
Assessing the Shoulder

Orthopaedic and	Motion	Testing
of	the	Shoulder	Girdle



Introduction
Some Preliminary Thoughts



The Plan
•We	will	follow	the	‘traditional’	orthopaedic	
protocol	in	reviewing	the	testing	of	the	
shoulder.	The	idea	is	to	run	through	some	
osteopathic	motion	palpation	at	the	end	of	
the	day.	

•However,	while	reviewing	the	orthopaedic		
protocol	we	may	here	and	there	add	in	some	
assessments	from	the	osteopathic	tradition,	
depending	on	how	the	day	unfolds.



• In	general,	orthopaedic	testing	seeks	to	isolate	
and	stress	specific	structures.	

•This	form	of	testing	tends	to	keep	us	focused	on	
specific	types	of	tissues,	sustaining	a	narrow	
focus	with	testing	(and	which	often	carries	over	
into	treatment).	

•Having	this	specific	information	and	a	focussed	
treatment	has	its	benefits.



•One	of	the	unfortunate aspects	of	orthopaedic	
testing,	however,	is	that	one	of	the	most	common	
positive	signs	is	Pain.

•While	in	osteopathic	motion	testing	restriction,	
asymmetry	of	motion	and	tissue	texture	changes	
are	the	positive	signs	looked	for.	While	pain	is	
informative,	the	goal	is	not	to	induce	pain	as	a	
positive	response	to	a	test.	



•Another	advantage	of	the	osteopathic	
perspective	is	the	stress	on	keeping	the	whole	
person	in	mind	while	progressing	through	
assessment	and	treatment.	[This	is	not	
necessarily	foreign	to	the	orthopaedic	way	of	
doing	things,	but	is	all	too	often	forgotten.]	

• In	osteopathy	they	look	to	see	how	the	whole	is	
compensating and	adapting to	any	
impairments;	not	just	looking	for	impairments	
alone.



•However,	these	are	not	in	fact	two	separate	types	
or	kinds	of	Assessment	– or	they	need	not	be.

•We	can	look	for	the	specific,	the	details	of	an	
impairment	while	keeping	in	mind:
• The	person	is	a	unified	whole	that	also	exists	within	a	
an	environment;	and	in	the	same	way	any	tissue	or	
structure	only	exists	with	the	environment	of	the	whole	
person.

• Structure	informs	function.	Function	shapes	structure.
• The	body	is	self-regulating	and	adaptive.



Implications	of	
Anatomy	&	Physiology



• The	great	mobility	and	complexity	of	the	shoulder	
girdle	gives	great	mobility	to	the	arm	at	the	expense	
of	the	stability	of	the	joint	and	soft	tissues.

•The	interrelationship	between	these	structures	and	
their	soft	tissue	means	that	we	often	encounter	more	
than	one	lesion	at	a	time	when	dealing	with	a	
shoulder	injury.	Further,	numerous	complications	will	
inevitably	arise	from	tissues	and	structures	trying	to	
compensate	for	the	original	impairment.	



•At	times	this	complexity	also	makes	it	
difficult	to	access	and	pinpoint	exactly	what	
tissues	are	injured,	and	to	what	degree	
(sometimes	even	to	know	which	came	first).	

•In	chronic	or	insidious	onset	situations,	
sorting	out	primary	impairments	from	their	
compensations	or	consequences	often	can	
become	difficult	and	confusing.



The	Glenohumeral	Joint

•This	is	a	multi-axial	ball-and-socket	synovial	joint,	
and	it	is	highly	mobile.	This	extensive	range

•of	motion	is	due	to	lack	of	depth	in	the	socket,	
along	with	laxity	of	the	ligament	and	joint	
capsule.

•This	speaks	to	the	joint’s	lack	of	stability.



• Some	stability	is	achieved	by	the	rotator	cuff: the	
supraspinatus,	infraspinatus,	teres minor,	and	the	
subscapularis	muscles	unite	around	the	head	of	the	
humerus,	looking	like	the	cuff	of	a	shirt.	

•This	‘cuff’	of	tendons	not	only	helps	to	stabilize	the	
glenohumeral	joint,	but	also	helps	to	guide	and	
move	the	humerus	through	several	movements	
required	for	basic	ranges	of	motion	available	in	the	
shoulder.	



Shunt	Muscles:
• Attention	should	also	be	paid	to	the	shunt	muscles.	
(Moore)	These	muscles	further	help	stabilize	the	humerus	
in	the	glenohumeral	joint	when	it	is	under	strain,	such	as	
when	carrying	something	in/with	the	arm.	

• These	muscles	are	the	coracobrachialis,	long	head	of	
triceps,	deltoid	and	the	biceps	brachii.

• They	commonly	become	involved	in	compensating	for	
impaired	rotator	cuff	muscles	and,	there	by	suffer	from	
strain	and	tendinosis.



