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Functional Evaluation and  
Management of Shoulder Problems

What is the purpose of your approach?

• To relieve pain?
• To prevent pain?
• To increase ROM?
• To establish proper biomechanics for an unstable shoulder?
• To restore or establish proper scapular mobility/stability?
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Connections . . .

Myofascial Slings

Meridians

Peripheral Nerves

Deep Front Line

• Pectoralis Minor
• Biceps Brachii
• Radial Periosteum
• Radial Collateral 
Ligaments

• Thenar Muscles

Myofascial Lines
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Superficial Front Line

• Pectoralis Major
• Medial Intermuscular 

Septum
• Flexor Group (Wrist)
• Carpal Tunnel

Deep Back Line

Myofascial 
Lines• Rhomboids/Levator

Scapulae
• Rotator Cuff
• Tricps Brachii
• Ulnar Collateral 

Ligaments
• Hypothenar Muscles
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Superficial Back Line

• Trapezius
• Deltoid
• Lateral Intermuscular 

Septum
• Extensor Group (Wrist)

Anatomy Trains . . .
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Pain Relief Using Manual Techniques

• Trigger Point Evaluation and Release
• End-Range Pain Release with PIR
• Cross-Friction for Tendon Iinsertion and Ligaments
• Eccentric Test for Relief
• Myofascial Scan and Release

• Passive Approach
• Active Approach with Muscle Function/Stretch
• Provocative Movement Approach (FAKTR)
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Eccentric Contraction Approach

Curwin and Stanish protocol
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Spencer Technique

• Osteopathic approach which identifies restriction in a 
movement pattern

• The scapula is fixed to the thoracic wall 
• Use isometric end-range contractions or by using reverse 

position testing to find positional release
• Seven positions suggested
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The Functional Examination Approach

1. Joint Evaluation – guage tightness and looseness
2. Muscle Tightness – functionally determine the 

contributor to restrictions in end-range movement 
including overhead elevation

3. Muscle Function – contraction from stretched position, 
avoid recruitment, consider use (daily function versus 
sports-specific function)
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Joint Evaluation . . .

• Load-and-Shift
• Capsular Stretch Test
• Spencer Technique

The Load and Shift Tests
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Capsular Tightness

✓Translation is a normal movement due to capsular 
tightening at end-range
✓Normal translation does not occur in lax and 

pathologic joints
✓Tightening of the capsule causes an increase in 

normal translation, usually on the opposite side: 
posterior tightness = increased anterior translation

✓Muscular contraction cannot prevent this excessive 
movement

(B & D) External rotation with abduction 
causes posterior migration due to anterior 

tightening
Normal obligate motion 

posteriorly
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Patients with impingement of the non-dominant arm had posterior 
capsular tightness and restrictions in both internal and external 
rotation as compared to the control group

Patients with impingement of the dominant arm had posterior 
capsular tightness and limitation in internal rotation only as 
compared to the control group

Impingement Relationship to Capsular Tightness

Posterior Capsular Stretch Test

Post-Isometric 
Relaxation 
Approach
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Is There Evidence for Manipulation for Shoulder Pain?

www.ccgpp.org

www.ccgpp.org
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Manipulation of the Shoulder

RATING: of B  - for mobilization and 
for HVLA adjustments to the shoulder

There is moderate evidence that manipulation (i.e. 
mobilization not including grade 5 Maitland [cavitation]) may 
be of short-term benefit, and limited evidence for long-term 

benefit for patients with shoulder pain. 

There is fair evidence for the use of HVLA adjusting of the 
shoulder girdle
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RCT of 150 patients  with shoulder symptoms

Treatment group received 6 treatments in a 12- week 
period which involved 

spinal manipulation and/or mobilization of 
the cervical and thoracic spine

43% of the intervention group and 
21% of the control group reported 

full recovery after the 12-weeks
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Munday S, Jones A, Brantingham J, Globe G, Jensen M, Price J. A randomized, single-blinded, 
placebo-controlled trial to evaluate the efficacy of chiropractic shoulder girdle adjustment in the 
treatment of shoulder impingement syndrome. J Am Chiro Assoc. 2007;44(8):6-15.

