RENabilitation of Patients with
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SNIEIpIedRemmEICiVESideiiisiabpuntheldentificationands
fiaaEEMENT Off patients With massive, Irreparable rotator cuff tears.
A 3_3_ilitation pregramme has been developed and evaluated at
Jiesay Hespital, Devon and this will help therapists wishing to know
FerEraeUL this programme.
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The shouldar oroplemsmios onlyraced by therolder
pogl Btien are those assouated W|th later life
JEGEnerative tears — age associated tendinopathies.
QUINRLErESt N this patient group sprang from

BGDSEVations that some patients with massive tears are

symptomatlc In spite of having no cuff function,

-:f 'Whereas other patients have very little function and may.

= sufifer from significant pain. A massive rotator cuff tear
IS deemed to be one with the tendon end retracted back
further than 5cm from the tear.
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J\/lrm\/-u,,, SSHIEVENIEEHNINGEEEKERRte i AaREESEa)IS)
J SEREW commonrthisipreplemris. A study by Milgrom'in
905 eoked ati 90 asymptomatic adults between the
ges off 30'and 99. It was noted that there was a

__*~ aliiked increase in cuff tears in the over 50s. By the
seventh decade 50% of this group had full thickness

“_._ = recent study by Worland in 2003 looked at 59
asymptomatic adults and found that 40% of over 50s
~ had full thickness tears. In spite of such a high
percentage of asymptomatic people having cuff tears, it
s still deemed to be a common cause of shoulder pain
and dysfunction.
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SEERIOUNd: 3y

MERYAPEHERLS Wt etater CUlidtears are successiiully;
IelegEd on=epeEratiVEl (ArCUnI"2000; ROdgers et al
1806,). In 1995 Hawkins looked at a group of 33
petientsiwithi full thickness tears who had been managed
c_@’_ servatively. Of the 33 patients, 14 were dissatisfied
#Si5 year follow up. 12 of these patients opted for

= — urgery but 2 were still dissatisfied with the result of
- :*__--surgery The size of the tear is deemed to be an
= mportant determinant in outcome for these patients

- -

(Barolozzi 1994, Cofield 2001) and it is those with
massive cuff tears which cause the greatest challenge to

successful surgical management .
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SV/SKd éﬂﬂﬂﬂ-thé&éubiammaljecompressmn s
Ljc ess U ort eanagement o patients witharfull
n tkness tears/who do not have demands of strength
ziidirepeated shoulder elevation and whose principle
cemplaint Is pain. It has long been recognised that
WUSCIES such as deltoid which are used for power and
=3 peed often create subluxing shear forces as well as the
e deswed anatomical movement §Perry 1983). One of the
= faatures of massive rotator cuff tears is the subsequent
upward migration of the humeral head which can
~develop due to the pull of deltoid creating shear forces.
Tihis can eventually cause erosion of the underside of the
acromion and concern is felt about carrying out a
procedure that further reduces the thickness of the
acromion.
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Orle 'j!, ROCKWEEMHIS9S |dent|f|ed the Importance of
ifj2 zipiaflon veriloghoiieliojel: gl an Important
d z minant off good recovery foIIowmg decompression
ery oI massive, irreparable cuff tears. A small
uliaiyAinvelving 10 patlents (Burkhart 1991) showed
ietinormal shoulder function was possible with
= HBssive unrepaired cuff tears if there was a balance in
” -_.:two force couples, one in the transverse plane and one
;—“ N the coronal plane.
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Obyer BLORS At ierbay Hospltal off patients with massive
fuealisWio fiunctioned well, suggest that they utilise
nter|or portion of deltoid more strongly in order to
aenIeve; elevation. It was also observed that patients
w ho hadl active lateral rotation fared better than those
Vherstruggled to activate lateral rotation. Certain
fpatlents suddenly become symptomatic with what is
radiolegically shown to be a long standing cuff tear. The
plain x-ray shows upward migration of the humeral head
Which is a factor that happens over a long period of
time. In these patients, a loss of the force couple may

have made the shoulder become symptomatic.
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erbay Programme

Situated n
giciie 60)V/s an_

-

More ma 25% of the
r)OJJIJJrJ @niaie ever the age of

DJJ -— -

i 5|dent population Is
X doubles in the summer.

