SPORTS MED March 19, 2008

SHOULDER JOINTS 4

Glenohumeral

Acromioclaviular

Sternoclavicular

Scapulothoracic

Assessemtn gives right joint

Ligamentous staility provded by glenoid and glenohumeral ligaments

Strong on front, weak at back/bottom

Made to move

Glenoid Labrum  stabilizes, acts like meniscus

Labrum like the up in a golf T

Shouler relies on dynamic structures for stability more so than passive ligamenouts and articular structures

Muscle dysfunction, weakness, coaordination   …..    2 exta ponts

Be aware of muscles as some are multiple joints

    Ie sh  and elbow

       AC joint, LC joint  ribs

THIS CLAASS  NO NUEROVASCUALR 

 Branches of 5-T1 VENTRAL RAMI FORM BRACHIAL PLEXUS

THA DIVIDES INTO RADIAL, MEDIAN ULNAR AND MUSCULOCUTANEOUS NERVES

TRAEVELLING ALONG with the nueral str are the corresponding arterial and venuous str

    Will talk about nerves when do wrist

MOI will lead to injr

FRACTURE OF CLAVICLE

  DUE TO s-Shape 80% of frcturs occur in middle 1/3 of clavicle

    Problem for for soft tissue  + 

MOI 

 From fall onto outstretched arm a blow to the tip of the shoulder or a blow to the clavicle directly

High incience in ice hockey, football, martial arts, wrestling

Jumping sports, slip on ice

Oustretched arms fall: numerous injury

    Where was hand, front, side, beside, or did you hit on elbow

S+S

 Visible swelling, bruising and deformity evident

Marked reduction in active ROM of shoulder

Palpable swelling and deformity over the fracture

All movements will be sore

  All movements  will cut  soft tissue, neural vascular, bone

 Crepitus,   

Difficult to get good union, often surgy with plate/pin, usually visible 

Treatment

Acute: immobilize shoulder in sling, immediate transport to physician

  Immobilize in figure 8 strap for 4-6 (8) weeks

Doesn’t immobilize very well, will still move,  doesn’t always heal straight

Stretch and strengthen program afte the immobilization period

Surgical open reduction and internal fixation of the clavicle

Plates and screws, surg installed, screws poke thru screw

STERNOCLAVICULAR JOINT SPRAIN  (LP long play ligament sprain)

Result of fall onto outstretched arm or due to compressive force to region

Sternoclavicular joint may be displaced anteriorly,  posteriorly, superiorly or inferiorly

Can be pushed forward, backward, up, down

Usually very strong

 Beind it,  heart, lung, esophagus, trachea

BV – subclavian artery/vein

Ability to swallow, breath

In grade 1,2,3

S+S

Visible deformity,  likely hole/depression

Cyanosis = blue lips, ears, fingernails

Bruise swelling

Difficulty breath, swallow

Grade 1

No viz  deformity

Slight swelling evident

Minimal palpable pain

No restriction in movement, but may report pain

Grade 2

Significant deformity visible prominence on medial end of clavicle

Moderate swelling evident

Moderate palpable tenderness

Restrictio in abduction and horizontal adduction and pain reported with all movements

Pain and weakness with all movementsa

Horizontal  Adduction pain trouble

Flexion/extension ok

Strength: all movements weak

   Body inhibits muscle at subconscious level

  Ie hit hip, shuts of gluts

     Knee, shuts of quad

      Shoulder shuts of all

GRADE 3

Gross prominanece of medial end of clavicle

Severe swelling evident

Severe palpable tenderness

As per greade 2 for mobility and strength testing but pain may e more severee

TREATMENT

REST + ICE REGION

NSAIDS

Immobilize shoulder in sling, fig 8 strap, or clavicular strap

Grade 3: redcuttion may be required and the immobilize is for 3-5 weeks

Normally only 3 weeks due to “frozen shoulder syndrome”

When can tolerate pain, need 1-2-3 weeks   

Stretch and strengthen 

Not intiated in grade 2/3 for r3-4 weeks

Sugical excision of he medial part of the clavicle 

Use tendon to stabilize clavicle 

  Don’t want to comprimise shoulder movement 

 Acromioclaviular joint sprain:

  Result of a blow t area or all onto tip of shoulder

 Also knows as separated shoulder 

S + S

Grade 1

No vis deformity

Slight swelling evident

Palpable pain over the joint line

No restriction in movment but may reopen pain with abduction greater than 90 degrees

