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Differential diagnosis of common shoulder pain

Ho Jun Lee, MD

Department of Rehabilitation Medicine, Dongguk University llsan Hospital, Dongguk University College of Medicine, Goyang, Korea

Shoulder pain is a common problem in outpatient medical practice. Shoulder pain usually causes disability in activities
of daily living, and therefore its proper diagnosis and management are essential. The prevalence of shoulder pain in
Korea has been gradually increasing, and the differential diagnosis of shoulder pain has become more important. In
Korea, the most common causes of shoulder pain are rotator cuff disease, including impingement syndrome (31%),
adhesive capsulitis (35%), and calcific tendinitis (4%). This article presents the pathophysiology, clinical characteristics,
typical physical examination findings and provocation tests, and radiologic findings of common shoulder diseases,
including rotator cuff disease, adhesive capsulitis, and calcific tendinitis, to provide a guide to differential diagnosis.
Common shoulder diseases can be easily diagnosed with careful history taking and precise physical examination;
moreover, ultrasonography is a useful diagnostic tool for rotator cuff disease and can also assist with the differential

diagnosis of shoulder diseases in the outpatient clinic.
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Table 1. Differential diagnosis of shoulder pain: according to the structures
leading to shoulder pain

Structures Diagnosis

Glenohumeral joint Rotator cuff and related structures
(including rotator Rotator cuff tendon tendinosis, tear, rupture
cuff) Biceps tendon and rotator interval lesion
Calcific tendinitis
Bursitis including calcific bursitis
Capsule
Painful stiff shoulder
|diopathic adhesive capsulitis
Secondary adhesive capsulitis
Labrum/glenohumeral ligaments
Instability
Bankart lesion or Bankart related lesions
SLAP (superior labrum anterior posterior)
Articular cartilages
Osteoarthritis
Cuff arthropathy
Inflammatory arthropathy: rheumatoid arthritis,
spondyloarthropathy

Joints/muscles out of  Acromioclavicular joint
glenohumeral joint Degeneration
Sprain/subluxation/dislocations
Sternoclavicular joint
Degeneration
Sprain/subluxation/dislocations
Myofascial pain syndrome

Cervical disc disease
Facet joint syndrome
Cervical spondylosis
Cervical instability

Cervical origin

Neurologic problems  Radiculopathy due to herniated intervertebral disc
Cervical spinal stenosis
Neuralgic amyotrophy
Peripheral nerve entrapment around shoulder
joint; suprascapular nerve entrapment,
quadrilateral space syndrome

Red flag Malignant tumor
Infection
Fracture

From Han TR, et al. Rehabilitation medicine. 5th ed. Seoul: Koonja Publishing;
2014, with permission from Koonja Publishing [3].
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Figure 1. Painful arc test. (A) The patient fully elevates the arm in the scapular
plane and in neutral rotation with the elbow straight. (B) And then the patient
slowly lowers the arm down to the side. When the patient expressed pain
between 60 and 100 degree of abduction, painful arc test is positive.

Figure 3. Hawkins-Kennedy test. The examiner places the patient’s shoulder
with one hand in 90 degrees of forward flexion with the elbow flexion in 90
degrees while the other hand hold the scapula. And then the examiner rotates
the arm internally forcefully. The motion can cause the greater tuberosity to
rotate under the acromion and coracoacromial arch, compressing the inflamed
bursa and supraspinatus tendon. If the patient feels pain during internal rotation,
the test is positive.
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Figure 2. Neer test. The examiner places one hand on scapula to prevent
scapular rotation and raises the patient’s arm with the other hand in forced
forward elevation, which action can cause causing the greater tuberosity to
impinge against the acromion. When the patient feels pain during the motion,
the test is positive.

Figure 4. Empty can test (Jobe’s test). The examiner assessed the deltoid with
the arm at 90° of abduction and neutral rotation. And then the patient places
the arm into internal rotation with forward flexion 30 degree and the thumbs
toward the floor. During holding this posture the examiner pushes down at the
distal forearm to test the strength of supraspinatus muscle with resistance.
When there is weakness or pain provocation, the test is positive.
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Figure 5. Ultrasonography findings in rotator cuff diseases. (A) Normal
ultrasonography findings of supraspinatus tendon. Long axis view shows the
hyperechoic fibrillar pattern in supraspinatus tendon. (B) Tendinosis of
supraspinatus tendon. The long axis view shows diffuse swelling and hypoechoic
lesion in the insertion site of supraspinatus tendon (arrow). (C) Partial thickness
tear of supraspinatus tendon (articular-side). Long axis view shows focal
hypoechoic lesion with loss of fibrillar pattern in articular-side of supraspinatus
tendon (arrow), which is filling defect. (D) Full thickness tear of supraspinatus
tendon. Long axis view shows linear fluid filled defect (arrow) throughout the
articular side to bursa side of supraspinatus tendon.
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Figure 6. Shoulder active range of motion in adhesive capsulitis. (A) Stiffness of shoulder abduction is shown in left
side with the rotation of scapula, which means the loss of scapulohumeral rhythm. (B) Stiffness of shoulder external
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rotation in left side with normal range of motion of right side. (C) Stiffness of shoulder internal rotation in left side

with normal range of motion of right side.
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Figure 7. Calcific tendinitis of glenohumeral joint. (A) Anteriorposterior radiography demonstrates a calcific deposition (arrow) in the supraspinatus tendon. Long axis
view (B) and short axis view (C) of ultrasonography shows a hyperechoic calcific deposit with posterior shadow (arrow) in the supraspinatus tendon.
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