'Wf)ﬂ( [ias’ been ongoing since
= 2000:to develop and evaluate o
a rehabilitation programme for —

- patients with massive cuff
tears .
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A5 o1 the Progriammess

SEELIENt EdUCAtIoN
MNED] setting
BNVIGdification of activity
= SiRe-education of muscle activation and
- timing
~ e Improvement of function
® Relief of pain
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GIpJES Of the Programmes s

A orlile objective off therprogramme; IS to give the

PEUENL & geedl Understanding 6ff the: cause! of their
SHENEERPHEBEMr RN O EISUE i at ey areraWare of

UIENIERIS Ol the renabilitation’ pregramme.

0 Lings iovediscapula position- backward tilting ofi the
SeapUlla o Increase subacromial space

PRSHrenatheningl anterior deltoid
ctlvatlon and strengthening of teres minor

_'*'-}4:unct|onal elevation to try and reduce impingement of
“the humeral head under the acromion process

- The focus of this rehabilitation programme is based
around muscle imbalance principles. These principles

were developed from clinical observations rather than
scientifically proven theories.

The next step forward with this work has to be to try
!E Eaand place it on a more scientific basis.
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ASSE sSient

"NENeliowing links will“ take 'you directly to
difiErent sections' of the assessment process

= o
-_—

L Subldete
E;ﬁbservation
= OX-RAY. appearance
- Objective

® Special tests
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SUIJECLIVE ASSessmEnt:

e ——
-
=

SRIDIIENO e ade of many.
SipENYAtIENES With
HaSSIVE CUT tears, It IS
35sentiall to ascertain

= :\v Jat-their life style and
S acuvity needs are. It is
~— also impertant to try and
~eéstablish any factors
reésponsible for their
shoulder becoming

symptomatic.

o
[ o

-
e ——
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PIISEVation

ERVESHiG OVEr Scapula
JVing a more
ﬂ(}% 2ned and bony
pearance Th|s IS

© roberta ainsworth 2004




L
AERE APPEAaNCe

o Witgle Iong standm
ESSIVEN fli@ﬁr—
there will be upward
Migliation of the humeral
né- IinIS can be seen
~tracmg Shenton’s line
Blordetecttihe degree ofi
Smigration. Im a normal
= dshoulder there will be a
= smooth transition from
- the inferior point of the
~ glenoid to the head of the
umerus. This example
exhibits an upward “step”
from the inferior part o
the glenoid to the
humerus.
© roberta ainsworth 2004




[ ———
—

e

PHILIPS

.Shoulder
L12-5
-MI 0.8
-TIS 0.2

'E5 Gn 50
$:o32dB /02
El9 i

:

ROTATOR CUFF TEAR -37Hz _ 3cm

&S MM
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OIJECHVE Assessments

J r gEShoulder assessment should include
C|aI testsiwhich are indicative of cuff
iears. Other causes of shoulder pain or

ysfunctlon must also be identified or

= ellmlnated It is important to remember

to consider the cervical spine in any
assessment of the shoulder.
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Seaplla, dysKinesis

=EUIENLS Wth
rrzIsshy
[9 ator cuff
ars tend to
Sexmibit
Shiarked
f' i _abnormal
—  scapula
“movement on
forward
elevation of

the arm
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Special Tests

Massive Cuff Tears




i, T

PESIHVE Humeral fihrustest

-

SIS ERGIE 2CHOMION
SEWEERIYOUr thumbiand
flrse finger. Place your
nICEIENinger over the
pliieral head and then

i€ patient to flex the

= der'by 40 degrees.

:_”.' = The umerus will thrust

- ~fiorward under your

middle finger rather than
rolling back under the
acromion If the test is
positive.
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IPIEGN'S SIgh

J! Press Test)

J i for stiggeegtlEllss

o JJof Sell=both elbows
sOmENnIfiiont of the
PGV WREN Pressing

S abdemen and bringing

— ¢lbows forward

~® Abnormal — unable to
bring elbows forwar
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HOIIBIOWErRS, Sign

Ta 't"Jr O tEres MINor

2
-
]..

> Mo maI —able to raise
, Shignafiiom mouth to

= _f-a-c_external fiotation in 90

m—
i
-
e ———

~— degrees of scaption

s Abnormal — unable to
externally rotate shoulder
to perform the manoever
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[pifrele matus lLlag

Tesi] ric) fofinfragolglelitiss
fLir J

to)p)

2 sswely take arm

BN uerexternal rotation
B ohd ask patient to
— ﬁold the position
= When you let go. If
the armi swings back
to neutral, this is a

positive lag sign
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s "S|vely take arm

eV from the body.

