
Clinical Evaluation, Treatment and  
Return to Work of Workers Suffering  
from Rotator Cuff Disorders 
A Knowledge Review

Jean-Sébastien Roy
François Desmeules
Pierre Frémont
Clermont E. Dionne
Joy C. MacDermid

R-949

STUDIES AND  
RESEARCH PROJECTS



The Institut de recherche Robert-Sauvé en santé  
et en sécurité du travail (IRSST), established in  
Québec since 1980, is a scientific research  
organization well-known for the quality of its work 
and the expertise of its personnel.

Mission
To contribute, through research, to the prevention 
of industrial accidents and occupational diseases and 
to the rehabilitation of affected workers;

To disseminate knowledge and serve as a scientific 
reference centre and expert;

To provide the laboratory services and expertise 
required to support the public occupational health 
and safety network.

Funded by the Commission des normes, de l’équité, de la 
santé et de la sécurité du travail, the IRSST has a board 
of directors made up of an equal number of employer and 
worker representatives.

To find out more
Visit our Web site for complete up-to-date information
about the IRSST.  All our publications
can be downloaded at no charge.
www.irsst.qc.ca

To obtain the latest information on the research carried
out or funded by the IRSST, subscribe to Prévention au
travail, the free magazine published jointly by the
IRSST and the CNESST. 
Subscription: preventionautravail.com

Legal Deposit
Bibliothèque et Archives nationales du Québec
2017
ISBN : 978-2-89631-911-4
ISSN : 0820-8395

IRSST – Communications and Knowledge 
Transfer Division
505 De Maisonneuve Blvd. West 
Montréal, Québec
H3A 3C2
Phone: 514 288-1551
publications@irsst.qc.ca
www.irsst.qc.ca
© Institut de recherche Robert-Sauvé
en santé et en sécurité du travail,
january 2017

OUR RESEARCH  
is working for you !



Disclaimer

The IRSST makes no gua-
rantee as to the accuracy, 
reliability or completeness of 
the information in this docu-
ment. Under no circumstances 
may the IRSST be held liable 
for any physical or psychologi-
cal injury or material damage 
resulting from the use of this 
information.
Document content is protec-
ted by Canadian intellectual 
property legislation.

Cliquez recherche

Clic Research

A PDF version of this publica-
tion is available on  
the IRSST Web site.

This study was funded by the IRSST. The conclusions and recommendations are solely those of the authors.
This publication is a translation of the French original; only the original version (R-885) is authoritative.

R-949

STUDIES AND  
RESEARCH PROJECTS

Jean-Sébastien Roy1, François Desmeules2, Pierre Frémont3,  
Clermont E. Dionne3, Joy C. MacDermid4

Research team:
Caroline Braën Boucher1, 2, Jennifer Boudreault2

Collaborators:
Nicola Hagemeister5, Nathalie J. Bureau5, Martin Lamontagne5

Corinne St-Pierre1

1Université Laval, CIRRIS
2Université de Montréal, CRHMR
3Université Laval, CRCHU
4McMaster University
5Université de Montréal, CRCHUM

Clinical Evaluation, Treatment and  
Return to Work of Workers Suffering  
from Rotator Cuff Disorders 
A Knowledge Review



 
PEER REVIEW

In compliance with IRSST policy, the research results 
published in this document have been peer-reviewed.



IRSST -   Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

i 

 
SUMMARY 

Musculoskeletal disorders of the shoulder constitute a major problem among the general 
population and particularly among workers. This type of disorder affects the shoulder’s 
functional status and the quality of life of the individuals involved. In the case of workers, it can 
lead to problems of absenteeism and losses of productivity. Workers who perform tasks with 
their arms above shoulder height or repetitive tasks are at greater risk of developing shoulder 
disorders, especially rotator cuff (RC) disorders. For the 2005-2007 period, the costs generated 
annually by shoulder injuries that were accepted by the Commission de la santé et de la sécurité 
du travail (CSST), including human costs and costs associated with loss of productivity, totalled 
$393,204,738. 
 
Given the magnitude of the problem, a vast knowledge review was conducted on several aspects 
related to RC disorders. The main objective of this knowledge review was to synthesize the 
scientific evidence and make recommendations concerning diagnostic and clinical evaluation 
tools, therapeutic interventions and workplace-based interventions for workers suffering from a 
RC disorder. Systematic reviews or meta-analyses of relevant literature were carried out for each 
of these themes. A number of collaborators, including researchers and clinicians, contributed to 
this review. 
 
First, this knowledge review made it possible to determine the diagnostic values of the physical 
tests performed during a patient’s clinical examination. It appears difficult for any one clinical 
test to be both sensitive and specific. The diagnostic values of the tests vary greatly and do not 
allow any particular test to be recommended for diagnosing a rotator cuff disorder. In fact, a 
combination of tests and clinical variables may constitute a good diagnostic tool. 
 
Medical imaging can be used to complement a physical examination and provide a more specific 
diagnosis (and above all, confirmation) of RC disorders. Ultrasound (US), medical resonance 
imaging (MRI) and magnetic resonance arthrography (MR arthrography or MRA) are sensitive 
and highly specific techniques and therefore ideal for confirming RC disorders. 
 
Next, clinical measurement tools, which are used on a regular basis to evaluate shoulder muscle 
strength, range of motion, and scapular position and movement, were found on the whole to have 
good measurement properties. However, they should be used in combination with other tools, 
such as self-report questionnaires. 
 
Lastly, self-report questionnaires were found to have excellent measurement properties for 
clinically assessing patients with a RC disorder. The Western Ontario Rotator Cuff (WORC) is 
one of the questionnaires most responsive to change. Some of the other questionnaires, including 
the popular Disability of the Arm, Shoulder and Hand (DASH), exist in French as well and are 
available free of charge. Mixed tools combining questionnaires and performance tests are also 
valid for clinical use, but data are lacking on their responsiveness to change. 
 
No algorithm exists to guide professionals in their treatment of RC tendinopathy during the care 
process. However, based on the results of this knowledge review, certain interventions may be 
recommended for managing RC tendinopathy or full-thickness tears. 
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In the case of RC tendinopathy, taking non-steroidal anti-inflammatory drugs (NSAIDs) for a 
short period of time is useful for alleviating pain. Exercise programs have also shown their worth 
in adult and worker populations. With specific regard to workers, therapeutic exercise programs 
helps reduce pain, improve shoulder function and promote a faster return to work. Some studies 
have shown an exercise program and acromioplasty-type surgery for RC tendinopathy to have 
similar effectiveness. Conservative treatment is therefore recommended initially for adults with 
RC tendinopathy. If that fails, surgery may be contemplated. A comparison of the different types 
of surgery revealed similar effectiveness for an arthroscopic approach and open repair. 
 
All repair surgeries of the rotator cuff, whether open or arthroscopic, have proven effective for 
full-thickness tears. Single-row and double-row suture repair surgeries show similar results. The 
addition of acromioplasty to cuff repair does not yield additional benefits and therefore is not 
recommended. 
 
The predictive factors of absenteeism and return to work (RTW) were also explored. This 
knowledge review confirms the ambiguity surrounding the factors associated with both 
absenteeism and RTW. In fact, while a number of factors emerged from the review, no 
consensus was found in their regard. Based on the determinants explored in relation to other 
shoulder joints, it appears that psychosocial or environmental factors and the employer’s role are 
key components in the success of a RTW. 



IRSST -   Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

iii 

 
TABLE OF CONTENTS 

SUMMARY ....................................................................................................................... I 

TABLE OF CONTENTS ................................................................................................. III 

LIST OF TABLES ........................................................................................................... V 

LIST OF FIGURES........................................................................................................ VII 

LIST OF ABBREVIATIONS ........................................................................................... IX 

1. INTRODUCTION ...................................................................................................... 1 

1.1 Rotator cuff disorders....................................................................................................... 1 

1.2 Problems associated with evaluation, treatment and return to work .......................... 2 

1.3 Objectives of the knowledge review ................................................................................ 3 

2. DIAGNOSTIC AND CLINICAL EVALUATION TOOLS ........................................... 5 

2.1 Diagnostic tools.................................................................................................................. 5 
2.1.1 Research and analysis methodology ............................................................................... 5 
2.1.2 Results – Diagnostic value of clinical tests..................................................................... 7 
2.1.3 Discussion and clinical recommendations – Clinical tests ........................................... 15 
2.1.4 Results – Diagnostic value of medical imaging ............................................................ 15 
2.1.5 Discussion and clinical recommendations – Medical imaging ..................................... 18 
2.1.6 Conclusion .................................................................................................................... 19 

2.2 Clinical measurement tools ............................................................................................ 20 
2.2.1 Research and analysis methodology ............................................................................. 20 
2.2.2 Results – Clinical measurement tools ........................................................................... 21 
2.2.3 Discussion and clinical recommendations – Clinical measurement tools .................... 27 
2.2.4 Results – Self-report questionnaires ............................................................................. 28 
2.2.5 Discussion and clinical recommendations – Self-report questionnaires ....................... 33 
2.2.6 Results – Performance tests and mixed tools combining questionnaires and 

performance tests .......................................................................................................... 34 
2.2.7 Recommendations – Performance tests and mixed tools .............................................. 35 

3. EFFECTIVENESS OF THERAPEUTIC INTERVENTIONS FOR WORKERS OR 
ADULTS WITH ROTATOR CUFF TENDINOPATHIES OR TEARS ............................ 37 

3.1 Methodological approach used for the knowledge review .......................................... 37 



iv Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

 - IRSST 

 
3.1.1 Synthesis of scientific data based on new systematic review or meta-analysis ............ 37 
3.1.2 Synthesis of scientific evidence based on previously published systematic reviews ... 38 

3.2 Conservative pharmacological treatments for rotator cuff tendinopathies .............. 39 
3.2.1 Efficacy of nonsteroidal anti-inflammatory drugs (NSAIDs) in treatment of rotator 

cuff tendinopathies ....................................................................................................... 39 
3.2.2 Clinical recommendations ............................................................................................ 41 
3.2.3 Efficacy of subacromial corticosteroid injections in treatment of rotator cuff 

tendinopathies ............................................................................................................... 42 
3.2.4 Clinical recommendations ............................................................................................ 43 

3.3 Rehabilitation treatments for rotator cuff tendinopathies .......................................... 43 
3.3.1 Effectiveness of therapeutic exercise program for workers with rotator cuff 

tendinopathies ............................................................................................................... 43 
3.3.2 Effectiveness of manual therapy in treatment of rotator cuff tendinopathies ............... 46 
3.3.3 Effectiveness of taping in treatment of rotator cuff tendinopathies .............................. 49 
3.3.4 Effectiveness of transcutaneous electrical nerve stimulation (TENS) in treatment of 

rotator cuff tendinopathies............................................................................................ 51 
3.3.5 Effectiveness of therapeutic ultrasound in treatment of rotator cuff tendinopathies .... 53 
3.3.6 Effectiveness of laser in treatment of rotator cuff tendinopathies ................................ 55 
3.3.7 Effectiveness of extracorporeal shock wave treatment (ESWT) in treatment of 

rotator cuff tendinopathies............................................................................................ 59 
3.3.8 Effectiveness of surgery in treatment of rotator cuff tendinopathies ............................ 60 

3.4 Review of interventions for treating full-thickness rotator cuff tears ....................... 61 
3.4.1 Effectiveness of conservative interventions in treatment of rotator cuff tears ............. 61 
3.4.2 Effectiveness of surgery in treatment of full-thickness rotator cuff tears ..................... 62 

3.5 Conclusion ....................................................................................................................... 65 

4. THE RETURN TO WORK ...................................................................................... 67 

4.1 Workplace-based interventions for workers with shoulder pain ............................... 67 
4.1.1 Research and analysis methodology ............................................................................. 68 
4.1.2 Results – Workplace-based interventions ..................................................................... 68 
4.1.3 Discussion and clinical recommendations .................................................................... 72 

4.2 Prognostic factors of absenteeism and return to work ................................................ 77 
4.2.1 Research methodology .................................................................................................. 77 
4.2.2 Results – Prognostic factors .......................................................................................... 78 
4.2.3 Discussion ..................................................................................................................... 89 

5. CONCLUSION ....................................................................................................... 93 

BIBLIOGRAPHY ........................................................................................................... 95 



IRSST -   Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

v 

 
LIST OF TABLES 

Table 1 – Diagnostic value of clinical tests for detection of SIS .................................................... 8 

Table 2 – Diagnostic value of clinical tests for detection of full-thickness tears of rotator cuff .. 10 

Table 3 – Diagnostic value of clinical tests for detection of subscapularis tendon tears.............. 12 

Table 4 – Diagnostic value of combinations of tests and clinical variables ................................. 14 

Table 5 – Diagnostic value of US for detection of RC tendinopathy with no tear ....................... 16 

Table 6 – Summary of main results .............................................................................................. 17 

Table 7 – Diagnostic value of US, MRI and MRA, by equipment characteristics, for detection 
of partial RC tears......................................................................................................... 18 

Table 8 – Intrarater reliability of goniometer (G) and inclinometer (I) for assessing active 
range of motion ............................................................................................................ 23 

Table 9 – Intrarater reliability of linear measures of scapular position and movement ............... 26 

Table 10 – Test-retest reliability of self-report questionnaires ..................................................... 30 

Table 11 – Responsiveness to change of self-report questionnaires ............................................. 31 

Table 12 – Minimal clinically important difference obtained with self-report questionnaires .... 32 

Table 13 – Efficacy of anti-inflammatory drugs in treatment of RC tendinopathies ................... 41 

Table 14 – Effectiveness of therapeutic exercise program in treatment of RC tendinopathies in 
workers ....................................................................................................................... 45 

Table 15 – Effectiveness of manual therapy in treatment of RC tendinopathies .......................... 48 

Table 16 – Effectiveness of taping in treatment of RC tendinopathies ........................................ 51 

Table 17 – Effectiveness of TENS in treatment of rotator cuff tendinopathies ............................ 52 

Table 18 – Effectiveness of therapeutic ultrasound in treatment of RC tendinopathies ............... 54 

Table 19 – Effectiveness of laser in treatment of RC tendinopathies ........................................... 58 

Table 20 – Effectiveness of surgery in treatment of RC tendinopathies ...................................... 61 

Table 21 – Synthesis of studies on interventions involving workers with shoulder pain ............. 74 

Table 22 – Characteristics of included studies ............................................................................. 79 

Table 23 – Prognostic factors identified in included studies ........................................................ 86 

 

 





IRSST -   Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

vii 

 
LIST OF FIGURES 

Figure 1 – Risk of bias of included studies (n = 26) – Clinical tests .............................................. 7 

Figure 2 – ROC curves for detection of SIS ................................................................................... 9 

Figure 3 – ROC curves for detection of full-thickness tears ........................................................ 11 

Figure 4 – ROC curve for detection of partial tears ...................................................................... 12 

Figure 5 – ROC curves for detection of full-thickness or partial subscapularis tendon tears ...... 12 

Figure 6 – Risk of bias of included studies – Medical imaging .................................................... 16 

Figure 7 – ROC curve for detection of RC tendinopathy with no tear ......................................... 16 

Figure 8 – ROC curves for detection of full-thickness RC tears .................................................. 17 

Figure 9 – ROC curves for detection of partial RC tears .............................................................. 18 

Figure 10 – Pooled data from studies comparing oral, non-selective NSAIDs to placebo, for 
pain-reduction effects evaluated on a visual analogue scale (re-evaluation: 2 
weeks after start of intervention) ............................................................................... 40 

Figure 11 – Pooled data from studies comparing oral, non-selective NSAIDs to subacromial 
corticosteroid injections, for effects on functional limitations (re-evaluation: 3 to 4 
weeks after start of intervention) ............................................................................... 40 

Figure 12 – Pooled data from studies comparing oral, non-selective NSAIDs to corticosteroid 
injections, for effects on shoulder range of motion during abduction (re-
evaluation: 3 to 4 weeks after start of intervention) ................................................... 40 

Figure 13 – Pooled data from studies comparing manual therapy administered alone or with 
other interventions to other types of interventions, for pain-reduction effects .......... 46 

Figure 14 – Pooled data from studies comparing manual therapy to placebo intervention, for 
pain-reduction effects ................................................................................................. 47 

Figure 15 – Pooled data comparing manual therapy plus exercise program to exercise program 
alone, for pain-reduction effects ................................................................................ 47 

Figure 16 – Pooled data from studies comparing kinesiotaping to placebo taping, for change 
in pain-free range of motion during flexion ............................................................... 50 

Figure 17 – Pooled data from studies comparing kinesiotaping to placebo taping, for change 
in pain-free range of motion during abduction .......................................................... 50 

Figure 18 – Pooled data from studies comparing kinesiotaping to placebo taping, for change 
in pain-free range of motion during abduction in scapular plane .............................. 50 

Figure 19 – Pooled data from studies comparing therapeutic ultrasound plus exercise program 
to exercise program alone, for improvement in function, measured using 
Constant-Murley Score (re-evaluation: 2 to 4 weeks after start of intervention) ...... 54 

Figure 20 – Pooled data from studies comparing use of laser to exercise program, for 
nocturnal pain reduction, measured on 10-cm visual analogue scale (re-evaluation: 
2 weeks after start of intervention) ............................................................................ 55 



viii Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

 - IRSST 

 
Figure 21 – Pooled data from studies comparing use of laser plus exercise program to exercise 

program alone, for pain reduction, measured on 10-cm visual analogue scale (re-
evaluation: 2 to 3 weeks after start of intervention) ................................................... 56 

Figure 22 – Pooled data from studies comparing use of laser plus exercise program to exercise 
program alone, for nocturnal pain reduction, measured on 10-cm visual analogue 
scale ............................................................................................................................ 56 

Figure 23 – Pooled data from studies comparing use of laser plus exercise program to exercise 
program alone, for functional improvement (re-evaluation: 2 to 4 weeks after start 
of intervention) ........................................................................................................... 56 

Figure 24 – Pooled data from studies comparing use of laser plus exercise program to exercise 
program alone, for improvement in shoulder range of motion during (a) flexion, 
(b) abduction, (c) external rotation, and (d) internal rotation (re-evaluation: 2 to 3 
weeks after start of intervention) ............................................................................... 57 

 

 



IRSST -   Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

ix 

 
LIST OF ABBREVIATIONS 

ASES    American Shoulder and Elbow Surgeon Score 
CI Confidence interval 
CIRRIS Centre interdisciplinaire de recherche en réadaptation et en 

intégration sociale 
CMS Constant-Murley Score 
COX-2 Cyclo-oxygenase-2 
CRCHU Centre de recherche du centre hospitalier universitaire de Québec 
CRCHUM Centre de recherche du centre hospitalier de l’Université de 

Montréal 
CRHMR Centre de recherche de l’Hôpital Maisonneuve-Rosemont 
CSST Commission de la santé et de la sécurité du travail  
DASH Disabilities of the Arm, Shoulder and Hand 
ERLS External rotation lag sign 
ES    Effect size 
ESWT Extracorporeal shock wave treatment  
Euro-Qol-5D Euro-Qol 5 Dimensions 
Euro-Qol-VAS Euro-Qol Visual Analogue Scale 
Fit-HaNSA Functional Impairment Test-Head, and Neck/Shoulder/Arm 
FSET Functional Shoulder Elevation Test 
G Goniometer 
HSROC Hierarchical Summary Receiver Operating Characteristic 
I Inclinometer 
ICC    Intraclass correlation coefficient 
IRLS Internal rotation lag sign 
KSS Korean Shoulder Score 
KT  Kinesiotaping 
LDS  Lateral Displacement of the Scapula 
LSST Lateral Scapular Slide Test 
MCID Minimal clinically important difference  
MD Mean difference 
MDC Minimal detectable change 
MHz Megahertz 
MRA    Magnetic resonance arthrography 
MRI Magnetic resonance imaging 
NET Non-elastic taping 
NLR- Negative likelihood ratio 
NPV-  Negative predictive value 



x Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

 - IRSST 

 
NS COX Non-specific cyclo-oxygenase 
NSAIDs   Non-steroidal anti-inflammatory drugs  
NS-NSAIDs   Non-specific non-steroidal oral anti-inflammatory drugs 
OECD Organization for Economic Co-operation and Development 
OSS Oxford Shoulder Score 
PLR+ Positive likelihood ratio 
PPV+ Positive predictive value 
PRISMA Preferred Reporting Items for Systematic Reviews and Meta-

Analyses 
PSS Pennsylvania Shoulder Score 
QUADAS-2 Quality Assessment of Diagnostic Accuracy Studies 2 
QuickDASH Shortened version of the DASH 
RC Rotator cuff 
RC-QOL Rotator Cuff Quality of Life 
RCT Randomized clinical trial 
ROC Receiver Operating Characteristic 
RR Relative risk 
RTW Return to work 
SDT Scapular Dyskinesis Test 
SIS Shoulder impingement syndrome  
SMD Standardized mean difference  
Sn Sensitivity 
Sp Specificity 
SPADI Shoulder Pain and Disability Index 
SRM Standardized Response Mean 
SRQ Shoulder Rating Questionnaire 
SSET Simple Shoulder Endurance Test 
SST Simple Shoulder Test 
TENS Transcutaneous electrical nerve stimulator 
UCLA University of California – Los Angeles Shoulder Scale 
UEFI Upper Extremity Functional Index 
UEFS Upper Extremity Functional Scale 
ULFI Upper Limb Functional Index 
US Ultrasound 
VAS Visual Analogue Scale 
WA Weighted averages 
WORC Western Ontario Rotator Cuff 



IRSST -   Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

1 

 
1. INTRODUCTION 

Musculoskeletal disorders of the shoulder constitute a major problem among the general 
population and particularly among workers. Prevalence figures ranging from 7 to 26%1 in the 
course of a lifetime have been reported in the general population. Shoulder pain ranks third 
among musculoskeletal disorders (MSDs) as the reason for clinical consultation, behind low 
back pain and cervical pain.2 In addition to affecting the functional status and quality of life of 
the individuals affected, shoulder disorders in workers lead to increased absenteeism and 
decreased productivity.3 Workers who perform tasks with their arms above shoulder height or 
repetitive tasks are at greater risk of developing shoulder disorders, particularly rotator cuff (RC) 
tendinopathy.4  
 
According to data from the Commission de la santé et de la sécurité du travail du Québec 
(CSST), shoulder disorders are among the most common occupational injuries. For the 2005-
2007 period, the costs generated annually by CSST-accepted shoulder injuries totalled 
$393,204,738.5 These figures confirm the magnitude of the problem from the standpoint of 
human costs, costs related to loss of productivity and CSST payouts for this type of injury. Given 
these numbers, it is important that efforts be made both to prevent shoulder pathologies, which 
alter the health and quality of life of affected workers, and to improve their case management. 
 
1.1 Rotator cuff disorders 

Shoulder disorders can be classified under a variety of diagnoses. Those found most frequently 
in adults are disorders involving the RC tendons.6 They include RC tendinopathy with no tear 
(including shoulder impingement syndrome and bursa disorders) and partial or full-thickness 
tears in one or more of the RC tendons. These disorders may have different etiologies (e.g. 
traumatic or overload)7,8 and be associated with a variety of risk factors, such as repeated lifting 
of heavy loads,9 which puts workers who perform this type of task regularly at risk. RC 
tendinopathy is the shoulder disorder most frequently treated by clinicians and represents 50 to 
85% of all shoulder disorders.6 RC tears are also a frequent condition whose prevalence 
increases with age, particularly in people over 50. A RC tear can be described as either partial or 
full-thickness and can lead to symptoms such as pain at rest and during activity, decreased range 
of motion and strength, and functional impairments.10 
 
RC tendinopathy with no tear is a general designation for a combination of pain and decreased 
functional level associated with a disorder of one or more of the RC tendons.8 The mechanisms 
leading to this disorder may be intrinsic, extrinsic or a combination of the two.8 The extrinsic 
mechanisms are those causing compression of the RC tendons on the bursal side. The RC 
tendons and subacromial tissues are thus compressed in the subacromial space, particularly 
during arm elevation movements. The subacromial space is defined as the region between the 
coraco-acromial arch, the humeral head and the anterior aspect of the acromion. The subacromial 
space may be reduced in people with a RC disorder.8 This mechanism is regularly referred to as 
shoulder (or subacromial) impingement syndrome (SIS). 
 
The intrinsic mechanisms are those associated with tendon degeneration and are more often 
observed on the joint side of the RC than on the subacromial bursal side. Several hypotheses 
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have been advanced by various authors to explain the underlying reasons for this deterioration. 
They include, for example, the natural aging process, poor vascularization, tendon overload and 
impaired mechanical properties that result in decreased tendon strength during exposure to shear 
or traction forces. The symptoms frequently associated with RC tendinopathy are shoulder pain, 
decreased range of motion and strength, and decreased functional capacities.11 
 
Partial tears of the RC produce the same clinical symptoms as those seen in RC tendinopathy 
with no tear (and are often included in the family of RC tendinopathies). RC tears may be of 
traumatic origin or result from excessive use (or overload) of the arm, mainly during elevation. A 
partial tear of the RC consists of the fraying of one or more of its tendons, while a full-thickness 
tear is an injury that crosses the full thickness of the tendon. Various classification systems exist 
to characterize these tears.12 Generally speaking, they are based on the location of the lesion 
(posterosuperior or anterior), its extent (partial, >50% or <50%, massive), its pattern (joint or 
bursal side, or interstitial), the presence of fatty muscular atrophy and a retraction of the tendon 
(in full-thickness tears).12 
 
1.2 Problems associated with evaluation, treatment and return to 

work  

RC disorders cause symptoms that can become chronic over time.13 It is therefore important to 
ensure effective management, starting with clinical evaluation right through to the return to work 
(RTW) and including an optimal, evidence-based intervention. 
 
This knowledge review provides an update and overview of the latest scientific evidence on the 
measurement and/or diagnostic properties of clinical evaluation tools (clinical tests and 
diagnostic imaging modalities, clinical measurement tools, questionnaires and performance 
tests). Knowledge of these properties enables clinicians to choose the most appropriate tests or 
tools for any given situation, based not only on how the tools and tests perform but also on their 
specific features. A number of systematic reviews have been published in the past on the 
measurement and diagnostic properties of various evaluation tools, but several new studies have 
been published since that time. This knowledge review offers the advantage that it compiles 
information on a large number of evaluation tools and offers reflections on the specific role that 
each one may play in clinical evaluation. 
 
To date, many studies, including systematic reviews and meta-analyses, have been published on 
the various aspects of the clinical treatment of RC disorders. However, many of them involved 
heterogeneous populations, including participants presenting with conditions other than those of 
interest here (e.g. capsulitis, instability and post-surgical conditions). Also, the methodologies 
used have varied in quality. Few of the systematic reviews have pooled the literature deemed 
important for formulating general recommendations that take into account the most commonly 
used interventions. The result is that today, few clinical guidelines exist to support clinicians in 
their decision-making process when evaluating and treating RC disorders. An update and 
synthesis appeared necessary in order to clearly identify validated evaluation methods and 
treatments with recognized effectiveness, and hence to support evidence-based practices. 
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The RTW is another issue investigated in this review. Absenteeism has many consequences. 
Several studies have investigated factors or determinants that may promote the RTW or reduce 
the problem of work absenteeism.14,15 Clinical, sociodemographic and psychological factors 
(many of them related to the work environment) have been identified in these studies and already 
provide some direction for RTW planning. However, RC disorders constitute a specific problem 
and, to the best of our knowledge, very few prospective studies have focused either on such 
disorders in workers or on the factors that could encourage their RTW. These studies were 
therefore pooled in order to identify gaps in the literature and possible avenues for exploration in 
future studies, but also to guide clinicians involved in the RTW process of this specific 
population. 
 
1.3 Objectives of the knowledge review 

The main objective of this knowledge review is to synthesize the scientific evidence and make 
clinical recommendations about evaluation, medical and rehabilitation-related interventions, and 
RTW for workers with a RC disorder. The first specific objective is to summarize the scientific 
evidence available on the diagnostic and measurement properties of the clinical evaluation tools. 
More specifically, this report presents a review (meta-analyses) of data on the diagnostic validity 
of clinical and imaging tests in order to determine which are the most sensitive and specific for 
diagnosing RC disorders. It then presents an overview of systematic reviews on the measurement 
properties of clinical measurement tools, questionnaires and performance tests to identify which 
are valid, reliable and responsive to change. The second objective is to synthesize the evidence 
(systematic reviews with or without meta-analysis) on the effectiveness of the interventions used 
to treat RC disorders. Due to the variety of interventions available, only the most common are 
evaluated (i.e. interventions presenting enough evidence to allow for recommendations). The 
third specific objective is to present the evidence on the effectiveness of workplace interventions 
and on the prognostic factors related to absenteeism and RTW. Recommendations for clinicians 
are presented at the end of each section. 
 
This knowledge review is intended for researchers and clinicians seeking to update their 
knowledge about the evaluation, diagnosis and treatment of RC tendinopathy and tears in 
workers. It also addresses health administrators and decision makers who are faced with having 
to make decisions regarding the financial and professional resources to be allocated to these 
disorders. This review will better equip clinicians to identify the methods of evaluation, 
diagnosis and treatment that are deemed effective in the literature for patients with RC 
tendinopathies or tears, and ultimately enable them to offer better support for a sustainable RTW 
process.
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2. DIAGNOSTIC AND CLINICAL EVALUATION TOOLS  

This first part presents a review of the evidence available on the diagnostic and measurement 
properties of clinical evaluation tools used for RC disorders. Meta-analyses were performed on 
the diagnostic tools, while systematic reviews were performed on the measurement tools. The 
most pertinent results from a clinical standpoint are presented in each section. Following the 
description of the methodology used to carry out the systematic reviews/meta-analyses, an 
analysis of the diagnostic validity and/or measurement property(-ies) is presented for the 
following: 

• diagnostic tools: (1) clinical tests; (2) medical imaging techniques. 
• clinical measurement tools: (1) range of motion; (2) muscle strength; (3) scapular 

movement; (4) questionnaires; (5) mixed tools combining questionnaires and performance 
tests; and (6) performance tests. 

 
Lastly, clinical recommendations are presented at the end of each section to highlight the 
scientific evidence currently available on each tool. 
 
2.1 Diagnostic tools 

Several structures in the shoulder complex, as well as adjacent structures such as the cervical 
spine, can cause symptoms similar to those observed in the case of a RC disorder. It is therefore 
important to be equipped with diagnostic tools capable of distinguishing between the different 
disorders. A wide variety of diagnostic tools are available, but their use should be dictated by 
their diagnostic validity. For an evidence-based diagnostic process, the tools with high sensitivity 
serve to exclude patients who are more likely not to have the disorder while detecting those with 
a higher likelihood of having it. More specific tools are then used to confirm a diagnosis.16,17 The 
tools used most frequently to diagnose RC disorders are explored in this knowledge review; they 
consist of clinical tests performed during the physical examination of the patient and medical 
imaging tests.  
 
