcific tendinopathy

 AC, acromion

 Head (A-H)

 GH pathology



ULTRASOUND

 Well recognized as accurate and sensitive. Operator dependant.

 Dynamic

 MRI ineligible

 Point of care vs diagnostic



Cuff tear: common presentations

 High energy injury

 Low energy injury

 Positions of impingement



History

 Who: Age. Dominant arm. Vocational/non-vocational activity.

 MOI: High energy vs low energy. 

 Symptoms: pain-rest/activity. Functional impairment.

 Shoulder/MSK past history

 Prior treatment if any

 Medical comorbidities. Medications. Allergies

 Smoker



History

 Acute traumatic tear:

 Healthy shoulder with acute significant traumatic event

 Pre-existing chronic tear:

 Event creating decompensation





EXAMINATION

 Observation/inspection: 

movement/undressing. Wasting.

 Active Range: elevation-external 

rotation-internal rotation. 

 Scapula: ?dyskinetic

 Passive range: patient assisted. 

Examiner assisted.

 Palpation: gentle-firm. GT/SSp. Bicep. 

LT/SSc.IS.

 Strength: Asymmetry

 Supraspinatus: Abduction

 Infraspinatus: external rotation

 Subscapularis: internal rotation

 Teres minor: external rotation at 90°

abduction

 PAIN: Confuses strength evaluation

 Special tests



Special tests: 25!



Muscle-Tendon-Bone

 Pain

 Weakness

 Lag

 Kinesis



URGENT VERSUS NONURGENT

URGENT
 Trauma

 Younger: <40

 Clinical findings: full-thickness cuff tear

 Lag signs

 True weakness

 Drop arm

 Pain may confound clinical

 Ablation injection

 Early imaging/MRI and surgical consultation

NONURGENT
 Everyone else??

 Pain management as necessary

 Rehab: Home exercise versus clinic

 Injections

 Imaging/MRI: Failure to progress

 Surgical referral after adequate conservative 
treatment with concordant imaging.



Imaging/MRI

Choosing wisely? Will MRI make a difference in my treatment?

Clinical cuff tear: yes, no, maybe? Could it be something else: neuropathic?

SURGERY: is the patient interested in surgery? Are they a candidate 

medically?

Define cuff pathology: size, location, dimensions, thickness, muscle condition, 

associated pathology. Is it repairable?

Does the MRI match the patient clinically? Concordance?



Subacromial ablation injection

 Local anaesthetic

 Diagnostic

 Corticosteroid/local anaesthetic

 Diagnostic, ? therapeutic

 Avoid if considering early surgery

 Biologics



REHABILITATION

 Pain significantly limits function and movement

 Discomfort versus pain: VAS 3-4

 Clinic vs home

 Education/teaching vs coaching

 Posture and scapular positioning/kinesis

 Mobility maintenance

 Maintenance of cuff activation

 Strengthening when pain settles

 Away from the pain



Surgical referral

ROTATOR CUFF SURGERY IS ELECTIVE!

 Does the patient want surgery?

 Adequate trial of conservative treatment? Degenerative!

 Is the imaging and clinical concordant?

 Medical fitness: comorbidities, smoking

 Expectations: pain, movement, strength? Risks/complications.

 Postoperative: sling six weeks, limited activity six months. Commitment to 
rehab.



What about the bicep?

 Long head bicep pathology often associated with cuff tears: 

subscapularis

 Tendinopathy, subluxation, tears

 Anterior pain and tenderness

 Bicep tension tests: speed’s, yergason’s

 Usually conservative Tx



Clinical course

 Acute assessment: traumatic versus degenerative. Xray? 

 Pain management. Activity advice: vocational. Mobility maintenance. 
Posture/scapula. 

 2 weeks: reassess. Any change in clinical impression? Progress?

 Progress rehabilitation. Formal referral versus home exercise. Injection? Imaging?

 6 weeks: Clinical course (pain,function,ROM,strength). Progress?

 Progress rehab. Injection? Imaging? Surgery: traumatic?

 3 months: Clinical course. Progress?

 Rehab/home routine: what are they actually doing?. Injection? Imaging?

 6 months, or post imaging: Clinical course. Progress?

 Maintenance rehabilitation. Injection? Surgery?

 6 months +: maintenance rehabilitation, repeat injection?, Decompensation:? 
Surgery.



Does anybody need their cuff 

repaired?



Summary

 Understand the cuff and what happens when the cuff tears

 Clinical evaluation: Good history. Cuff weakness versus pain

 Traumatic versus degenerative cuff tear: clinical relevance

 Treatment goals: pain, mobility maintenance, rehabilitation

 Injections: diagnostic versus therapeutic

 Imaging indications: acute versus degenerative

 Imaging concordance with clinical

 Surgical referral indications



Questions/discussion

 Peter Nemeth MD

 Pan Am clinic


