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Anatomy
1. As a multi axial ball and socket synovial joint 

the glenohumeral joint is highly mobile.  
2. We further need to take a close look at the so-

called scapulothoracic joint , or the  more 
appropriate name, the scapulothoracic motion. 

3. As well, we need to review the 
acromioclavicular & sternoclavicular joints in 
order to adequately assess the shoulder 
complex, or the shoulder girdle.  



√The great mobility and complexity of the 
shoulder girdle gives great mobility to the arm 
at the expense of the joint’s and soft tissue’s 
stability.  The interrelationship among all these 
structures and their soft tissue means that we 
often encounter more than one lesion at a time 
when dealing with a shoulder injury.  

√ Numerous complications from tissues and 
structures trying to compensate for the original 
impairment inevitably arise. This complexity 
also makes it difficult at times to access and 
pinpoint exactly what tissues are injured.













The Glenohumeral Joint
• It is a multi axial ball and socket synovial joint and is 

highly mobile.  This extensive range of motion is due 
to there not being any real depth to the socket, along 
with ligamentous and joint capsule laxity. This speaks 
to us about the joint’s lack of stability. 

• - Some stability is achieved by the rotator cuff.  The 
rotator cuff musculature is called such because the 
tendons of the supraspinatus, infraspinatus, teres 
minor, and the subscapularis muscles unite around 
the head of the humerus, looking like the cuff of a 
shirt. Like an unbuttoned shirt cuff, they are not 
continuous all the way around the head of the 
humerus, and so there is a gap at the most medial 
aspect of the head of the humerus. 



This ‘cuff’ of tendons not only helps to stabilize 
the glenohumeral joint, but also  helps to guide 
and move the humerus through several motions 
required for basic ranges of motion available in 
the shoulder, for example:
– Helping the joint capsule rotate the humerus so that 

the greater tuberosity moves out from under the 
acromion during abduction of the arm. (Hence the 
term rotator cuff.)

– Or assisting the head of the humerus to glide 
inferiorly when the arm moves above shoulder 
height.



a.



Right Humerus











SLAP Lesion
This stands for “Superior Labrum Anterior 
to Posterior” lesion or tear. The 
cartilaginous labrum provides what little 
depth the glenoid side of the joint does 
possess. It can become ‘frayed’ or even 
torn if the humeral head is forced slightly 
out of the joint (subluxed). This usually 
occurs to the upper half of the labrum. 
This can happen in sports and in those 
that use canes, walkers, or crutches.   





Shunt Muscles
• Attention should also be paid to the “shunt 

muscles” (see Moore p.791) that further help 
stabilize the humerus in the glenohumeral 
joint when it is under strain such as when 
carrying something in/with the arm. These 
are the Coracobrachialis, Long Head of 
Triceps, Deltoid and the Biceps Brachii. 
These commonly become involved in 
compensating for impaired rotator cuff 
muscles, and thereby suffer from strain and 
tendinosus.



In the “dependent position”
all of the rotator-cuff + Bi &
Triceps + Deltoid muscles are 
electrographically quiet. Note: 
when in abduction etc. this passive 
support is lax and so the rotator
cuff mechanism is then the support.









E.g., “Frozen Shoulder”















“Roll & Glide”:
When abducting the arm.



Scapulothoracic 
Articulation/Motion

• When assessing shoulder impairments we need 
to take a close look at the so-called 
scapulothoracic articulation, or the more 
appropriate name, the scapulothoracic motion. 
For example, 60° or abduction comes from the 
scapula rotating, while 120° comes from the 
glenohumeral joint, which comprise the 180°
designated as the full range of shoulder 
abduction. Therefore, this text offers a more 
thorough testing of this.





Clavicular Motion
• The clavicle has to both roll and elevate for the 

arm to be able to move above shoulder height.  
On full flexion or abduction of the shoulder the 
sternoclavicular and acromioclavicular joints 
combine to permit the clavicle to roll backwards 
by approximately 50°. In addition, these joints 
permit the elevation and scapular rotation that 
moves the glenoid fossa superiorly 
approximately 30-60°; (see Scapulothoracic 
Articulation/Motion above.) Palpatory tests for 
these motions are provided in the text.

















Holding the scapula
In place: what makes 
it “float”.









Thoracic and Cervical 
Spine

• It is extremely important to observe how these 
structures participate or react to shoulder girdle 
movements.  For example, in forward flexion of 
the shoulder the thoracic spine needs to extend 
and side-bend away slightly to complete the 
range of motion. However, excessive motion of 
the spine can hide impairments of the shoulder. 
Experience is the really the only and best guide 
to judge when this is occurring.



Palpation
The following landmarks are important for testing purposes, 
therefore review their anatomy and landmarks:

• - Manubrium
• - Sternoclavicular joint
• - Clavicle
• - Acromioclavicular joint
• - Scapula
• - Medial and lateral borders; superior  and inferior angles; Spine 

of the scapula and the “root of the spine of the scapula”; 
acromion; coracoid process

• - Humerus 
• - The humerus; greater and lesser tubercles, and also the 

bicipital groove
• - Cervical & Thoracic Spine (spinous processes) and the first 6 

to 8 Ribs



Fascial Anatomy



The axillary artery, axillary vein and the 
infraclavicular part of the brachial plexus 
is enclosed within a fascia called the 
axillary sheath

The axillary sheath is the continuation of 
the prevertebral layer of the deep 
cervical fascia











• MUSCLES OF THE SHOULDER GIRDLE



Observations & Inspection

Tight musculature
Weak musculature
Weak Tight
Deep flexors Sub-occipitals
of the neck Upper Trapezium & Levator 

Scapulae 
Rhomboids SCM & Scalenes
Infraspinatus Teres major and Latissimus 
& Teres minor Dorsi
Middle and Pectoralis Major& Minor 
lower Trapezium Serratus Anterior

N.B. Taut verses Tight and Palpation




















































































