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Mastering The 
Rotator Cuff

Presented by Tim Bertelsman, DC CCSP, DACO

The Shoulder Dysfunction 
Continuum

• Scapular Dyskinesis
• Anterior Impingement Syndrome
• Rotator Cuff Tear
• Rotator Cuff Rupture

• Bonus: Subacromial bursitis, Biceps tendinopathy, Adhesive 
capsulitis, Degeneration
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Muscles

• Supraspinatus
• Infraspinatus
• Teres Minor
• Subscapularis



10/30/18

3

�SICK� Scapula

• Scapular malposition
• Inferior angle 

prominence 
• Coracoid 

tenderness/malpositi
on
• dysKinesis. 

Scapular Dyskinesis (SD)

Tightness:
-Pec
-Biceps (short head)

Weakness:
-Lower trapezius
-Serratus anterior
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Alternate Causes of SD
Neurologic
• Cervical radiculopathy
• Peripheral neuropathy
• Injury to the spinal 

accessory nerve, long 
thoracic nerve, or 
suprascapular nerve 

Joint Pathology
• AC separation
• A/C instability
• A/C arthrosis
• Labral injury
• Glenohumeral internal 

derangement
• Glenohumeral instability
• Biceps tendinitis
• Prior clavicle or scapula 

fracture. 

SD Symptoms

• Pain in the anterior or posterosuperior
aspect of the shoulder 

•May radiate inferiorly toward the lateral 
deltoid or superiorly into the trapezius 
region 

• Pain over the coracoid  (pec minor tightness)
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SD Static Assessment

Winging Lateral scapular slide test

SD Dynamic Assessment

• Limited IR
• Scapulohumeral

rhythm test 
• Scapular dyskinesis

test. 

Scapulohumeral Rhythm Test
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Quadruped Rock Test

STM- Biceps
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STM- Pec Minor

STM- Upper Trapezius

Scapular Mobilization
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YTWL Scapular Depression

Stand with your straight arms raised 
above your head in a "Y" position. 
Squeeze your shoulder blades 
together and downward throughout 
the following sequence of 
movements. Lower your 
straightened arms to shoulder level, 
into a "T" position. Next bend your 
elbows so that your fingers are 
pointing straight up while slightly 
lowering your elbows to make a "W". 
Finally, while keeping your elbows 
bent 90 degrees, lower your arms to 
your sides so that your elbows are 
touching your ribs to form an "L" on 
each side and squeeze. Hold each 
position for 1-2 seconds and repeat 3 
sets of 10 repetitions, twice per day 
or as directed 

Trapezius Stretch

Place your right arm behind your 
back and grasp your right wrist 
with your left hand. Laterally flex 
your neck to move your left ear 
toward your left shoulder as you 
pull your right arm. Against the 
resistance of your left hand, 
attempt to shrug your right 
shoulder for seven seconds. Relax 
and stretch your right arm 
downward as you bend your neck 
further toward the left. �Lock in�
to this new position and perform 
three contract/relax cycles on each 
side twice per day or as directed. 
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Corner Pec Stretch

Begin standing, facing a corner 
with your palms on the walls 
above head level. Step toward 
the corner and �lean in� to 
stretch your chest muscles. 
Against the resistance of the wall, 
attempt to push your hands into 
the wall and toward each other 
for 7 seconds. Relax and �lean in�
to increase the stretch. Lock into 
this new position and repeat 3 
contract/ relax cycles, twice per 
day or as directed.

Low Row

Attach the center of an elastic 
exercise band to a doorknob or 
other sturdy object in front of 
you. Grasp one end of the 
band in each hand and with 
straight arms at your side, 
stretch the band backwards. 
Keep your palms facing 
backward and arms pointed 
straight down throughout the 
exercise. Return to neutral and 
repeat 3 sets of 10 repetitions 
daily, or as directed.

Brugger with Band

Begin sitting or standing with an 
elastic exercise band wrapped 
and secured around your palms. 
Begin with your arms at your 
side, elbows bent, forearm�s 
pointing forward. Move your 
hands apart from each other to 
maximally stretch the band 
while simultaneously rotating 
your palms out, straightening 
your arms, and pinching your 
shoulder blades together as 
your hands move behind your 
hips. Return to the start position 
and repeat 3 sets of 10 
repetitions daily, or as directed.
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Shoulder Anterior 
Impingement Syndrome

Diminished Subacromial Space
• Acromioclavicular 

degeneration
• Osteophytes
• Thickened 

coracoacromial
ligament 
• Scapular Dyskinesis
• Upper Crossed 

Syndrome
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Acromion 
Morphology