A small randomized, single-blinded, placebo-controlled trial of 30 
participants was conducted to determine the effect of shoulder adjusting 
(high-velocity, low-amplitude) on patients with a diagnosis of shoulder 
impingement syndrome.  
Patients were randomized to either a detuned ultrasound group or 
shoulder adjustment group.  
At one-month follow-up, there were significant positive treatment effects 
with regard to a visual analog scale and Short-Form McGill Pain 
Questionnaire

General Adjusting Cautions

• Never adjust superiorly when mechanical impingement is 
present

• Never adjust anteriorly or inferiorly when anterior instability is 
present

• Do not use aggressive adjusting maneuvers with adhesive 
capsulitis or other acute inflammatory conditions
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General Adjusting Principles

• When possible, add a distractive component to the 
adjustment

• Adjust into minor end-play restrictions
• Use short-lever approaches
• Use the least amount of movement and force necessary to 

accomplish the job

Contraindications to Shoulder 
Adjusting/Manipulation

• For all patients who have had recent (e.g. 12 months) 
surgery, or who have fracture, suspected fracture, 
disclocation, severe generalized or local osteoporosis, 
infection, tumor, or infection HVSA manipulation is 
contraindicated.

• For all patients, an evaluation for joint stability must be 
performed.  Based on the findings, it is recommended that no 
HVSA manipulation be used for patients with  medical 
subluxation, hypermobility syndromes (e.g. Marfan’s, Ehlers-
Danlos syndrome), or gross looseness indicating 
multidirectional instability. 
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• Mobilization such as applying a load-and-shift or Maitland 
grade 1-4 type of translational movement may be 
appropriate in these case settings. 

• For patients with adhesive capsulitis or any acute 
inflammatory condition such as rheumatoid arthritis, active 
hemarthrosis or extensive swelling, rheumatoid variant 
disease, crystalline disease (e.g. gout), or acute bursitis it is 
recommended not to use HVSA
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Muscle Tightness Pattern Evaluation

• Passive vs Active
• Response to PIR
• DDX of limiters to shoulder 

elevation
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Upper Crossed Syndrome

• Tightness in:
• Upper trapezius
• Levator scapulae, Scalenes, SCM
• Pectoralis major and minor

• Inhibition of:
• Deep neck flexors
• Lower stabilizers of scapulae

Evaluation of Muscular Imbalance - Vladimir Janda

Rehabilitation of the Spine  - Ch. 6

Limiters to elevation . . .

• Restriction to interpretation due to pain 
provocation

• Determine contribution of latissimus dorsi
through back positioning

• Determine degree of limitation in internal and 
external rotation

• Determine contribution of thoracic kyphosis and 
forward head posture
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Head Position and Shoulder Range of Motion

Stretch in corner first keeping 
back straight (20-30 sec.)

Turn around and contract the 
muscles between your shoulder 
blades causing the chest to push 

forward
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Post-Isometric Stretching

• Stretch to end-range
• Resist into agonist limitation 

direction
• Use 25% of maximum effort
• Hold for 5-7 seconds
• Stretch into new position passively
• Repeat 5-7 times

Functional Movement Evaluation

• Contract from a stretched position

• Eliminate recruitment patterns

• Consider spinal component
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Muscles . . . the confusion is . . . 

• Discussed as “one function” (same in all positions)
• Discussed as synergists, antagonists, and agonists
• Discussed in relation to myofascial lines and slings
• Discussed in reference to trigger point referral

Training questions . . .

• Muscles are “on demand” structures that both have a 
neural and functional element that must be placed in 
context

• If muscles are agonists and synergists, does training one 
of them train all of them?

• If a muscle is tight posturally, is it also “tight” 
functionally?

• Is isolation possible or even necessary for either 
strengthening or stretching?
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Approaches . . .