GRADE 2

Visible elevation of the lateral end of clavicle, rides up

Moderate swelling

Moderate palpable tenderness

Restriction and pain we’ abduction and horiz  adduction

Pain and weakness with all movments

If pain with multible movements more serious in grade

In pain in 1 direction, not bad

GRADE 3

Gross prominence of lateral end of clavicle

Severe swelling evident

Severe palpable tenderness, depression and step down deformity

As per grade 2 for mobility

AND strength testing bu pain may be more severe

Shoulder depressed

Won’t go back into place, will pop back out 

TREATMENT

REST AND ICE IN REGION

NSAID

IMMOBILIZE of shoulder in grade 1 injury only when pain present

Present for grade 2 + 3

Immobilize for 2-4 weeks  (screws for up to 6 months)

  Don’t do it here to hard to get into operating room

Surgical management for grade 2/3 injuries sometimes considered

Modalities  ice, heat,  ultrasound IFC, Tens

Stretch and strengthen program

SHOULDER DISCLOCATIONS

Glenhueral joint dislocation

MISSED PAGE

Dislocation and instability CAN OCCUR IN ANTERIOR posterior or inf direction

May be acute or chronic

Can’t pop up, due to acromomium, would fracture acromium 1st
Anterior dislocations are most common

Fall on outsrterch arm: pop posterior

Fall on back stretch arm, pop anterior

Inferior:   

MOI

Assoc w’ blow to anterior or posterior aspect of the shoulder due to a fall onto a outsrtech arm

Arm behind = ant pop

Arm fwd = post pop

Or could cause fracture, depends on ligament laxity

If tensed up when lands, more likely break

COULD BE DISLOCATION OR FRACTURE

S+S

Pain intense, especially with tinglin arm and hand

Patients hold arm in slightly abducted and externally rotated position when anteriolly dislocation

Can stretch nerve = tingle   alarm  - don’t do this again

Patient may hold the arm adducted and internally rotated across chest when posteriorly dislocated

+ve x-ray finding

Anterior  me bent over, hanging, abducted

Post:  hold across chestf

SULCUS SIGN:  1000 lb weigth on arm,  inf dislocation

    Big golf ball in armpint

 Anterior:   post capsule or glun hum lig

MARKED PAIN AND RESTICTION in active shoulder ROM

Marked pain and weakness in shoulder

Palpation of the axilla

Reveals the presence of the humeral head with an anterior dislocation

   (ant or inf discl)

Palpable bulge in post aspect of shoulder w’ post dislocation

Marked pain + restriction in the active shoulder ROM

Appreensicve Test

Sulcus Test 

Posiion further dislocates or or sim action

     If keep going, will discloate, body won’t let you, unless u go to fast and don’t listen

Any dislocation: compromises all ligaments

MISSED SOME POSSIBLY

TREATMENT

Treat as a fracture immobilize the arm in the position it is found in and seek medical attention

As physicion will be required to reduce the dislocation

Apply ice to the region to control p ain, muscle and spasm and hemorrhage

Only XRAY will tell you,  push it and re – exray

 Can compromise axillary nerve  

GOTTA CLIMB DOWN MTN, REDUCE IT

After the shoulder is reduce the shoulder is immobilized in a sling for 3-6 weeks

 Gentle stretching and strengthening exercise may begin after the period of immobilize

    WANT PECKS TO TIGHTEN UP,  (ANT DISLC)

ROTATOR CUFF IMPINGEMENT SYNDDOMRE

Overhead sports 

Common overuse injury

Associate with overhead and throwing sports

Structures lying in the subacromial arch become impinged against coracoacromial ligament and the acromion process

Misses wee bit?

STRUCTURES BELOW 

 SIT (no subscap)  and longhead of bicept and subacromial bursa and glenoid labrum

Also referred to swimmers shoulder or painful arc syndrome

S+S

Deep anterior shoulder pain reported

Unable sleep on affected side

Full active and pssive ROM of shoulder

Put painful arc evident with aduction or forward flexion

Like to sleep with arm under billow under head extended, causes problem

Need to keep arm below 90degrees

Full active and passive ROM of the shoulder but a pionful arc is evident with abduction or forward flexion

   Painful between 60-120 degrees of flexion or abduction but ok beyond(either dir)

Pain and muscle weakenss may be evident w associated muscle

+ve impingement test

the patient ay present wih 

+ve empy can test or speed’s test 

depending upo muscle involved

SUPRASPINATUS ABDUCTOR, and week ext rotator  

TERES MINOR,   EXT ROT, will be sore in ext rot

Assessment narrows down 

TREATMENT: Overuse injury

Restricts movments below shoulder height

 rest and ice

NSAID

 Modalities

By 50’s will all have tears, degenerative

Modification of aggravating activity or technique

Stretch and strenghen exc

Surgical repair of roatator cuff and labrum

Shoulder arthroscopy, more invoved then shoulder

  2-3 monnths of ealing