20% Flat� (type I)

55% �Curved�
(type II)

25% �Beaked�
(type III) 

Thomas R, Berquist H. MRI of the Musculoskeletal System 6th edition 2012, by 
Lippincott Williams & Wilkins

SAIS 
Sport/ Occupation Risks

• swimming
• baseball
• volleyball
• weightlifting
• tennis 
• rowing
• archery

• carpenters
• electricians
• painters
• wall paper hangers
• cleaning windows
• washing/ waxing cars

Neer Stages
• Stage I
• younger patients
• acute but reversible pain, swelling and 

hemorrhage
• Stage II
• middle age patients who have suffered with SAIS 

for months or years
• tendonitis and permanent fibrosis

• Stage III
• prolonged irritation with significant tendon 

degeneration 
• irreversible mechanical disruption
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SAIS Symptoms

• Sharp pain during overhead
activity or while reaching 
behind the back to fasten a 
bra or close a zipper.
• May develop into a 

constant ache that is 
present at rest.
• Nighttime pain is common, 

often disrupting 
sleep. Sleeping on the 
affected side may 
exacerbate pain

Painful Arc
• The patient reports 

pain between 60-120 
degrees of active 
shoulder abduction. 
Pain decreases above 
120 degrees. This test 
suggests shoulder 
impingement. 
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Empty Can
Aka Jobe Test Patients straight 
arm placed at 90 degrees of 
elevation and 45 degrees 
anterior to the scapular plane. 
Patient points thumb down 
(as to empty a can). Clinician 
stabilizes scapula and 
provides downward pressure 
on the patients outstretched 
arm. Pain or weakness 
signifies possible rotator cuff 
pathology involving the 
supraspinatus.

Hawkins- Kennedy
Seated patient's arm placed 
into 90 degrees of forward 
flexion with 90 degrees of 
elbow flexion. Clinician 
stands in front and stabilizes 
patients scapula with one 
hand while gradually 
rotating patients arm 
downward, into internal 
rotation. 

Neer Test

Clinician stands behind 
patient, stabilizes the scapula 
with one hand and grasps the 
patients elbow with the 
other hand, moving their 
straightened arm into 
forward flexion until pain is 
reported. Used to assess for 
impingement as well as the 
integrity of the rotator cuff 
tendons and glenoid labrum. 
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SAIS Functional Maneuvers

• Scapular assistance
• Scapular retraction
• Scapular repositioning

Scapular Assistance Test
Patient performs active elevation of 
their straightened arm, in a scapular 
plane, until pain is felt. This is then 
compared to discomfort from the same 
maneuver when the clinician "assists" 
scapular motion. Assistance for the 
second part of this assessment is 
performed by the clinician grasping the 
patients scapula and rotating the 
inferior angle upward and laterally 
during arm elevation. The clinician 
should also pull posteriorly on the 
superior scapular border. Impingement 
related to muscle imbalance will likely 
improve with "assistance".

Scapular Retraction Test

This test is a comparison between 
unassisted and assisted movement. First, 
the patient abducts their arm in a scapular 
plane and notes symptoms. The patient 
then repeats this motion while the clinician 
assists with retraction and posterior tilt of 
the scapula (pushing the inferior angle of 
the scapula toward the spine). Relief of 
impingement symptoms and increased 
rotator cuff strength is a positive test, 
suggesting that scapular dyskinesis is 
contributing to the patient's rotator cuff 
impingement symptoms. 
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Scapular Repositioning Test
This test is performed with the 
patient consciously focusing on 
holding their scapula in a posterior 
tilted and depressed position 
(pushing the inferior angle of the 
scapula toward the spine) while 
abducting their arm in a scapular 
plane. A positive test results in 
improved rotator cuff strength and 
decreased impingement symptoms 
when compared to �natural�
motion. A positive test suggests 
that scapular dyskinesis is 
contributing to the patient's 
rotator cuff impingement 
symptoms.

STM- Infraspinatus
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STM- Subscapularis

STM- Supraspinatus

STM- Teres Minor
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Mobilization GH Joint

YTWL Scapular Depression

Stand with your straight arms raised 
above your head in a "Y" position. 
Squeeze your shoulder blades 
together and downward throughout 
the following sequence of 
movements. Lower your 
straightened arms to shoulder level, 
into a "T" position. Next bend your 
elbows so that your fingers are 
pointing straight up while slightly 
lowering your elbows to make a "W". 
Finally, while keeping your elbows 
bent 90 degrees, lower your arms to 
your sides so that your elbows are 
touching your ribs to form an "L" on 
each side and squeeze. Hold each 
position for 1-2 seconds and repeat 3 
sets of 10 repetitions, twice per day 
or as directed 
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Corner Pec Stretch

Begin standing, facing a corner 
with your palms on the walls 
above head level. Step toward 
the corner and �lean in� to 
stretch your chest muscles. 
Against the resistance of the wall, 
attempt to push your hands into 
the wall and toward each other 
for 7 seconds. Relax and �lean in�
to increase the stretch. Lock into 
this new position and repeat 3 
contract/ relax cycles, twice per 
day or as directed.

