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Objectives

Anatomy
Function
Examination
Imaging



Anatomy

Like everything, we can’t understand the pathology until 
we know the anatomy
We’ve all seen the same pictures in Netter, but what is it 
really?
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Function of the Cuff
What does the Rotator Cuff do?

Provides motion about the shoulder
Keeps the “ball centered on the socket”

What is “motion about the shoulder”?
Complex
Takes into account:

Motion between AC and SC joints
Glenohumeral joint
Scapulothoracic articulation 



Motion

When discussing the Rotator 
Cuff, we refer to the motion at 
the glenohumeral joint in 3 axes

Forward elevation
Elevation in the plane of the 

scapula (abduction)
Humeral rotation



Exam

Cognizant of crossover 
from neck pathology
Neck exam always 
warranted during shoulder 
exam



Exam - Inspection

You must see the skin
In females this means a tank-
top or gown with the neck tied 
under the axilla
Can’t peek under a shirt sleeve
Study of patients referred to 
orthopaedics revealed over 
50% had never had a doctor 
visualize the skin of the joint in 
question



Exam - Inspection

Atrophy 
Supraspinatus fossa
Infraspinatus fossa

Scars
Previous surgery (shoulder, 

soft tissue, neck)

Position of the scapula

What is the dx?







Palpation

Look for associated pathology, 
(really this means)

AC joint/distal clavicle pain
Biceps tendon / groove pain



Observation of Motion

“Motion” refers to the total arc of motion about the 
shoulder, but should be specific to the glenohumeral 
joint when discussing the rotator cuff
Patients will compensate with truncal and 
scapulothoracic motion
Have patients stand with feet/knees together, it will limit 
their ability to compensate
Use your hand to hold the scapula to isolate GH motion







What is his FF?
-120?



What is his FF?
• 120?
• <90?







Active Internal Rotation

T4:Superior angle 
of scapula
T7:Inferior angle 
of scapula
L4:Iliac crest



Exam - Motion

Important to differentiate “passive” from “active” range 
of motion
It is common to see patients for “weakness” with an MRI 
finding of a rotator cuff tear that actually have a frozen 
shoulder and no one has documented passive range of 
motion or worse – they have and stated “FROM”



Subscapularis Testing

Belly 
Press

Lift-off



Supraspinatus Testing



Supraspinatus Testing



Infraspinatus / Teres Minor



Negative Hornblower



Hawkins Impingement Test



Jobe Test for SSP Tendinitis

Pain in IR that improves with 
supination



O’Brien Test for Biceps



Imaging – Why do I need an Xray when I 
have the MRI report right here?

Which one is indicative of a RCT?



Imaging

Remember when….

…What does the Rotator Cuff do?
Provides motion about the 

shoulder
Keeps the “ball centered on the 

socket”





One year 
later



Imaging

Initial w/u should consist of:
True AP of glenohumeral joint (Grashey)
Axillary 
Scapular Y? – I hardly ever use 

When do I order an MRI?
Traumatic injury?
Weakness/atrophy on exam?
Instability
Failed PT?
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Subacromial 
Fluid

Torn 
Tendon

Intact 
Tendon









Grading Systems for Muscle Quality

Stage 0 – completely normal muscle
Stage 1 – some fatty streaks
Stage 2 – more muscle than fat
Stage 3 – as much fat as muscle
Stage 4 – more fat than muscle
• *Study used CT, MRI tends to overestimate degree of 

fatty infiltratration
• Stage 2 and further considered pathologic, leads to 

higher incidence of re-tear following repair

Goutallier, CORR, 1994



Massive Rotator Cuff Tear

Largest dimension of tear > 5 cm
2 or more tendon involvement

-Cofield, JBJS, 1985
Always associated with weakness, and often with painful 

disability
Irreparable= Goutallier 3 or more, acromiohumeral 

distance < 7 mm
-Gerber, JSES, 2011



Prevalence of RCT in Asymptomatic 
Patients

Tempelhof et al, JSES, 1999
411 asymptomatic volunteers

Age 50-59: 13% Full thickness tear
60-69: 20%
70-79: 31%
80+:51%



Initial Treatment

Effectiveness of physical therapy in treating atraumatic full-
thickness rotator cuff tears: a multicenter prospective cohort 
study, JSES, 2013
450 patients with full-thickness, atraumatic RCTs began PT 
and could then chose surgery if they wished
< 25% patients chose to undergo surgery
At 2 years – 75% of patients had successful non-operative 
treatment 
TAKE HOME:  All patients with atraumatic tears should try PT 

first as it is 75% successful



When is Surgery the Right Choice?

Acute, full-thickness tear
Chronic tear that has failed physical therapy treatment



Title



My Practice

Most patients do not have an x-ray
Most patients have not seen physical therapy
Many patients do not have a full-thickness tear
Some patients actually have a frozen shoulder or biceps 
pathology that is responsible for their pain
I try to arrive at correct diagnosis and initiate physical therapy
If I think they will ultimately be non-op, I offer a subacromial 
corticosteroid injection
I don’t want to bathe tendon in corticosteroids if I think I am 
going to ultimately attempt repair



My Practice

If it is an acute tear or they have failed PT, then I 
perform an arthroscopic rotator cuff repair and address 
other pathology based on preoperative work-up, not 
intra-operative findings (biceps tendonitis, SLAP tears, 
AC joint arthrosis, acromial impingement, suprascapular 
nerve entrapment)



Summary

Complex anatomy and physiology needs careful exam
Imaging should start with plain x-rays
Patients with atraumatic tears should be treated with PT
Surgery can be beneficial for patients with traumatic 
tears and those patients with chronic, atraumatic tears 
that have failed to improve with PT



Thank You


