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which are affecting hundreds of millions of people around the world.
Of all the joints in the human body, Glenohumeral joint (Also known
as shoulder joint) has the greatest range of motion. Therefore, it is

capable of carrying out intricate movements and is greatly significant in daily living and work
related activities. Recent research shows that shoulder pain is one of the most common
regional musculoskeletal complaint in general population as well as in work environment. In
this review paper we are going to talk about the most common musculoskeletal disorders in
the shoulder which are Frozen Shoulder and Rotator cuff Tendonitis.
KEYWORDS: Musculoskeletal Disorders, Rotator Cuff Tendonitis, Adhesive Capsulitis,
Glenohumeral Joint.
INTRODUCTION
Musculoskeletal disorders are those that affect human musculoskeletal system which consists
of joints, ligaments, muscles, tendons, nerves and supporting structures like limbs, neck and
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back. Musculoskeletal pain has become an inescapable part of human experience and
Shoulder is among the most prevailing sites for musculoskeletal complaint. Middle aged and
elderly people are more vulnerable to shoulder pain (Badley and Tennant, 1992). Shoulder
pain may occur due to the anatomical structures that are associated with the shoulders,
including rib cage, diaphragm and neck. The pain may also arise due to one’s occupation,
which is also one of the common reasons for people to consult a medical professional.

Figure 1: Front view of the shoulder.
Frozen Shoulder (also known as Adhesive Capsulitis) arise when the shoulder capsule
thickens and becomes stiff. Furthermore, adhesions (stiff bands of tissue) develop and the
amount of synovial fluid decreases. It mostly occurs in middle aged people and is more
prominent in women than men.
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Figure 2: In frozen shoulder, the smooth tissues of the shoulder capsule become thick,
stiff, and inflamed.
Rotator Cuff Tendonitis (also known as Impingement Syndrome) is the inflammation of
tendons in the shoulders. It occurs in young athletes and middle aged people. It is one of the
most common source of pain in shoulders. The pain can be as a result of:
1. Tendonitis: This happens when rotator cuff tendons is irritated or damaged due excessive
pressure on the acromion or due to intrinsic tendon pathology.
2. Bursitis: It is when the bursa becomes inflamed and gets swollen with more fluid causing
pain.
3. Impingement: When you raise your arm to the shoulder height, the space between the
acromion and rotator cuff becomes narrow. Consequently, the acromion rubs against (or
"impinge" on) the tendon and the bursa, causing irritation and pain.

Figure 3: Rotator Cuff Tendonitis (Riley et al, 1989).
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Musculoskeletal Disorders of Shoulders
1. Frozen Shoulder
The term frozen shoulder was coined by Codman in 1934 which is basically an orthopaedic
condition. He described this condition that has symptoms like shoulder pain and discomfort
which is slow in onset and is located around the deltoid insertion. Patients suffering from
frozen shoulder are unable to sleep on the affected side. This condition can be generally
classified into two categories: primary, in this no causes are seen, and secondary, where cause
can be discerned with the help of following parameters like clinical examination,
radiographic appearances and history (Wong and Tan, 2010). The age group that is mainly
affected by frozen shoulder is 40-60 years with females being more vulnerable (Wong and
Tan, 2010). It has been seen that people already tormented with hyperthyroidism,
hypothyroidism,