2.1.1 Research and analysis methodology 
 
Bibliographic search 
To perform an exhaustive review of the literature, three databases were consulted for the period 
from inception to December 2013: MEDLINE (by PubMed), Embase (by Ovid) and CINAHL 
(by Ebsco). A hand search was also done by reading recent literature reviews and systematically 
consulting the bibliographies of the articles retained. 
 
Study inclusion criteria 
The studies had to meet certain inclusion criteria regarding study population, diagnostic tools and 
diagnostic capacities. First, they had to include participants suffering from shoulder pain or 
suspected of having a RC disorder. Second, the diagnostic tools (clinical tests performed during 
the physical examination and imaging tests used for RC disorders) had to have been evaluated in 
the studies. For inclusion in the meta-analysis, the imaging studies had to use surgery 
(arthroscopic or open repair) as the reference test, whereas for the clinical tests, other reference 
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tests (such as ultrasound [US] or medical resonance imaging [MRI]) were accepted. Third, the 
studies had to present results on the criterion validity of the diagnostic (or index test) tools 
(accuracy or diagnostic validity: sensitivity [Sn], specificity [Sp], positive predictive values 
[PPV+] and negative predictive values [NPV-], positive likelihood ratio [PLR+] and negative 
likelihood ratio [NLR-] and overall diagnostic accuracy [expressed as a percentage]. Only 
studies that provided a two-by-two table (or enough data to construct one) were included in the 
meta-analyses. 
 
Data extraction and assessment of risk of bias of included studies 
A data extraction form was developed during the reading of the first articles in accordance with 
the recommendations made in the Cochrane Collaboration Handbook 
(http://handbook.cochrane.org/). This form was used to extract data on the population and tool 
under study, as well as the pertinent diagnostic qualities. A first reader performed the data 
extraction and a second reader then corroborated the information. 
 
The risks of bias were assessed using the Quality Assessment of Diagnostic Accuracy Studies 2 
(QUADAS-2), again as recommended in the Cochrane Collaboration Handbook.18 The 
QUADAS-2 is used to assess the extent to which the results of a study are likely to have been 
affected by biases. The QUADAS-2 assesses four possible sources of bias: (1) selection of the 
participants of interest. In this knowledge review, studies including only patients strongly 
suspected of having a RC disorder were considered at high risk of bias. In fact, these studies 
probably performed a pre-selection of participants, which could create a bias; (2) the diagnostic 
tool of interest. This item is used to verify whether the results for the tool of interest (index test) 
were interpreted “blind,” i.e. without taking into account the results of the reference test; (3) the 
reference test; an appropriate reference test must attain perfect diagnostic accuracy and have 
been interpreted blind; (4) retention of the participants of interest and the time interval 
between the dates when the index test and the reference test were conducted. Using this tool, two 
readers worked separately to assess the risk of bias of each included study, and their assessments 
were then compared. Any differences noted between the two assessments were discussed until 
consensus was obtained. 
 
Statistical analysis 
Meta-analysis was performed using the Hierarchical Summary Receiver Operating Characteristic 
(HSROC) model recommended by the Cochrane Group. The HSROC model allows the results of 
different diagnostic studies to be pooled and synthesized, while taking into account the 
variability between (inter-) and within (intra-) the studies.19-22 The analyses using the HSROC 
model were performed using “R,” the free software environment for statistical computing 
(http://www.r-project.org/ version 3.0.2) to produce overall estimates of the Sn and Sp for a 
group of studies, as well as a summary receiver operating characteristic (ROC) curve, which 
synthesizes variations in sensitivity and specificity based on the dichotomization threshold of a 
continuous variable. A confidence interval of 95% and a credible interval are also produced. The 
classic confidence interval assumes that the differences in the Sn and Sp between studies are 
caused solely by statistical instability related to sampling or measurement errors. All estimates 
should therefore revolve around a single Sn value and a single Sp value. In reality, for a given 
test, the Sn and Sp can vary over time, with different populations and different evaluators, or for 
any other condition that could influence test results. Under various conditions, the Sn and Sp 

http://handbook.cochrane.org/
http://www.r-project.org/
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could fluctuate between a range of values that reflects a change in reality and a range of values 
arising from statistical instability. The credible interval defines how the reality causes 
fluctuations in the Sn and Sp for reasons other than sampling or measurement errors. In this 
context, the confidence interval adds the uncertainty caused by sampling and measurement errors 
to the credible interval. The credible interval is therefore included within the confidence interval. 
The positive and negative likelihood ratios were also calculated using overall sensitivity and 
specificity.23 However, it was not possible to calculate the confidence interval of the likelihood 
ratios using the HSROC method. 
 
2.1.2 Results – Diagnostic value of clinical tests 

This section presents the results of the meta-analyses of clinical tests, followed by clinical 
recommendations. Next comes a discussion of the results of the meta-analyses of medical 
imaging diagnostics, also followed by clinical recommendations. The results are presented in 
terms of the different RC disorders. First, four meta-analyses were performed for the following 
disorders: (1) shoulder impingement syndrome (SIS); (2) full-thickness tears; (3) partial tears; 
and (4) subscapularis tendon tears. Also presented are the results of studies that assessed the 
diagnostic validity of a combination of several clinical tests. 
 
Research results, article selection and risk of bias of included studies 
The search of the three databases captured 1,020 citations (duplicates removed). Six additional 
articles were identified through a hand search, giving a total of 1,026 articles. Two readers (JS 
and CB) verified the admissibility of the articles based on the titles and abstracts, and then by 
reading the full articles. Further to attaining a consensus by both readers, 88 articles were 
retained for the full text review. After this reading, twenty-six of these articles were included in 
the meta-analysis 24-49 The risk of bias of each included study was then assessed. On the whole, 
the studies presented a low risk of bias (figure 1). Items 1 and 4 (participant selection and 
retention and time interval between tests) were the items most often regarded as a source of bias. 

 

 
Figure 1 – Risk of bias of included studies (n = 26) – Clinical tests 

1) Shoulder impingement syndrome (SIS) (table 1 and figure 2) 
The pooling of the data from the SIS studies appeared to point favourably, based on the Sn and 
NLR-, to the Hawkins-Kennedy test (Sn: 0.86; NLR-: 0.22). This result appeared to be 
confirmed by the secondary analysis. In this case, the data from the studies comparing the same 
tests (Hawkins-Kennedy, Neer’s and Painful Arc of Movement were compared in seven studies) 
on the same patients were pooled. These analyses also revealed the Hawkins-Kennedy test as 
having a slight advantage. Based on the overall Sp and the PLR+, it was the Painful Arc of 
Movement test that had the highest indices; it was in fact the only clinical test to present overall 
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Sn and Sp values higher than 0.80 for the diagnosis of SIS. However, no significant difference in 
the Sn and Sp was observed between the tests.1 

Table 1 – Diagnostic value of clinical tests for detection of SIS 

 Shoulder impingement syndrome (SIS) 

 N (study) N 
(shoulder) 

Overall Sn 
(95% CI) 

Overall Sp 
(95% CI) PLR+ NLR- 

Hawkins-Kennedy test 8 1142 0.86 
(0.65-1.00) 

0.65 
(0.40-0.87) 2.46 0.22 

Neer’s test 7 1045 0.81 
(0.56-0.99) 

0.60 
(0.30-0.88) 2.03 0.32 

Painful Arc of 
Movement test 5 964 0.82 

(0.43-1.00) 
0.82 

(0.53-1.00) 4.56 0.22 

Jobe’s (or Empty Can) 
test 5 766 0.74 

(0.43-1.00) 
0.67 

(0.35-0.95) 2.24 0.39 

Gerber’s  (or Lift-Off) 
test 2 131 0.42 

(0.04-0.94) 
0.72 

(0.23-1.00) 1.50 0.81 

Drop Arm test 2 676 0.25 
(0.01-0.75) 

0.90 
(0.48-1.00) 2.50 0.90 

  
 
 

 Shoulder impingement syndrome   

 

Neer’s and Hawkins-Kennedy, for same patients 

 

7 studies24-30  

 

Neer’s Hawkins-Kennedy 

N (shoulder) 1,045 1,041 

Overall Sn (95% 
CI) 0.80 (0.56-0.99) 0.86 (0.63-1.00) 

Overall Sp (95% 
CI) 0.61 (0.30-0.88) 0.63 (0.36-0.88) 

PLR+ 2.05 2.32 

NLR- 0.33 0.22 

  

  

  

                                                 
1 Overlapping credible intervals should be interpreted as an absence of significant difference between the tests. This 

is why we specify that our analyses suggest a possible advantage for the tests with higher Sn and Sp values. 
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 Shoulder impingement syndrome 

 Neer’s, Hawkins and Painful Arc of Movement, for same patients 

 5 studies 24-28 

 

Neer’s Hawkins-
Kennedy 

Painful Arc of 
Movement 

N (shoulder) 966 962 964 

Overall Sn (95% 
CI) 0.78 (0.52-0.98) 0.83 (0.59-0.99) 0.62 (0.31-0.91) 

Overall Sp (95% 
CI) 0.71 (0.35-1.00) 0.69 (0.37-0.97) 0.82 (0.62-1.00) 

PLR+ 2.69 2.68 3.44 

NLR- 0.31 0.25 0.46 

Abbreviations: Sn: overall sensitivity; Sp: overall specificity; PLR+ and NLR-: positive and negative likelihood 
ratios; CI: credible interval. 

Hawkins-Kennedy test Neer’s test Painful Arc of Movement test  

   
Jobe’s (or Empty Can) test Gerber’s (or Lift-Off) test Drop Arm test 

   
The circles represent each included study; the dotted blue line designates the confidence interval while the dotted red 
line designates the credible interval.   

Figure 2 – ROC curves for detection of SIS 
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2) Full-thickness RC tears (supraspinatus and/or infraspinatus; table 2, figure 3) 
For the detection of full-thickness RC tears, the Painful Arc of Movement test (Sn: 0.87, NLR-: 
0.33) obtained the highest overall Sn value. For overall Sp and the PLR+, the External Rotation 
Lag Sign (ERLS) stood out. Its overall Sp was very high (Sp: 0.98), as was its PLR+ (PLR+: 
29.0). The ERLS was also significantly more specific than both the Hawkins-Kennedy and 
Neer’s tests. No clinical test obtained an overall Sn and Sp higher than 0.80 for diagnosing full-
thickness RC tears. For the secondary analysis (pooling of studies that compared the same 
clinical tests used on the same patients), the Painful Arc of Movement test appeared to perform 
better for overall Sn (Sn: 0.87, NLR-: 0.33). For overall Sp, no test stood out (Sp < 0.70). The 
ERLS could not be retained in this secondary analysis. 

Table 2 – Diagnostic value of clinical tests for detection of full-thickness tears of rotator 
cuff 

 Full-thickness tear of RC (for supraspinatus and/or infraspinatus) 

 N (study) N 
(shoulder) 

Overall Sn 
(95% CI) 

Overall Sp 
 (95% CI) PLR+ NLR- 

Hawkins-Kennedy test 2 605 0.73 
(0.29-1.00) 

0.42 
(0.07-0.83) 1.26 0.64 

Neer’s test 2 601 0.61 
(0.20-0.98) 

0.43 
(0.07-0.81) 1.07 0.91 

Painful Arc of 
Movement test  2 605 0.87 

(0.34-1.00) 
0.40 

(0.05-0.90) 1.45 0.33 

Jobe’s (or Empty Can) 
test  4 855 0.69 

(0.35-1.00) 
0.70 

(0.40-0.94) 2.30 0.44 

External Rotation Lag 
Sign (ERLS) 3 247 0.58 

(0.30-0.85) 
0.98 

(0.89-1.00) 29.00 0.43 

Drop Arm test  2 598 0.25 
(0.01-0.75) 

0.90 
(0.48-1.00) 2.21 0.62 

 
 

 

Full-thickness tear of RC tendon (for supraspinatus and/or 
infraspinatus) 

 
Neer’s, Hawkins-Kennedy, Painful Arc of Movement and Jobe’s  

 
2 studies28,32 

 

Neer’s Hawkins-
Kennedy 

Painful Arc of 
Movement Jobe’s 

N 
(shoulder) 601 605 605 605 

Overall Sn 
(95% CI) 

0.61 
(0.20-0.98) 

0.73 
(0.29-1.00) 

0.87 
(0.34-1.00) 

0.68 
(0.22-1.00) 

Overall Sp 
(95% CI) 

0.43 
(0.07-0.81) 

0.42 
(0.07-0.83) 

0.40 
(0.05-0.90) 

0.67 
(0.22-0.99) 

PLR+ 1.07 1.26 1.45 2.06 

NLR- 0.91 0.64 0.33 0.48 
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Hawkins-Kennedy test Neer’s test Painful Arc of Movement test  

   
Jobe’s (or Empty Can) test External Rotation Lag Sign 

(ERLS) 
Drop Arm test  

   
The circles represent each included study; the dotted blue line designates the confidence interval while the dotted red 
line designates the credible interval. 

Figure 3 – ROC curves for detection of full-thickness tears 
3) Partial tears of the RC (supraspinatus and/or infraspinatus) (figure 4) 
With the data collected, it was only possible to combine two studies (n = 602 shoulders) for 
partial tears; both studies evaluated Jobe’s test.28,32 However, Jobe’s test had low Sn (0.47 [0.05-
0.91]; NLR- = 0.94) and low Sp (0.62 [0.20-0.94]; PLR+ = 1.24) for this diagnosis. 
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Jobe’s (or Empty Can) test 

 

Figure 4 – ROC curve for detection of partial tears 
4) Subscapularis tendon tears (table 3 and figure 5) 
Regarding the detection of full-thickness tears of the subscapularis tendon, it was possible to 
combine studies for two clinical tests: the Internal Rotation Lag Sign (IRLS) and Gerber’s (or 
Lift-Off) test. This meta-analysis showed the IRLS as having a stronger performance in terms of 
overall Sn and SP values and likelihood ratios. However, the Sn for both tests was low and no 
significant difference was observed between the tests. 

Table 3 – Diagnostic value of clinical tests for detection of subscapularis tendon tears 

 Full-thickness tear of subscapularis tendon  

 N (study) N 
(shoulder) 

Overall Sn  
(95% CI) 

Overall Sp 
(95%CI) PLR+ NLR- 

Internal Rotation Lag 
Sign (IRLS) 4 454 0.62 

(0.25-1.00) 
0.87 

(0.58-1.00) 4.77 0.44 

Gerber’s (Lift-Off) test 5 754 0.27 
(0.01-0.67) 

0.83 
(0.45-1.00) 1.59 0.88 

 
Internal Rotation Lag Sign (IRLS) 

 

Gerber’s (Lift-Off) Test 

 
Figure 5 – ROC curves for detection of full-thickness or partial subscapularis tendon tears 
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5) Combination of tests and clinical variables (table 4) 
It was not possible to perform a meta-analysis for this category because the tests and variables 
analyzed were not identical in the included studies. Seven studies25,37-42 that assessed the 
diagnostic value of combinations of tests were retained. Only combinations of tests that obtained 
Sn or Sp values over 0.70 in the individual studies are presented. 
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Table 4 – Diagnostic value of combinations of tests and clinical variables 

 Study N 
(shoulder) Specific tendon Specific 

disorder Sn Sp PLR+ NLR- 

Combination of clinical tests   
Gerber’s and Internal Rotation Lag Sign 
(IRLS) 

Fodor 
(2009)25 130 Subscapularis Tears 0.86 0.79 4.02 0.18 

Neer’s, Hawkins-Kennedy, Yocum, 
Jobe’s, Patte, Gerber’s, resisted internal 
rotation, Yergason’s, Palm Up, Popeye 
sign 

Naredo 
(2002)38 32 Infraspinatus Tears 0.71 0.90 7.05 0.33 

Three or more positive tests   
Hawkins-Kennedy, Neer, Painful Arc of 
Movement test, Jobe’s, resisted 
external rotation  

Michener 
(2009)37 55 - SIS 0.75 

(0.54-0.96) 
0.74 

(0.61-0.88) 
2.93 

(0.94-2.81) 
0.34 

(0.14-0.80) 

Combination of tests and variables    
Range of motion, sensitivity to touch, 
laxity, Painful Arc of Movement test  

Norregaard 
(2002)39 42 Supraspinatus Tears 0.67 0.90 6.70 0.37 

Atrophy of a RC muscle, sensitivity to 
touch, range of motion, Hawkins-
Kennedy, Gerber’s, Jobe’s, Speed’s, 
Yergason’s and Drop Arm tests 

Ostor 
(2005)40 94 Infraspinatus Tears 0.75 

(0.19-0.99) 
0.94 

(0.86-0.98) 12.50 0.27 

Combination of clinical tests and 
variables – 3 or more positive tests   

SPADI, nocturnal pain, pain during 
external rotation or resisted abduction, 
pain during passive rotation, ELRS, 
Speed’s, constant pain, Painful Arc of 
Movement test – 6 or more positive 
tests 

Cadogan 
(2013)41 203 - Tears 

0.88 
(0.69-0.96) 

0.66 
(0.59-0.73) 

2.57 
(1.91-3.27) 

0.19 
(0.07-0.47) 

7 or more positive tests  0.63 
(0.43-0.79) 

0.81 
(0.74-0.86) 

3.20 
(2.08-4.91) 

0.47 
(0.28-0.79) 

Age >39, painful arc of movement, joint 
crepitus (noise) – 2 positive tests 

Chew 
(2010)42 104 Supraspinatus - 0.75 

(0.62-0.84) 
0.81 

(0.65-0.91) 
3.82 

(2.02-7.24) 
0.32 

(0.20-0.49) 

3 positive tests     0.38 
(0.27-0.51) 

0.99 
(0.88-1.00) 

32.20 
(2.01-51.,46) 

0.63 
(0.52-0.76) 
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2.1.3 Discussion and clinical recommendations – Clinical tests 

The results show great variability in the Sn and Sp of clinical tests for detecting RC disorders 
(wide and overlapping credibility intervals). No test has both high Sn and high Sp for diagnosing 
a RC disorder. Based on the current scientific evidence, our recommendations are therefore as 
follows:   
 

• The Hawkins-Kennedy test is the test with the highest Sn for ruling out an SIS 
diagnosis, while the Painful Arc of Movement test has the highest Sp for 
confirming this diagnosis.   

• The Painful Arc of Movement test has the highest Sn for ruling out a full-
thickness tear of the RC, while the ERLS test has the highest Sp for confirming it. 

• The IRLS has the highest Sn and Sp for ruling out or confirming a full-thickness 
tear of the subscapularis tendon. 

 
Combinations of clinical tests and variables appear to offer better diagnostic capacities than 
clinical tests alone. However, other studies are needed to confirm this. It is important to note that 
diagnostic studies single out each clinical test for purposes of analysis while eliminating outside 
influences insofar as possible. While the pertinence of this procedure is understandable, we must 
stress how far removed it is from the clinical context and its consequent decrease in external 
validity. In the clinical context, a diagnostic test is never singled out, nor is it taken to be the only 
indicator of a disorder. Rather it is understood as part of an entire set of clinical variables (patient 
history, injury mechanism, lifestyle, occupation, etc.) and deficits noted during the examination, 
and it is all these factors that together guide the health professional in decision making. 
 
The importance of diagnostic accuracy thus depends only on the implications of the entire set of 
clinical variables and deficits in the clinical decision. A full-thickness tear of the RC must be 
clearly differentiated from SIS, for example, as this will influence clinical decisions. However, 
these decisions will be based only partly on the diagnostic tests. It is in fact an entire set of 
clinical tests and variables that motivate a clinical decision. Combinations of tests and clinical 
variables appear to be more representative of the clinical context. Future research should be 
conducted in this regard. The results of this meta-analysis are comparable to those of previous 
systematic reviews,50-53; however, we performed the exercise for more disorders and included a 
larger number of studies. Lastly, the results of this meta-analysis are only valid if these tests are 
performed in a standardized manner in a clinic and using the methods described by the groups 
that developed the different tests. 
 
2.1.4 Results – Diagnostic value of medical imaging 

The bibliographic search in the databases captured 2,304 citations (duplications removed).  
Following an initial identification by title and abstract, 264 articles were retained for reading in 
their entirety. Eight additional articles were identified through a hand search, giving a total of 
272 articles. Then, based on a reading of these articles, 80 were included in the systematic 
review (44 articles on ultrasound [US], 29 on magnetic resonance imaging [MRI] and 21 on 
magnetic resonance arthrography [MRA]; some of the articles evaluated more than one medical 
imaging test). The complete results were published in the British Journal of Sports Medicine.54 
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The results of the assessment of the studies’ risk of bias, performed using QUADAS-2, reveal 
that the first item (selection of the participants for the study) was the item most often rated as 
representing a high risk of bias. There may potentially have been a pre-selection of participants 
in numerous studies, which risks producing an overestimation of the prevalence of RC disorders. 
In addition, the third item (reference test) was often rated as having a high risk of bias (figure 6). 
For ethical reasons, it is difficult for surgeons to perform surgery without knowing the results of 
the imaging tests.  

 
US studies (n = 44) MRI studies (n = 29) MRA studies (n = 21) 

   
Figure 6 – Risk of bias of included studies – Medical imaging 

Main analyses 
Overall Sn and Sp – RC tendinopathy with no tear (table 5, figure 7) 
Only one meta-analysis for US could be performed for imaging tests related to tendinopathy with 
no tear (five studies pooled, 325 shoulders).55-59 Thus, while the overall Sn for US was lower 
(0.82), the overall Sp was very high (0.91). 

Table 5 – Diagnostic value of US for detection of RC tendinopathy with no tear 

 
RC tendinopathy with no tear 

N (study) N (shoulder) Sn (95% CI) Sp (95% CI) PLR+ NLR- 

Ultrasound 5 325 0.82 
(0.64-0.95) 

0.91 
(0.80-0.98) 9.11 0.20 

 

 

Figure 7 – ROC curve for detection of RC tendinopathy with no tear 
Overall Sn and Sp – RC tears (table 6, figures 8 and 9) 
Our results show high diagnostic values (overall Sn and Sp values equal to or higher than 0.90) 
for US, MRI and MRA, particularly for the detection of full-thickness tears in a RC tendon. For 
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the detection of partial tears, the overall Sn values for the tools were found to be lower, 
particularly for MRI and US. However, the overall Sp value and the PLR+ remain high for this 
disorder. For full-thickness tears, while the overall Sn and Sp values appear to be equivalent for 
the three tools, the PLR+ values indicate slight superiority for MRA. The same holds true for 
partial tears in terms of overall Sn, which is higher for MRA. However, no significant difference 
was observed between the tests for both Sn and Sp. 
 

Table 6 – Summary of main results 

 
Full-thickness RC tears  

N (study) N (shoulder) Sn (95% CI) Sp (95% CI) PLR+ NLR- 

Ultrasound 30 2412 0.91 
(0.86-0.94) 

0.93 
(0.90-0.96) 13.0 0.10 

MRI 23 1581 0.90 
(0.85-0.95) 

0.93 
(0.89-0.97) 12.9 0.11 

MRA 15 1544 0.90 
(0.83-0.95) 

0.95 
(0.91-0.98) 18.0 0.11 

 
Partial RC tear 

N (study) N (shoulder) Sn (95% CI) Sp (95% CI) PLR+ NLR- 

Ultrasound 22 2068 0.68 
(0.52-0.81) 

0.94 
(0.90-0.97) 11.33 0.34 

MRI 16 1195 0.67 
(0.50-0.82) 

0.94 
(0.88-0.99) 11.17 0.35 

MRA 15 1885 0.83 
(0.74-0.91) 

0.93 
(0.88-0.98) 11.86 0.18 

Abbreviation: CI: credible interval. 
 
 

Ultrasound Magnetic resonance imaging Magnetic resonance 
arthrography 

   
Figure 8 – ROC curves for detection of full-thickness RC tears 
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Ultrasound  Magnetic resonance 
imaging 

Magnetic resonance 
arthrography  

   
Figure 9 – ROC curves for detection of partial RC tears 

Secondary analyses 
Overall Sn and Sp according to equipment characteristics (table 7) 
Our secondary analyses revealed that an electromagnetic flux density of 3.0 Tesla (T) confirms 
partial RC tears more effectively than a density of 1.5 T (however, the difference is not 
significant), whereas for full-thickness tears, a density greater than 1.5 T offers no diagnostic 
advantage. Regarding ultrasound, our analysis did not reveal any greater effectiveness with the 
use of frequencies of 7.5 megahertz (MHz) or more, across the disorder spectrum.  

Table 7 – Diagnostic value of US, MRI and MRA, by equipment characteristics, for 
detection of partial RC tears 

 

Partial RC tear 

≤ 7.5 MHz (US); ≤ 1.5 T (MRI and MRA) > 7.5 MHz (US); 3.0 T (MRI and MRA) 

N 
(study) 

N 
(subject) Sn (95% CI) Sp (95% CI) N 

(study) 
N 

(subject) Sn (95% CI) Sp (95% CI) 

Ultrasound 12 1,300 0.68 
(0.49-0.85) 

0.94 
(0.90-0.98) 9 715 0.61 

(0.33-0.86) 
0.94 

(0.85-0.99) 

MRI 13 847 0.61 
(0.42-0.80) 

0.90 
(0.82-0.96) 3 348 0.73 

(0.44-0.97) 
0.98 

(0.85-1) 

MRA 10 1,504 0.82 
(0.68-0.94) 

0.91 
(0.81-0.97) 4 303 0.85 

(0.63-0.98) 
0.93 

(0.81-1) 
Abbreviation: CI: credible interval. 
 

2.1.5 Discussion and clinical recommendations – Medical imaging 

This meta-analysis confirmed that US, MRI and MRA are highly specific tools for diagnosing all 
types of RC disorders, as well as highly sensitive, particularly for full-thickness RC tears. 
Overall, our results were similar to those presented in previous systematic reviews.16,60-64 The 
conclusions put forward in the latter meta-analyses and those presented in this review are very 
similar, despite differences in statistical methods and included studies. As was the case in the 
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reviews conducted by Dinnes et al.61 and  Jesus et al.,60 the results confirm that the three tools 
perform similarly, although MRA may be slightly superior for partial RC tears. The evidence 
also shows that partial tears are the most difficult to diagnose. 
 
Clinically, it is full-thickness RC tears that are of the greatest interest. In fact, regardless of 
whether imaging reveals a partial tear or tendinopathy with no tear, the therapeutic approach will 
generally be similar and non-surgical, whereas the presence of a full-thickness tear points to a 
surgical approach.65 When the latter is recommended, the acute nature of the disorder, pain 
intensity, disability and size of the tear must also be taken into consideration.65 It is therefore the 
results showing high and similar Sn and Sp values for the three diagnostic modalities for full-
thickness RC tears that are the most pertinent from a clinical perspective. 
 
It is therefore recommended that US, which has a diagnostic accuracy similar to that of MRI but 
is less costly, be used for diagnosing RC disorders. It is important to bear in mind that the health 
professionals (radiologists, sonographers and orthopedists) who took the ultrasonographic 
measures in the included studies had special training, and that a learning curve is involved in the 
use of US. In cases where US does not provide a specific diagnosis, MRI and MRA may offer 
interesting alternatives. Moreover, clinical situations in which other shoulder conditions must 
also be considered, such as a disorder of the joint cartilage or the labrum, and situations where it 
is important to assess the presence of fatty infiltration in a muscle, could justify the use of MRI 
or MRA. However, in most circumstances, we first recommend using a combination of different 
clinical evaluation tests that are non-invasive and less costly before medical imaging, as these 
technologies are primarily appropriate for confirming certain specific disorders. 
 
Clinical recommendations: 

• The use of imaging tests is particularly appropriate for confirming the presence of a full-
thickness tear in patients suspected of having such a tear, based on clinical tests. 

• While imaging can be used during the acute phase for patients who, from the clinical 
standpoint, are strongly suspected of having a full-thickness tear, the failure of 
conservative treatments also indicates the need for further investigation. 

• When an imaging test is deemed pertinent, US should be given priority as it is less costly. 
• If US does not provide a definitive diagnosis consistent with the clinical picture, MRI is 

recommended first, then MRA. 
 
2.1.6 Conclusion 

The diagnostic validity of clinical and medical imaging tests has been presented in this section. 
While this knowledge review revealed only moderate diagnostic effectiveness for clinical tests, 
they can still be useful in producing an accurate diagnosis, mainly when used in combination 
with other clinical variables. For its part, medical imaging offers excellent diagnostic value, 
particularly for identifying full-thickness RC tears. 
 
Following the diagnosis of a RC disorder, clinicians will use a variety of tools to follow and 
observe the progression in a patient’s condition. The next section looks at the measurement 
properties of clinical measurement tools, self-report questionnaires and performance tests. 
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2.2 Clinical measurement tools 

Several evaluation tools can be used to assess a patient’s condition as well as changes in his or 
her condition over time (improvement, stability or deterioration). These tools are crucial in 
clinical decision making and in determining an intervention’s effectiveness during a care 
episode. The tools chosen must therefore be reliable, valid and responsive to change if they are to 
yield an accurate evaluation of the patient’s condition and progress. In the case of RC disorders, 
tools for measuring range of motion, muscle strength and scapular movement are generally used, 
along with self-report questionnaires and performance tests, to assess functional level, symptoms 
or quality of life. The measurement properties of these evaluation tools are discussed in this 
section of the report. 
 
2.2.1 Research and analysis methodology 

Bibliographic search 
A systematic search for articles published before January 1, 2014 was conducted in three 
databases (PubMed, Embase and CINAHL) to identify literature on the subject. A hand search of 
additional articles was also performed. 
 
Study inclusion criteria 
Clinical measurement tools 
To be included in the systematic reviews, the studies had to meet the following criteria: (1) the 
muscle strength or range of motion measures had to involve the shoulder in symptomatic patients 
(regardless of the disorder) or asymptomatic patients. We chose to include asymptomatic 
disorders in these systematic reviews because there would have been an insufficient number of 
articles otherwise; (2) the measurement tools included in the systematic reviews were the 
goniometer, inclinometer, manual muscle testing, stationary and hand-held dynamometers, and 
clinical tests for evaluating scapular position or movement; (3) the studies had to focus on the 
tools’ measurement properties and contain analyses of their reliability, validity or responsiveness 
to change. 
 
