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Diagnosis and Treatment of Shoulder Pain

Jae-Myeung Chun, M.D.

Department of Orthopaedic Surgery, Ulsan University Medical College, Asan Medical Center
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Fig. 1. Rupture of the long head of the biceps
brachii. Lump on the anterior aspect of the
arm was noticed in a patient with ruptures of
the long head of the biceps brachii and rota-
tor cuff tear. Ruptures of the long head of
the biceps brachii are usually one of the signs
of rotator cuff tear.
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Fig. 2. Calcific tendinitis.
An anteroposterior view of the shoulder
shows calcific density of the supraspinatus

tendon(arrow).
FH4 AL AL THHYD. B3] FE o
Aol Faol ale At Fude] gk AV =
27 gheh. FubEols BAoht FFA B4IE
2o AAAB ASAE Felste] O Bl A
% AR $4e) Aol ow TAM} 1 -4
o2 uehd £ ole 44 A, T4 A4,
Agske] £4, AR TAAAAN B 5
F5¢ JAB A e BEo) U + ek
WEH 0B LEAFEN o] A4 Hrg I
& ool F94g Wl FFo) S8 4 sled, A
FUEE e Aol Ak At AL
Ze AAE FAREL AAH FHo] $LEE T
ohowE e FRYA AT $F wlw Sl
A 4 Qemz od BE FAR oA dES @
o FAE BFel AT $EATI BAL Fukale
vehdd #elt T Ao e ARtk A
335 Age) FYIINE INE B2 LEAT)

et A] vbx] gbedel o %3 5-41s) 4] chemical

= IoH(Fig. 2). 57 %
Ao F5& 348 A$E AR AR5 o)4td
ol BFe] wAse AUt gz, AAIAY AR

s Mol ool WAL Aol AT

[od

TFe e d d <l
Afde sbed A4, Mg Ao, 945 d4ls
AL ghgel Atele HaAd wstel] oy Agteo]Ad

A%, T,

Lo s
Sx A,

]

b

g, A9y B9,
49, T4
3y B 5

HAZA A2,
o] %2 FFA,

s, 435 A4 5

olgty HAl

77189 o)8x 73AH:= Inspectiono & F-E] Ajzh
g}, AFAR B} dojEeole o FE 7Ale] A
v}, o $1%|, Ho| gAY, 3 cfelo 23, &
Zpe] b, Aukzlel A7} AH5E Ak, @Ak #4
2] A= AE 3T Wz AEsa, o2k #ahe
n& AHEEe TS ThelR FE o7
AR = JAg s Aol &AL

T AT, PR #xpe FFeA A

ol
o
2
e
()
o

&

SAE, AbbEEel Fe] deA A
A1, 9Z3 gZoz A FpAA AT A ¥
! 33459 F7= BAI
Herpes Zoster 7g¢l ¢§ 55& 7 glo @
% 7ol Lojatm, SIS St
scapula5e SElA =

W 3
@ olqel £Eg W AL SeuEel fiHs

I~

X

i)
29| $%0] glow, B (Accessory nerve)d] &
g gAlgk 4 9lod?,

A &

o
o QAT A 5 Al BAe] el ASF
aAl Bk e, BALES] Aldo] £5H &



—The Journal of the Korean Pain Society: Vol. 9, No. 1, 1996—

Fig. 3. Range of motion.
Marked difference between passive and active motion was noticed in a patient with rotator cuff tear.
a) There was marked limitation of active forward elevation, compared to the contralateral side.
b) Supine forward elevation is good method to check passive motion. There was full passive forward
elevation even with marked limitation of active forward elevation.
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Fig. 4. Physical signs of the rotator cuff disease.
a) Impingement sign I(Neer’s sign); While stabilizing the scapula, forced forward elevation of the arm
with slight internal rotation, pain develops.
b) Impingement sign II(Hawkin’s sign), With forceful internal rotation of the arm from ninty-degree
flexion and slight adduction position of the arm, pain appears.
¢) impingement sign III(painful arc syndrome of Kessel); When the arm is coming down from full ab-
duction position, pain appears at the position between 120-degree and 60-degree abduction.
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Fig. 5. Test for supraspinatus muscle.
At the position of ninty-degree flexion in
scapular plane with full internal rotation of
the arm-so called “empty can position”, ab-
duction power shows supraspinatus power.
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Fig. 6. Tests for subscapularis muscle.

a) Lift-Off Test; The integrity of the sub-
scapularis can be checked by observing the
ability to keep the hand at the position lifting
off from the back{arrow).

b) Belly-Press Test; In the case with limita-
tion of internal rotation, life-off test cannot
be used. In these cases, belly-press test may
be helpful. When the patient try to press the
abdomen with the hand and forearm, the arm
would be extended(arrow) to substituting the
weak subscapularis power.
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Fig. 7. Example of MRI of Rotator cuff test.
There is full-thickness test of the supraspi-
natus tendon{arrow).
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