• Stretch tight structures and strengthen weak 
structures; may follow a crossed pattern

• Avoid positions of risk for stability
• Avoid positions of risk for subacromial 
impingement

The Scapulae:  Indirect and Direct Biiomechanics
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Sequence of Shoulder Elevation

Phase 1 –
• the setting phase in the first 30-60 degrees of elevation
• As conoid becomes tight it unites the clavicle and 

scapula together for further coupled movement
Phase 2 –
• Scapuloclavicle linkage rotates around an axis (line 

drawn through SC joint and medial scapule); this phase 
ends with tightening of the costoclaivcular ligament 
cause rotation of the clavicle with the scapula following

Sequence of Shoulder Elevation

Phase 3 –
• The scapula rotates around an axis extending through the AC joint

Phase 4 –
• The trapezoid ligament becomes taut re-establishing claviscapular 

linkage
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Scapular Depression and Stabilization

Short Head of 
Biceps

Pectoralis 
Minor

Coracobrachialis
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Figure 6 Normal scapular control in 
shoulder flexion. Check control in both 
ascending and descending positions. 
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Figure 7 Lateral scapular slide 
measurement. A, the first position, with 
arms at side; B, the second position, with 
hands on hips; C, the third position, with 
arms at or below 90° abduction, with 
glenohumeral internal rotation. 

Which Exercises Should I Give the Patient?
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Questions . . .

• In strengthening, is it necessary to position to 
avoid over-toning tight synergists?

• Do the rotator cuff function as internal or 
external rotators while functioning as 
compressors (stabilizers)?

• What effect does postural correction have on 
rehabilitation/prevention approaches?

Impingement Cautions

• A study using a suprascapular nerve block was designed to 
determine if weakness in the supraspinatus or infraspinatus 
would effect subacromial pressure: it did not

• Secondly it was recommended from the results that 
abduction, internal rotation, and flexion be avoided if 
concerned about increased subacromial pressure

• External rotation does not need to be limited

Werner CM, Blumenthal S, Curt A, Gerber C. Subacromial pressures in 
vivo and effects of selective experimental suprascapular nerve block. J 
Shoulder Elbow Surg. May-Jun 2006;15(3):319-323. 
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Dynamic Stability of the Shoulder

• Protectors - rotator cuff
• Pivoters - scapula positioning (mainly via trapezius and 

serratus anterior)
• Positioners - humeral positioning (mainly 

deltoid/supraspinatus)
• Propellers - mainly large muscles (pectoralis major and 

latissimus dorsi)
• Sequence for rehabilitation

Rehabilitation Based on EMG

For glenohumeral stabilization:
• scaption
• flexion
• horizontal abduction with external rotation (prone)
• the press-up
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Rehabilitation Based on EMG

For scapula stabilizing:
• scaption
• press-up
• bent-over row
• push-up with a plus

Flexion Scaption

Horizontal 
Abduction

FlexionPress-Up
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Smaller Internal Rotators

Subscapularis

Teres Major

Coracobrachialis
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Elastic 
Tubing 

Exercise

A standard progressive approach 
includes:

1. facilitation phase using quick 
mid-range movement

2. strength phase using full ROM 
held at endrange for an 
isometric contraction

3. endurance phase use full ROM 
performed 1 per second

• Emphasis on eccentric training

• Functional movement patterns 
(diagonals)

• Simulated sports patterns (with or 
without equipment)
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Shoulder Shrug with Retraction – Best Overall Activator of 
Shoulder  Muscles with No Overhead Activity Necessary
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Seated Rows

• Arms at Side – Subscapularis

• Arms at 60 Degrees Abduction – Subscapularis 
plus Supraspinatus

• 90 Degrees Shoulder Abduction – overall 
stimulation of both rotator cuff and scapular 
retractors

Study by Horrigan et al. Evaluated 
three exercises:

• scaption with internal rotation
• side-lying abduction (SLA)
• military press

Exercise induced signal intensity 
increases are seen after exercise

Specific muscles were activated with 
specific exercises
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Side-lying abduction (SLA) - greatest 
increase in SI for supraspinatus, 

infraspinatus, and subscapularis as well as 
deltoid

Scaption with internal rotation - increases 
were seen but not as high as SLA
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• The infraspinatus and teres major generated moderate-to-high 
activity with both the prone horizontal and prone external 
rotation exercises

• Performing the push-up with a plus with the hands externally 
rotated and on an unstable surface provided the most stimulation 
for serratus anterior

• Only the press-up and push-up with a plus activate both the lower 
trapezius and the serratus anterior

• Side-lying wiper isolated infraspinatus activity without 
significantly incorporating the upper trapezius or posterior deltoid

PNF Diagonal Approaches
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