Self-report questionnaires, performance tests and mixed tools 
(1) The first inclusion criterion for the studies concerned the population under study; the 
population (all or part) had to present with a RC disorder; (2) for inclusion in the systematic 
reviews, the studies had to focus on one of the following self-report questionnaires on the 
shoulder or upper extremities: Disabilities of the Arm, Shoulder and Hand (DASH) or its 
shortened version (QuickDASH); Upper Limb Functional Index (ULFI); Upper Extremity 
Functional Scale (UEFS); Upper Extremity Functional Index (UEFI); American Shoulder and 
Elbow Surgeon Score (ASES); Shoulder Pain and Disability Index (SPADI); Simple Shoulder 
Test (SST); Oxford Shoulder Score (OSS); Pennsylvania Shoulder Score (PSS); Rotator Cuff 
Quality of Life (RC-QOL); Western Ontario Rotator Cuff index (WORC); or on one of the 
following performance tests or mixed tools combining a questionnaire and performance tests: 
Constant-Murley Score (CMS); Functional Impairment Test-Head, and Neck/Shoulder/Arm (Fit-
HaNSA); Functional Shoulder Elevation Test (FSET); Korean Shoulder Score (KSS); Simple 
Shoulder Endurance Test (SSET); and University of California – Los Angeles Shoulder Scale 
(UCLA). The investigation carried out in this knowledge review was limited to these 
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questionnaires because they are the most frequently used, and a sufficient amount of data on 
them has been published; (3) the studies had to present psychometric properties for one or more 
of these questionnaires. 
 
Measurement properties of the tools 
A reading of the included articles revealed that a vast amount of statistical data had been 
explored. However, to reduce the content of our review, only the measurement properties most 
pertinent from the clinical standpoint will be presented. The same measurement properties were 
extracted – reliability, validity and responsiveness to change – for the clinical measurement tools 
and self-report questionnaires. First, reliability refers to a tool’s capacity to provide a stable 
measure free of random error.66 It is usually quantified by Cohen’s kappa coefficient or the 
intraclass correlation coefficient (ICC), and the minimal detectable change (MDC). Next, 
validity refers to the absence of systematic error in the measure; it evaluates whether the tool 
truly assesses what it is supposed to.66 Several types of validity exist, but the one presented here 
is a type of construct validity, namely, discriminant validity. Lastly, responsiveness to change is 
the ability of a tool to assess clinically important change in a patient over time.66 It can be 
quantified in terms of the minimal clinically important difference (MCID), effect size (ES) or 
standardized response mean (SRM). 
 
Data extraction and assessment of the methodological quality of the studies 
A data extraction form was developed in accordance with the recommendations of the Cochrane 
Collaboration. A first reader performed the extraction, which was then corroborated or 
completed by a second reader. Both readers assessed the methodological quality independently. 
The Critical Appraisal of Study Design for Psychometric Articles form,67 designed for studies 
evaluating the  psychometric properties of measurement tools, was used. This form contains 12 
items (one item on the research question, five items on the study design, two on questionnaires 
and their application, three on statistical analyses and one on recommendations). Two points was 
awarded if the article included the aspects required for each item, one point if it partially satisfied 
the requirement, and no point if the aspect was either not covered at all or inadequately covered. 
The score was expressed as a number over 100 (low methodological quality: 0-49%, moderate: 
50-74%, and high: 75-100%). 
 
Statistical analysis 
Comparable data were pooled and weighted averages (WAs) over all studies (weighted by 
sample size) were calculated for the ICC, MDC, ES and SRM. 
 
2.2.2 Results – Clinical measurement tools 

For the systematic reviews on clinical measurement tools, 107 articles were retained (24 articles 
for scapular movement and position, 34 for range of motion, and 49 for shoulder muscle 
strength).  The methodological quality of each article was assessed. Expressed as percentages, 
the methodological quality of the articles ranged from 36% to 100%. The results for the range-
of-motion measures will be presented first. These will be followed by the results for muscle 
strength, and lastly, by those for scapular movement and position. This section presents an 
update of a systematic review on the same subject.68 
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Range-of-motion measures (table 8) 
Range-of-motion measures play an important role in clinical examinations of the shoulder.  They 
support the diagnosis and help in assessing movement restrictions and determining a patient’s 
progress relative to the initial deficits.69 Range of motion can be measured using different tools, 
but goniometers and inclinometers are those most often used. This section presents the 
measurement properties of these tools for the following movements: flexion, abduction, internal 
rotation at 90° of shoulder abduction and external rotation (at 0° or 90° of shoulder abduction). 
The measures taken in sitting, lying, or standing position were combined because the results and 
conclusions were similar. 
 
Flexion (sagittal plane): The goniometer and inclinometer show excellent intrarater reliability 
for active flexion, while interrater reliability varies from good to excellent. Both tools show 
good to excellent intra- and interrater reliability for passive flexion. The MDCs are shown in 
table 8.70 
 
Abduction (frontal plane): For active range of motion, the goniometer and inclinometer show 
excellent ICCs for intrarater reliability, and good to excellent ICCs for interrater reliability.  For 
passive motion, both tools show excellent intra- and interrater reliability. The MDCs are shown 
in table 8.71-73 
 
Internal rotation at 90° of abduction: For active measures, the goniometer shows excellent 
intra- and good interrater reliability respectively. The inclinometer shows excellent intra- and 
interrater reliability. For passive measures, the goniometer shows excellent intra- and good 
interrater reliability respectively, whereas the goniometer shows ICCs that are mostly good. The 
MDCs are shown in table 8. 
 
External rotation at 0° and 90° of abduction: For active measures, the goniometer shows 
excellent intra- and interrater reliability, while the inclinometer shows excellent and good 
reliability for the intra- and interrater measures respectively. For passive range of motion, 
intrarater reliability is excellent for the goniometer and good to excellent for the inclinometer. 
Interrater reliability varies from moderate to excellent for both tools. The MDCs are shown in 
table 8. 
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Table 8 – Intrarater reliability of goniometer (G) and inclinometer (I) for assessing active 
range of motion  

   All subjects Symptomatic subject Asymptomatic subject 

   ICC MDC 95 (°) ICC MDC 95 (°) ICC MDC 95 (°) 

Range 

Flexion 

G 0.53-0.96 8 0.53-0.97 11 0.89-0.96 7 
I 0.79-0.78 21 0.80-0.98 28 0.75-0.95 14 

Number 
of 

shoulders 

G 164 34 81 11 103 23 

I 253 32 148 32 157 32 

Number 
of studies 

G 6 1 4 1 4 1 
I 8 1 6 1 5 1 

Weighted 
average 

G 0.90 8 0.80 11 0.84 7 

I 0.90 21 0.90 28 0.88 14 

Range 

ABD 

G 0.58-0.98 14 0.58-0.97 14 0.89-0.98 14 
I 0.56-0.97 20 0.56-0.97 15 0.61-0.97 24 

Number 
of 

shoulders 

G 144 34 61 11 83 23 

I 143 32 83 32 92 32 

Number 
of studies 

G 5 1 3 1 3 1 
I 6 1 4 1 3 1 

Weighted 
average 

G 0.93 14 0.91 14 0.95 14 

I 0.89 20 0.91 15 0.83 24 

Range 

IR 

G 0.60-0.96 12-18 0.67-0.96 14-19 0.60-0.95 11-16 
I 0.59-0.99 16 0.32-0.94 16 0.77-0.99 18 

Number 
of 

shoulders 

G 202 93 109 48 113 45 

I 193 32 103 32 122 32 

Number 
of studies 

G 6 2 4 2 5 2 
I 8 1 5 1 4 1 

Weighted 
average 

G 0.83 16 0.83 18 0.85 13.2 

I 0.93 16 0.81 16 0.90 18 

Range 

ER 

G 0.65-0.98 14 0.65-0.97 14 0.86-0.98 14 
I 0.59-0.99 16 0.59-0.97 3 0.85-0.99 16 

Number 
of 

shoulders 

G 133 34 80 11 73 23 

I 193 32 51 41 142 32 

Number 
of studies 

G 5 1 4 1 3 1 
I 8 1 3 1 5 1 

Weighted 
average 

G 0.92 14 0.94 14 0.92 14 

I 0.93 16 0.92 3 0.94 16 
Abbreviations: ICC: intraclass correlation coefficient; MDC (95): minimal detectable change (based on a confidence 
interval of 95%); G: goniometer; I: inclinometer; ABD: abduction; IR: internal rotation; ER: external rotation. 
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In summary, the universal goniometer and the inclinometer both have excellent intrarater 
reliability and moderate to excellent interrater reliability. The MDC values do not appear to 
favour one over the other. Values vary between 8° and 23° for active range of motion (all 
positions and all subjects combined) and between 3° and 21° for passive range of motion. 
However, no studies were found on responsiveness to change or on minimal clinically important 
difference (MCID) in measures of the shoulder’s range of motion. Additional data are needed on 
the MDC to confirm the results obtained since, for the most part, those obtained were based on 
very small study samples. 
 
Muscle strength 
Muscle strength assessment is an important part of shoulder assessment as the scapulothoracic 
and scapulohumeral muscles are essential to shoulder mobility and stability.74 Shoulder muscle 
strength can be estimated by means of a manual muscle assessment or measured more 
objectively with a hand-held dynamometer, which allows maximal voluntary strength to be 
measured during an isometric contraction, or with a stationary dynamometer, which allows 
maximal voluntary isometric strength and maximal isokinetic strength to be measured. 
 
Manual muscle assessment 
Although manual muscle assessment is widely performed in the clinical setting, few studies have 
investigated its validity and reliability. Its validity has in fact been questioned, since only 20% of 
maximal strength is needed to obtain a score of 4 (out of 5).75 Only one study was found on the 
intra- and interrater reliability of manual muscle assessment of the shoulder.76 The results 
obtained showed good to excellent intrarater reliability (for flexion, ICC: 0.76; for external 
rotation; ICC: 0.86), and moderate to good interrater reliability (flexion, ICC: 0.72; external 
rotation, ICC: 0.55). 
 
Hand-held dynamometer 
For hand-held dynamometers, the validity of maximal isometric strength testing was investigated 
using a stationary dynamometer as the reference test. However, the various studies presented 
conflicting results, with correlations ranging from low to high (0.28 ≤ r ≤ 0.94).74,77,78 The main 
differences between these studies concerned the brand of device used, populations studied and 
muscle groups tested. That said, the only study that analyzed symptomatic subjects obtained the 
strongest correlation (r ≥ 0.81, n = 38).74 Generally speaking, intrarater reliability (for the 
flexors, abductors, and internal and external rotators of the shoulder) varied from good to 
excellent, with weighted averages (WAs) greater than 0.86 (WA of the ICCs: 0.87 to 0.97). 
Interrater reliability, which was assessed for the same muscle groups, also varied from good to 
excellent, with weighted averages greater than 0.83 (WA of the ICCs: 0.83 to 0.93). The 
intrarater MDC was assessed at 31.5 N (newton) in only one study (n = 20).79 Lastly, one study 
examined responsiveness to change of the measures of strength obtained using a hand-held 
dynamometer in a population with a variety of shoulder disorders (n = 107). The authors 
obtained a moderate responsiveness to change (SRM: 0.6) for the abductors, flexors and external 
rotator muscles of the shoulder.79 
 
Stationary dynamometer 
For flexion, abduction and external rotation, the weighted averages for intrarater reliability 
varied from good to excellent (WA of the ICCs excellent for flexion and abduction: 0.86 to 0.94; 
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good for external rotation: 0.75 to 0.76). Only one study examined interrater reliability for 
abduction; it obtained an ICC of 0.93 for symptomatic subjects (n = 17).80 Another study 
compared maximal concentric strength and maximal eccentric strength during internal and 
external rotation, showing excellent test-retest reliability for both types of contraction 
(concentric: ICC: 0.88 to 0.94, eccentric: ICC: 0.87 to 0.94).81 The MDC for maximal isokinetic 
strength was assessed for internal and external rotations and for abduction and adduction. It 
varied between 21% and 43% (n = 20),82 which limits its use for measuring the effectiveness of a 
treatment.  More studies are needed to confirm this assertion. 
 
Overall, intra- and interrater reliability of both hand-held and stationary dynamometers varied 
from good to excellent, thus supporting their use in the clinical setting. Additional studies are 
needed, however, particularly on the MDC and responsiveness to change. Lastly, manual muscle 
assessment should also be performed, bearing in mind its limitations. 
 
Scapular movement and position 
Scapular movements are essential to shoulder mobility as more than 35% of its mobility depends 
on the scapulothoracic joint (combined movement of the sternoclavicular and acromioclavicular 
joints) during elevation movements. In fact, the posterior tilting and external rotation of the 
scapula create adequate space under the acromion for the RC to pass underneath during arm 
elevation, thus preventing an abutment phenomenon, and secondarily, RC disorders. Certain 
alterations in scapular position and movement may serve as an indication of a shoulder disorder 
for clinicians.83,84 Three types of clinical measures can be used for evaluation purposes: linear 
measures, angular measures and qualitative observation of movement. 
 
Linear measures of scapular position (table 9) 
The Lateral Scapular Slide Test (LSST) is used to evaluate scapular position relative to a fixed 
point on the spinal column with the arms in three positions: arms in resting position, hands on the 
hips, and arms at 90° of abduction.85-87 The measure is taken bilaterally between the inferior 
angle of the scapula and the thoracic spinous process on the same horizontal plane. It has been 
established that, to be positive, a bilateral difference of more than 1.5 cm must be observed.88 
The validity of this threshold is questioned, however, by a study which shows such asymmetry 
(≥1.5 cm) in 73% of asymptomatic athletes for at least one of the LSST positions.89 Moreover, 
by using this threshold, the Sn of the LSST is limited (between 4 and 50%) for discriminating 
between individuals with a shoulder disorder and those without. Its reliability results are 
nonetheless acceptable. The weighted averages for intra- and interrater reliability of the LSST 
are excellent and moderate respectively. 
 
The Lateral Displacement of the Scapula (LDS) test evaluates the protraction of the scapula in 
resting position. It is measured as the distance between the posterior angle, the acromion or the 
base of the scapular spine, and the spinous process.85,86,90 Intrarater reliability is excellent while 
interrater reliability is good. A method for measuring scapular depression (the vertical distance) 
has also been proposed, and that is, quantifying the vertical distance between the posterior angle 
of the acromion and the C7 spinous process.85 Both the intra- and interrater reliability for this 
measurement are good in asymptomatic subjects.85 Lastly, normalized scapular position is used 
to determine the normalized horizontal distance between the scapula and the spinal column. The 
intra- and interrater reliability for this measure are good and moderate respectively. The LSST 
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and LDS showed a strong correlation (r > 0.70) with measures taken radiographically,91 while no 
association was shown between linear measures of scapular position and the self-report 
questionnaires on pain and functional limitations.90 The linear measures presented here should 
not therefore be used as a test for discriminating between patients with these problems and those 
without, but rather as a tool for clinically measuring scapular position. 

Table 9 – Intrarater reliability of linear measures of scapular position and movement 
  

All subjects Symptomatic subject Asymptomatic 
subject 

  
ICC ICC ICC 

Range 

LSST 

0.52 – 0.97 0.52 – 0.96 0.75 – 0.95 
Number of 
shoulders 426 215 263 

Number of studies 10 4 10 
Weighted average 0.85 0.82 0.84 
Range 

LDS 

0.77 – 0.98 0.91 – 0.97 0.77 – 0.98 
Number of 
shoulders 293 45 248 

Number of studies 7 1 7 
Weighted average 0.91 0.95 0.90 
Range 

Normalized 
scapular position 

0.34 - 0.97 0.75 - 0.82 0.34 - 0.97 
Number of 
shoulders 235 90 190 

Number of studies 5 1 5 
Weighted average 0.72 0.79 0.70 
Range 

Vertical distance 

0.72 - 0.78 - 0.72 - 0.78 
Number of 
shoulders 30 - 30 

Number of studies 1 - 1 
Weighted average 0.75 - 0.75 

Abbreviations: ICC: intraclass correlation coefficient; LSST: lateral scapular slide test; LDS: Lateral displacement 
of the scapula. 
 
Angular measures of scapular position 
Two methods were proposed for evaluating the angular position of the scapula in external 
rotation (or upward rotation) in static position.91,92 To carry them out, the inferior angle of the 
scapula and spinous process located on the same horizontal plane as the root of the scapular 
spine and as the inferior angle of the scapula must be palpated and marked. The main differences 
between the two methods used in these studies pertain to the mathematical formulas and 
instruments used to measure the distances between the marks. Conflicting results emerge from 
the two studies that assessed the reliability of these measures. In the case of the first method, 
intra- and interrater reliability were excellent for asymptomatic subjects (ICC: 0.97). Moreover, 
this measure showed strong correlation with a radiographic measure (r ≥ 0.88).92 In the second 
method (n = 15), interrater reliability varied from moderate to excellent (ICC: 0.64 and 0.84), 
while its correlation with a radiographic measure varied from low to moderate (r: 0.43 and 
0.60).91 
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Different types of inclinometers can be used to measure the external rotation of the scapula in 
static position. Johnson et al.93 examined a digital inclinometer attached to the shoulder bone in 
subjects with or without a shoulder disorder (n = 39) and found excellent intrarater reliability 
(ICC: 0.89 to 0.96). Construct validity was assessed by comparing the static or dynamic 
measures obtained with a digital inclinometer (with the arm at rest, and at 60°, 90° and 120° of 
arm elevation) and a three-dimensional motion analysis system. A higher correlation between the 
inclinometer and motion analysis system (r: from 0.74 to 0.92) was obtained for static measures 
than for dynamic measures (r: from 0.59 to 0.73). 
 
Two other studies investigated measures of external rotation of the scapula obtained using an 
inclinometer, in subjects with or without shoulder disorders (n = 116).86,94 The inclinometer was 
manually positioned along the scapular spine (with the arm at rest, or at 0°, 45°, 90° or 135° of 
elevation).94 Both studies showed excellent intrarater reliability (ICC > 0.90; standard error of 
measurement [SEM]: 0.8 – 1.0°). Lastly, Lewis et al.86 studied measures of scapular tilt, with the 
arm at rest, using an inclinometer. The device was placed between the root of the scapular spine 
and the inferior angle of the scapula. The study showed excellent intrarater reliability for this 
measure (ICC > 0.90; SEM: 0.8 – 1.0°). All these studies suggest good reliability for tools 
measuring scapular position and movement. However, the validity and clinical usefulness of 
most of these measures has yet to be established. 
 
Qualitative observation of scapular movement 
Kilber et al.95 developed an observation-based clinical test that allows scapular movement to be 
assessed during arm elevation. Three abnormal movement patterns were described (prominence 
of the inferomedial angle, medial border or superior scapular border). This method yielded low 
to moderate intra- and interrater reliability (intra-: k: 0.59 and 0.49; inter-: k: 0.42 and 0.31; [n = 
26]). 
 
Another test, the Scapular Dyskinesis Test (SDT) has also been proposed for evaluating scapular 
movement through observation.96,97 When the patient elevates his or her arm with a dead weight 
in hand, the clinician rates the movement as being (a) normal, (b) slightly abnormal, or (c) 
abnormal. Performed on healthy athletes, this test yielded moderate interrater agreement (kw: 
0.48 and 0.61).96 Discriminant validity was evaluated by means of a three-dimensional (3D) 
measure of scapular movement.97 A 3D analysis revealed that the subjects with “abnormal” 
scapular movement presented external rotation of the scapula and more limited clavicular 
elevation along with greater clavicular protraction (p<0.05) compared to subjects with normal 
movement. Other studies on symptomatic subjects are needed, however, before this test can be 
recommended for use. 
 
2.2.3 Discussion and clinical recommendations – Clinical 

measurement tools 

Based on this knowledge review, most of the clinical measurement tools presented in these 
systematic reviews appear to show acceptable reliability. That said, little data exist on their 
responsiveness to change, which limits their usefulness for evaluating the effects of an 
intervention. If combined with other assessment tools (such as self-report questionnaires), 
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clinical measurement tools still appear to have an important role to play. The following 
conclusions were reached: 

• Measures of range of motion using the goniometer and inclinometer, as well as those of 
muscle strength using hand-held and stationary dynamometers, are reliable and should be 
used to quantify range of motion and strength. However, the responsiveness of these 
measures to change has yet to be confirmed.   

• Priority should be given to measuring isometric strength using a hand-held dynamometer 
rather than to manual muscle assessment, which is not valid. 

• Linear measures of the scapula should not be used to discriminate between injured and 
uninjured shoulders. Their use should be limited to characterizing scapular position. 

• The reliability and validity of qualitative observation of scapular movement needs to be 
confirmed in symptomatic subjects before it can be recommended for use. 

 
2.2.4 Results – Self-report questionnaires 

A total of 714 articles were retrieved as a result of the bibliographic search. After a reading of 
the titles, abstracts or articles themselves, 120 were included in the systematic review. The 
results of the assessment of the methodological quality of the studies ranged from 33% to 96%. 
The complete results for this part of the knowledge review were published in the journal 
Disability and Rehabilitation.98 
 
Reliability of the questionnaires 
Test-retest reliability (table 10) 
Test-retest reliability for all included questionnaires ranged from good to excellent, with 
excellent weighted averages for the ICCs (0.89 ≤ ICC ≤ 0.96). The weighted average of the 
MDCs (90%) was established for each questionnaire except the RC-QoL. They varied between 
6.4% and 20.8% of the total score. 
 
Validity of the questionnaires  
Content validity 
Generally speaking, all the included questionnaires were seen by the patients or committees of 
experts as clear and pertinent to the evaluation of shoulder conditions. 
 
Construct discriminant validity 
This validity was evaluated for seven of the questionnaires included in the review. The ASES 
distinguishes between various levels of functional limitation.99 The SST, DASH, UEFI and 
UEFS questionnaires differentiate patients on the basis of their level of compensation.100-102 The 
DASH discerns various levels of limitations.103,104 Lastly, the WORC discriminates between 
patients based on the severity of their symptoms100 and patients whose disorders may or may not 
affect their work.105 
 
Responsiveness to change  
Effect size (ES) and standardized response mean (SRM) (table 11) 
All the included questionnaires showed high responsiveness to change for populations suffering 
from a RC disorder, with the weighted means for the SRM and the ES all above 0.92.  
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Minimal clinically important difference (MCID) (table 12) 
This type of responsiveness to change was explored for most of the questionnaires (SPADI, 
DASH, QuickDASH, SST, ASES, OSS, PSS, UEFI and WORC) administered to patients with a 
RC disorder. It varied from 8% to 20.3% of the total score. 
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Table 10 – Test-retest reliability of self-report questionnaires  

 

Questionnaire 
specific to RC 

disorders  
Questionnaire specific to shoulder Questionnaire specific to upper extremities 

 

RC-QOL WORC SST (/12) OSS 
(/48) PSS ASES SPADI UEFI (/80) UEFS 

(/80) ULFI DASH QuickDASH 

ICC   

Range 0.94 0.84 ‒ 
0.99 

0.86 ‒ 
0.99 

0.83 ‒ 
0.99 0.94 0.75 ‒ 

0.96 
0.66 ‒ 
0.96 

0.85 ‒ 
0.95 

0.92 ‒ 
0.96 

0.93 ‒ 
0.98 

0.77 ‒ 
0.98 0.82 ‒ 0.94 

Number of 
shoulders 22 500 314 294 40 444 730 81 65 132 841 528 

Number of 
studies 1 8 3 5 1 9 13 2 2 4 15 7 

Weighted 
average 0.94 0.91 0.89 0.95 0.94 0.90 0.90 0.90 0.95 0.96 0.88 0.91 

MDC (90%)   

Range ‒ 5.8 ‒ 
16.1 2.4 ‒ 2.8 6.5 12.1 6.4 16.3 ‒ 

18.1 9.1 12.9 7.9 ‒ 10.5 6.6 ‒ 13.7 12.9 ‒ 14.4 

Number of 
shoulders ‒ 185 116 79 40 63 242 43 22 174 237 121 

Number of 
studies ‒ 3 2 1 1 1 3 1 1 4 4 2 

Weighted 
average 

(% du score 
total) 

‒ 12.8 
(12.8%) 

2.5 
(20.8%) 

6.5 
(10.8%) 

12.1 
(12.8%) 

6.4 
(6.4%) 

15 
(15.0%) 

9.1 
(11.4%) 

12.9 
(16.1%) 

8.4 
(8.4%) 

11.7 
(11.7%) 

14.0 
(14.0%) 

MDC (95%)   

Range ‒ 7.1 ‒ 
19.1 2.8 ‒ 3.3 7.7 ‒ ‒ 13.8 ‒ 

19.4 17.6 15.3 12.5 7.9 ‒ 16.3 17.1 

Number of 
shoulders ‒ 185 116 79 ‒ ‒ 164 38 22 28 129 91 

Number of 
studies ‒ 3 2 1 ‒ ‒ 2 1 1 1 2 1 

Weighted 
average ‒ 15.2 3 7.7 ‒ ‒ 16.0 17.6 15.3 12.5 13.8 17.1 
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Table 11 – Responsiveness to change of self-report questionnaires 

 

Questionnaire 
specific to RC 

disorders 
Questionnaire specific to shoulder Questionnaire specific to upper extremities 

 

RC-QOL WORC SST 
(/12) 

OSS 
(/48) PSS ASES SPADI UEFI 

(/80) 
UEFS 
(/80) ULFI DASH QuickDASH 

ES – all subjects   

Range ‒ 0.45 ‒ 
1.37 

0.50 ‒ 
2.23 0.96 1.01 0.77 ‒ 

1.87 
1.06 ‒ 
2.10 ‒ 0.93 ‒ 0.44 ‒ 

1.19 0.74 ‒ 1.40 

Number of shoulders ‒ 128 813 110 109 905 801 ‒ 91 ‒ 915 77 
Number of studies ‒ 4 4 1 1 5 9 ‒ 2 ‒ 9 3 
Weighted average ‒ 1.12 0.95 0.96 1.01 1.42 1.41 ‒ 0.95 ‒ 1.07 1.14 

ES – improved 
subjects   

Range ‒ 0.92 2.23 ‒ ‒ 1.39 1.21 ‒ 
1.64 ‒ ‒ ‒ 1.06 ‒ 

1.41 ‒ 

Number of shoulders ‒ 20 94 ‒ ‒ 5 281 ‒ ‒ ‒ 449 ‒ 
Number of studies ‒ 1 1 ‒ ‒ 1 3 ‒ ‒ ‒ 3 ‒ 
Weighted average ‒ 0.92 2.23 ‒ ‒ 1.39 1.36 ‒ ‒ ‒ 1.16 ‒ 

SRM – all subjects   

Range 1.43 0.48 ‒ 
2.02 

0.47 ‒ 
1.79 

1.32 ‒ 
1.52 1.27 0.54 ‒ 

1.59 
1.08 ‒ 
1.81 1.54 1.20 ‒ 

1.28 1.13 0.38 ‒ 
1.76 0.46 ‒ 1.40 

Number of shoulders 41 591 968 144 109 1301 858 41 115 16 1244 369 
Number of studies 1 9 7 2 1 10 10 1 3 1 16 5 
Weighted average 1.43 1.42 0.93 1.41 1.27 1.18 1.41 1.54 1.25 1.13 1.17 0.93 
SRM – improved 

subjects   

Range ‒ 0.76 ‒ 
2.02 

0.87 ‒ 
1.79 

1.32 ‒ 
1.52 ‒ 0.93 1.08 ‒ 

2.19 ‒ ‒ ‒ 1.08 ‒ 
1.76 1.08 

Number of shoulders ‒ 250 213 144 ‒ 33 631 ‒ ‒ ‒ 657 121 
Number of studies ‒ 3 3 2 ‒ 1 9 ‒ ‒ ‒ 6 1 
Weighted average ‒ 1.60 1.62 1.41 ‒ 0.93 1.34 ‒ ‒ ‒ 1.45 1.08 
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Table 12 – Minimal clinically important difference obtained with self-report questionnaires  

Questionnaire Study MCID ROC AUC Sensitivity Specificity 

SPADI (/100) 
Ekeberg 2010 20 0.92 0.80 0.91 
Schmitt 2004 13.2 ‒ ‒ ‒ 

Paul 2004 8 0.87     

DASH (/100) 

Lehman 2010 20 0.67 0.52 0.79 
Schmitt 2004 10.2 ‒ ‒ ‒ 

Franchigoni 2013 10.83 0.87  0.82 0.74 
Van Kampen 2013 12.4  ‒ ‒ ‒ 

QuickDASH 
(/100) 

Mintken 2009 8 0.82 0.80 0.77 
Franchigoni 2013 15.91 0.86  0.79 0.75 

Van Kampen 2013 13.4  ‒ ‒ ‒ 

SST (/12) 
Tashjian 2010 

2.05 (17.08%) ‒ ‒ ‒ 
2.33 (19.41%) ‒ ‒ ‒ 

Van Kampen 2013 2.2  ‒ ‒ ‒ 

ASES (/100) 

Michener 2002 6.4 ‒ 0.91 0.75 

Tashjian 2010 
12.01 ‒ ‒ ‒ 
16.92 ‒ ‒ ‒ 
16.72 ‒ ‒ ‒ 

OSS (/48) 
Ekeberg 2010 4.0 (8.3%) 0.87 0.87 0.71 

Van Kampen 2013 
6.0 (10%)  ‒ ‒ ‒ 
4.7 (7.8%)  ‒ ‒ ‒ 

UEFI (/80) 
Hefford 2012 8.5 (10.6%) 0.88 0.88 0.79 
Lehman 2010 15 (18.75%) - 0.45 0.77 

WORC (/100) Ekeberg 2010 269 (12.80%) 0.95 0.85 0.97 
Abbreviations: MCID: minimal clinically important difference; ROC AUC: area under the curve (ROC curve: receiver operating characteristic). 
*The questionnaires have a total score of 100 points; otherwise, the score is specified.  
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2.2.5 Discussion and clinical recommendations – Self-report 

questionnaires  

While some questionnaires have been the focus of less study (notably the PSS, RC-QoL and 
UEFS), data on reliability, validity and responsiveness to change were collected on all the 
included questionnaires. This review showed that they all have good measurement properties and 
can be used for patients with a RC disorder. While each of the questionnaires is appropriate for 
clinical use, some of them stand out. First, the DASH and the QuickDASH are the questionnaires 
most often analyzed with this population, and the fact that they have been translated into 40 
different languages indicates a degree of consensus regarding their quality. Next, the ASES and 
ULFI questionnaires generated the smallest absolute errors of measurement (MDC under 10% of 
the total score), which can be taken into account when evaluating changes in a patient’s 
condition over time. Lastly, the WORC appears particularly responsive to change for patients 
with a RC disorder.   
 
The clinician’s decision to use one questionnaire or another may also be informed by the 
construct measured by the questionnaires. For example, some questionnaires include more 
details about symptoms, while others concentrate more on evaluating functional capacities. The 
clinician must make sure that the questionnaire selected evaluates the characteristics desired. 
Lastly, when time is an important factor as in a clinical setting, the time required to complete the 
questionnaire may guide the clinician’s choice. In such a context, questionnaires that take longer 
to complete, such as the WORC and the DASH (10 to 15 minutes), will require organizing care 
in such a way as to allow the patient to answer the questionnaire before actual evaluation by the 
health professional. In clinical situations, however, which do not allow for questionnaire 
completion prior to evaluation, questionnaires involving a shorter response time (such as the 
QuickDASH) offer a worthwhile option. 
 