Glenohumeral Internal Rotation

Begin sitting with good posture. 
Place the affected arm behind your 
back and reach towards your 
opposite hip. Using the unaffected 
arm, gently pull the wrist of your 
affected arm further toward your 
opposite hip. A stretch should be 
felt in the affected shoulder. Pull 
gently to the point of tightness ten 
times. Each pull should be slow and 
stopped if you feel a sharp pain. 
This stretch should be performed 
for ten repetitions, once per hour 
or as directed. 

Codman Pendulum

Lean over a table using the 
uninvolved arm for support 
as shown. Allow the involved 
arm to hang freely. Use your 
torso to swing your involved 
arm in a clock-wise circle for 
50 repetitions. Repeat in a 
counter-clockwise circle for 
50 repetitions. Perform 50 
repetitions in each direction 
twice per day or as directed. 



10/30/18

19

Cross Body Stretch

While sitting or standing, 
bring your involved arm 
across the front of your 
upper chest as shown in the 
picture. Hold the affected 
elbow with your uninvolved 
arm and gently pull across 
your chest until a stretch is 
felt in the back of your 
shoulder. Relax and stretch 
the arm further across your 
body. Repeat three stretches, 
twice per day or as directed. 

Low Row

Attach the center of an elastic 
exercise band to a doorknob or 
other sturdy object in front of 
you. Grasp one end of the 
band in each hand and with 
straight arms at your side, 
stretch the band backwards. 
Keep your palms facing 
backward and arms pointed 
straight down throughout the 
exercise. Return to neutral and 
repeat 3 sets of 10 repetitions 
daily, or as directed.

Brugger with Band

Begin sitting or standing with an 
elastic exercise band wrapped 
and secured around your palms. 
Begin with your arms at your 
side, elbows bent, forearm�s 
pointing forward. Move your 
hands apart from each other to 
maximally stretch the band 
while simultaneously rotating 
your palms out, straightening 
your arms, and pinching your 
shoulder blades together as 
your hands move behind your 
hips. Return to the start position 
and repeat 3 sets of 10 
repetitions daily, or as directed.
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Clinical Pearls

* 100% of SAIS patients have scapular 
dyskinesis
* Night pain while sleeping on the affected 
side is common
* A negative Neer test, by itself, reduces 
the overall likelihood of SAIS to less than 
14%
* Scapular Assistance Tests drive the 
rehabilitation

Rotator Cuff Pathology
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RC Predisposing Factors

• Dyskinesis/ 
Impingement
• Obesity
• Hypercholesterolemia
• genetics
• History of corticosteroid 

injection 
• Smoking
• Hypovascularity
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Codman�s Critical Zone

RC Tear Presentation

Acute
• �Tearing� or �snapping�

feeling
• Severe pain and 

weakness 

Chronic
• Older patient 
• Silent/ slow onset pain 

and weakness
• Variable symptoms
• Crepitus

RC Tear Presentation

• Anterolateral 
shoulder pain
• Provoked by 

overhead activity
•Worse at night
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Partial vs Full Thickness

Partial Tear Full Thickness Tear

Hawkins- Kennedy
Seated patient's arm placed 
into 90 degrees of forward 
flexion with 90 degrees of 
elbow flexion. Clinician 
stands in front and stabilizes 
patients scapula with one 
hand while gradually 
rotating patients arm 
downward, into internal 
rotation. Used to assess for 
impingement as well as the 
integrity of the rotator cuff 
tendons and glenoid 
labrum. 
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Neer Test

Clinician stands behind 
patient, stabilizes the scapula 
with one hand and grasps the 
patients elbow with the 
other hand, moving their 
straightened arm into 
forward flexion until pain is 
reported. Used to assess for 
impingement as well as the 
integrity of the rotator cuff 
tendons and glenoid labrum. 

Empty Can
Aka Jobe Test Patients straight 
arm placed at 90 degrees of 
elevation and 45 degrees 
anterior to the scapular plane. 
Patient points thumb down 
(as to empty a can). Clinician 
stabilizes scapula and 
provides downward pressure 
on the patients outstretched 
arm. Pain or weakness 
signifies possible rotator cuff 
pathology involving the 
supraspinatus.