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	injuries,	and	with	the	use	
of	canes,	walkers,	or	crutches.



Scapulothoracic	Articulation/Motion:
• When	assessing	shoulder	impairments,	we	need	to	
take	a	close	look	at	the	so-called	scapulothoracic
articulation,	more	appropriately	called	the	
scapulothoracic motion.	

•For	example,	60° of	abduction	comes	from	the	
scapula	rotating,	while	120° comes	from	the	
glenohumeral	joint,	which	continue	to	produce	the	
180° designated	as	the	 full	range	of	shoulder	
abduction.	

•Extra	Palpatory	tests	for	these	motions	will	be	
demonstrated	



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	backward	by	about	50°.	In	
addition,	these	joints	permit	the	elevation	and	scapular	
rotation	that	moves	the	glenoid	fossa	superiorly	
approximately	30-60°

• Extra	Palpatory	tests	for	these	motions	will	be	
demonstrated	



Thoracic	&	Cervical	Spine:

• It	is	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	best,	
and	only,	way	to	judge	when	this	is	occurring.



Let’s look at some 
Implications



The shoulder within the Context of the Whole

•Before	we	begin	to	assess	the	shoulder	itself	
we	need	to	take	a	look	the	“context”	within	
which	it	functions.

•For	today	we	will	look	at	the	shoulder	girdle	
and	its	relationship	to	the	head,	spine	and	
trunk.	I.e.,	we	need	to	first	look	at	the	body’s		
posture;	the	shoulder’s	environment



Observations & Inspection: Upper Cross [X] Syndrome

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

see	Vladimir	Janda



Other Classic Thoracic Postures 
Influencing the Shoulder



The Impact Posture has on Shoulder 
The Bigger Picture

•Remember,	that	the	shoulder		&	the	arm	are	in	a	very	
real	sense	hanging	off the	neck	&	head

•Protracted	shoulders	<	>	Forward	head	
•GH	jt position	impacts	on	the	force	vectors	involving	the	
rotator	cuff musculature	and	its	joint	structures.

• The	AC	+	SC	joint	orientation	changes	and	so	too	a	
change	in	the	nature	of	the	stressors	within	these	joints	
and	their	supportive	tissues

• Impact	of	protraction:		Scapion changes	and	therefore	
how	ROM	appears changes…



The glenoid fossa of scapula faces laterally, 
anteriorly and slightly superiorly





Therefore,	how	the	scapula	is	orientated	affects	where	
true	neutral	is, and	completely	changes	the	forces	at	
play	in	the	shoulder	– GH,	AC,	SC	joints	and	the	scapula	
‘articulation.







Let’s Start the Review



Finding your dominant eye.



Active	Range	of	Motion	of	the	Shoulder

•Forward	Flexion	=	160-180º
•Extension	=	50-60	º
•Abduction	=	160-180	º
•Adduction	=	50-75	º
• Internal	Rotation	=	60-100	º
•External	Rotation	=	75-90	º



Case	History	(Specific	Questions)
• Have	you	previously	or	just	recently	been	diagnosed	with	any	liver	
or	gallbladder	problems?	Have	you	ever	injured	your	diaphragm	
muscle?	(These	can	refer	to	the	shoulder	area.)

• Have	you	any	respiratory	problems,	asthma,	etc.?	Chronic	
Bronchitis?	Pneumonia?	

• Have	you	ever	broken	any	ribs?	...	collar	bone?...	or	bones	in	your	
arm?

• Have	you	ever	dislocated	or	separated	your	shoulder?
• Any	weakness,	numbness	or	unusual	sensations	in	the	arm/hand?	
Constant?	Occasional?



Rule-Outs
•Cervical	Spine

•This	is	done	by	AF-ROM	- flexion	rotation	and	
side	bending	- followed	by	over-pressures	if	
there	was	no	pain	reported	with	these	
movements.	Finish	with	extension;	do	not	
apply	over-pressure	as	this	could	be	harmful	
to	anterior	and	posterior	structures.



Rule-Outs

• If	neurological	signs	and	symptoms	have	been	noted	
during	the	case	history	taking	or	when	doing	the	
above	rule	outs	a	cervical	assessment	should	be	done.	
The	focus	of	such	testing	would	be	to	perform	the	
following	neurological	tests:	Valsalva's	test	deep	
tendon	reflexes	(DTR),	myotomes,	dermatomes,	a	
compression,	and	a	decompression	test,	then	
Kemp's/Spurling's	test	bilaterally.	In	turn	Thoracic	
Outlet	Syndromes	may	need	to	be	considered.



Rule-Outs

•The	Elbow	Joint	
•This	is	done	by	AF-ROM	- flexion	extension	
pronation	and	supination	each	followed	by	
performing	over-pressures	if	no	pain	is	
reported	during	the	AF-ROM.



Next Power Point….