Regarding the language barrier, few questionnaires have been translated into French or adapted 
and validated with the Québec population, which poses an additional obstacle for practitioners. 
In-house versions of several questionnaires may exist, but based on the document searches 
performed, only the DASH, QuickDASH and WORC have been validated in the Québec 
population.106,107  
 
Clinical recommendations: 

• All the questionnaires presented in this review are valid, reliable and responsive to 
change and can be used with confidence in the clinical setting. 

• Questionnaires are the clinical evaluation tools with the highest responsiveness to change. 
• The DASH questionnaire is available in various languages (40), including French. These 

different versions may be useful in multicultural contexts. 
• The ASES and ULFI may be preferable for re-evaluation purposes; however, no French 

versions are currently available.  
• The WORC is particularly responsive to change and has been validated in French.  
• Given their measurement properties, questionnaires should be incorporated into the 

clinical evaluation of patients with a RC disorder to assess the progression in their 
symptoms and their functional status.  
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2.2.6 Results – Performance tests and mixed tools combining 

questionnaires and performance tests  

The following mixed tools and performance tests are presented in this section: Constant-Murley 
Score (CMS), Korean Shoulder Score (KSS) and University of California – Los Angeles 
Shoulder Scale (UCLA) for mixed tools; and the Functional Impairment Test-Head, 
Neck/Shoulder/Arm (Fit-HaNSA), Functional Shoulder Elevation Test (FSET) and Simple 
Shoulder Endurance Test (SSET) for performance tests. 
 
Mixed tools have two components: a self-report questionnaire and an objective performance 
measurement component such as muscle strength and range of motion (the KSS, CMS and 
UCLA). With the exception of the CMS, a smaller number of studies focused on the 
measurement properties of these tools. Other tools such as the FIT-HaNSA, SSET and FSET 
consist solely of functional capacity tests. The FIT-HaNSA includes three tasks used to evaluate 
the limitations of the functional capacities related to disorders of the upper extremities and neck.  
During the test, the patients must reach and place an object at different heights, including above 
their head, for a total of five minutes and at a set pace.108,109 In the SSET, patients sit in front of a 
bolt box to which 63 bolts have been attached. They raise their arm to 45° in order to reach a rod 
where they must screw in and unscrew a nut. At 2, 4 and 6 minutes after the start of the exercise, 
a weight of 0.45 kg is added to the patient’s wrist. The test ends when the patient can no longer 
perform the task.110 Lastly, in the FSET, patients must lift 5% of their own weight on the 
scapular plane up to shoulder height and rate the degree of discomfort experienced.111 No 
functional capacity test related to work performance capacity was found during the database 
searches.   
 
Validity of performance tests 
Only one study examined the discriminant validity of the FIT-HaNSA.108 The researchers 
observed that this test differentiated between patients with a severe disorder (waiting for surgery) 
and those with a mild to moderate shoulder disorder, as well as those with a healthy shoulder.  
 
Reliability of mixed tools and performance tests  
For the CMS, Blonna et al. explored intrarater reliability in a population with a variety of 
shoulder disorders, including RC tendinopathy, (n = 103).112 The ICCs were excellent (ICC from 
0.80 to 0.97). This study also presented an MDC of 1.96 for the CMS. Kumta et al. and 
MacDermid et al. showed excellent reliability for the FIT-HaNSA (ICC respectively of 0.97 
[95% CI: 0.95 – 0.98] in symptomatic subjects [n = 34] and of 0.98 [95% CI: 0.90 – 0.99] [n = 
10] in asymptomatic subjects).108,109 Excellent reliability was also reported for the FIT-HaNSA 
(ICC ≥ 0.96) in subjects with or without a disorder (n = 10).109,113 The SSET showed moderate 
test-retest reliability (r = 0.59 to 0.60),76 which can limit its clinical use, especially during patient 
follow-up.68,110 Lastly, the FSET showed excellent intra- and interrater reliability (n = 46) (kw = 
≥0.80).111 
 
Responsiveness to change of mixed tools 
Data on responsiveness to change were collected for the UCLA, CMS and KSS. First, three 
studies explored the UCLA’s responsiveness to change.114-116 The first reported an SRM of 1.66 
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and an ES of 1.17 in subjects who improved (RC disorders) (n = 20).114 The study by Oh et al. 
showed an SRM of 0.93 and an ES of 1.15 in symptomatic subjects (CR disorders, SLAP and 
SIS injuries) (n = 97).116 In addition, O’Connor et al. obtained an SRM of 1.69 at a six-month 
follow-up, for subjects with an SIS (n = 28), again for the UCLA.115 
 
For the CMS, an SRM of 1.16 and an ES of 0.89 were observed in patients with a RC disorder (n 
= 34).117 In a study by Noorani et al., an ES of 0.34 was obtained for symptomatic subjects 
(various disorders, including several involving the RC) (n = 34).118 Lastly, the SRM and ES were 
calculated at 0.58 and 0.57 in subjects with a RC disorder (n = 99).116 
 
The KSS showed excellent responsiveness to change, with both an ES and SRM above 1.3.119 No 
study was found on the responsiveness to change of performance tests.   
 
2.2.7 Recommendations – Performance tests and mixed tools 

Performance tests and mixed tools show good reliability. However, they have been the subject of 
little study in populations with a RC disorder. Since their measurement properties have been 
subject to less analysis than those of the self-report questionnaires discussed above, the latter 
should be favoured for the time being.   
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3. EFFECTIVENESS OF THERAPEUTIC INTERVENTIONS FOR 

WORKERS OR ADULTS WITH ROTATOR CUFF 
TENDINOPATHIES OR TEARS  

3.1 Methodological approach used for the knowledge review  

The following two approaches were used for the knowledge review in order to put forward 
recommendations regarding the effectiveness of medical and rehabilitation interventions for 
workers or adults in the labour market who have a RC tendinopathy or tear:  

• When no systematic review had been published on the effectiveness of an intervention of 
interest, or a systematic review or meta-analysis had been published more than five years 
ago and a large number of randomized clinical trials (RCTs) had been published since, 
we performed a new systematic review. The recommendations presented here are 
therefore based on this new systematic knowledge review. 

• When the evaluation of an intervention’s effectiveness was the subject of at least one 
recent systematic review (published within the last five years) and a limited number of 
RCTs had been published since, the recent systematic review(s) and the results of the 
new RCTs were used to make recommendations. The methodological quality of the 
systematic reviews and the new RCTs was also evaluated.  

 
3.1.1 Synthesis of scientific data based on new systematic review 

or meta-analysis 

Bibliographic search 
Four databases were searched to identify the pertinent literature: PubMed, CiNAHL, PeDRO, 
and Embase. Descriptors (such as Mesh terms on PubMed) related to the pathology and 
intervention of interest were used. Based on the results of the bibliographic search, all the article 
titles and abstracts were reviewed and a first selection was made by two independent readers. 
The complete articles were then evaluated, and once consensus was reached by the two readers, 
the articles with content deemed to be relevant were retained.   
 
Study inclusion criteria 
The following inclusion criteria were applied: (1) an experimental RCT-type design; (2) a study 
population composed of workers or adults with one of the following diagnoses: tendinopathy of 
the RC, subacromial bursitis, bicipital tendinopathy, and a partial or full-thickness tear of the 
RC; the section on RC tendinopathies includes partial RC tears since they can be considered a 
clinical entity similar to tendinopathy; studies in which the population had different types of 
painful shoulder disorders were retained if it could be determined that the majority of the study 
participants had a RC disorder; (3) one of the interventions under study was of interest; 4) the 
publications were written in either French or English.  
 
Data extraction and assessment of risk of bias of the studies 
A data extraction form was developed in accordance with the recommendations of the Cochrane 
Collaboration.120 One reader extracted the data, which were then verified by a second reader. 
Next, the risk-of-bias assessment was performed using the Cochrane Collaboration tool. This 
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tool assesses the risks of bias under six domains. The first domain assesses the randomization 
method, while the second concerns the allocation of groups. The third assesses whether the 
participants, practitioners administering the treatments and assessors have been effectively 
blinded. The fourth domain assesses whether all the data have been properly reported, while the 
fifth domain verifies whether the protocol had been previously registered or published. Lastly, 
the sixth domain assesses other possible sources of bias. In our study, a score of 2 was assigned 
for each domain for which the criterion was met, a score of 1 was assigned when the criterion 
was partially met and a score of 0 was assigned when the criterion was not met or the 
information was not present. Two readers scored the articles, and the final results were obtained 
after consensus.120  
 
Results synthesis  
The studies that used similar outcome measures were identified and quantitatively pooled in a 
meta-analysis whenever possible. A qualitative synthesis of the results of the studies was 
performed if the results could not be pooled quantitatively. Fixed-effect or random-effect models 
were used for the meta-analyses. Weighted mean differences were calculated when the outcome 
measures were similar, while standardized mean differences (SMDs) were calculated when the 
outcome measures and scales were different. The criterion for allowing study data to be pooled 
included level of heterogeneity (I2), which was set at a maximum of 60%, and a Chi-squared test 
for heterogeneity under the threshold of statistical significance (p<0.10) as recommended by the 
Cochrane Collaboration.120 The strength of the evidence (low, moderate or high) is described for 
each intervention in the Recommendation section of this review, as proposed by the Agency for 
Healthcare Research and Quality.121 
 
3.1.2 Synthesis of scientific evidence based on previously 

published systematic reviews  

Bibliographic search 
Four databases were consulted for the bibliographic search: PubMed, CiNAHL, PeDRO and 
Embase. Based on the results obtained, all the titles and abstracts of the systematic reviews were 
reviewed, and an initial selection was made by two readers. The systematic reviews selected 
were then read, and following consensus, those meeting the inclusion criteria were included in 
the knowledge review. A bibliographic search similar to that for the synthesis of the RCTs was 
also performed to determine the number of articles published since the most recent systematic 
review. These RCTs were included in the knowledge review if they met the inclusion criteria.   
 
Study inclusion criteria 
The following inclusion criteria were applied to the systematic reviews: (1) a systematic review-
type design with or without meta-analysis; (2) published within the last five years; (3) study 
population composed of workers or adults with a RC tendinopathy or full-thickness tear; (4) 
RCT-type articles comparing a medical or rehabilitation intervention of interest to any other type 
of intervention; (5) written in either French or English. 
 
Data extraction and assessment of risk of bias of the systematic reviews 
The risk of bias of the systematic reviews was assessed using the Preferred Reporting Items for 
Systematic Reviews and Meta-Analyses (PRISMA).122 Composed of 27 items, this tool assesses 
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the quality of the presentation of the results of systematic reviews and meta-analyses. The 
majority of its items pertain to aspects of methodology (risk of bias) and aspects of results 
synthesis (presentation, interpretation and data pooling). A scoring system was adapted for the 
purpose of obtaining an overall methodological score using this tool. A score of 2 was assigned 
to each item if the criterion was adequately met, a score of 1 if the criterion was partially met and 
a score of 0 if the criterion was either not met or not reported. The systematic reviews were 
assessed by two readers, who then met to compare their scores, reach a consensus on the score 
for each item and assess the overall quality of the systematic review based on the total score, but 
also on the magnitude of the methodological biases. A high total score for a systematic review 
means high methodological quality.   
 
3.2 Conservative pharmacological treatments for rotator cuff 

tendinopathies  

3.2.1 Efficacy of nonsteroidal anti-inflammatory drugs (NSAIDs) in 
treatment of rotator cuff tendinopathies  

Of the pharmacological interventions used clinically to treat tendon injuries, oral nonsteroidal 
anti-inflammatory drugs (NSAIDs) are frequently administered. NSAIDs can be divided into two 
main categories: nonspecific NSAID inhibitors of cyclooxygenase (NS COX) and specific 
NSAID inhibitors of cyclooxygenase-2 (COX-2). No systematic review or meta-analysis on the 
efficacy of oral NSAIDs for the treatment of RC tendinopathies has been published recently. A 
systematic review with a meta-analysis was therefore performed. The complete results have been 
published in the Journal of Rehabilitation Medicine.123 
 
Based on the bibliographic search, 12 RCTs were included in the systematic review.124-135 The 
mean methodological score for the studies was 53.6% ± 8.8, representing low-quality 
methodology. The study populations included adults, but no study included workers specifically. 
The majority of the participants (in seven studies out of 12) had had a RC tendinopathy for under 
six weeks.125,129,131-135 The studies had low statistical power that did not allow the detection of 
differences between therapeutic approaches in terms of the incidence of side effects. The main 
methodological biases of the evaluated studies included the following: participant adherence to 
drug regime not evaluated (7 of 12 studies)125,129,131-135 and the use of non-validated or non-
standardized evaluation tools (5 of 12 studies).127-130,134 It is important to note that the follow-ups 
were short term (fewer than four weeks, with the exception of one study, which had a six-week 
follow-up) and that no long-term effect of the intervention on the variables under study and on 
possible side effects of using NSAIDs was reported. Figures 10, 11 and 12 show the results of 
the studies that were quantitatively pooled in meta-analyses according to different comparators, 
outcome measures and follow-up duration. Table 13 presents a synthesis of the evidence based 
on the quantitative or qualitative assessment of studies on the use of oral NSAIDs in the 
treatment of RC tendinopathies. 
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Study or Subgroup
Adebajo, 1990
Petri, 1987

Total (95% CI)
Heterogeneity: Tau² = 0.09; Chi² = 1.49, df = 1 (P = 0.22); I² = 33%
Test for overall effect: Z = 7.27 (P < 0.00001)

Mean
3.6

3.52

SD
0.67
0.62

Total
20
25

45

Mean
1.35

2

SD
0.74
0.64

Total
20
25

45

Weight
41.6%
58.4%

100.0%

IV, Random, 95% CI
3.12 [2.17, 4.08]
2.37 [1.64, 3.11]

2.69 [1.96, 3.41]

NS COX inhibitors Placebo Std. Mean Difference Std. Mean Difference
IV, Random, 95% CI

-20 -10 0 10 20
Placebo NS COX  

Figure 10 – Pooled data from studies comparing oral, non-selective NSAIDs to placebo, for 
pain-reduction effects evaluated on a visual analogue scale (re-evaluation: 2 weeks after 

start of intervention) 
 

Study or Subgroup
Adebajo, 1990
Petri, 1987
White, 1986

Total (95% CI)
Heterogeneity: Tau² = 0.00; Chi² = 0.64, df = 2 (P = 0.73); I² = 0%
Test for overall effect: Z = 0.53 (P = 0.59)

Mean
0.85
1.03
2.8

SD
0.11
0.2
3.4

Total
20
25
20

65

Mean
0.85
0.98
2.9

SD
0.15
0.16
2.7

Total
20
25
20

65

Weight
30.9%
38.2%
30.9%

100.0%

IV, Random, 95% CI
0.00 [-0.62, 0.62]
0.27 [-0.29, 0.83]

-0.03 [-0.65, 0.59]

0.09 [-0.25, 0.44]

NS COX inhibitors Corticosteroid injections Std. Mean Difference Std. Mean Difference
IV, Random, 95% CI

-4 -2 0 2 4
Corticosteroid injections NS COX

 
Figure 11 – Pooled data from studies comparing oral, non-selective NSAIDs to subacromial 

corticosteroid injections, for effects on functional limitations (re-evaluation: 3 to 4 weeks 
after start of intervention) 

 
 

Study or Subgroup
Adebajo, 1990
Petri, 1987
White, 1986

Total (95% CI)
Heterogeneity: Tau² = 0.00; Chi² = 1.03, df = 2 (P = 0.60); I² = 0%
Test for overall effect: Z = 2.75 (P = 0.006)

Mean
46.8

50
16

SD
5.64

11.16
45

Total
20
25
20

65

Mean
50.4

56.16
30

SD
8.05
8.64

37

Total
20
25
20

65

Weight
61.2%
37.1%

1.7%

100.0%

IV, Random, 95% CI
-3.60 [-7.91, 0.71]

-6.16 [-11.69, -0.63]
-14.00 [-39.53, 11.53]

-4.73 [-8.10, -1.36]

NS COX inhibitors Corticosteroid injections Mean Difference Mean Difference
IV, Random, 95% CI

-50 -25 0 25 50
Corticosteroid injection NS COX

NS COX: Oral, non-selective nonsteroidal anti-inflammatory drugs; STD mean difference: Difference in 
standardized means of the treatment groups; Mean difference: Difference in the means of the treatment groups; SD: 
Standard deviation; Total: Number of participants per group; Weight: Weight assigned to each study; IV: 
Independent variable; Random: Random-effect model; 95% CI: Confidence interval; Test for overall effect: Test 
evaluating the overall effect of the treatment. 

Figure 12 – Pooled data from studies comparing oral, non-selective NSAIDs to 
corticosteroid injections, for effects on shoulder range of motion during abduction (re-

evaluation: 3 to 4 weeks after start of intervention) 
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Table 13 – Efficacy of anti-inflammatory drugs in treatment of RC tendinopathies  

Treatment Number 
of studies 

Number of 
participants 
and duration 
of follow-up  
 

Combined treatment 
effect Recommendation 

 
Level of 
evidence 

NS 
NSAIDs/Placebo 
124,126,129,130 
 
 

4 n = 120 
14 days 

Pain 
MD 10-cm VAS: 2.7 
(95% CI: 2.0 to 3.4) 
favours NS NSAIDs 
 
Shoulder function and 
range of motion 
No pooled data 

NS NSAIDs are effective 
for short-term pain 
alleviation. 
 
No scientific evidence 
supporting the short-term 
effectiveness of NS 
NSAIDs in improving 
shoulder function or range 
of motion.  

Low to 
moderate 

NS 
NSAIDs/selective 
NSAIDs 125,134  

3 n = 608 
14 days 

No pooled data Both classes of NSAIDs 
show comparable efficacy 
in alleviating pain and 
improving ranges of 
motion. The incidence of 
side effects and drug 
tolerance appear similar for 
both classes of NSAIDs. 
 

Low to 
moderate 

NS 
NSAIDs/corticoste
roid injections 
124,130,133 
 
 

3 n = 200 
3 to 4 weeks 

Pain 
No pooled data 
Function  
SMD: 0.09 (95% CI: -
0.25 to 0.44) 
 
Range of motion in 
abduction 
MD: -4.73˚ (95% CI: -8.1 
to -1.4) favours 
corticosteroid injections 

Oral NS NSAIDs and 
subacromial corticosteroid 
injections have similar 
efficacy in reducing pain 
and improving function.   
Subacromial corticosteroid 
injections bring about a 
greater improvement in 
range of motion during 
abduction; however, the 
difference is not clinically 
important when compared 
to NS NSAIDs.  

Moderate 

NS NSAIDs: Oral, non-specific nonsteroidal anti-inflammatory drugs; MD: Mean difference; VAS: Visual analogue scale; 95% 
CI: Confidence interval at 95%; SMD: Standardized mean difference. 

3.2.2 Clinical recommendations 

• Low- to moderate-level scientific evidence shows that taking oral NSAIDs reduces pain 
in the short term for people suffering from RC tendinopathies. However, based on the 
documented studies, the improvement in functional status obtained with this treatment 
remains undetermined. 

• Low- to moderate-level evidence shows that both classes of NSAIDs (NS and COX-2) 
have the same efficacy in terms of pain reduction and gains in range of motion. The 
incidence of gastro-intestinal side effects also appears to be the same for both classes of 
NSAIDs when this medication is taken on a short-term basis. 

• The long-term efficacy of NSAIDs for participants with a RC tendinopathy has not, 
however, been studied. Clinicians should therefore bear in mind that no study has 
investigated the potentially harmful side effects on the physiological integrity of the 
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tendon, whether gastro-intestinal or systemic, associated with taking NSAIDs over the 
long term.  

 
3.2.3 Efficacy of subacromial corticosteroid injections in treatment 

of rotator cuff tendinopathies 

Corticosteroid injections are a method used to alleviate pain caused by musculoskeletal 
disorders, including RC tendinopathy. Two meta-analyses were recently published on the 
efficacy of these injections in adults with a RC tendinopathy.136,137 However, no study evaluating 
their specific efficacy in workers was identified the literature. The methodological quality of the 
included systematic reviews was good, with a score of 87% obtained for the review by 
Buchbinder et al. (2009) and 85.2% for the review by Coombes et al. (2010). The systematic 
review by Buchbinder et al. (a review done for the Cochrane Collaboration) (2009) included 10 
studies (n = 524).136 The authors concluded that corticosteroid injections may have a short-term 
treatment effect in terms of alleviating pain (n = 90; measured on a visual analogue scale [VAS] 
at four weeks) compared to a placebo with an SMD of 0.83 (95% CI: 0.39 to 1.3), but this 
treatment effect did not persist in the medium and long terms. Regarding improvement in 
function, the authors reported the injections as having a low treatment effect at the four-week 
follow-up (n = 90), with an SMD of 0.63 measured on a VAS (95% CI: 0.2 to 1.1). 
 
The other meta-analysis by Coombes et al. (2010) included in this knowledge review included 13 
studies, eight of which were not part of the meta-analysis done by Buchbinder et al. (2009).137 
The results showed that when the effects of the injections were compared to those of a placebo 
for a RC tendinopathy, a short-term decrease in pain was observed (n = 177) (SMD: 0.68 [95% 
CI: 0.35 to 1.0]), as well as an improvement in functional level (n = 177) (SMD: 0.62 [95% CI: 
0.29 to 0.95]). Moreover, when the effects of the injections were compared to those of oral 
NSAIDs, no significant difference was observed in the short term between the two types of 
treatment in terms of either pain (n = 145) (SMD: 0.17 [95% CI: -0.19 to 0.53]) or function (n = 
115) (SMD: -0.03 [95% CI: -0.44 to 0.39]). Compared to different physiotherapy methods, the 
injections were not superior with respect to improving functional level in the medium term (n = 
256) (SMD: 0.00 [95% CI: -0.58 to 0.58]). 
 
The authors of these reviews did not recommend the use of corticosteroid injections in adults 
with a RC tendinopathy. Both reviews recognized their short-term treatment effect when 
compared to that of a placebo. However, the treatment effect did not persist in the long term and 
was no better than that of taking oral NSAIDs.137 Both reviews also recognized the lack of 
quality studies that take into account certain potentially confounding factors (site of the injection, 
use of radiology guidance), study designs evaluating the efficacy of injections combined with 
other interventions, lack of long-term follow-up of participants and lack of evaluation of the 
potentially harmful effects of injections on the mechanical integrity of the RC tendons. 
 
Since these two systematic reviews came out, four RCTs with a mean methodological score of 
80.0% ± 10.6 have been published.138-141 One of these RCTs (n = 159) showed injections to have 
a treatment effect of short-term pain alleviation when compared to that of a placebo.141 However, 
this effect disappeared in the long term. In the three other studies (n = 381), corticosteroid 
injections were not superior in terms of reducing pain or improving functional level when 
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compared to other interventions, such as a therapeutic exercise program, acupuncture or NSAID 
injections.138-140 
 
3.2.4 Clinical recommendations 

• High-level evidence shows that, compared to a placebo, corticosteroid injections have a 
low effect in terms of alleviating pain and improving functional level and that this low 
effect does not persist in the medium or long terms. 

• High-level evidence also reveals that, compared to oral NSAIDs, corticosteroid injections 
do not demonstrate superior efficacy in alleviating pain and improving functional level. 

• Given that corticosteroid injections have not demonstrated superior efficacy to that of 
other, less invasive types of interventions, these injections should not be retained as the 
initial treatment for adults with RC tendinopathies. 

 
3.3 Rehabilitation treatments for rotator cuff tendinopathies 

3.3.1 Effectiveness of therapeutic exercise program for workers 
with rotator cuff tendinopathies  

Therapeutic exercises are a frequently recommended treatment modality during management of a 
RC tendinopathy. Their effectiveness has been studied in several systematic reviews over the 
past few years, including the most recent one published in 2012.142-144 The exercise programs 
studied were recognized as effective in reducing pain and improving both functional level and 
quality of life for the general population, when compared to a control group, a placebo and other 
interventions.144 One of these reviews included 16 studies (n = 1,162) and concluded that there 
was high-level evidence showing that an exercise program reduced pain and improved functional 
level in the short term.141 The study further concluded that there was moderate-level evidence 
supporting the assertion that exercises lead to a short-term improvement in well-being and a 
long-term improvement in functional level. The authors also performed meta-analyses, 
concluding that there were low effects in terms of improving RC strength in the short term, with 
an SMD of -0.46 (95% CI: -0.76 to 0.16) p=0.003. A low effect was also observed in terms of 
improving long-term functional level in the long term, with an SMD of -0.31 (95% CI: -0.57 to 
0.04), p=0.02.141 
 
None of these reviews presented conclusions specific to worker populations. However, several of 
the published RCTs included workers. A systematic review was therefore performed to assess 
the effectiveness of exercises in worker populations with a RC tendinopathy because exercise 
programs could potentially, for this population, include exercises specifically related to their 
work tasks. Also, the treatment effect could conceivably be different. 
 
Eleven studies were included in this systematic review, with a mean methodological score of 
54.4% ± 18.8.145-155 Only two studies had a methodological score of 75% or more. Regarding 
methodological biases, two studies did not evaluate participant adherence to the exercise 
program145,147 and only three provided detailed descriptions of the exercises proposed in the 
program.148,151,152 It was not possible, therefore, to perform a meta-analysis. 
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Although they differed across the studies, the exercise programs were designed primarily to use 
and strengthen the shoulder muscles, correct movement patterns and increase joint mobility. One 
study presented an exercise program specific to the shoulder (motor control, mobility and 
strengthening exercises) and more general exercises (cardiovascular exercises).154 Only one 
study included a program of exercises specific to occupational tasks, by recreating the actions 
and tasks performed by the participating workers.147 
 
The results of three studies of low to moderate methodological quality (n = 252) support the 
effectiveness of exercises in reducing workers’ pain and improving their functional level, 
compared to that of a placebo or a control intervention.145,151,152 One study (n = 60) of moderate 
methodological quality reported a significant and clinically important difference (p=0.001) in 
pain reduction at rest, with a mean difference of 1.8 ± 3.2 measured on a 10-cm VAS for the 
group doing exercises and a mean difference of 0.3 ± 4.1 for the control group. A significant and 
clinically important difference was also observed in pain reduction during movement (p=0.001). 
Regarding functional status, two studies (n = 185) reported the beneficial effect of 
exercises.143,149 One study (n = 125) of low methodological quality presented results regarding 
the participants’ return to work.145 The group that did exercises showed the greatest improvement 
in terms of work absenteeism, with an initial proportion of 43% of absences related to shoulder 
problems, which dropped to 20% after 2.5 years. By comparison, the proportion of absences 
went from 55% to 36% for the placebo group; however, no statistical test was performed to 
verify the robustness of these data.  
 
Exercises demonstrate a long-term effectiveness similar to that of surgery (acromioplasty) with 
regard to pain and function in workers with a RC tendinopathy. These results are based on two 
studies of low and moderate methodological quality (n = 209).145,149 One of the two studies (n = 
84) observed no significant difference between the two interventions from a functional point of 
view. The difference was evaluated using the Constant-Murley Score, which gave a mean 
difference of 23.0% (95% CI: 16.9 to 29.1) for the group that did exercises and of 18.8% (95% 
CI: 11.5 to 26.1) for the group that had had surgery, one year after the start of the intervention. 
The same study also presented the proportions of participants back at work within four to eight 
years of the interventions: 53% of the group that did exercises and 51% of the group that had had 
surgery (p=0.88).149 In the other study, it was reported that the proportion of work absences 
related to shoulder problems dropped more in participants who had done an exercise program 
(43% to 20%) than in participants who had undergone surgery (53% to 41%). However, no 
statistical test was performed on these data to verify their validity.145  
 
One study (n = 94) of low methodological quality compared a rehabilitation program carried out 
in a clinic to a program carried out in the workplace.147 The group that did the clinic-based 
program benefited from muscle mobilization and strengthening exercises as well as conditioning 
exercises specific to their work tasks. The group that did the workplace-based program received  
(in addition to these interventions) training on shoulder biomechanics and workplace 
ergonomics, as well as the assistance of a counsellor who maintained contact with the workplace. 
After evaluating the participants’ functional improvement with the SPADI, the authors reported a 
statistically significant difference of 13.8 ± 20.3 for the group doing the clinic-based exercise 
program and of 21 ± 11 for the group doing the workplace-based program (p=0.03), but this 
intergroup difference was below the minimal clinically important threshold of the SPADI.147 
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However, the proportion of participants returning to work at the end of the four-week 
intervention was statistically higher in the group that did the workplace-based program (72%) 
than in the group that did the clinic-based program (38%) (p=0.001).  
 
Another study of low methodological quality (n = 61) evaluated a program of high-dose and low-
dose exercise therapy conducted with workers.154 A statistically significant and clinically 
important difference in pain alleviation was reported in the patients who had done the higher-
dose exercise therapy. The mean decrease, measured on a 10-cm VAS, was -4.3 (95% CI: -3.7 to 
-5.0) for those who did the high-dose exercise therapy program and -1.8 (95% CI: -0.7 to -2.7) 
for the group that did the low-dose program. Regarding functional level, evaluated using the 
Shoulder Rating Questionnaire (SRQ), the group that did the higher-dose exercise therapy 
showed a mean improvement of 29.2% (95% CI: 21.7 to 36.0). This was statistically higher than 
that of the group doing the low-dose program, for whom there was a mean improvement of 7.3% 
(95% CI: 0.2 to 19.7). The participants in the high-dose program returned to work an average of 
4.1 days faster than those in the low-dose program, a difference that was statistically significant 
(p<0.05). 

Two studies (n = 189) of moderate methodological quality sought to compare an exercise 
program to other techniques, such as extracorporeal shock wave treatment (ESWT) and 
naturopathic interventions including acupuncture, natural supplements and diet (including 
recommendations aimed at reducing alcohol consumption and increasing intake of certain foods 
such as fish, fruit, vegetables, nuts, and whole grains).148,155 Nonetheless, given the small number 
of studies comparing these same interventions, no conclusion can be drawn in their regard. 
Table 14 provides a synthesis of the effectiveness results of a therapeutic exercise program in 
workers.   

Table 14 – Effectiveness of therapeutic exercise program in treatment of RC tendinopathies 
in workers 

Treatment N 
(study) 

n 
(participants) 
and duration 
of follow-up 

Combined 
treatment effect Recommendation 

 
Level of 
evidence 

Exercise 
program/placebo 
or control 
intervention 
145,151,152 

3 n = 252 
2 to 6 months 

No pooled data An exercise program is effective in 
alleviating pain and improving function. 