‘4

’ehlnd the back. If
= the patient is unable
to hold the position
when you let you, the
lag sign is positive

© roberta ainsworth 2004




ipLiied long Head-efBICEps ™

SENght DICEps
SHBWS the) typical
"ol el
B PpEaance. The
| _J-=-eft long head of
== blceps IS intact
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/z)glzle smentofiMassivesCuii liears™

SMENHINCIPIE Of thiS programme i_s to
]mh the function without exacerbating
]_)aﬂ

=k Sifie programme has been designed so

= that the patient works at their own pace,
moving onto the next level in the

programme when they have mastered the
Fevious one

L

T
_—
=
_._——
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e iCation Of ACLIVitiyssss

Sviedincationof act|V|ty playsian |mportant
r)f i o the programme. Patients are given
V|ce iégarding using short arm levers to
b- elevation and taking a paced
= approach to activities. Coping strategies
for activities of daily living are also
discussed with patients in response to
their individual needs.

_,a.-
T
_—
=
_._——
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StclPlila Stabilisation:
E—
) le WONIEICEEICT
UIETIyA0T the
IEUENUS)
Jrra gthenlng of
'c g Sezlolifle
Siic] abilisersiis done

== 5itting, but this

E_

j+—exerC|se may’ be
= more effective
doneiin lying were
possible
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Sielting Position for Strengthening .

Daljtejle =

SNVHEREPOSSIBIE DEgIN the
programme with the
pa;i;]? Alsupine. Some
Ptientis progress better

= it the; elbow! tucked
~:‘:‘=-’rﬂto therbody but others =
= need to be in some
abduction. Start with the
elbow flexed and push up
towards the ceiling
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HOUIESSIon of.control:

SMOHCEINE patient can
casilyfand painlessly: S s

Sttein 900 then the

T

Eamrsihieuld be moved

_;_J-ma‘ﬁ arcontrolled
= Mmanner through an |
- arc of 40°
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9ElESSIoN for Strengthemng
DEILOIC

SRMENVEIGItL NElAl by the patient:
selINIENaliedl according to
sefanility. A plastic 1 litre
shigkedELLIE IS a' usefull home
beBIRas the weight can be
FLF' djusted by the changing the
S Quentity: of liguid.

—_-"'Lﬂ- —

== i"-Progress these exercises into a
= more vertical position by
gradually raising the bed when
the exercise is easy and
painless in supine.
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HOEIESSIoN e, SIting s

SIEVAUON I SItting IS
2f) 1] portant
TIJF sionall activity, but

: _}' Fmust Be done with
8 short arm lever.
~ Power and control can
pe improved by
repeating the stretch
In elevation
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WEISlides

SVVEIIRSIIAES alie far more
ISerhulfthan walking the
RGeS tprtne walllwhen
MIENPELIERL IS Unable to

=== hleve elevation in a l

—— " .._,—-..

'_,-_‘"“fvertlcal poesition. Work

= can be done then to
achieve eccentric control
on lewering from

elevation.

L
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Stiengtiening.l.ateralsRetation™

L licanibe; use
WOTS Of)
Senguiening lateral
icitiORNVItA the
PELIENT In supine as

=yellasiin sitting. It i
= mportant to control
“therlateral rotators
eccentrically with the
resistance band.
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SIELCHES —lateral rotation

PNIENEndE off lateral
ieitiOnN) can become
ve’r iestricted due to

araifirculty: with

g

_-.___.-b-ﬂ |t|at|ng the
== novement. Itis
Important that the
patient learns to
stretch the arm out

into lateral rotation
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SHELCHES —internall rotation

SUWELCIIES (MO mternal
ELALDN can be carried |
siiiiANgaliFsiderlying i the

I)ri' antisiable to lie in

Sunis position.  For those

Bhoiare unable to lie in

5 -'—‘.tﬁis position then gently

stretches behind the back B
Using a towel may be -
used. These need to be
within the patients limits
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HIeEStuay

SNPIENENaDIItation study has been
evc luated in a pilot study. All 10" patients
Inl he study improved with both function
b: Paln scores.

S
._.i'_|'

_—
=
—

o A further randomised controlled trial is
being undertaken at present
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of Pilot Study — Primarys
PUiLEeme Measure

Age & Oxford Shoulder Scores

Patient

Gender | Baseline | 3 Months Improvement
71 27 23 4
70 34 23 11
78 32 16 16
77 31 28 K
72 34 18 16
83 35 18 17
72 47 34 13
79 32 pA) K
73 44 31 13
81 23 19 4

(N OO~ (lWIN -
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y r'orr PIEtion off
e Aomised
Cog troIIed Trial

. _"h—
—

_'iHeIpmg patients with
more: challenging
presentations
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