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SOFT TISSUE RHEUMATISM-SHOULDER

Initial Diagnosis And Management

• Refer people with red flags immediately for specialist evaluation.
• Refer people with displaced and/or unstable fractures, massive tears of the rotator cuff, severe dislocations and failed attempts at reduction, urgently for specialist evaluation.

• If a significant rotator cuff tear is suspected, refer for diagnostic ultrasound.

• If there is a suspected fracture, or a dislocation in a person aged >40 years, arrange an x-ray.

Rotator cuff tendonitis, partial and full thickness tears

• Use NSAIDs with caution. Simple analgesics may be sufficient.

• Use subacromial corticosteroid injection with caution (provides short-term symptomatic relief for people with tendonitis and partial thickness tears, but may suppress healing).

• A referral for a trial of supervised exercise is usually beneficial.

• If a full thickness rotator cuff tear has not improved with non-operative management by 4 – 6 weeks, refer the person to an orthopaedic specialist.

• Refer those with tendonitis and partial thickness tears at 6 months if there is no improvement with non-operative management.

Frozen shoulder

• Typically presentation is pain and significant functional limitation in women aged 40 – 60 years.
• Treat in the painful stage with an intra-articular corticosteroid injection performed by a competent clinician. People with diabetes require blood sugar monitoring for 24 – 48 hours.

• Initiate a gentle home exercise program when the acute pain has settled.

• Avoid aggressive mobilization in the painful phase as this is likely to aggravate symptoms.

Glenohumeral instabilities and dislocations

• Attempt reduction of anterior and posterior dislocations, providing there is appropriate expertise and adequate analgesia.
• If reduction is successful, take x-rays in all those with an acute first-time dislocation (to confirm reduction and assess for bony injury) and check neurovascular function.
• Refer to an orthopaedic specialist if there is insufficient expertise, 2 failed reduction attempts, 2 or more traumatic dislocations or multidirectional instability.

Acromioclavicular joint dislocation

• Grade I and II dislocations can be managed with a sling and analgesia. Heavy lifting and contact sports should be avoided for 8 – 12 weeks.

• Grade III dislocations are mostly managed conservatively but more severe dislocations may require surgical management and should be referred early for

evaluation.

Sternoclavicular joint dislocation
• Complete dislocation of the sternoclavicular joint (SC) requires urgent referral to an orthopaedic specialist.
• Consider pulmonary or vascular compromise in posterior dislocations.
• X-rays of the SC joint can be difficult to interpret and CT may be preferred.

Source: The diagnosis and management of soft tissue shoulder injuries and related disorders – Best Practice Evidence based Guidelines, New Zealand Guidelines Group 2004 
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