Moderate 

Exercise 
program/surgery1

45,149 

2 n = 209 
6 months to 8 
years 

No pooled data An exercise program has similar 
effectiveness to that of surgery in 
alleviating pain and improving function.   
Regarding the proportion of people 
returning to work, both interventions 
show similar effectiveness.   

Low to 
moderate 

High-dose and 
low-dose exercise 
program147,154 

2 n = 155 
1 to 6 months 

No pooled data A high-dose exercise program appears 
to be superior in reducing pain and 
improving function.     
 
A workplace-based exercise program 
appears to be superior to a clinic-based 
program in terms of improving function 
and the proportion of people returning 
to work.  

Low 
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Clinical recommendations 

• Moderate-level data show that a therapeutic exercise program is an effective means of 
reducing pain, improving functional level and returning people to work, in the treatment 
of RC tendinopathies. 

• This review does not allow for any formal conclusions regarding the type, duration or 
intensity of exercises to be performed to obtain an optimal treatment effect or whether the 
addition of other interventions carried out in the workplace offers greater effectiveness.  
More good-quality methodological studies are needed.   

• Low- to moderate-level data suggest that a therapeutic exercise program gives similar 
results to those obtained with surgery in terms of reducing pain and improving functional 
level in a worker population. Moreover, the two interventions demonstrate similar 
effectiveness, judging from the proportion of workers who return to their jobs after the 
interventions.  

 
3.3.2 Effectiveness of manual therapy in treatment of rotator cuff 

tendinopathies 

Manual therapy is a treatment modality used in rehabilitation. It is administered in the form of 
joint mobilization and manipulation and soft tissue manipulation. Two systematic reviews were 
recently published on its effectiveness in the treatment of RC tendinopathies. Their authors 
reported being unable to express an opinion on the effectiveness of manual therapy when it is 
administered either alone or in conjunction with another intervention, and that further studies 
were needed.156,157 Several randomized clinical trials have been carried out since the publication 
of these two reviews. A systematic review with a meta-analysis was therefore performed. This 
study was published in the Journal of Orthopaedic & Sports Physical Therapy.158 
 
A total of 21 studies were included in the review, with a mean methodological score of 52.7% 
±17.0.159-179 None of them dealt specifically with worker populations. The meta-analyses 
performed for different comparators, outcome measures and follow-up durations are presented in 
figures 13 to 15. Table 15 provides a synthesis of the evidence based on the quantitative or 
qualitative evaluation of the studies on the use of manual therapy in the treatment of RC 
tendinopathies. 
 

 
Figure 13 – Pooled data from studies comparing manual therapy administered alone or 

with other interventions to other types of interventions, for pain-reduction effects 
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Figure 14 – Pooled data from studies comparing manual therapy to placebo intervention, 

for pain-reduction effects  
 

MT: Manual therapy; Mean difference: Difference in the means for the treatment groups; SD: Standard deviation; 
Total: Number of participants per group; Weight: Weight assigned to each study; IV: Independent variable; 
Random: Random-effects model ; 95% CI: Confidence interval at 95%; Heterogeneity: Heterogeneity of the meta-
analysis; Test for overall effect: Test evaluating the overall treatment effect; Favours other interv.: Treatment effect 
favours other interventions; Favours manual therapy: Treatment effect favours manual therapy, Favours MT and 
exercises: Treatment effect favours manual therapy with exercises.  

Figure 15 – Pooled data comparing manual therapy plus exercise program to exercise 
program alone, for pain-reduction effects  
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Table 15 – Effectiveness of manual therapy in treatment of RC tendinopathies 

Treatment N (study) n (participant) Combined treatment 
effect Recommendation 

 
Level of 
evidence 

Manual therapy 
administered alone or with 
other interventions/Any 
other intervention 
159,160,164,166,170-174,176 

10 n = 406 Pain 
Mean difference 
measured on 10-cm 
VAS: 1.2 (95% CI: 
0.78 to 1.6) favours 
manual therapy* 

Manual therapy 
administered alone or with 
other interventions is not 
superior to other types of 
interventions. 

Low to 
moderate 

Manual therapy 
alone/placebo159,172,173,176 

4 n = 175 Pain 
Mean difference 
measured on 10-cm 
VAS: 1.0 (95% CI: 
0.60 to 1.4) favours 
manual therapy* 

Manual therapy is not 
effective in reducing pain or 
improving function.  

Low 

2 n = 99 Range of motion, 
function, and muscle 
strength  
No pooled data 

The diverging results do not 
allow for any conclusion 
about the effectiveness of 
manual therapy in terms of 
range of motion and muscle 
strength.  

Manual therapy combined 
with an exercise program or 
a multimodal intervention 
that includes exercises 
160,164,170,171,174 

5 n = 226 Pain 
Mean difference 
measured on 10-cm 
VAS: 1.0 (95% CI: 
0.66 to 1.4) favours 
manual therapy with 
exercises* 

The use of manual therapy 
in conjunction with an 
exercise program or 
multimodal intervention 
yields no additional benefits 
in terms of reducing pain 
and improving function or 
range of motion.   

Low 

2 n = 88 Range of motion 
Mean difference: -
6.1° (95% CI: -20.6 
to 8.4) 

Manual therapy combined 
with other 
interventions/multimodal 
interventions 163,165,167-169,179 

6 n = 414 Pain, function, and 
range of motion 
No pooled data 

The diverging results of the 
studies do not allow for any 
conclusion about the 
additional effectiveness of 
adding manual therapy to 
multimodal interventions.  

 

VAS: Visual analogue scale; 95% CI: Confidence interval at 95%; 
* This difference is not considered clinically important.   
 
Clinical recommendations  

• Low- to moderate-level evidence suggests that manual therapy administered alone or 
with other modalities such as exercises is not effective in reducing pain or improving 
functional level.  

• Further studies of better methodological quality are needed to confirm the trends 
observed in the current literature.   
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3.3.3 Effectiveness of taping in treatment of rotator cuff 

tendinopathies 

Taping is an intervention modality used to treat RC tendinopathies. There are two types: 
kinesiotaping (KT) and non-elastic taping (NET). Their use is recommended to improve the 
subject’s posture, particularly scapular positioning, or to normalize glenohumeral and 
scapulothoracic movements in subjects with a RC tendinopathy. As no systematic review 
evaluating the effectiveness of both types of taping for RC tendinopathy was found, a systematic 
review with meta-analysis was performed.   
 
Nine studies were included in the review. Their mean methodological quality was 54.1%±11.3; 
however, only one of them obtained a score of more than 69%.167,180-187 The participants in three 
studies were informed of the type of intervention they were undergoing.182,183,186 No study 
included a worker population specifically.  
 
Only one study (n = 60) of low methodological quality sought to compare NET to placebo 
taping.182 In terms of reducing pain at the end of range of motion immediately following the 
intervention, measured on a 10-cm VAS, no significant difference was observed between the 
interventions in either flexion, -0.4 (99% CI: -1.1 to 0.3), or abduction, -0.4 (99% CI: -1.0 to 
0.2). However, NET may be more effective in improving range of motion in active flexion, 16.2° 
(99% CI: 7.9 to 24.4), and abduction in the scapular plane, 14.7° (99% CI: 5.7 to 23.6), as well 
as in bringing about postural changes (p<0.01). No evaluation of functional level was reported in 
this study.  
 
In three studies (n = 99) of low methodological quality, the addition of NET to multimodal 
interventions was compared to multimodal interventions including both a rehabilitation program 
and mobilization with movement.181,183,186 Given the contradictory results obtained in these 
studies, no conclusion can be drawn.   
 
Three studies (n = 89) of low to moderate methodological quality compared the effectiveness of 
KT to placebo taping.180,184,187 A meta-analysis including two of these studies (n = 72) of 
moderate methodological quality was performed to evaluate pain-free range of motion in flexion 
(mean difference: 8.7˚[95% CI: 8.0 to 9.5]) (figure 16), in abduction (mean difference: 
10.3˚[95% CI: 9.1 to 11.4]) (figure 17) and in abduction in the scapular plane (mean difference: 
7.6˚[95% CI: 6.3 to 8.9˚]) (figure 18).184,187 These results corroborate the effectiveness of KT, 
and the changes observed are considered clinically important (effect size >0.9). In terms of 
function, the results of the various studies are contradictory, so no conclusion can be drawn. 
Table 16 presents a summary of the results. 
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Figure 16 – Pooled data from studies comparing kinesiotaping to placebo taping, for 

change in pain-free range of motion during flexion 
 

 

 
Figure 17 – Pooled data from studies comparing kinesiotaping to placebo taping, for 

change in pain-free range of motion during abduction 
 

Experimental: Experimental group using kinesiotaping; Control: Control group; Mean difference: Difference in the 
means of the treatment groups; SD: Standard deviation; Total: Number of participants per group; Weight: Weight 
assigned to each study; IV: Independent variable; Fixed: Fixed-effect model; 95% CI: Confidence interval at 95%;  
Year: Year of the study; Heterogeneity: Heterogeneity of the meta-analysis; Test for overall effect: Test evaluating 
the overall treatment effect; Favours placebo: Treatment effect favours  placebo group; Favours KT: Treatment 
effect favours kinesiotaping group. 

Figure 18 – Pooled data from studies comparing kinesiotaping to placebo taping, for 
change in pain-free range of motion during abduction in scapular plane  
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Table 16 – Effectiveness of taping in treatment of RC tendinopathies 

Treatment N 
(study) 

n 
(participants) 
and duration 
of follow-up 

Combined treatment 
effect Recommendation 

 
Level of 
evidence 

NET taping/ 
placebo taping 182 

1 n = 60 
Immediate 
follow-up 

No pooled data NET does not appear to be 
more effective in reducing 
pain at the end of range of 
motion.   
 
NET appears to be more 
effective in improving active 
range of motion. 
 

Low 

NET taping/ 
multimodal 
interventions 
181,183,186 

3 n = 99 
1 to 6 weeks 

No pooled data The contradictory results do 
not allow for a conclusion as 
to the superiority of one 
intervention over the other. 

 

KT/placebo taping 
180,184,187 

3 n = 89 
Immediate 
follow-up at 6 
days 

Pain-free range of 
motion 
Flexion: mean 
difference  8.7˚ (95% 
CI: 8.0 to 9.5)  
 
Abduction: mean 
difference: 10.3˚ (95% 
CI: 9.1 to 11.5) 
Abduction in the 
scapular plane: mean 
difference 7.6˚ (95% CI: 
6.3 to 8.9˚) 

Kinesiotaping appears to be 
more effective in improving 
pain-free range of motion 
during flexion and abduction.  

Low 

NET: Non-elastic taping; KT: Kinesiotaping; 95% CI: Confidence interval at 95%. 
 
Clinical recommendations 

• There is insufficient scientific evidence to reach any formal conclusion about the clinical 
effectiveness of either KT or NET in the treatment of RC tendinopathies, given the low 
methodological quality of the studies and the heterogeneity of the results.  

• Low-level evidence suggests that NET is not effective in reducing pain at the end of 
range of motion, but that it could improve active range of motion in patients with a RC 
tendinopathy. 

• Low-level evidence suggests that NET is effective in improving pain-free range of 
motion; however, it has no effect in terms of reducing overall pain or improving the 
functional level of participants with a RC tendinopathy.  

• Additional studies of better methodological quality are needed to reach a conclusion as to 
the effectiveness of taping in the treatment of RC tendinopathies. 

 

3.3.4 Effectiveness of transcutaneous electrical nerve stimulation 
(TENS) in treatment of rotator cuff tendinopathies 

Transcutaneous electrical nerve stimulation (TENS) is an electrotherapy modality that can be 
used by clinicians to alleviate pain related to a RC tendinopathy. Its action mechanism is based 
on Melzack and Wall’s gate control theory, which suggests that the stimulation of large 



52 Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

 - IRSST 

 
nocioceptive Aß fibres by the electrical current of TENS promotes the peripheral inhibition of 
pain in the dorsal horn of the spinal cord.188 Although widely used in clinical settings, no 
systematic review investigates its effectiveness in adults with a RC tendinopathy. A systematic 
review was therefore performed for this knowledge review.  
 
A total of six studies were retained for this systematic review. They obtained a mean 
methodological score of 48.8% ± 15.6, signifying low overall methodological quality.189-194 Only 
two of the studies obtained a score higher than or equal to 60%,190,192 and only one had a design 
in which participants were blinded to their allocations.192 No study specifically mentioned 
whether the subjects were workers or not.  
 
The aim of one study of moderate methodological quality (n = 20) was to compare the use of 
TENS to that of a placebo. The authors observed an analgesic effect immediately after 
application of TENS, with a decrease of 1.7 cm between the groups evaluated for pain, which 
was measured on a 10-cm VAS (no statistical comparison between the groups).192 However, 
there was no medium- or long-term follow-up. Another study of moderate methodological 
quality (n = 40) compared the effect of corticosteroid injections to that of TENS.190 Regarding 
nocturnal pain measured at the 12-week follow-up, the group that had received the injections 
perceived a greater reduction in pain (mean difference on a 10-cm VAS: 3.7 ± 2.1) than the 
group that had a TENS treatment (mean difference: 2.2 ± 1.7); this difference was statistically 
significant (p< 0.05) and clinically important. In terms of pain during movement, the group that 
had received injections was statistically superior (mean difference on a 10-cm VAS: 5.4 cm ± 
1.8) to the group that had had a TENS treatment (mean difference on a 10-cm VAS: 2.2 cm ± 
1.7, p<0.05), but the difference observed was below the clinically important threshold.190 The 
authors evaluated quality of life using the Short Form 36 (SF-36), and a significant difference 
was observed in the bodily pain subscale scores in favour of the group that had had the injections 
(p< 0.05). When a TENS treatment was compared to therapeutic ultrasound, the data were 
contradictory.191,194 One study (n = 50) reported TENS as being more effective than therapeutic 
ultrasound in reducing pain (mean difference of 10 cm on a 10-cm VAS for the TENS group 
compared to a mean difference of 8.5 cm for the ultrasound group, p<0.001), while another study 
observed no significant short-term differences between the two groups (p=0.94). Table 17 
presents a synthesis of the results concerning the effectiveness of TENS in the treatment of RC 
tendinopathies. 

Table 17 – Effectiveness of TENS in treatment of rotator cuff tendinopathies 

Treatment N (study) 
n (participants) 
and duration of 
follow-up  

Combined treatment 
effect Recommendation 

Level of 
evidence 

TENS/placebo 1 n = 20 
Immediate follow-
up 

No pooled data No recommendation can be 
made.  

 

TENS/ 
therapeutic 
ultrasound 

2 n = 79 
4 weeks 

No pooled data The contradictory results do 
not allow for any conclusion 
about the efficacy of these 
interventions.   

 

TENS/ 
corticosteroid 
injections 

1 n = 40 
3 months 

No pooled data No conclusion can be 
reached regarding this 
comparison. 
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Clinical recommendations 

• No recommendation can be made based on the current literature. Additional scientific 
evidence is needed for recommendations to be made about the effectiveness of TENS in 
the treatment of RC tendinopathies. 

 
3.3.5 Effectiveness of therapeutic ultrasound in treatment of rotator 

cuff tendinopathies 

Therapeutic ultrasound is an electrophysiological modality used to treat RC tendinopathies. 
Rarely used alone, it is administered as part of a treatment plan including other interventions 
aimed at reducing pain and restoring functional status. The therapeutic effects reported are 
decreased inflammation and improved elastic properties of the soft tissues.195 The energy 
produced by ultrasound may be absorbed mostly by those tissues having the greatest proportion 
of collagen, which would make therapeutic ultrasound an ideal intervention for the treatment of 
tendinopathies.196 As no systematic review evaluating the effectiveness of ultrasound in treating 
RC tendinopathies has been published, a systematic review with meta-analysis was performed. 
This study was published in Physical Therapy in Sport.197  
  
Based on the bibliographic search, 11 RCTs with a mean methodological score of 50%±15.6, 
(indicating low methodological quality) were retained.161,191,194,198-205 Only two of the studies had 
a methodological score higher than 60%.198,203 The majority of the studies (8 of 11) had a short-
term follow-up (2 to 10 weeks).161,191,194,199,200,203-205 None of them included a worker population 
specifically. 
 
Compared to a placebo treatment or a control intervention (advice offered about the pathology), 
the results of two studies of low methodological quality (n = 108) showed that therapeutic 
ultrasound was not effective in reducing pain or improving functional level.202,204 Three studies 
(n = 310) of varying methodological quality (two low quality and one high quality) found that 
adding ultrasound to an exercise program did not yield additional benefits when compared to an 
exercise program alone in terms of reducing pain or improving functional level (meta-analysis), 
evaluated using the Constant-Murley Score (CMS; figure 19).198-200 
 
Three studies (n = 142) of low to moderate methodological quality compared therapeutic 
ultrasound to the use of laser. They found that laser treatment may be more effective than 
ultrasound in reducing pain.199,203,204  
 
Three studies (n = 162) of low methodological quality compared the use of therapeutic 
ultrasound to other types of interventions (acupuncture, hyperthermia or massage).161,200,201  
Therapeutic ultrasound was found not to be superior to these interventions in terms of reducing 
pain or improving functional level and range of motion. Table 18 presents a synthesis of the 
results.  
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Study or Subgroup
Calis, 2011
Giombini, 2006

Total (95% CI)
Heterogeneity: Tau² = 0.00; Chi² = 0.39, df = 1 (P = 0.53); I² = 0%
Test for overall effect: Z = 0.14 (P = 0.89)

Mean
10.85
1.09

SD
12.03

4.2

Total
21
12

33

Mean
7.83
1.75

SD
19.6

5

Total
16
11

27

Weight
10.8%
89.2%

100.0%

IV, Random, 95% CI
3.02 [-7.88, 13.92]
-0.66 [-4.45, 3.13]

-0.26 [-3.84, 3.32]

Ultrasound Exercise Mean Difference Mean Difference
IV, Random, 95% CI

-20 -10 0 10 20
Favours exercise Favours ultrasound

Mean difference: Difference in the means of the treatment groups; Total: number of participants per group; Weight: 
Weight attributed to each study; IV: Independent variable; Random: Random-effects model; 95% CI: Confidence 
interval at 95%; Heterogeneity: Heterogeneity of the meta-analysis; Test for overall effect: Test evaluating the 
overall treatment effect; Favours exercise: Treatment effect favours the group doing exercises; Favours ultrasound: 
Treatment effect favours the group doing ultrasound and exercises. 

Figure 19 – Pooled data from studies comparing therapeutic ultrasound plus exercise 
program to exercise program alone, for improvement in function, measured using 

Constant-Murley Score (re-evaluation: 2 to 4 weeks after start of intervention) 
 

Table 18 – Effectiveness of therapeutic ultrasound in treatment of RC tendinopathies 

Treatment N (study) 
n (participants) 
and duration of 
follow-up  

Combined treatment 
effect Recommendation Level of 

evidence 

Ultrasound/ 
placebo or advice 
202,204 
 

2 n = 108  
3 weeks to 1 
year 
 
 

No pooled data 
 
 

Ultrasound is not superior to a 
placebo or advice in terms of 
reducing pain and improving 
function.   

Low 

Ultrasound/laser 
199,203,204 

3 n = 158 
2 to 3 weeks 

No pooled data Laser may be superior to 
ultrasound in reducing pain.   

Low 

Ultrasound with 
exercise 
program/ 
exercise program 
alone 198-200 

3 n = 310 
2 weeks to 6 
months 

Pain 
No pooled data 
 
Function 
Mean difference 
evaluated using the 
CMS (%): -0.3 (95% CI 
-3.8 to 3.3) 

The addition of ultrasound to 
an exercise program is not 
superior to an exercise 
program alone in terms of 
reducing pain and improving 
function.   

Low 

CMS: Constant-Murley Score; 95% CI: Confidence interval at 95%. 

Recommendations 
• In light of the low-level evidence, therapeutic ultrasound administered alone or as part of 

a multimodal intervention in patients with a RC tendinopathy does not appear to be 
effective. Additional studies of high methodological quality are needed to reach any 
definitive conclusion about the effectiveness of therapeutic ultrasound.  
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3.3.6 Effectiveness of laser in treatment of rotator cuff 

tendinopathies 

Laser is a physical modality often used to treat RC tendinopathies. Studies conducted on animals 
suggest that it has anti-inflammatory and fibroblast activation properties that appear to lead 
collagen production in the tendon.206,207 However, few studies have been published on the 
effectiveness of laser in treating adults with RC tendinopathies, and no recent systematic review 
evaluating its effectiveness in this population was found. A systematic review with meta-analysis 
was therefore performed. 
 
Based on the bibliographic search, 13 RCTs were included in this review.126,199,203,204,208-216 The 
mean methodological score of the studies was 66.4%±10.0, representing moderate 
methodological quality. The majority of the participants suffered from a chronic RC 
tendinopathy (10 studies of 13).126,199,203,204,209-211,214-216 In addition, the majority of the studies 
had short-term follow-up, and only three of them did follow-up after eight weeks or 
more.209,213,215 Nine studies used the parameters recommended by the World Laser Therapy 
Association.217 No study specifically evaluated the effectiveness of laser in treating workers.   
 
Figures 20 to 24 present a summary of the study results that could be pooled quantitatively in 
meta-analyses by different comparators, for the outcome measures pertaining to pain, functional 
level and range of motion. Table 19 presents a synthesis of the evidence based on the 
quantitative or qualitative evaluation of the studies on laser use in the treatment of RC 
tendinopathies. 

 

 
Figure 20 – Pooled data from studies comparing use of laser to exercise program, for 

nocturnal pain reduction, measured on 10-cm visual analogue scale (re-evaluation: 2 weeks 
after start of intervention)  
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Figure 21 – Pooled data from studies comparing use of laser plus exercise program to 

exercise program alone, for pain reduction, measured on 10-cm visual analogue scale (re-
evaluation: 2 to 3 weeks after start of intervention)  

 

 
Figure 22 – Pooled data from studies comparing use of laser plus exercise program to 

exercise program alone, for nocturnal pain reduction, measured on 10-cm visual analogue 
scale 

 

 
Figure 23 – Pooled data from studies comparing use of laser plus exercise program to 

exercise program alone, for functional improvement (re-evaluation: 2 to 4 weeks after start 
of intervention) 
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A- 
Flexion Study or Subgroup

Bingol, 2005
Dogan, 2010
Yeldan, 2009

Total (95% CI)
Heterogeneity: Tau² = 0.00; Chi² = 0.64, df = 2 (P = 0.73); I² = 0%
Test for overall effect: Z = 0.56 (P = 0.58)

Mean
6.12

12
5.64

SD
12

38.2
3.19

Total
20
30
34

84

Mean
8.15

7
5.26

SD
13

25.9
1.71

Total
20
22
33

75

Weight
2.4%
0.5%

97.1%

100.0%

IV, Random, 95% CI
-2.03 [-9.78, 5.72]

5.00 [-12.44, 22.44]
0.38 [-0.84, 1.60]

0.34 [-0.86, 1.55]

Laser & Exercise Exercise alone Mean Difference Mean Difference
IV, Random, 95% CI

-10 -5 0 5 10
Exercise alone Laser and Exercise

 
 

B-
Abduction 

 
C- 
External 
rotation 

Study or Subgroup
Abrisham, 2011
Bingol, 2005
Dogan, 2010

Total (95% CI)
Heterogeneity: Tau² = 0.20; Chi² = 2.05, df = 2 (P = 0.36); I² = 3%
Test for overall effect: Z = 6.06 (P < 0.00001)

Mean
18.6

14.04
0.67

SD
1.9

46.77
11.55

Total
40
20
30

90

Mean
14.9

17.63
0.68

SD
1.6

35.66
8.46

Total
40
20
22

82

Weight
95.5%
0.2%
4.3%

100.0%

IV, Random, 95% CI
3.70 [2.93, 4.47]

-3.59 [-29.37, 22.19]
-0.01 [-5.45, 5.43]

3.53 [2.39, 4.67]

Laser & Exercise Exercise alone Mean Difference Mean Difference
IV, Random, 95% CI

-20 -10 0 10 20
Exercise alone Laser & Exercise

 
D- 
Internal 
rotation 

Study or Subgroup
Bingol, 2005
Dogan, 2010
Yeldan, 2009

Total (95% CI)
Heterogeneity: Tau² = 0.00; Chi² = 0.44, df = 2 (P = 0.80); I² = 0%
Test for overall effect: Z = 0.27 (P = 0.79)

Mean
9.97
1.83
3.76

SD
19.98
13.79
1.01

Total
20
30
34

84

Mean
14.9
1.82
3.69

SD
27.28
6.91
0.97

Total
20
22
33

75

Weight
0.1%
0.7%

99.2%

100.0%

IV, Random, 95% CI
-4.93 [-19.75, 9.89]

0.01 [-5.71, 5.73]
0.07 [-0.40, 0.54]

0.06 [-0.41, 0.54]

Laser & Exercise Exercise alone Mean Difference Mean Difference
IV, Random, 95% CI

-20 -10 0 10 20
Exercise alone Laser & Exercise

 
Laser & Exercise: Group including both laser and exercises; Exercise alone: Group including only exercises; Std. 
Mean difference: Standardized difference in the means of the treatment groups; SD: Standard deviation; Total: 
Number of participants per group; Weight: Weight attributed to each study; IV: Independent variable; Random: 
Random-effect model; 95% CI: Confidence interval at 95%; Heterogeneity: Heterogeneity of the meta-analysis; Test 
for overall effect: Test evaluating the overall treatment effect. 

Figure 24 – Pooled data from studies comparing use of laser plus exercise program to 
exercise program alone, for improvement in shoulder range of motion during (a) flexion, 
(b) abduction, (c) external rotation, and (d) internal rotation (re-evaluation: 2 to 3 weeks 

after start of intervention) 
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Table 19 – Effectiveness of laser in treatment of RC tendinopathies 

Treatment N 
(study) 

n (participants) 
and duration of 
follow-up  

Combined treatment effect Recommendation  Level of 
evidence 

Laser/placebo or 
control 
intervention 
126,204,214 
 

3 
 

n = 84 
14 to 21 days 

No pooled data Laser appears to be effective in 
reducing pain in the short term when 
compared to a placebo. 
Laser effectiveness in terms of 
improving shoulder function and 
range of joint motion has not been 
demonstrated.   

Low 

Laser/exercise 
program199,209 

2 n = 114 
2 to 12 days 

Pain 
Nocturnal: Mean difference 
evaluated with 10-cm VAS: 0.34 
(95% CI: 
 -0.83 to 1.5) 
During activity and at rest: no 
pooled data 
 
Function and range of motion 
No pooled data 

Laser does not appear to be effective 
in alleviating pain or improving 
either shoulder function or range of 
motion, when compared to an 
exercise program alone.   
 

Low 

Laser/ 
therapeutic 
ultrasound 
199,203,204 
 

3 n = 142 
2 to 3 weeks 

No pooled data Laser may be more effective than 
ultrasound in reducing pain.   

Low 

Laser with 
exercise 
program/ 
exercise 
program alone 
or other 
intervention208,210

-212,215,216 
 

6 
 
 
 
 
 
 
 
 
 
 
 
 

n = 318 
2 to 12 weeks 
 
 
 
 
 
 
 
 
 
 

Pain 
Overall: mean difference 
evaluated on 10-cm VAS: 1.38 
(95% CI: 0.91 to 1.9) in favour of 
laser & exercise group* 
 
Nocturnal: mean difference 
evaluated on 10-cm VAS: 0.17 
(95% CI:  
-0.41 to 0.75) in favour of laser & 
exercise group* 
 
Function 
Standardized mean difference:  
-0.21 (95% CI: -0.53 to 0.10) in 
favour of laser & exercise group* 
 
Range of motion 
External rotation: mean difference 
3.5˚ (95% CI: 2.4 to 4.7) 
in favour of laser & exercise 
group * 
 
No significant difference for 
flexion, abduction or internal 
rotation  

Adding laser treatment to an 
exercise program does not yield 
added benefits in terms of 
alleviating pain or improving 
shoulder function and range of 
motion.   
 

Moderate 
 
 
 
 
 
 
 
 
 
 
 
 
 

VAS: Visual analogue scale; 95% CI: Confidence interval at 95% 
* This difference is not considered clinically important.  

Recommendations 
• There is only low-level evidence indicating that the use of laser in adults with RC 

tendinopathy might alleviate pain in the short term.   
• Low-level evidence suggests that laser is no more effective than an exercise program 

alone.   
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• Moderate-level evidence suggests that adding laser to other treatment modalities such as 

therapeutic exercises or ultrasound yields no additional benefits in terms of reducing pain 
or improving functional level. 

 
3.3.7 Effectiveness of extracorporeal shock wave treatment (ESWT) 

in treatment of rotator cuff tendinopathies 

Low- or high-energy extracorporeal shock wave treatment (ESWT) is used for its possible 
promotion of tendon repair. This includes neovascularization, a suppressive effect on nociceptors 
and hyperstimulation mechanisms that appear to activate Aß non-nociceptive fibres and promote 
peripheral pain inhibition.218 Prior studies have reported ESWT’s effectiveness in treating RC 
tendinopathies with calcifications,219 but its effectiveness has yet to be proven for tendinopathies 
without calcification. Few randomized clinical trials have been published since the last 
systematic review evaluating ESWT effectiveness in adults with RC tendinopathy. A synthesis 
of the scientific evidence was therefore carried out based on the most recent systematic review 
and the latest randomized clinical trials (RCTs) published.220-222  
 
A total of six RCTs were included in the last systematic review, published in 2011, which 
evaluated the effectiveness of ESWT in adults with RC tendinopathy (without calcification).221 
With a methodological score of 70.4%, that review was of moderate methodological quality. 
Based on the findings of the studies retained, ESWT is not recommended for treating RC 
tendinopathy. Only one study of low methodological quality reported that ESWT was more 
effective than an exercise program alone or a control group. The two studies that compared 
ESWT to a placebo did not demonstrate the therapeutic effectiveness of this modality.  Based on 
the studies retained, the authors of this review do not recommend that clinicians use either low- 
or high-energy ESWT to treat adults with RC tendinopathy.221  
 
Two randomized clinical trials have been published since the last review came out. They 
compared the effects of ESWT to those of a placebo with follow-up at three and six 
months.220,222 The two studies had moderate to high methodological quality (68.8% for the Kolk 
et al. study; 81.3% for the Galasso et al. study). In the first study (n = 82), the ESWT did not 
demonstrate greater effectiveness in alleviating pain, with a mean difference of 40.0 ± 30.5 
obtained in the group receiving ESWT evaluated on a VAS (0-100) and of 29.0 ± 33.1 in the 
placebo group (p=0.137).222 No significant difference was observed in terms of function, with a 
mean difference of 24.0 ± 20.5, evaluated using the CMS, for the ESWT group, and of 12.4 ± 
23.0 for the placebo group (p=0.115).222 In the second study (n = 20), however, a significant 
difference was observed in favour of ESWT (low energy) in terms of function, with a relative 
improvement of 74.5% in the intervention group and of 15.2% in the placebo group, measured 
using the CMS (%) with follow-up at three months (p=0.014).220  
 
Recommendations 

• Moderate-level scientific evidence does not point in favour of either low- or high-energy 
ESWT as a treatment for alleviating pain and improving functional level in adults with a 
RC tendinopathy. Only a minority of studies report a positive treatment effect, and their 
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methodological quality ranged from low to moderate. More RCTs are needed to reach 
conclusions about the effectiveness of low- or high-energy ESWT. 