Full Can (Supraspinatus)

The patient is seated or 
standing with the arm 
outstretched in the scapular 
plane, thumb up. The clinician 
applies a downward force to 
the patients arm. Pain or 
weakness signifies possible 
rotator cuff pathology 
involving the supraspinatus. 
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Horn Blowers Sign
(Infraspinatus/ Teres Minor)

Aka Patte Test. The patient�s 
elbow is bent to 90 degrees so 
that their forearm is pointing 
upward, as though they are 
holding a horn. The clinician 
stabilizes the elbow with one 
hand and attempts to rotate 
the patient�s arm internally 
while the patient resists with an 
external rotation counterforce. 
Pain or weakness is suggestive 
of teres minor involvement. 

Belly Press Test (Subscapularis)
Aka Napoleon test. The standing 
patient places their hand on their 
abdomen and aligns their forearm 
on a frontal plane (i.e. Napoleon 
style). The clinician attempts to lift 
the patient�s hand/arm away from 
their abdomen while the patient 
resists. Pain or weakness suggests 
subscapularis involvement. 

Bear Hug Test (Subscapularis)
The patient places the affected 
hand, palm down on the 
unaffected shoulder. The 
clinician attempts to lift the 
patient�s hand upward, off of 
their shoulder while the patient 
resists. Pain or weakness is 
suggestive of subscapularis 
muscle involvement. 
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Lift Off Test (Subscapularis)
The patient is seated or 
standing and places their hand 
behind their back, palm facing 
outward. The clinician applies 
resistance as the patient 
attempts to press their hand 
away from their back against 
that resistance. Pain or 
weakness suggests involvement 
of the subscapularis muscle. 

Drop Arm Test

The clinician abducts the patients 
straightened arm to 90 degrees and asks 
the patient to hold that position as the 
clinician removes their support. A 
positive is noted when the arm can be 
passively abducted by the clinician 
without pain, but when support of the 
arm is removed and the deltoid 
contracts suddenly, pain causes the 
patient to hunch the shoulder and 
quickly lower the arm. The drop arm 
sign is seen when there is pathology or a 
full-thickness tear of the supraspinatus 
tendon. 

External Rotation Lag Sign

With the patient seated, the 
clinician passively flexes the 
patient’s elbow to 90 degrees with 
20 degrees of shoulder abduction. 
The clinician then passively takes 
the patient’s shoulder into a 
position of maximal external 
rotation. The patient is then 
instructed to hold that position. 
The test is positive if the patient 
cannot maintain this position- as 
evidenced by retreating into 
internal rotation. A positive test is 
fairly specific and sensitive for a full 
thickness tear of the supraspinatus
tendon.



10/30/18

27

R/C Tear Diagnostic Cluster

98% probability of full thickness rotator cuff 
tear when exhibiting three of the following:

�Age over 60 
�Supraspintaus weakness (Empty Can Test)
�Weakness in resisted external rotation
�Positive signs of impingement  (Neer, 

Hawkins) 

STM- Infraspinatus
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STM- Subscapularis

STM- Supraspinatus

STM- Teres Minor



10/30/18

29

Mobilization GH Joint

YTWL Scapular Depression

Stand with your straight arms raised 
above your head in a "Y" position. 
Squeeze your shoulder blades 
together and downward throughout 
the following sequence of 
movements. Lower your 
straightened arms to shoulder level, 
into a "T" position. Next bend your 
elbows so that your fingers are 
pointing straight up while slightly 
lowering your elbows to make a "W". 
Finally, while keeping your elbows 
bent 90 degrees, lower your arms to 
your sides so that your elbows are 
touching your ribs to form an "L" on 
each side and squeeze. Hold each 
position for 1-2 seconds and repeat 3 
sets of 10 repetitions, twice per day 
or as directed 
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Corner Pec Stretch

Begin standing, facing a corner 
with your palms on the walls 
above head level. Step toward 
the corner and �lean in� to 
stretch your chest muscles. 
Against the resistance of the wall, 
attempt to push your hands into 
the wall and toward each other 
for 7 seconds. Relax and �lean in�
to increase the stretch. Lock into 
this new position and repeat 3 
contract/ relax cycles, twice per 
day or as directed.