Parkinson’s disease,

cardiovascular

disease,

long-lasting shoulder

immobility (which could be because of surgery, overuse of the joint and trauma), and
diabetes have high prevalence rate (Pal et al, 1986; Riley et al, 1989). Most common cause of
frozen is immobilization, wherein frozen shoulder can develop after a shoulder has been
immobilized for a period of time due to surgery, a fracture, or other injury.
Pathology of frozen shoulder revealed the presence of chronic inflammatory cells and
fibroblasts proliferation (Hand et al, 2007). The advancement of primary Frozen Shoulder
take place through three clinical phases.[1] The painful phase, in this there is onset of pain in
the shoulder which is mostly worst at night and when lying on the affected side, and it
continue up to 2-9 months.[2] Frozen or Stiffening phase, in this the pain stays the same as in
the earlier phase and the patients face difficulty in daily simple activities. Also, in this phase,
the stiffness advances and will probably lead to muscle wasting due to inactivity. This phase
lasts for 4-12 months.[3] Thawing phase, in this phase the patient experiences improvement in
the pain and also an increase in the range of movement. This phase lasts for 5-12 months
(Wong and Tan, 2010).
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Figure 4: Three Stages of Frozen Shoulder Progression.
2. Rotator cuff tendonitis
To understand rotator cuff tendonitis first we need to understand what is rotator cuff So, the
humerus (the upper arm bone) is associated to the shoulder by muscles and tendons. The
rotator cuff is composed of four muscles—subscapularis, supraspinatus, infraspinatus, and
teres minor—and their musculotendinous attachments. The rotator cuff is formed by these
four muscle-tendon groups, which controls rotation of the arm away from the body and it also
stabilises the shoulder. The cuff part comes from the four tendons merging together to form a
―cap‖ or ―hood‖ around the head of the humerus. The head of the humerus basically acts as
the ball in the ball and socket joint, which is the shoulder joint. This joint allows
circumduction, but this may be limited by tendonitis in the cuff. Rotator cuff tendonitis is
also known as impingement bursitis or biceps tendonitis. It refers to the painful and swollen
condition of cuff tendons and the surrounding bursa. Bursa is a soft sack that contains some
amount of fluid and helps in cushioning the joint. In 1834 Smith was the first person to
describe rupture of the rotator cuff tendon. Afterwards, better characterisation of degenerative
changes of rotator cuff was put forward by Duplay (1872), Von Meyer (1924), Codman
(1934), and Neer (1972). (Neer, 2005).
The pathology of the rotator cuff can result from intrinsic and extrinsic factors. Some
examples of extrinsic factors include overuse injuries from repetitive lifting, throwing,
pulling, pushing or traumatic tear in tendons from a fall or accident. On the other hand,
examples of intrinsic factors include calcific invasion of tendons, poor blood supply, and
degeneration with aging (Bigliani et al., 1986; Uhthoff and Sano, 1997; Gerber and Krushell,
1991; Sallay et al, 2007; Ward et al., 2007; Via et al., 2013). Dysfunctioning of rotator cuff is
www.wjert.org
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basically a continuum of pathology which ranges from tendonitis to bursitis to partial tear to
full tear in one or more of the tendons. Even though the earlier stages can be resolved with
proper care, complete tearing of the tendon can be very challenging. Most of these tears
transpire at the tendon-to-bone junction. Since, there is poor blood supply in this area, an
injury to the tendon at this site is improbable to heal well. Furthermore, because of the
constant resting tension in the muscle-tendon unit, pulls any detached fibers away from the
bone, averting their reattachment. In the end, the joint fluid from inside the shoulder may
ooze into the gap that is created by the tear, which will prevent the normal healing process. It
has been observed that 65-70% of all the shoulder pain is because of rotator cuff disease.
Mostly the causes of rotator cuff disease is related to overloading, degeneration of cuff with
aging, Instability of acromioclavicular and glenohumeral joint, musculoskeletal diseases
resulting in wasting of cuff muscles, muscular imbalance because of adverse anatomical
features, and ischaemia (Shanahan and Sladek, 2011).

Figure 5: Difference between normal Tendons and Inflamed Tendons.
Prevalence
Below fig. 6 summarises that according to the diagnostic schedule the specific disorders with
highest prevalence rates were adhesive capsulitis (an estimated 8.2% of men and 10.1% of
women) and rotator cuff tendinitis (4.5% of men and 6.1% of women) (Walker-Bone et al.,
2004).
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Figure 6: This table shows that Adhesive Capsulitis (Frozen Shoulder) and Rotator Cuff
Tendonitis are the most prevalent musculoskeletal disorders in shoulders ((WalkerBone et al., 2004.
Figure 7 below illustrates the age and sex specific prevalence rates for disorders of shoulder
in the general population. It can be seen that among men the rate of prevalence of nonspecific
pain in shoulder tended to increase with age. On the contrary, prevalence of nonspecific
shoulder pain among women peaked in the 45–54 year age stratum (Walker-Bone et al.,
2004).

Figure 7: The estimated prevalence in the general population of specific disorders and
nonspecific pain by age and sex at the shoulder (Walker-Bone et al., 2004).
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CONCLUSION
Undoubtedly, the Frozen Shoulder and Rotator Cuff Tendonitis are the most common
musculoskeletal disorders of the shoulder joint. The review has indicated their prevalence due
to various reasons and particularly due to wrong posture and prolonged working conditions.
These disorders are also associated with sedentary lifestyle, which invariably leads to a level
of inactivity among the masses. It is also evident that these disorders are more prevalent in
women than men. Considering the occurrence of these disorders more specific diagnostic
methods and treatment are required to be established to reduce its widespread impact and
suffering. Efforts should also be made to address these musculoskeletal disorders through
preventive medicine.
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