3.3.8 Effectiveness of surgery in treatment of rotator cuff 
tendinopathies 

Surgery is often envisaged to treat RC tendinopathies when conservative treatment fails. Several 
surgical interventions are available. Subacromial decompression, rotator cuff debridement and 
bursectomy are those most frequently performed.223 Subacromial decompression consists of 
removing part of the subacromial bursa and thinning the acromion; the coraco-acromial ligament 
may also be removed.224 The aim is to reduce the friction of the rotator cuff tendons on the 
acromion, particularly during arm elevation movements. Bursectomy is defined as the excision 
of the tissues of the subacromial bursa,225 while debridement consists of removing damaged 
tendon tissues or other debris in the subacromial space.226 As no systematic review of the 
effectiveness of surgery has been published recently, we performed one. Meta-analysis was not 
possible. The complete results have been published in Clinical Rheumatology.227 
 
Fifteen RCTs were included in our systematic review following a bibliographic 
search.145,146,149,150,228-238 The mean methodological score for the included studies was 58.9% 
±10.8, which represents an overall methodological quality of low to moderate. In terms of 
participants, no study included workers exclusively.  
 
Effectiveness of acromioplasty versus that of exercise program  
Based on four studies (n = 391) of moderate methodological quality comparing acromioplasty to 
a therapeutic exercise program, the evidence-based data identified during our systematic review 
points to the conclusion that a rehabilitation program including therapeutic exercises is as 
effective as acromioplasty for treating RC tendinopathies.145,149,231,234 Open acromioplasty was 
the focus of one study, while the three other studies investigated arthroscopy. Only one study (n 
= 42) observed a difference in favour of open acromioplasty, but it was based on an non-
validated evaluation tool.234 In two studies, the authors presented an analysis of the direct health 
costs, reporting that surgery was 1.5 to 2 times more costly than a rehabilitation program 
including exercises.145,231 
 
Effectiveness of open acromioplasty versus that of arthroscopic acromioplasty  
Five studies (n = 192) have been published on this topic, but they obtained a low score for 
methodological quality.229,232,235,236,238 Of these five studies, two (n = 66) reported similar 
effectiveness for both types of interventions in terms of function.229,238 Two other studies (n = 64, 
results reported in three articles)232,233,235 concluded that arthroscopic acromioplasty may yield 
better results than open acromioplasty in the short term, particularly with regard to range of 
shoulder motion during flexion and abduction and with regard to sick leave duration. However, 
the pain reduction results and long-term results for range of joint motion were similar for both 
techniques.    
 
It should be noted that arthroscopic acromioplasty is a more complex technique than open 
acromioplasty. It requires superior skills on the part of the surgeon. Based on the studies 
reviewed, it is not clear which of the techniques takes less time to perform. A number of factors 
should be taken into account when choosing a surgical technique (time involved, cost, result), 
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and to date, the literature does not reveal any consensus regarding a particular approach. 
Table 20 summarizes the results on the effectiveness of surgery in treating rotator cuff 
tendinopathies.  
 

Table 20 – Effectiveness of surgery in treatment of RC tendinopathies 

Treatment N (study) 
n (participants) 
and duration of 
follow-up 

Combined 
treatment 
effect 

Recommendation 
 
Level of 
evidence 

Acromioplasty/ 
exercise program 
145,149,231,234 

4 391 
1 to 2½ years 
 

No pooled data Acromioplasty is as effective as an 
exercise program in reducing pain 
and improving function.  

Low to 
moderate 

Arthroscopic 
acromioplasty/ 
open 
acromioplasty 
229,232,233,235,238 

5 192 
6 months to 8 
years 

No pooled data Both surgical techniques have proven 
effective, but the results for 
arthroscopy may yield additional 
short-term benefits for range of 
shoulder motion in flexion; however, 
the long-term results are comparable 
for both interventions.  

Low 

 
Recommendations 

• Low- to moderate-level scientific evidence suggests that a therapeutic exercise program 
and acromioplasty are equally effective in treating RC tendinopathy. 

• Low- to moderate-level evidence indicates that open surgery and arthroscopy are both 
effective in treating RC tendinopathy. Arthroscopy may yield additional short-term 
benefits in terms of range of motion in humeral flexion.  
 

3.4 Review of interventions for treating full-thickness rotator cuff 
tears  

3.4.1 Effectiveness of conservative interventions in treatment of 
rotator cuff tears  

One systematic review sought to evaluate the effectiveness of an exercise program for patients 
ages 59 to 78 years and suffering from a full-thickness RC tear.239 A total of ten studies (n = 304) 
were retained, but they included only observational studies, two of which focused on unique 
cases. Four studies included an exercise program alone, while the remaining six combined 
exercises with other interventions. The authors concluded that an exercise program alone or 
combined with other non-surgical interventions produced beneficial effects for conservative 
treatment of RC tears. However, they did not specify the outcome measures. Given the absence 
of RCTs and the heterogeneity of the studies concerning exercise programs, no definitive 
conclusion can be reached based on this review.  
 
Another systematic review of low methodological quality (63.0%) included systematic reviews 
as well as randomized clinical trials evaluating various conservative interventions for treating 
full-thickness RC tears in the general population.240 However, given the few published studies 
and reviews, the authors were unable to reach a conclusion regarding the effectiveness of the 
interventions studied, specifically, corticosteroid injections and subscapular nerve blocks. In fact, 
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one study (n = 78) undertook to compare corticosteroid injections to hyaluronate injections, but 
observed no significant difference in participant satisfaction after four weeks. In the other study 
(n = 13), the authors compared the effects of a dexamethasone nerve block to those of a placebo 
over a 12-week period. The group receiving the nerve block showed a relative improvement in 
nocturnal pain, movement and range of motion during flexion, abduction and external rotation; 
however, no inter-group comparison was performed.   
 
Clinical recommendations  

• Although clinically speaking surgery is indicated for young, active patients suffering 
from pain and functional limitations, the scientific evidence regarding these prognostic 
factors is poor. Moreover, there is currently little evidence to support choosing an 
intervention based on patient age.  

• Additional studies of good methodological quality are needed to reach a conclusion 
regarding the effectiveness of exercises and other conservative approaches in treating 
full-thickness RC tears in both the general population and workers.  

 
3.4.2 Effectiveness of surgery in treatment of full-thickness rotator 

cuff tears 

RC repair consists of stitching the ruptured tendinous tissues together, and when the tendon(s) 
is/are detached from their point of insertion into the humeral head, of reattaching the tendons to 
the bone.241 Surgery is indicated for young, active patients with a symptomatic RC tear and a 
shoulder with no stiffness.242 Certain risk factors may result in a loss of functionality. These 
factors include advanced age, a large tendon tear, concomitant surgery on the biceps or the 
acromioclavicular joint, and for patients who are workers, the fact of receiving compensation 
from a public insurer following a work disability.243 RC repair may or may not be accompanied 
by acromioplasty. These types of surgery may also be performed using different approaches, i.e. 
open, semi-open or arthroscopic, and by using different types of suture anchors, i.e. single-row 
or double-row repair.244 
 
Effectiveness of RC repair in worker populations  
A systematic review published in 2011 and of low methodological quality (56.4%) specifically 
evaluated the effectiveness of surgery in a worker population.245 Eight studies were retained and 
a qualitative synthesis was performed by the authors.  The methodological quality of the retained 
studies ranged from moderate to high. The authors reported that RC repair was an effective 
surgery for treating workers in terms of reducing pain and obtaining gains in quality of life, 
range of motion and strength. However, compensated workers showed fewer benefits, and a 
smaller proportion of them returned to their pre-injury jobs compared to participants who 
received no benefits during their sick leave. The exact reasons for these differences between 
compensated and non-compensated workers remain poorly understood.   
 
The authors reported that in one study, a decrease was observed in the direct and indirect costs 
associated with surgery when an early referral system was used rather than a traditional referral 
system in which a front-line physician has to refer the patient to a medical specialist 
(orthopedist). The early referral system led a $75,000 decrease in costs per patient compared to 
the usual referral system (p<0.05) and to a decrease in the duration of sick leave: 6.6 months for 
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the early referral group compared to 17.1 months for the traditional referral group (however, no 
statistical analysis was performed).245  
 
Effectiveness of RC repair by open, semi-open or arthroscopic approach 
Two systematic reviews analyzed the effectiveness of the various surgical approaches used for 
RC repair.246,247 According to these two recent publications, with methodological quality scores 
of 79.6% for the Shan et al. study (2014) and 40.7% for the Lindley et al. study (2010), there was 
no significant different between the results obtained with open surgery and those obtained using 
an arthroscopic approach in terms of pain reduction or functional disorders. In the meta-analysis 
by Shan et al. (2014), which included 12 studies (n = 770), the results of five of these (n = 336) 
were pooled to evaluate the effectiveness of arthroscopic surgery compared to that of semi-open 
surgery in terms of pain, and a non-significant difference was reported, with an SMD of 0.59 
(95% CI: -0.21 to 0.53). In the same review, the data from seven studies were pooled to evaluate 
the comparative effectiveness of these two types of intervention in terms of function, and no 
significant different was observed, with an SMD of 0.91 (95% CI: -0.24 to 2.1) for the CMS (%) 
(n = 145), of 0.28 (95% CI: -0.06 to 0.62) for the UCLA score (n = 134), and of -0.04 (95% CI: -
0.28 to 0.20) for the ASES questionnaire (n = 270). In addition, the incidence of anatomic failure 
(non-healing or re-tear) caused by rupture of the repair was not significantly different between 
the two surgical techniques, with an odds ratio of 0.99 (95% CI: 0.57 to 1.73). 
 
In the systematic review by Lindley et al. (2010), which evaluated ten studies (n = 812), five of 
which were not taken into account in the Shan et al. review (2014), a qualitative synthesis of 
results was presented and similar conclusions were reached, i.e. that there was no difference 
between the effectiveness of open surgery and that of arthroscopy in terms of pain, function and 
prevalence of anatomic failure (non-healing or re-tear).246 However, the authors recommended 
that further studies be conducted to evaluate the short- and medium-term results, as some studies 
suggest that capacities might be recovered faster in the case of arthroscopic surgery.   
 
Effectiveness of RC repair with single-row or double-row suture anchors  
Three recently published meta-analyses endeavoured to compare the use of different types of 
suture anchors in RC repair, namely, single-row and double-row.248-250 The three reviews 
obtained methodological scores of 66.7%,250 75.9%249 and 79.6%248 respectively. The meta-
analyses presented in the most recent systematic review, that by Millet et al. (2014), and which 
studied the effectiveness of single-row versus double-row suture anchors on the functional level, 
did not show any significant difference between the two types of treatment. At a follow-up 
conducted at 23.2 months, the mean differences in the UCLA scores (n = 331) were 1.1% (95% 
CI: -0.3 to 2.5); in the CMS scores (n = 431), -3.7% (95% CI: -8.8 to 1.4); and in the ASES 
scores (n = 351), -2.1% (95% CI: -7.3 to 3.2).248 The other two reviews obtained similar results 
on the functional level, but none of the three reviews reported results for pain alone. However, 
two of these reviews included a comparison of the RC non-healing or re-tear rate post-surgery. 
Based on five studies (n = 258) with a mean follow-up at 25.6 months, the review by Xu et al. 
(2014) reported a relative risk of 1.7 (95% CI: 1.2 to 2.4) in the proportion of re-tears in the 
group that had undergone single-row repair versus the group having undergone double-row 
repair. In the review by Millet et al., which included six studies (n = 494) with a mean follow-up 
after 26.1 months, the relative risk of re-tear was also found to be very similar: RR = 1.8 (95% 
CI: 1.3 to 2.5). 
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In the Xu et al. and Chen et al. reviews, the authors also presented analyses that took into 
account the size of the RC tear needing repair. In the most recent review by Xu et al., of the 
participants with a tear longer than 3 cm (n = 157), those who had had double-row repair of the 
RC demonstrated significantly higher improvements in their UCLA functional score and ASES 
score than those who had had single-row repair (p=0.005 and p=0.001 respectively). The authors 
therefore recommended using double-row repair in subjects whose tears were longer than 
3 cm.250 However, in their review, Chen et al. considered that the differences observed were 
clinically unimportant.248  
 
The conclusions reached in the three systematic reviews were similar, namely, that no significant 
difference was observed between the two types of suture anchors in terms of function. However, 
while some results suggest that double-row anchors may reduce the risk of re-tear or be more 
effective in patients with tears longer than 3 cm, it remains difficult to reach a formal conclusion 
about the advantages of double-row versus single-row repair in these specific situations.   
 
Effectiveness of RC repair with or without acromioplasty  
In a recent systematic review of high methodological quality (81.5%) and including four studies 
(n = 373), the authors compared the effectiveness of RC repair with or without acromioplasty.251 
The meta-analyses performed revealed no significant difference on the functional level, with a 
mean difference of 4.4% (95% CI: -2.0 to 10.8) in the CMS (n = 104) and of 1.9% (95% CI: -2.0 
to 5.8) in the ASES (n = 199). The authors reported a similar re-operation rate for both types of 
intervention, with a relative risk of 0.46 (95% CI: 0.08 to 2.7). The authors concluded that RC 
repair with or without acromioplasty yielded the same results in terms of functional aspects.   
 
Two randomized clinical trials have been published since this systematic review, and they 
obtained a mean methodological score of 59.4%± 4.4.252,253 One of the two studies (n = 86) 
reported no significant difference between the two groups in terms of function and quality of life 
with a follow-up after two years.253 The other study (n = 167) compared the effects of 
acromioplasty alone to those of RC repair including acromioplasty and an exercise program, and 
to those obtained for a third group that was prescribed an exercise program only.252 The authors 
reported no significant difference between the three groups in terms of function, with follow-up 
after one year. The two studies showed that both types of surgery were equally effective in terms 
of function, but one of the studies recommended not performing acromioplasty during RC 
repair.252 
 
Effectiveness of RC repair versus that of an exercise program  
A systematic review of low methodological quality (63.0%) and including both systematic 
reviews and randomized clinical trials evaluated various interventions for treating full-thickness 
RC tears.240 The authors retained one study (n = 103) of moderate methodological quality 
(68.8%) in which the effects of a RC repair (open or semi-open approach) were compared to 
those of an exercise program for patients with a mean age of 60 years. They concluded that 
moderate-level evidence suggested that surgery was more effective than an exercise program in 
the medium and long terms for reducing pain and improving functional level in this population.  
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One randomized clinical trial evaluated three interventions: RC repair with acromioplasty, 
acromioplasty alone and an exercise program in subjects over 55 years of age. 252 This study (n = 
167) was of low methodological quality (62.5%). The exercise program, which was suggested by 
a physiotherapist, was designed to improve glenohumeral and scapulothoracic control while 
strengthening the rotator cuff muscles. In terms of function, the authors reported the CMS results 
(%), with an average improvement of 17.1 ± 21.9 after 12 months for the exercise group, of 17.6 
± 18.6 for the acromioplasty group and of 19.8 ± 17.9 for the group who had RC repair 
combined with acromioplasty (p=0.34). The satisfaction rate among the participants in the 
exercise group was 87%, compared to 96% in the acromioplasty group and 95% in the group that 
had both RC repair and acromioplasty (p=0.14). An evaluation of the direct health costs (in 
euros) associated with the interventions was also reported, with an average cost of 2,417 € 
±1,443 for the group doing the exercise program, 4,765 € for the acromioplasty group, and 
5,709 € for the group who underwent RC repair with acromioplasty (p<0.0001). The authors 
concluded that conservative treatment was as effective as surgical RC repair with or without 
acromioplasty in terms of function and patient satisfaction. They ultimately recommended 
starting with conservative treatment in older patients who have a non-traumatic RC tear.  
 
Clinical recommendations 

• Low-level scientific evidence suggests that workers who are compensated during sick 
leave for a RC tear that is treated with surgery may return to work more slowly than those 
who are compensated. Moreover, they achieve more modest gains in terms of pain 
reduction and improvement in function, range of motion and strength. The reasons for 
these differences in compensated workers have yet to be determined.  

• Moderate-level evidence shows that open, semi-open and arthroscopic surgery for RC 
repair are equally effective in reducing pain and improving both function and range of 
motion in a population with a RC tear.  

• Moderate-level evidence suggests that the single-row and double-row types of RC repair 
are equally effective in terms of function; however, double-row repair may be associated 
with a lower level of RC re-tear.  

• Given the contradictory evidence regarding the effectiveness of RC repair versus that of 
an exercise program, there is no consensus as to which intervention should be 
recommended. Factors such as patient age, injury mechanism and functional needs 
should potentially be considered, although little evidence supports an association between 
these factors and surgical success. 
 

3.5 Conclusion 

This knowledge review highlights the recent scientific evidence on the effectiveness of medical, 
surgical and rehabilitation interventions for workers or adults with RC tendinopathies or full-
thickness tears. Regarding the treatment of RC tendinopathies, the evidence presented suggests 
that an exercise program is effective in reducing pain, improving function and promoting 
workers’ return to work. As for the other types of interventions, the small amount of data 
available on worker populations does not allow for a specific conclusion regarding the 
effectiveness of therapeutic techniques for treating this population.   
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Nonetheless, several interventions are effective for treating a general population with a RC 
tendinopathy, i.e. taking non-steroidal anti-inflammatory drugs (NSAIDs) in the short term, 
therapeutic exercises and arthroscopic or open acromioplastic surgery. Other interventions have 
been recognized as ineffective in adults with a RC tendinopathy: manual therapy, therapeutic 
ultrasound and extracorporeal shock wave treatment (ESWT). Corticosteroid injections have not 
shown themselves to be more effective than other types of less invasive interventions, and should 
not therefore be retained as the initial treatment for adults with RC tendinopathies. A number of 
interventions are not supported by sufficient scientific evidence to allow for a conclusion about 
their effectiveness or ineffectiveness: taping, transcutaneous electrical nerve stimulation (TENS) 
and laser. 
 
Regarding the treatment of full-thickness RC tears, little scientific evidence specific to a worker 
population has been published. No recommendation can therefore be made regarding the 
effectiveness of interventions for these types of tears in this particular population. That said, 
some interventions, such as various types of RC repair surgery, through an open approach or 
arthroscopy, with or without acromioplasty and single-row or double-row repair, have 
demonstrated their effectiveness in the general population with full-thickness RC tears.  
Additional studies of good methodological quality are needed to reach a conclusion about the 
effectiveness of exercises and other conservative approaches in treating full-thickness RC tears 
in both the general population and workers. 
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4.  THE RETURN TO WORK  

The return-to-work (RTW) process depends on several factors that are specific to each situation. 
A worker’s rehabilitation has a number of dimensions (e.g. medical, social, and 
psychological)254-256 and may also require various interventions aimed at the work situation. The 
first section of this chapter presents a review of the literature on the effectiveness of workplace-
based interventions for individuals suffering from shoulder pain. The second section presents a 
review of the literature on the prognostic factors of absenteeism and the RTW of individuals with 
shoulder pain.  
 
4.1 Workplace-based interventions for workers with shoulder pain 

According to a study conducted on the Québec population in 2007-2008, approximately 238,000 
workers reported having been absent from work in the preceding year for a musculoskeletal 
disorder.257 In addition, absenteeism problems are associated with a decline in productivity and 
have an impact on public finances, as mentioned in a study conducted on the member countries 
of the Organization for Economic Co-operation and Development (OECD).258 Rehabilitation 
interventions have traditionally ensured the management of a worker by professionals in clinical 
settings. However, interventions in the workplace appear to have a beneficial effect on the 
RTW.259 For example, the social, organizational and physical work environment, but also the 
worker’s psychological situation and the physical and mental demands of the job tasks, appear to 
play an important role in work absenteeism and the RTW.259 
 
Given the emerging data on this subject, efforts have been made to develop workplace-based 
rehabilitation intervention programs. In fact, contemporary approaches for treating 
musculoskeletal disorders tend to look at workers in their work context rather than simply 
treating their clinical problem. The programs thus take into account several factors related to the 
work situation in addition to the usual clinical approach.  
 
The results of one systematic review suggest that multidisciplinary rehabilitation programs are 
potentially beneficial for a worker population on sick leave due to upper limb disorders. The 
authors of this systematic review reported that a multidisciplinary program including 
interventions focused on the worker’s physical, but also psychological, condition may be 
beneficial for workers who are absent for four or more weeks.260 However, given the little high-
quality methodological data available, the authors were unable to make recommendations 
regarding the optimal treatment. In fact, the studies reported little on work-related outcomes. 
Future studies should therefore include the self-reported pain level and document the absences 
resulting from a medical condition such as musculoskeletal problems. Another systematic review 
evaluated the effectiveness of workplace-based interventions with a population suffering from 
various musculoskeletal conditions.261 The authors concluded that moderate-level evidence 
indicated that interventions such as the worker’s early return to the workplace, a temporary 
assignment including adapted tasks and the ergonomic adjustment of the work station were 
effective in reducing both the disability duration and the related costs. As mentioned earlier in 
our knowledge review, a systematic review was carried out to assess the effectiveness of exercise 
programs in a worker population. Exercises were deemed effective for workers in different work 
settings and suffering from a RC tendinopathy. However, no systematic review specifically 
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assessed the impact of workplace-based interventions on a worker population with painful 
shoulder symptoms. We therefore conducted a systematic review on this subject.   
 
4.1.1 Research and analysis methodology  

A bibliographic search was performed in the PubMed, Embase, CINAHL and Pedro databases 
(covering the period from the date of the database creation to May 2014) to identify the literature 
on workplace-based interventions involving adults with shoulder pain.  
 
Study inclusion criteria 
For inclusion in the systematic review, the articles had to meet the following inclusion criteria:  
(1) the participants had to be workers suffering from shoulder pain. Articles on workers suffering 
from both shoulder and neck pain were only retained if the authors presented results specific to 
the shoulder. Studies that included a worker sample with a proportion of subjects who were 
healthy but at risk of developing shoulder pain were also considered; (2) the articles had to be 
written in either French or English; (3) they had to include a workplace-based rehabilitation 
intervention for a shoulder problem. All types of research designs were retained.   
 
Data extraction 
Data extraction was performed using a data extraction form. The following information was 
extracted: study design, number and characteristics of the participants (diagnosis, age, gender, 
job type and characteristics), rehabilitation treatments and workplace-based interventions, 
outcome measures, and statistical analyses and results. A first reader performed the extraction, 
which a second reader then corroborated or completed.  
 
Assessment of risk of bias of studies  
Two readers independently evaluated the methodological quality of each study using a tool 
developed by one of the authors of this knowledge review. This tool is used to assess the 
methodological quality of experimental and quasi-experimental studies by means of 24 items that 
are scored from 0 to 2 (0 is assigned for a high risk of bias, 2 for a low risk, and 1 if insufficient 
information available to assess the bias). A high total score means high methodological quality 
(low methodological quality: 0-49%, moderate: 50-74%, high: 75-100%). Although not yet 
validated, this tool has been used in several systematic reviews in the past.262,263 After 
independently assessing each article, the two readers compared their results. Any differences 
noted between their assessments were discussed until a consensus was reached.  
 
Data synthesis 
In light of the varied study designs, heterogeneous interventions and different measurement tools 
used, a qualitative synthesis of the results, without meta-analysis, was performed.   
 
4.1.2 Results – Workplace-based interventions  

Characteristics of included studies  
Eleven studies with a mean methodological score of 64.2%±14.1 were retained147,264-273 Only 
three of these obtained a score higher than 75%,264,269,273 while three others obtained a score 
equal to or less than 50%, indicating low methodological quality.267,270,271 The main risks of bias 
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identified were the absence of calculations of the sample size and the fact that patient and 
evaluator assignment was not blinded. Nine of the 11 studies were 
RCTs.147,231,264,266,267,269,270,272,273 Four studies included office workers,264,267-269 two studies 
looked at assembly-line or factory workers,265,271 one study investigated laboratory technicians273 
and another studied garment workers.270 Three studies compared an exercise program to a 
control intervention,264,269,273 one quasi-experimental study assessed the effectiveness of an 
exercise program265 and one study compared the effects of an exercise program carried out in a 
clinical setting to one carried out in the workplace.147 Four studies reported and compared the 
results of various ergonomic adjustments to a work station.266,268,271,272 One study analyzed the 
effectiveness of using an ergonomic mouse,269 while another assessed the impact of adding more 
frequent rest breaks on the musculoskeletal symptoms of participants working at computer work 
stations.267 The main outcome measures were the incidence of shoulder pain, proportion of 
participants having returned to work and self-reported function measures such as the SPADI and 
DASH questionnaires.  
 
Effectiveness of workplace-based therapeutic exercise program  
Five studies, including four randomized clinical trials (n = 1,290) assessed the effectiveness of an 
exercise program carried out in the workplace.147,264,270,273  
 
One randomized clinical trial (n = 61) of low methodological quality measured the effectiveness 
of a workplace-based exercise program (stretching exercises and massage techniques) for 
garment workers who had no specific shoulder symptoms versus a control group receiving no 
intervention.270 Regarding pain evaluated on a 10-point rating scale, no significant difference 
was reported between the groups (p=0.921), although a mean increase of 0.8 ± 1.1 in pain was 
observed in the control group (p=0.923) compared to a significant decrease of -2.2 ± 2.8 in pain 
in the exercise group (p=0.038).  
 
A randomized clinical trial of high methodological quality and involving a population of 
laboratory technicians who did not necessarily have shoulder pain (n = 537) compared the 
effectiveness of a workplace-based progressive exercise program to that of a control group 
intervention consisting solely of asking them to remain physically active.273 No significant 
difference was observed in the mean pain score (9-point pain rating scale) of the two groups, 
with a mean difference of -0.2 (95% CI: -0.5 to 0.1). The authors also compared the reduction in 
the proportion of subjects who still had shoulder pain at the end of the study. They noted an odds 
ratio of 3.9 (95% CI 1.7 to 9.4) in favour of the group doing the exercise program. The authors 
concluded that a progressive exercise program yielded a statistically significant and clinically 
important reduction in shoulder pain. They also assessed the protective effect of the exercise 
program on the incidence of shoulder symptoms in participants who were asymptomatic when 
the study began. However, the odds ratio was non-significant (odds ratio: 0.6 [95% CI: 0.3 to 
1.3] in favour of the group doing the exercise program).  
 
Another randomized clinical trial (n = 549) of high methodological quality was carried out on 
office workers. This study compared the pain-prevention effects of an exercise program specific 
to the shoulder and neck to those of non-specific physical exercises, and to the effects of advice 
given on healthy lifestyle habits at a single information session.264 All the interventions were 
carried out in the workplace. The authors observed a reduction in pain intensity in both exercise 
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groups compared to the control group that had received information only (p=0.038). However, 
no significant difference was observed between the two exercise groups in terms of pain 
(p=0.53). The authors also assessed functional status at work by means of the Work Ability 
Index questionnaire, but no significant difference was observed among the three groups. They 
concluded that the two exercise groups reported greater pain alleviation than the control group. 
Regarding the preventive effectiveness of these programs, the authors noted a protective effect in 
the workers who were asymptomatic when the study began. In fact, of the workers who had no 
shoulder pain and who did the neck- and shoulder-specific exercise program, a smaller 
proportion of participants said they felt pain at follow-up than the proportions of the other two 
groups (p<0.05). 
 
An RCT (n = 94) of moderate methodological quality compared the results of a traditional 
exercise program carried out in a medical clinic to those of a program carried out in the 
workplace.147 The workers had a RC tendinopathy and performed tasks involving a moderate 
level of physical demand according to the Dictionary of Occupational Titles (the exact nature of 
their work was not specified). The clinic-based program included mobilization and muscle-
strengthening exercises, as well as specific job coaching exercises. In addition to benefiting from 
the clinical program, the group doing the workplace-based program received training on shoulder 
biomechanics and ergonomics in the workplace, as well as the assistance of a counsellor, who 
maintained contact with the worker’s supervisor in the workplace and proposed task adaptations. 
Evaluated using the SPADI (0-100), the results obtained in terms of function were statistically 
better but clinically unimportant for the group that did the workplace-based program, with a 
mean difference of 20.6 ± 11.1 for them compared to 13.8 ± 20.3 for the group in the clinic-
based program (p=0.034). Regarding the RTW, a bigger proportion of workers in the workplace-
based program (71%) returned to work than that of workers in the clinic-based program (38%) 
(p=0.001). 
 
One quasi-experimental study (n = 49) evaluated the effectiveness of an eight-week workplace-
based intervention including RC strengthening exercises and stretching in a single group of 
workers with a RC tendinopathy and working in the manufacturing sector.265 The authors 
observed a significant impact on pain, which was evaluated using the Pain Rating Index (0-68), 
with a mean pre-intervention score of 24.9 ± 6.7 and a mean post-intervention score of 12.5 ± 
11.5 (p < 0.05). In terms of function, the authors also noted a statistically significant and 
clinically important difference on the DASH questionnaire (mean change: 12.7% [95% CI: 2.5 to 
22.8]). A significant improvement was also observed in the DASH module evaluating work 
disability (mean improvement of 12.9% [95% CI: 2.0 to 23.9]; p = 0.01). 
 
Effectiveness of ergonomic or work organization modifications 
One RCT (n = 59) of moderate methodological quality compared the effectiveness of two types 
of workstation adjustments aimed at reducing the prevalence of shoulder pain in the workers at a 
call centre.266 One group benefited from a standard adjustment based on general 
recommendations concerning the adjustment of computer workstations, while the other group 
benefited from a personalized adjustment based on each worker’s anthropometric data (position 
of the keyboard and desk, chair height). This adjustment was made by a professional, who also 
counselled the workers on how to correct their posture. During participant follow-up, no 
significant difference was observed between the two types of interventions in terms of pain 
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reduction, although some proportion of workers in both groups showed a reduction in shoulder 
pain relative to their situation at the start of the study (p= 0.36). 
 