Glenohumeral Internal Rotation
Begin sitting with good posture. 
Place the affected arm behind your 
back and reach towards your 
opposite hip. Using the unaffected 
arm, gently pull the wrist of your 
affected arm further toward your 
opposite hip. A stretch should be 
felt in the affected shoulder. Pull 
gently to the point of tightness ten 
times. Each pull should be slow and 
stopped if you feel a sharp pain. 
This stretch should be performed 
for ten repetitions, once per hour 
or as directed. 
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Codman Pendulum

Lean over a table using the 
uninvolved arm for support 
as shown. Allow the involved 
arm to hang freely. Use your 
torso to swing your involved 
arm in a clock-wise circle for 
50 repetitions. Repeat in a 
counter-clockwise circle for 
50 repetitions. Perform 50 
repetitions in each direction 
twice per day or as directed. 

Low Row

Attach the center of an elastic 
exercise band to a doorknob or 
other sturdy object in front of 
you. Grasp one end of the 
band in each hand and with 
straight arms at your side, 
stretch the band backwards. 
Keep your palms facing 
backward and arms pointed 
straight down throughout the 
exercise. Return to neutral and 
repeat 3 sets of 10 repetitions 
daily, or as directed.

Brugger with Band

Begin sitting or standing with an 
elastic exercise band wrapped 
and secured around your palms. 
Begin with your arms at your 
side, elbows bent, forearm�s 
pointing forward. Move your 
hands apart from each other to 
maximally stretch the band 
while simultaneously rotating 
your palms out, straightening 
your arms, and pinching your 
shoulder blades together as 
your hands move behind your 
hips. Return to the start position 
and repeat 3 sets of 10 
repetitions daily, or as directed.
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Eccentric Scapular Stabilizers

Begin in a side lying position 
holding a weight, with your arm 
outstretched toward the ceiling. 
Slowly lower the weight to the 
floor at a count of 4 seconds. 
Carefully return your arm to the 
starting position by keeping it 
close to your body. Repeat 3 sets 
of 10 repetitions daily, or as 
directed.

Eccentric Teres Minor and Infraspinatus

• Begin in a side lying position 
holding a weight with your arm on 
your rib cage, elbow bent to 90 
degrees, forearm pointing straight 
up. While keeping your arm on 
your ribs, slowly lower the weight 
toward the floor at a count of 4 
seconds. Use your �good� arm to 
remove the weight from your 
hand and return the weight back 
to your �affected� hand in the 
starting position. Repeat 3 sets of 
10 repetitions daily, or as directed.

Eccentric Supraspinatus

Begin standing, holding a weight with 
your arm outstretched at a 45 degree 
angle in front of you at shoulder level. 
Your thumb should be pointing down.  
Slowly lower the weight to your thigh 
at a count of 4 seconds. Use your 
�good� arm to remove the weight 
from your hand and return the 
weight back to your �affected� hand 
in the starting position. Repeat 3 sets 
of 10 repetitions daily, or as directed.
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Clinical Pearls

* 95% of chronic rotator cuff tears are due 
to impingement
* Asymptomatic rotator cuff defects are 
present in 50% of people over 70 years of 
age and 80% of people over 80 years of 
age.
* Poor prognosticators include: full 
thickness tears greater than 1 cm, 
symptoms lasting more than one year and 
functional impairment/weakness.
* Surgical intervention should be 
considered for: acute ruptures, full 
thickness tears greater than 1 cm, 
symptoms lasting more than one year and 
functional impairment/weakness

MD Initial Report

To Dr._________________________

cc: Dr._________________________

Patient_________________________

Date of Presentation__________________

Dear Dr. *;

Thank you for your referral of/ Your patient *, presented to my office today with a chief 

complaint of **.  Here is a brief summary of the attached detailed narrative initial 

report.

The history & physical revealed findings consistent with a diagnosis of *. 

My treatment recommendations include; *.

The patient will be treated * at which point I would expect in excess of *% 

improvement.

I will provide you with updates on the progress of your patient.   If you would like any 

additional information, please do not hesitate to contact my office.  Once again, thank 

you for allowing me to participate in the care of your patient.

MD Release Report

To Dr._________________________

Patient_________________________
Date of Release__________________

Date of Initial Visit_______________

# of Treatments_____

_____% Overall improvement/ Resolution

Dear Dr. *;

This is a letter to update you on the status of your patient *, who was most recently 

evaluated in my office on *.

This patient initially presented to my office on * with a chief complaint of **. My initial 

diagnosis was**.  Treatment included**. 

The patient was treated a total of * times and has responded favorably. Currently, the 

patient reports approximately * % overall subjective improvement.  Objective findings have 

improved proportionately.  I have enclosed my most recent evaluation for your review.

At this time, I feel that the patient has reached maximum therapeutic benefit and will be 

released to an as needed basis per your discretion.  If I may provide any additional 

information, please call.  Once again, thank you for allowing me to participate in the care 

of your patient.