A second RCT (n = 102) of moderate methodological quality compared a group that received 
counselling from a physiotherapist about work organization and workstation adjustment to a 
group that received general instruction on ergonomics, and to a control group that received only 
a pamphlet explaining the musculoskeletal disorders associated with using a computer 
workstation.268 The participants had a computer workstation and symptoms involving their 
shoulder, upper limbs or cervical spine. At the two-month follow-up, the group that had been 
managed by a physiotherapist perceived less shoulder discomfort (on a five-point scale) than the 
control group (p <0.05), but there was no significant difference when compared to the group that 
had received ergonomics counselling (p ≥ 0.05). At the ten-month follow-up, no intervention was 
found to be statistically superior to the results obtained by the control group (p ≥ 0.05). 
 
A third RCT (n = 38) of moderate methodological quality compared a group of hairdressers who 
had benefited from recommendations regarding work techniques and ergonomics to a control 
group that had only received a pamphlet explaining ergonomic principles.272 In terms of the 
prevalence of shoulder pain in the participants, the authors reported a non-significant reduction 
in both groups, i.e. of 10% in the intervention group and 4% in the control group (re-evaluation 
done one to two months after the start of the intervention). 
 
A retrospective cohort study (n = 184) of low methodological quality and involving workers 
from the manufacturing sector who had a RC disorder evaluated the effectiveness of a 
comprehensive RTW program including adaptations to the workstation, work tasks and work 
schedule if necessary, as well as co-worker assistance in learning new work techniques.271 After 
four months, 84.3% of the participants had returned to their pre-injury jobs. The authors also 
found that the faster workers returned to work (modified or light tasks), the faster they resumed 
their pre-injury occupational activities, with a significant Pearson’s linear correlation coefficient 
of r = 0.917 between the time of the RTW with adapted tasks and the time of the RTW with 
regular tasks (p < 0.001).  
 
One RCT (n = 22) of high methodological quality compared a group using a computer mouse 
that vibrated when the user’s hand was inactive for more than 12 seconds to a group using a 
standard mouse.269 The hypothesis underlying this intervention was that the muscle stress caused 
by using a mouse could be eliminated by putting them in a less constraining position through the 
gesture of resting the hand and forearm. In terms of shoulder pain evaluated on an 11-point 
numerical scale, the mean difference between the groups was statistically significant but 
clinically unimportant, reaching -1.11 ± 4.5 in favour of the intervention group (p < 0.05). 
 
A randomized clinical trial with crossover interventions (n = 42) of low methodological quality 
evaluated the addition of short, but frequent rest breaks (5 min/h) to the usual breaks (2 x 15 
min/day) in workers performing data entry at computer workstations.267 The intervention lasted 
16 weeks, with alternation between the two rest break schedules. The authors observed a lower 
level of shoulder discomfort when the workers benefited from supplementary rest breaks as 
opposed to conventional breaks (p=0.02 for the right shoulder and p=0.03 for the left shoulder). 
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4.1.3 Discussion and clinical recommendations 

A total of 11 studies (table 21) were included in this review, with a mean methodological score 
of 64.2% ± 14.1, signifying low to moderate methodological quality. 
 
Effectiveness of workplace-based therapeutic exercise program  
The effectiveness of workplace-based rehabilitation programs including mainly exercises was 
evaluated in four RCTs.147,264,270,273 In three of these studies, the authors reported a treatment 
effect in favour of this type of management in terms of pain reduction,147,264,273while one study 
reported no difference between the group doing the exercise program and the control group that 
had no intervention.270 A quasi-experimental study, however, found a  statistically significant 
and clinically important difference evaluated using the DASH questionnaire at eight weeks (in 
the overall score and the work module score).265 Overall, the results of the studies were 
favourable to the use of an exercise program as a workplace intervention for reducing pain. 
However, this result was expected, given the recognized effectiveness of exercise programs in 
workers and adults with a RC tendinopathy.143,144 In fact, the two studies that included 
participants who had only a shoulder disorder concluded that there was an improvement in the 
pain and RTW variables.147,265 The two studies evaluating the preventive effect of an exercise 
program in an asymptomatic worker population yielded contradictory results.264,273 One study 
reported a significant effect in terms of the incidence of new cases of shoulder pain,271 while the 
other found no effect.262 
 
It is difficult to express an opinion as to whether workplace-based interventions are more 
effective than clinic-based interventions. Only one study specifically compared the two types of 
exercise programs. The workplace-based program appeared superior in terms of the proportion 
of workers who returned to work. However, this program included additional interventions such 
as training on shoulder biomechanics and work ergonomics. In addition, a counsellor served as 
the liaison with the employer and adapted the work tasks. Recent scientific evidence also 
suggests that it is beneficial to maintain an employment relationship. Workers appear able to 
resume their regular tasks faster if they return to the workplace early and if their work tasks are 
adapted to their condition.274 One of the studies included in this knowledge review supports this 
hypothesis by concluding that there is a relationship between the wait time for the worker to 
perform light or adapted tasks and the wait time for the RTW to the pre-injury job and tasks.271 
In addition, the use of a counsellor to liaise between the worker and the workplace regarding 
questions related to the work tasks appeared to promote the RTW; a significantly higher 
proportion of workers who did the workplace-based program returned to work than workers in 
the other group.147  
 
Effectiveness of ergonomic or work organization modifications  
The studies that assessed ergonomic or work organization modifications obtained contradictory 
results. Three studies reported a treatment effect in favour of the group benefiting from 
ergonomic modifications (use of a specialized mouse or adjustment of the workstation) or work 
organization modifications (more frequent rest breaks).267,269,271 Another study revealed a 
positive, medium-term treatment effect (eight weeks) in a group whose workstations had 
undergone ergonomic modifications, but this effect was not maintained over time.268 No 
conclusion can be reached on the basis of these studies, given their diverging results as to the 
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effectiveness of ergonomic modifications alone or in combination with other therapeutic 
modalities. More higher-quality studies are needed to determine the real effectiveness of these 
interventions. Studies comparing a control group to a group benefiting from ergonomic 
recommendations and to a group benefiting from rehabilitation interventions should be 
conducted to clearly differentiate between the effectiveness of these types of intervention.  
 
In the past, painful shoulder disorders in workers were treated using a medical approach, often 
with a pathophysiological orientation. Certain factors having a positive or negative impact on the 
fast and sustainable return to work have been the focus of studies in recent years. In fact, one 
study including Québec workers on sick leave for a variety of musculoskeletal disorders 
concluded that the level of psychological distress they experienced was higher than that of the 
general population.275 In light of these results, the study recommended an intensive 
multidisciplinary RTW program aimed at treating these risk factors as well and at preventing 
chronicity and prolonged sick leave. Other studies have revealed that taking into account the 
work situation as a whole, including the worker, employer, physical installations and tasks to be 
performed, shows promise in terms of promoting a sustainable RTW.276 The fact of repeating 
regular work tasks in therapy sessions also appears to be beneficial for the participant’s RTW. 
Moreover, an intensive program based on a functional approach combined with a 
biopsychosocial approach including psychological or rehabilitation-professional consultations 
has shown itself to be more effective than regular, non-intensive, non-multidisciplinary program 
in a population suffering from low back pain.277 However, these aspects were not formally 
evaluated in our knowledge review for workers suffering from a RC problem or shoulder pain.  
 
While we have included a majority of studies involving populations with shoulder pain, one of 
the limitations of this review is its inclusion of studies involving workers whose symptoms may 
include the neck and all the upper extremities. However, only studies for which the shoulder 
results could be singled out were included here, allowing us to evaluate specifically the effect of 
the interventions on shoulder symptoms as opposed to general effects on upper extremity 
symptoms as has been done in several previously published reviews. 
 
Recommendations: 

• Moderate-level scientific evidence suggests that a workplace-based exercise program is 
effective in reducing pain in various worker populations. 

• No formal conclusion can be reached about the additional benefits of a multimodal 
workplace-based approach versus those of the usual clinical approach, although some 
low-level evidence may support a multimodal approach that includes counselling, 
exercises, workstation modifications and the adaptation of work tasks.   

• In terms of improving function, there is diverging evidence, and no conclusion can be 
reached regarding this variable or the absenteeism, RTW, or presenteeism variables.  

• Regarding the ergonomic modification of workstations and work organization, 
contradictory data have been published and further studies are needed.   

• More studies of high methodological quality and involving different groups of workers 
with shoulder pathologies are needed to reach any formal conclusion about the 
effectiveness of workplace-based interventions for this population. 
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Table 21 – Synthesis of studies on interventions involving workers with shoulder pain 

Name of 
study 

Type of 
study Participants 

Participants’ 
diagnosis 

 
Follow-up 

Interventions Outcome measures Results Methodological 
score 

Pereira et 
al., 2012270 
 
 

RCT Garment workers 
 
Gender: unspecified 
 
Mean age: 28.5 
years 

Healthy 
subjects 
 
12 weeks 

Exercise program (stretching, 
massage, exercises, 10 min, 2x/day, 
5x/week for a total of 120 sessions) 
(Ex)  
N = 44 

Control group (no intervention) 
(Co)  
N = 17 

Mean score shoulder pain 
pre-tx and at 12 wk (0-10) 
 

Ex: 7.1 ± 2.2 and 4.9 ± 0.5 
Pre-/post-comparison: p =0.04 
Co: 5.0 ± 0 and 5.8 ± 1.1 
Pre-/post-comparison: p= 0.92 
Intergroup comparison: p=0.92 

50% 

Zebis et 
al., 2011273 
 
 

RCT Laboratory 
technicians 
 
Gender: 
Male: 52 
Female: 455 
 
Mean age: 42 years 

Healthy 
subjects 
 
20 weeks 

Therapeutic exercise program (20 
min, 3x/week) (Ex)   
N = 282 

Control group (Advised to remain 
active, 1x/week) (Co)  
N = 255 

Difference in mean change 
between groups shoulder 
pain (0-9) 
 
Odds ratio for decrease in 
shoulder pain intensity ( ≥3/9 
to <3/9)  

-0.2 (95% CI: -0.5 to 0.1), p=0.07 
 
 
 
3.9 (95% CI: 1.7 to 9.4) in favour of 
Ex 
 
  

77% 

Blangsted 
et al., 
2007264 
 

RCT Office workers 
 
Gender: 
Male: 195 
Female: 354 
 
Mean age: 44.9 
years 

Healthy 
subjects 
 
12 months 
 
 
 

Shoulder- and neck-specific 
exercise program (20 min, 3x/week) 
(Ex)  
N = 180 

General physical exercises (advised 
to remain active in leisure activities) 
(Ge)  
N = 187 

Control group (information 
meeting) (Co)  
N = 182 

Change in pain intensity 

Change in pain duration 

Change in work disability ‒ 
Work Ability Index (0-42)  

Number of sick leave days 
during the past 3 months 

Ex and Ge vs Co: p= 0.0318 
Ex vs Ge: p=0.5327 

Ex and Ge vs Co: p=0.0565 
Ex vs Ge: p=0.4016 

Ex and Ge vs Co: p=0.3073 
Ex vs Ge: p=0.4220 

Intergroup comparison: p=0.45 

81.3% 

Cheng et 
al., 2007147 
 
 
 

RCT Workers performing 
moderately 
demanding tasks   
 
Gender: 
Male: 72 
Female: 22 
 
Mean age: 32.3 
years 

Work-related 
tendinopathy  
>90 days 
 
4 weeks 

Clinic-based exercise program with 
work task simulations (3x/week) 
(Cl) 
N = 48 
 
Workplace-based exercise program 
(3x/week) (Wo) 
N = 46 
 

Mean change in SPADI score 
 
Active shoulder ranges of 
motion  
 
 
 
 

Cl: 13.8 ± 20.3 
Wo: 20.6 ± 11.06 
Intergroup comparison: p=0.034 
 
Flexion: p=0.015 
The other movements were not 
statistically significant (p ≥ 0.05) 
 
 

62.5% 

Cook et al., RCT Call centre workers Healthy Personalized adjustment of Proportion (%) of workers 1. Ad: 18, Sa: 18 68.8% 
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Name of 
study 

Type of 
study Participants 

Participants’ 
diagnosis 

 
Follow-up 

Interventions Outcome measures Results Methodological 
score 

2004266 
 
 

Average computer 
use = 29h/wk 
 
Mean age:  
unspecified 
 
Gender: unspecified 

subjects 
 
12 weeks 

workstation (position of keyboard, 
desk and chair) (Ad) 
N = 30 
Adjustment of workstation 
according to Australian Standards 
(Sa) 
N = 29 

reporting shoulder 
discomfort: 
1. Pre-intervention 
2. 6 weeks 
3. 12 weeks 
 

2. Ad: 19, Sa: 24, p=0.36 
3. Ad: 18, Sa: 8, p=0.15 
p = 0.36 

Ketola et 
al., 2002268 
 
 

RCT Workers  < 61 years 
using a workstation 
with a video display 
unit 
 
Gender: 
Male: 46 
Female:  63 
 
Mean age:  47.9 
years 
 
 

Symptoms 
related to neck 
or shoulders 
 
10 months 
 
 
 
 
 
 
 

Intensive intervention group: 
organization and workstation 
adjustments suggested by 
physiotherapists (In) 
N = 37 
 
Instruction on ergonomics (Er) 
N = 33 
 
Control group that received a 
pamphlet on musculoskeletal health 
(Co) 
N = 32 
 

Level of musculoskeletal 
discomfort (1 to 5)* at: 
1. 2 months 
2. 10 months 
 
 
 

Right shoulder: 
1.In: 2.2 ± 0.2 p=0.022 vs Co 
Er:2.4 ± 0.1 p = 0.12 vs Co 
Co: 2.8 ± 0.2 
2. In: 2.6 ± 0.2 p=0.53 vs Co 
Er: 2.5 ± 0.2 p=0.36 vs Co 
Co: 2.7 ± 0.2 
 
Left shoulder: 
1.In: 1.9 ± 0.1 p=0.025 vs Co 
Er: 2.1 ± 0.1 p=0.15 vs Co 
Co: 2.4 ± 0.2 
2. In: 2.2 ± 0.2 p=0.61 vs Co 
Er: 2.4 ± 0.2 p=0.86 vs Co 
Co: 2.3 ± 0.2  

72.9% 

Veirsted et 
al., 2008272 
 
 

RCT Hairdressers  
 
Gender: 
Female:  38 
 
Mean age:  29.5 
years 

Healthy 
subjects 
Follow-up: 1 to 
2 months 

Recommendations in form of 
pamphlet on subject of ergonomics 
and personalized follow-up through 
a demonstration and explanations 
given by ergonomics students (In)  
N = 20 
 
Recommendations on subject of 
ergonomics in form of pamphlet 
(Pa) 
N = 18  

Change in prevalence of 
shoulder pain 

In: 21% à 11% 
Pa: 28% à 24% 
p ≥ 0.05 
 
 

70.8% 

King et al., 
2011269 
 
 

RCT Office workers 
(computer work > 
4h/day) 

Healthy 
subjects 
 
25 weeks 

Use of vibrating mouse (Vm) 
N = 11 
 
Standard mouse (Sm) 
N = 11 
 
 
 

Shoulder pain (0-10): 
1. Pre-intervention 
2. At 5 weeks 
2. At 25 weeks 
 

1. Vm: 2.1 ± 2.18, Sm: 1.4 ± 2.3  
2. Vm: 0.76 ± 1.1, Sm: 1.1 ± 1.7 
3. Vm: 0.79 ± 1.2, Sm: 1.6 ± 2.9 
Intergroup comparison: p < 0.05 

79.2% 

Galinsky et 
al., 2000267 
 

RCT Data-entry workers 
 
Gender: 
Male: 11 

Incident cases 
 
16 weeks 

Supplementary rest breaks (5 
min/hr in addition to 15 min, 
2x/shift) 
(Sr) 

Change in discomfort level 
(1-5) before and after 
intervention in: 
1. Right shoulder 

1. p < 0.01 
2. p = 0.009 

50% 



76 Clinical Evaluation, Treatment and Return to Work of Workers Suffering from  
Rotator Cuff Disorders ‒ A Knowledge Review 

 - IRSST 

 

Name of 
study 

Type of 
study Participants 

Participants’ 
diagnosis 

 
Follow-up 

Interventions Outcome measures Results Methodological 
score 

Female: 31 
 
Mean age: 30 years 

N = 23 
Regular rest breaks (15 min, 
2x/shift) 
(Rr) 
N = 19 

2. Left shoulder 
 

Shaw et 
al., 2008271 
 
 

Retro-
spective 

Workers in the 
manufacturing 
sector, ages 18 to 45 
years, with no 
history of light work 
related to a shoulder 
disorder 
 
Gender: unspecified 
 
Mean age: 
unspecified 

RC disorder 
 
4 months 
 

Ergonomic adjustments to 
workstation and adaptation of work 
tasks and schedule as needed  
N = 184 
 
Co-worker support available if 
worker needed instruction on new 
work techniques  

Proportion of workers who 
returned to their regular tasks 
(cumulative  %) after:  
1. 1 month 
2. 3 months 
3. 4 months 
 
Proportion of workers who 
returned to work after the 
program 
 
Proportion of workers who, 
once modified tasks 
implemented, returned to 
their regular tasks after: 
1. 7 days 
2. 14 days  
3. 30 days 
4. 59 days  
5. 91 days 

1. 41.7% 
2. 75.0% 
3. 84.3% 
 
 
 
 
 
87.8% 
 
 
 
 
1. 23.1% 
2. 34.5% 
3. 56.0% 
4. 73.2% 
5. 83.3% 
Correlation between number of 
days between sick leave and return 
to modified tasks, and return to 
regular tasks  
r = 0.917, p < 0.001 

37.5% 

Camargo et 
al., 2009265 
 
 

Quasi-
experi-
mental 

Assembly-line 
workers 
 
Gender: 
Male: 14 
Female: 0 
 
Mean age: 31.9 
years 

RC 
tendinopathy 
 
8 weeks 

Standardized interventions 
(cryotherapy, stretching, and 
strengthening exercises, 2x/week 
for 8 weeks) 
N = 14 

Pain rating index (0-68) pre- 
and post-intervention  
 
Mean change in DASH score 
(%) 
 
Mean change in DASH score 
– work module (%) 

24.9 ± 6.7 and 12.5 ± 11.6 
p < 0.05 
 
12.7 ± 17.6 (95% CI: 2.5 to 22.8) 
 
 
 
12.9 ± 18.9 (95% IC: 2.0 to 23.9) 
 

56.3% 

*A high score represents greater discomfort. RCT: Randomized clinical trial. Tx: treatment. 95% CI: Confidence interval at 95%. SPADI: Shoulder Pain and Disability Index. 
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4.2 Prognostic factors of absenteeism and return to work  

In the care continuum, the return-to-work (RTW) decision is particularly sensitive. It involves 
determining the best time for a RTW that is safe and as free as possible of the risk of relapse. 
What are the signs indicating that a worker is ready to RTW and for what types of tasks? A 
number of medical, but also psychosocial, factors must be taken into account when making a 
RTW decision. This second part of the chapter presents a systematic review of the determinants 
or predictive factors of absenteeism and of a good RTW prognosis for individuals with a RC 
disorder. Moreover, to provide an overview of the other determinants of RTW and absenteeism, 
the research was broadened to include workers with musculoskeletal disorders (other than the 
shoulder). A summary of these other determinants will be presented in the last part of the 
chapter.  
 
4.2.1 Research methodology 

A search was conducted of three databases – Medline (through PubMed), Embase and CINAHL 
(period from the database creation date to January 2014) – to identify the literature on the 
prognostic factors of absenteeism and RTW in patients with a RC disorder. A manual search was 
also performed to identify additional articles.   
 
Study inclusion criteria 
For inclusion in this knowledge review, the articles had to meet the following criteria: (1) all or 
some of the participants had to be workers suffering from shoulder pain; (2) the articles had to be 
written in French or English; (3) the articles had to investigate determinants or predictive factors 
of absenteeism or RTW. Prospective and retrospective studies were included. Studies were 
excluded if the study participants presented a pain diagnosis not specific to the neck or shoulder 
or a diagnosis of cervical radiculopathy, or if only workers with shoulder pain of traumatic origin 
were involved. All definitions of absenteeism and RTW were accepted for this review.  
 
Data extraction 
Data extraction was performed using a previously designed data extraction form. The following 
information was extracted: study context and research design, number and characteristics of 
participants (diagnosis, age, gender, treatment and surgery, type and characteristics of jobs), 
follow-up duration, definition of absenteeism and RTW, prognostic factors, outcome measures, 
statistical analyses and adjustments, and results.  A first reader performed the extraction, which a 
second reader then corroborated or completed if information was missing.   
 
Assessment of risk of bias of included studies 
Two readers independently assessed the methodological quality of each of the included studies, 
using the Methodology Checklist for Prognostic Studies tool.278 This tool covers six domains that 
pose risks of bias in prognostic studies: sampling technique, participant withdrawal rate, 
prognostic factors assessed, outcomes measured, confounders and statistical analysis.278 For each 
item, the study was assessed to determine whether it met the criteria for avoiding bias (“yes”) or 
not (“no), or whether there was insufficient information to make such a determination 
(“uncertain”). It was agreed beforehand, based on the recommendations made in another 
systematic review,279 that studies obtaining four or more “yeses” on the total of six items, would 
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be regarded as having a low risk of bias, while those not obtaining this score would be regarded 
as having a high risk of bias. Following the independent assessment of each article by the two 
readers, they met to compare their findings and reach a consensus.  
 
Data synthesis 
Given the heterogeneity of the included studies, a qualitative synthesis of the results was 
performed.   
 
4.2.2 Results – Prognostic factors 

A total of 859 articles were identified on the basis of the bibliographic search. Following 
identification of the titles and abstracts of these articles, 712 were excluded. A reading of the 
remaining 147 articles revealed that 140 did not meet the exclusion criteria and were excluded. 
Eight studies (table 22) were therefore taken into account for this knowledge review.280-287 
 
Characteristics of included studies 
Of these eight studies,280-287 four were prospective and four were retrospective. The total number 
of participants was 3,310 workers. Three of the studies focused on the prognostic factors of 
absenteeism,284-286 while the other five studied the prognostic factors of RTW.280-283,287 Ranging 
from 20 to 73 years of age, the participants comprised 39% men and 61% women. Their mean 
age was 47 years. Three studies included participants with a full-thickness RC tear.280,282,287 The 
sample populations in the other studies were composed of participants with a RC tendinopathy283 
or a musculoskeletal disorder of the upper extremities (18% of the shoulder, 49% of the upper 
extremities including the shoulder),281 participants suffering from neck and shoulder pain,284 new 
maintenance employees in schools in one district in the United States (participants did not 
necessarily have shoulder pain at the time of inclusion),285 and participants presenting with a new 
episode of shoulder pain.286 The follow-up periods ranged from one to seven years.   
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Table 22 – Characteristics of included studies 

Study Research 
design 

Participant 

Follow-up 
period 

 
Outcome measure 

Diagnosis Treatment 
or surgery 

Characteristic of 
workers’ job 

Number of workers 
(N), mean age (SD) 

and gender (% 
women) 

Bhatia et al., 
2010 

Cohort study Full-thickness 
tears 

Arthroscopic 
repair of RC 

Compensated 
workers. 

Classification of 
work level. 

N = 78 (start of the study) 
N = 55 (at final follow-up) 

Age: 54.9 (8.2) 
Gender: 21.8% F 

33.6 +/- 
13.9 months 

Return to a job with an 
effort level equivalent to 
pre-surgical situation (yes 

or no)   

Descatha et 
al., 2009 

Case-control 
study 

Symptoms or 
disorders of 

upper 
extremities  
(Shoulder: 
74, elbow: 
21, hand or 
wrist: 119, 

multiple 
disorders of 

upper 
extremities: 

207) 

Surgery (n = 
23), 

physiotherapy 
(n = 64), 

corticosteroid 
injections (n = 

32) 

Repetitive work 
(material handlers 

in different types of 
industries: 

automobile, 
electricity, garment 
and footwear, food, 

supermarket)   

N = 549 (start of the study) 
N = 464 (at follow-up) 

Age: 38.5 (range: 20-59) 
Gender: 73.1% F 

3 years Presence or not of upper 
extremity disorders in 

workers exposed to 
repetitive work 

(measurement tools: 
Nordic questionnaire, self-

report questionnaire, 
clinical examination) 
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Study Research 
design 

Participant 

Follow-up 
period 

 
Outcome measure 

Diagnosis Treatment 
or surgery 

Characteristic of 
workers’ job 

Number of workers 
(N), mean age (SD) 

and gender (% 
women) 

Didden et 
al., 2010 

Retrospective 
cohort study 

Full-thickness 
tears 

Open (n = 34) 
or arthroscopic 
(n = 39) repair 

of RC 

Workers (between 
18 and 55 years of 

age) 
Classification by 

indemnities (high or 
low) and work level 

N = 93 (start of study), 
N = 73 (at follow-up) 

Age: 49 (range: 36‒55) 

Not 
reported 

Time to return to work to 
same work tasks as pre-
surgery (measurement 

tools: questionnaires: work 
level classification)  

Engebretsen 
et al., 2010 

Cohort study RC disorder Supervised 
exercises  

 
Extracorporeal 

shock wave 
treatment 

(ESWT)  

Workers with 
different 

employment 
situations (working, 

not working, 
retired)  

N =104 (start of study) 
N = 94 (follow-ups: SPADI) 

N = 91 (employment 
situation) 

Age: 48 (10.7) 
Gender: 50% F 

1 year SPADI, 
Employment situation 

Grooten et 
al., 2007 

Cohort study Neck/should
er pain 

None Blue collar workers, 
white collar 

workers, other 
workers 

(employers, self-
employed workers, 

workers 
participating in a 

labour market 
program) 

N = 2,859 (start of study) 
(neck, shoulder or back 

pain) 
N = 1,471 (at follow-up) 
(neck or shoulder pain) 
N = 1,459 (chronic pain) 

N = 1,429 (sought medical 
care) 

Age: 42 (10) 
 Gender: 66% F 

5‒6 years Symptoms and clinical signs 
of pain in neck/shoulder 

(measurement tools: 
Nordic Pain Questionnaire); 
Sought medical care or not; 

Compensated sick leaves 
(yes or no, sick leave 

duration of more than 14 
days or 28 days)  
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Study Research 
design 

Participant 

Follow-up 
period 

 
Outcome measure 

Diagnosis Treatment 
or surgery 

Characteristic of 
workers’ job 

Number of workers 
(N), mean age (SD) 

and gender (% 
women) 

Harbin et 
al., 2011 

Cohort study Incident 
involving 

shoulder pain 

Physical 
capacity test 

prior to 
employment  

Janitorial 
employees: showed 
physical capacity to 

perform heavy 
work.  

Retrospective 
control group: did 

not do physical 
capacity test  

N = 248 (intervention gr 
N = 497 (control gr) 

Intervention gr: Age: 34 
(11.9) 

Gender: 8% F 
Control gr: Age: 43 (17.2), 

35 at time of hiring 
Gender: 15.3% F 

Two 
consecutive 

3-year 
periods 

Incidence of workers with a 
work-related injury 

Kujipers et 
al., 2006 

Cohort study New episode 
of shoulder 

pain 

Acetaminophen 
or nonsteroidal 

anti-
inflammatory 

drugs (n = 253) 
Corticosteroid 
injections (n = 

35) 
Physiotherapy 

(n = 41) 
Other therapies 

(n = 17) 

Workers (all 
sectors) 

experiencing a new 
episode of shoulder 

pain 

N = 350 (start of study) 
N = 298 (at follow-up) 

Age: 45 (11) 
Gender: 45% F 

6 weeks, 3 
and 6 

months 

Sick leave of at least one 
day (yes or no), shoulder 

disability (SDQ 0-100 
questionnaire), pain 

(numerical rating scale), 
severity of complaint 

(numerical rating scale, 
0‒10) 
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Study Research 
design 

Participant 

Follow-up 
period 

 
Outcome measure 

Diagnosis Treatment 
or surgery 

Characteristic of 
workers’ job 

Number of workers 
(N), mean age (SD) 

and gender (% 
women) 

Nove-
Josserand et 

al., 2011 

Cohort study RC tear in 
patients 

injured at 
work (67%) 

or 
occupational 
disease (33%)  

Open (n = 185), 
semi-open (n = 

24), or 
arthroscopic (n 
= 53) RC repair 

Employees in 
private or public 

sector, self-
employed workers, 

government 
employees, non-

manual and manual 
employees  

N = 290 (start of the study) 
N = 254 (at follow-up) 

At time of surgery: Age: 
50.5 (6.4) 

Gender: 25% F 
At time of return to work: 

Age: 48.1 (0.8) 
Gender: 25% F 

2 to 7 years Return to work (yes, no, 
modified tasks) 
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The prognostic factors measured differed, depending on the study, but can be categorized as 
follows: sociodemographic variables (gender, age, education); characteristics of the disorder 
(nature of the disorder, disorder of the dominant side, recurrence, triggering event [traumatic or 
overuse], pain duration and intensity, functional level, range of motion, muscle strength, 
treatments, medication, presence of comorbidities, general health status); and work-related 
measures (working status, physical workload, indemnities, psychosocial work environment, 
employment status, type of employment). The definition of RTW varied from one study to the 
other; in some cases, it was the worker’s complete recovery that was taken into account (level of 
efforts equal to those in pre-operative situation),280 while in other studies the authors considered 
it to mean only that the worker was back at work performing the same tasks.287 And some studies 
did not define RTW. The definition of absenteeism also varied from one study to the other, with 
some seeking to determine whether absenteeism existed or not (absence of at least one day, long 
absences), absences due to an occupational injury or the situation regarding employment 
(participant working, not working or retired). 
 
Results of risk-of-bias assessment of the studies  
Following assessment of the articles using the Methodology Checklist for Prognostic Studies and 
attainment of a consensus between the two readers, four studies were rated as having a low risk 
of bias283-286 and four others as having a high risk of bias.280-282,287 The items most frequently 
rated as being at high risk of bias were those related to participant withdrawal before follow-up 
and to inadequate statistical analyses. Five studies were rated at high risk of bias for both these 
items (participant withdrawal,280-283,286 inadequate statistical analyses280-282,285,287). 
 
Description of prognostic factors identified in included studies (table 23)  
The retrospective study by Bhatia et al.280 (high risk of bias) sought to identify the factors 
associated with the RTW following the arthroscopic repair of a full-thickness RC tear. All the 
participants (n = 78) received financial compensation. RTW was defined as a return to a job 
involving a level of effort equal to that required pre-surgery. The analyses showed that only one 
pre-operative case of alcohol consumption (more than six drinks per week) was associated with 
an inability to return to a job involving a level of effort equal to that required pre-surgery (p = 
0.011). The other personal, clinical or surgical factors were not significantly associated with the 
RTW (p ≥ 0.05). 
 
In one prospective study (high risk of bias), Descatha et al.281 recruited workers (n = 549) 
exposed to repetitive work and suffering from musculoskeletal disorders of the upper extremities 
(74 participants had a shoulder problem exclusively). Over a three-year period, the recovery rate 
of the workers with a shoulder disorder was low, with only 17 participants out of 74 (23%) 
recovering. This rate was even lower for workers with more than one disorder of the upper 
extremities (12%). Pain intensity and duration were strongly associated with multiple disorders 
of the upper extremities (p < 0.001). Moreover, older age and pain intensity were associated with 
a lower recovery rate: only nine participants over 45 years of age at the start of the study were 
symptom-free at the three-year follow-up, compared to 21 participants under 30 years of age (p < 
0.001). No significant difference in the incidence of participant recovery was observed between 
workers whose job tasks were modified during the three years of the study and those who 
retained the same tasks (p ≥ 0.05). Likewise, job satisfaction was not significantly associated 
with recovery. 
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In their retrospective study (high risk of bias), Didden et al.282 examined the correlation between 
the level of compensation received by workers who had undergone RC repair (n = 73) and their 
time to RTW. The results showed that the time to RTW for the individuals receiving high 
compensation was longer (mean of 7.2 months) than that of workers receiving lower 
compensation (mean of 4.2 months) (p < 0.05). In addition, using Iannotti’s classification of 
physical work demands (four levels of demands related to the weights of the loads to be lifted 
and to the frequency of tasks requiring arm lifting above shoulder height), the Didden et al. study 
also revealed a much longer time to RTW for participants whose tasks involved a very high level 
of physical demand (p < 0.05). 
 
In the prospective study by Engebretsen et al.283 (low risk of bias), the authors examined, over a 
one-year period, the determinants of work status in individuals suffering from a RC tendinopathy 
(n = 104). This study consisted of a secondary analysis of data from a randomized clinical trial 
(RCT) that compared the effectiveness of an exercise program to that of extracorporeal shock 
wave therapy (ESWT). At the start of the study, 41 participants (40%) were not working. One 
year later, 25 (24%) participants were still off work. A set of sociodemographic and clinical 
determinants, such as pain, initial level of disability, symptom duration, education, psychological 
distress, prior treatments, medications taken and range of shoulder motion, was taken into 
consideration in a multivariate analysis. A low level of education (fewer than 12 years of 
schooling) and worker-reported poor general health were found to be significantly associated 
with a sick leave at follow-up (odds ratio: 4.3 [95% CI: 1.3 to 14.9] for a low level of education; 
odds ratio: 1.06 [95% CI: 1.0 to 1.1] for worker-reported poor health status). Statistical 
adjustment for potential confounders, such as age, gender and treatments received during the 
study, did not change the results.  
 
The prospective study by Grooten et al.284 (low risk of bias) followed a cohort of 1,471 workers 
over a six-year period. At the start of the study, 124 participants confirmed that they suffered 
from shoulder pain and 38 reported having been on sick leave during that time.  The presence of 
shoulder pain initially was not significantly associated with sick leave during the study follow-up 
period (relative risk, RR: 0.91 [95% CI: 0.64 to 1.23). The conclusions of a multivariate analysis 
that combined participants suffering from shoulder and/or neck pain indicated that a history of 
sick leave during the year of participant enrolment was associated with a sick leave during the 
study period (RR: 2.58, 95% CI: 2.01 to 3.19). Workers who had sought medical care for their 
shoulder and/or neck pain prior to the study presented a lower risk of going on sick leave during 
the study period (RR: 0.67, 95% CI: 0.56 to 0.80). In addition, a traumatic cause of the disorder 
was associated with a decreased risk of being on sick leave (RR: 0.71, 95% CI: 0.59 to 0.86). 
 
The retrospective study by Harbin et al.285 (low risk of bias) sought to determine whether the 
introduction of a pre-hiring physical examination had an effect on the proportion of workers with 
shoulder pain and work absenteeism among janitorial workers in schools (n = 745). The purpose 
of the test, which was obligatory for potential employees, was to assess whether the latter had the 
capacities and muscle strength needed to perform the job-related tasks. If the potential employee 
was deemed unfit to perform the job-related tasks, he or she was not hired. During the three 
years prior to the introduction of this physical examination, 19 shoulder injuries had been 
reported and the incidence of these injuries was 0.22 per 100 hours worked. Following 
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introduction of the test, no shoulder incident was reported during the three years of the study, a 
reduction considered to be statistically significant (p < 0.05). 
 
In another retrospective study, Nové-Josserand et al.287 (high risk of bias) investigated factors 
that could influence the RTW following a RC repair. A total of 290 workers completed a 
questionnaire less than two years post-surgery to evaluate the surgical outcome. No definition of 
RTW was given. Sixty percent (60%) of the participants returned to work following surgery. For 
the 40% who did not return to work, it was the shoulder disorder that delayed the RTW. Age (p < 
0.0001), the diagnosis of a traumatic accident at work versus an occupational disease arising 
from overuse (p < 0.0001, against occupational disease), employee status (p = 0.015, against 
private sector versus self-employed or public sector workers) and surgical technique (p = 0.004, 
in favour of open surgery over arthroscopy) were the various factors significantly associated with 
the RTW. The type of work and nature of the disorder were not significantly associated with the 
RTW; however, the nature of the disorder was related to the duration of sick leave (p = 0.04, sick 
leave was longer if two or three tendons were affected). The only other factor associated with 
duration of sick leave was the type of job (p = 0.05, directly related to manual work). 
 
The prospective study by Kujipers et al.286 (low risk of bias) attempted to develop a clinical 
prediction rule for assessing the risk of work absenteeism following a shoulder disorder. The 
study involved a sample of 350 workers suffering from a new episode of shoulder pain. At the 
six-month follow-up (n = 298), sick leave was defined as at least one day off work within the 
previous six months due to the shoulder disorder. Thirty percent (30%) of the workers reported at 
least one day of sick leave due to their shoulder pain, while 16% reported having been absent for 
at least ten days. A longer sick leave prior to the study (more than one week: RC = 2.2 [95% CI: 
1.0 to 4.7]), overuse of the shoulder as the result of routine activities (RC: 1.9 [95% CI: 1.1 to 
3.5]) and the presence of a psychological disorder (RC: 4.0 [95% CI: 1.5 to 10.8]) were all 
factors significantly associated with a sick leave.  
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Table 23 – Prognostic factors identified in included studies 
 
Category/Prognostic 

factor Study Result 

Sociodemographic factor 

Education Engebretsen et 
al. 

A higher level of education is associated with a higher rate of presence at work after one year in patients with a 
RC disorder (odds ratio [OR] = 4.3 [95% CI: 1.3 to 14.9]). The chances (ODDS) of working are 4.3 times higher for 
individuals with more than 12 years of education.  

Age 

Nové-Josserand 
et al. 
 
 

An older age is associated with a lower rate of return to work (RTW) (RTW: 82.8% of workers age 50 or under, 
64% of those between ages 50 and 55 and 21% of those age 55 or over) and a lower rate of return to the same 
job (different job: 20.7% of the workers age 50 or under, 5.3% of the workers between the ages of 50 and 55 
and 0% of those age 55 or over) following a RC repair (p < 0.0001). 

Descatha et al. An older age is associated with a lower recovery rate (p < 0.001). 

Alcohol consumption Bhatia et al. The fact of consuming more than six alcoholic drinks per week is associated with an inability to return to work 
following an arthroscopic RC repair.   

Characteristic of the disorder  

 
 
 
Injury history 
 
 

Grooten et al. A traumatic origin appears to be associated with a lower risk of absenteeism in workers suffering from chronic 
shoulder or neck pain. 

Nové-Josserand 
et al. 

The diagnosis of an occupational disease related to overuse (compared to that of a traumatic work-related 
injury) is associated with a lower RTW rate (p = 0.0005, returned to work: 63.7% of the workers injured at work 
and 43.6% of those with an occupational disease) and a lower rate of return to the same position (p < 0.0001, 
return to the same job: 52% of the workers injured at work and 28% of those with an occupational disease), 
following a RC repair.  

 Kujipers et al. A history of shoulder overuse as a result of routine activities is associated with a sick leave after six months 
(odds ratio [OR]: 1.9 [95% CI: 1.1 to 3.5]). 

Pain 

Grooten et al. 
 
 
 

The presence of pain for more than three months is associated with a lower risk of absenteeism in workers with 
chronic neck and/or shoulder pain (relative risk [RR] = 0.65 [95% CI: 0.51 to 0.82]). 
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Category/Prognostic 

factor Study Result 

Descatha et al. 
 
Greater pain intensity is associated with a lower recovery rate.  
 

Health status 

Engebretsen et 
al. 

Better health status (self-reported) is associated with a higher presence at work after one year in workers with a 
RC disorder (odds ratio [OR]: 1.06 [95% CI: 1.0 to 1.1]). A score of one point higher on the Euro-Qol-VAS 
increases the probability of a return to work by 6%. 

Grooten et al. The fact of seeking health care for neck and/or shoulder pain is associated with a lower risk of absenteeism (RR 
= 0.67 [95% CI: 0.56 to 0.80]). 

Surgical technique Nové-Josserand 
et al. 

Open surgery to repair the RC is associated with a higher proportion of workers returning to work (returned to 
work: 66% open surgery, 41.6% semi-open surgery and 45.3% arthroscopic repair). 

Psychosocial factor Kujipers et al. The presence of a psychological disorder is associated with a sick leave after six months odds ratio [OR]:  4.0 
[95% CI: 1.5 to 10.8]). 

Job-related factors 

Indemnities Didden et al. 
Higher indemnities are associated with longer times to RTW (p < 0.05) following RC repair (mean time of seven 
months to return to work in workers with a full-thickness tear caused by a work accident, of four months for 
compensated workers and of two months for self-employed workers).   

Physical demands 
Didden et al. 

Physically demanding work is associated with longer times to RTW (p < 0.05) following RC repair (mean time of 
less than one month to RTW for sedentary workers [grade I, Iannotti classification], of three months with lighter 
tasks [grade II], four months for intermediate tasks [grade III] and six months for heavy tasks [physically 
demanding, grade IV]). 

Harbin et al. A pre-hiring physical examination reduces the proportion of workers that develop shoulder pain and work 
absenteeism (p < 0.05). 

 
 
Absenteeism 

Grooten et al. Sick leave during the year of participant enrolment is associated with increased absenteeism during the study 
period in workers with chronic neck and/or back pain (RR = 2.58 [95% CI: 2.01 to 3.19]). 
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Category/Prognostic 

factor Study Result 

Kujipers et al.  Sick leave of longer than one week prior to the study is associated with sick leave after six months (odds ratio 
[OR]: 2.2 [95% CI: 1.0 to 4.7]) 

Type of work Nové-Josserand 
et al. 

Working in the private sector is associated with a lower RTW rate (p = 0.0015, returned to work: 53% of private 
sector workers, 78.8% of self-employed workers, 80.6% of government employees) and lower rate of return to 
same position (p = 0.0004, returned to work: 39% of private sector workers, 70% of self-employed workers and 
68% of government workers) following a RC repair. 
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4.2.3 Discussion 

This section presents the determinants or predictors of sick leave and RTW in patients with 
shoulder pain. Eight studies were retained, including four with a low risk of bias. Overall, the 
results are insufficient to determine with any accuracy the factors associated with absenteeism or 
RTW in workers who have undergone shoulder surgery or who have a shoulder disorder.  
 
A number of clinical, sociodemographic or work-related factors were identified in the studies, 
but very few of these factors were documented in more than one study. In fact, only three factors 
were identified in more than one study, namely, the origin of the disorder (traumatic or non-
traumatic), the severity of the disorder and the frequency of sick leaves prior to initial 
assessment. According to the results of three studies,284,286,287 a disorder of non-traumatic origin, 
also described as overuse or cumulative trauma, is significantly associated with a higher risk of 
sick leave and longer time to RTW. The strength of the association obtained in the three studies 
is similar, corresponding to a relative risk ranging from 1.4 to 1.9. Other authors have also 
asserted that the non-traumatic origin of an upper extremity disorder related to overuse is 
associated with a higher frequency of sick leaves and the “chronicization” of the disorders.288 
 
Two of the studies identified pain severity and general health status (measured using the Euro-
Qol-5D questionnaire) as factors in RTW or absenteeism.283,284 These findings concur with those 
of several studies on other musculoskeletal disorders (upper extremity disorders and low back 
pain), which also associated pain severity with a higher risk of sick leave and a longer time to 
RTW, if not the impossibility of a RTW.15,289 Surprisingly, in the Grooten et al. study, the 
authors found that pain lasting longer than three months was associated with a lower risk of sick 
leave.284 According to them, these results may be explained by the fact that the workers with 
increased, persistent pain may have developed adaptive strategies for keeping their jobs. 
However, another study included in this knowledge review found no significant association 
between the presence of persistent shoulder pain and the failure of the RTW.283 Given these 
contradictory results, it would be risky to assert that pain severity positively or negatively 
influences the RTW or the frequency of sick leaves. The contradictory results mentioned here 
could be explained by the fact that the independent variables related to the severity of the 
disorder did not all measure the same construct. However, it is more likely that they were due to 
methodological problems in the study designs or to differences in the characteristics of the 
workers in the various studies.  
 
In two other studies, the authors found an association between sick leave (prior to the study), 
long sick leaves, and a higher risk of failed RTW or of new episodes of sick leave.284,286 
Although these factors were also identified in other studies of populations with low back or 
cervical pain,290 one systematic review of prognostic factors of a good recovery following a 
shoulder disorder points out that there is insufficient evidence to confirm this association.291 
 
Only one study283 identified sociodemographic factors as determinants of presence at work 
following a RC disorder in workers. In that study, however, the authors did not take into account 
certain potential confounders. The workers with 12 or more years of education appeared to have 
a 4.3 times greater chance of being back at work one year post-operatively. This study also 
showed a significant association between a higher level of education and less severe pain and 
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fewer disabilities related to the shoulder (measured using the SPADI questionnaire) at the one-
year follow-up. Other studies have concluded that a correlation exists between a higher level of 
education and a lower frequency of sick leaves following an orthopedic trauma.14 
 
According to the authors of one study, the concurrent presence of psychological disorders, such 
as psychological distress, depression or anxiety, is associated with more frequent sick leaves.286 
However, another study that explored the same variables reached opposite conclusions.283 These 
contradictory results are surprising, given the growing amount of data showing that psychosocial 
factors play a major role in RTW and in the incidence of upper extremity disorders and their 
chronicization.14,15 
 
Three of the included studies focused specifically on the factors influencing the RTW of workers 
who had undergone a RC repair.280,282,287 Older workers were less likely to return to work 
following a RC repair; only 21% of those ages 55 and over went back to work versus 82.8% of 
those ages 50 and under. Numerous prognostic studies have identified older age as a factor that is 
unfavourable to the recovery of tendons, function, and quality of life in people having undergone 
a RC repair.14,15 The authors of another study associated alcohol consumption with an inability to 
return to work. However, these conclusions were based on a univariate analysis that did not take 
into account other factors that may have influenced these results. They must therefore be 
interpreted with great caution. The only clinical factor promoting RTW that was identified in this 
review was open surgery as opposed to arthroscopic surgery.287 On the other hand, another study 
examining the same factor reached the opposite conclusion.282 The work-related determinants 
were explored in two studies of workers who had undergone a RC repair procedure.282,287 Of the 
significant factors identified in these two studies, physically demanding work was associated 
with longer sick leaves. In both studies, a mean difference of five months was observed between 
the RTW of workers with physically demanding jobs and that of workers with sedentary jobs. 
The results of another study indicated that higher indemnities were associated with a longer sick 
leave, and that the RTW was longer for private sector employees than for public sector or self-
employed workers.285 These factors were also associated with a longer time to RTW or with a 
failed RTW in workers with upper extremity disorders.14,15 
 
Although several factors were identified in this knowledge review, it is difficult to advance any 
firm conclusions regarding their impact on absenteeism and the RTW of workers with shoulder 
pain. All the factors identified were reported as being significantly associated with the RTW, 
clinical improvement or absenteeism in numerous studies on other musculoskeletal disorders, 
especially involving the upper extremities.14,15 However, the number of studies included in this 
review is too small to conclude that these factors are also significant for RTW and absenteeism 
in workers with shoulder pain.  Moreover, as several authors have pointed out, a RTW and sick 
leave can have many causes,292 thus complicating our understanding of the role played by the 
aforementioned factors . Additional methodologically valid studies are needed before an opinion 
can be expressed. In fact, for the most part, the methodological quality of the included studies 
was low. Attrition biases were frequent and few multivariate analyses (including potential 
confounders) were performed. Only one study used a predictive model. Another priority need is 
for future studies to provide clear definitions of RTW and absenteeism. While investigations into 
RTW and absenteeism are pertinent, presenteeism and work disability warrant examination as 
well since these two problems are also very important for both workers and employers.   
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Other factors influencing the return to work 
A review of the determinants and predictive factors of RTW or absenteeism has been presented 
here, specifically for individuals with shoulder pain. As little literature currently exists on this 
subject, other determinants and predictive factors that may promote the RTW of individuals with 
a musculoskeletal problem, regardless of the joint involved, were examined.  
 
The RTW problem has many different facets,293-295 of which the biomedical aspect is only one. 
Moreover, studies have shown that biomedical interventions alone are not enough to ensure the 
RTW.295 It is therefore vital that the obstacles to and facilitators of a prompt and sustainable 
RTW be identified. This would allow for a reorientation of worker management if needed, 
depending on the obstacles identified. Several other factors of a psychological nature, as well as 
workplace involvement and the employer’s role, also influence sick leave duration, the RTW and 
the sustainability of this return.296-298 
 
Psychosocial factors in the return to work 
A worker’s motivation can play a key role in his or her RTW. In the case of low back and 
cervical pain, the worker’s willingness to return to work is an important factor.294 In fact, several 
studies involving workers suffering from low back pain have shown that the RTW depends more 
on psychological factors than clinical factors. Depression, anxiety and insomnia, for example, 
appear to be major impediments to the RTW and are associated with chronicity.294 It has also 
been shown that the stress experienced at work is associated with absenteeism, whereas a job in 
which the worker bears greater responsibility and feels supported by the employer reduces the 
risk of absenteeism.294 
 
The relationship that a worker on sick leave has with health professionals also plays an important 
role in the RTW. In fact, meetings that are seen by workers as positive or respectful,299 or that 
make them feel they have been heard and believed, appear to promote the RTW. Similarly, the 
feeling of being supported by the attending physician, and the physician’s confidence that the 
patient can or will be able to return to work helps the patient return faster. Conversely, negatively 
perceived meetings with the attending personnel lead to feelings of shame and hinder the 
RTW.256,300 This feeling of shame is experienced, among other times, when the attending 
personnel’s attitude toward the worker is perceived as distant or indifferent. The feeling of being 
discredited, of not being in an egalitarian relationship with the attending professional, also 
appears to create a feeling of shame that hinders the RTW.256 It is important to stress here that 
these psychosocial aspects are potentially modifiable, but that their importance must be taken 
into account in the RTW plan in order to facilitate the return.   
 
Collaboration and communication 
What emerges from a reading of several literature reviews on factors facilitating the RTW is the 
importance of collaboration and communication among the various stakeholders (employer, 
employees and health professionals).293-295 Judging from the scientific evidence, we can affirm 
that the duration of an injured worker’s disability and sick leave decreases significantly if the 
employer, worker and attending personnel communicate effectively.293,295 Albeit potentially 
demanding, collaboration is not only beneficial but necessary for an efficient RTW.295 Studies 
also suggest that if the employer contacts the worker on sick leave during the four weeks 
following his or her departure, this promotes a RTW. A collaborative multidisciplinary approach 
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may also be appropriate.293,295 This type of approach makes it possible, for example, to tackle the 
many facets of the RTW and to smoothly coordinate interventions among the various RTW 
stakeholders. A manager with recognized skills in this area could coordinate such a collaborative 
initiative and promote communication between employer and worker to improve the RTW 
process.295 
 
Role of the employer 
The scientific evidence emerging from the literature suggests that the employer’s involvement 
can have a major impact on the RTW. Studies show that a trusting relationship, as well as the 
worker’s perception that the employer wants to facilitate his or her RTW, promote the return.293 
According to several studies, the employer should also maintain contact with the attending 
personnel and the employee, as well as come to an agreement with the latter regarding a specific 
intervention and RTW plan.301,302 According to the studies, the employer should be directly 
involved in the RTW and foresee any potential obstacles.301,302 For example, the adaptation of 
work tasks and the frictions this can potentially create with coworkers must be taken into 
consideration by the employer.293 In summary, in order to promote the sustainable return to work 
of a worker with a musculoskeletal disorder, the employer must become an active participant in 
the action plan and work collaboratively with the other stakeholders (psychosocial and medical) 
while also maintaining contact with the employee. 
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5. CONCLUSION 

The aim of this knowledge review was to provide an updated overview of the scientific evidence 
on the various aspects of follow-up of patients with a RC disorder, particularly that of workers. 
Three major themes were developed in this review: (1) the effectiveness of the clinical and 
diagnostic evaluation tools; (2) the effectiveness of the currently used treatments; and (3) the 
issue of absenteeism and its risk factors, as well as RTW-related interventions. Systematic 
reviews or meta-analyses were performed on each of these themes.   
 
First, this knowledge review defined the role of clinical tests for diagnosing a RC disorder. The 
diagnostic values documented do not allow any particular clinical test to be recommended for 
diagnosing a RC disorder since none of them is both sensitive and specific. However, 
combinations of clinical tests and variables suggest that they offer superior diagnostic capacities 
to those of clinical tests alone. Other studies are therefore needed to confirm the diagnostic value 
of combining clinical tests and variables. This would allow us to ascertain the diagnostic 
effectiveness of a process that is closer to a clinical process. Medical imaging can be used as a 
complement to clinical tests to confirm more specifically the RC disorders involved. Ultrasound, 
MRI and MRA are in fact highly sensitive and specific. The use of ultrasound, which has a 
diagnostic accuracy similar to that of MRI and MRA but is less costly, is recommended for 
diagnosing RC disorders. In cases where ultrasound does not provide a specific diagnosis, MRI 
and MRA may offer interesting alternatives. However, in most circumstances, we recommend 
first a combination of different clinical evaluation tests that are non-invasive and less costly, 
prior to using medical imaging, as these medical imaging systems are primarily appropriate for 
confirming certain disorders. 
 
Next, the clinical measurement tools used on a regular basis to assess the strength of the muscles 
acting on the shoulder, range of motion, and scapular position and movement, generally have 
good reliability. However, the validity and responsiveness to change of most of these tools has 
yet to be determined. In addition, their use should be combined with that of other tools such as 
self-report questionnaires for evaluating symptoms and functional limitations, which have shown 
their responsiveness to change in individuals with a RC disorder. Self-report questionnaires in 
fact show excellent measurement properties for the clinical evaluation of patients with a RC 
disorder. Some of them, including the popular DASH, QuickDASH and WORC, are available 
free of charge in French. Mixed tools combining questionnaires and performance tests also 
appear valid for clinical use. However, data are lacking on their responsiveness to change. 
 
Regarding the treatment of RC disorders, certain interventions can be recommended for 
managing tendinopathy or full-thickness RC tears. Taking non-steroidal anti-inflammatory drugs 
(NSAIDs) for a short period of time is effective in alleviating pain associated with RC 
tendinopathies. The positive effects of an exercise program have also been demonstrated in adult 
and worker populations, as has the similar effectiveness of an exercise program combined with 
acromioplastic surgery for treating RC tendinopathy. Conservative treatment is therefore initially 
recommended in adults with a RC tendinopathy. When conservative treatment fails, surgery may 
be contemplated. A comparison between the different types of surgery revealed similar 
effectiveness for the arthroscopic and open-surgery approaches. For full-thickness RC tears, all 
RC repair surgeries, whether open or arthroscopic, have proven effective. Likewise, single-row 
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and double-row suture repairs have shown similar effectiveness, while the addition of 
acromioplasty to a RC repair does not appear to offer additional benefits and is therefore not 
recommended.  
 
Regarding workplace-based interventions, no formal conclusions can yet be drawn about the 
possible additional benefits of a multimodal approach to work versus those of the conventional 
clinical approach, although some data appear to support a multimodal approach that includes 
counselling, exercises, and work task modifications and adaptations. With respect to ergonomic 
adjustments to work stations and work organization, contradictory data have been published and 
further studies involving the population of interest here are needed. 
 
The predictive factors of absenteeism and RTW in workers have also been explored. This 
knowledge review confirms the ambiguity surrounding the factors related to both these 
phenomena in workers with RC disorders. Several factors in fact emerge from the included 
studies, but their results do not represent consensus. Therefore, determinants studied in previous 
review for other joints than the shoulder have also been explored. Psychosocial or environmental 
factors, as well as the role of the employer, appear to be key elements in the success of the RTW. 
 
Lastly, this knowledge review has certain limitations. Given the variety of tests and interventions 
available, we opted to study only those most frequently used and those for which there was 
sufficient evidence to make recommendations. Some of the more recent interventions, such as 
platelet-rich plasma or transdermal nitroglycerin injections, were not included in this review 
even though such interventions may be effective.  



IRSST -   Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

95 

 
BIBLIOGRAPHY 

1. Luime JJ, Koes BW, Hendriksen IJ, et al. “Prevalence and incidence of shoulder pain in 
the general population; a systematic review.” Scandinavian Journal of Rheumatology. 
2004;33(2):73-81. 

2. Kooijman M, Swinkels I, van Dijk C, de Bakker D, Veenhof C. “Patients with shoulder 
syndromes in general and physiotherapy practice: an observational study.” BMC 
Musculoskeletal Disorders. 2013;14:128. 

3. Langley PC, Tornero Molina J, Margarit Ferri C, Perez Hernandez C, Tejedor Varillas A, 
Ruiz-Iban MA. “The association of pain with labor force participation, absenteeism, and 
presenteeism in Spain.” Journal of Medical Economics. 2011;14(6):835-845. 

4. Bodin J, Ha C, Chastang JF, et al. “Comparison of risk factors for shoulder pain and 
rotator cuff syndrome in the working population.” American Journal of Industrial 
Medicine. 2012;55(7):605-615. 

5. Lebeau M, Duguay P, Boucher A. Les coûts des lésions professionnelles au Québec 
2005-2007. Montréal: Institut de recherche Robert-Sauvé en santé et en sécurité du 
Travail; 2013. 

6. Tekavec E, Jöud A, Rittner R, et al. “Population-based consultation patterns in patients 
with shoulder pain diagnoses.” BMC Musculoskeletal Disorders. 2012;13(1):238. 

7. Lewis JS. “Rotator cuff tendinopathy: A review.” British Journal of Sports Medicine. 
2009;43(4):236-41 

8. Seitz AL, McClure PW, Finucane S, Boardman III ND, Michener LA. “Mechanisms of 
rotator cuff tendinopathy: intrinsic, extrinsic, or both? » Clinical Biomechanics. 
2011;26(1):1-12. 

9. Cook J, Purdam CR. “Is tendon pathology a continuum? A pathology model to explain 
the clinical presentation of load-induced tendinopathy.” British Journal of Sports 
Medicine. 2009;43(6):409-416. 

10. Namdari S, Donegan RP, Dahiya N, Galatz LM, Yamaguchi K, Keener JD. 
“Characteristics of small to medium-sized rotator cuff tears with and without disruption 
of the anterior supraspinatus tendon.” Journal of Shoulder and Elbow Surgery. 
2014;23(1):20-27. 

11. Umer M, Qadir I, Azam M. “Subacromial impingement syndrome.” Orthopedic Reviews. 
May 9 2012;4(2):e18. 

12. Arce G, Bak K, Shea KP, et al. Shoulder Concepts 2013: Consensus and Concerns. 
Springer; 2013. 

13. Heijbel B, Josephson M, Jensen I, Vingård E. “Employer, insurance, and health system 
response to long-term sick leave in the public sector: policy implications.” Journal of 
Occupational Rehabilitation. 2005;15(2):167-176. 

14. Clay FJ, Newstead SV, McClure RJ. “A systematic review of early prognostic factors for 
return to work following acute orthopaedic trauma.” Injury. 2010;41(8):787-803. 

15. Pomerance J. “Return to work in the setting of upper extremity illness.” The Journal of 
Hand Surgery. 2009;34(1):137-141. 

16. Ottenheijm RP, Jansen MJ, Staal JB, et al. “Accuracy of diagnostic ultrasound in patients 
with suspected subacromial disorders: A systematic review and meta-analysis.” Archives 
of Physical Medicine and Rehabilitation. 2010;91(10):1616-1625. 

 



96 Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

 - IRSST 

 
17. Akobeng AK. “Understanding diagnostic tests 1: sensitivity, specificity and predictive 

values.” Acta Paediatrica. 2007;96(3):338-341. 
18. Whiting PF, Rutjes AW, Westwood ME, et al. “QUADAS-2: a revised tool for the 

quality assessment of diagnostic accuracy studies.” Annals of Internal Medicine. 18 
2011;155(8):529-536. 

19. Harbord RM, Deeks JJ, Egger M, Whiting P, Sterne JA. “A unification of models for 
meta-analysis of diagnostic accuracy studies.” Biostatistics. 2007;8(2):239-251. 

20. Jones CM, Athanasiou T. “Diagnostic accuracy meta-analysis: review of an important 
tool in radiological research and decision making.” British Journal of Radiology.  
2009;82(978):441-446. 

21. Leeflang MM. “Systematic reviews and meta-analyses of diagnostic test accuracy.” 
Clinical Microbiology Infection. 2014;20(2):105-113. 

22. Schiller I, Dendukuri N. HSROC: An R package for Bayesian meta-analysis of diagnostic 
test accuracy. 2012. 

23. Trikalinos TA, Balion CM, Coleman CI. “Meta-analysis of test performance when there 
is a “gold standard.” » AHRQ Publication No. 12-EHC080-EF. In: Quality MAfHRa, ed. 
Methods Guide for Medical Test Reviews (AHRQ Publication No. 12-EHC017). 
Rockville2012. 

24. Calis M, Akgun K, Birtane M, Karacan I, Calis H, Tuzun F. “Diagnostic values of 
clinical diagnostic tests in subacromial impingement syndrome.” Annals  Rheumatic 
Diseases. 2000;59(1):44-47. 

25. Fodor D, Poanta L, Felea I, Rednic S, Bolosiu H. “Shoulder impingement syndrome: 
correlations between clinical tests and ultrasonographic findings.” Ortopedia 
Traumatologia Rehabilitacja. 2009;11(2):120-126. 

26. Kelly SM, Brittle N, Allen GM. “The value of physical tests for subacromial 
impingement syndrome: a study of diagnostic accuracy.” Clinical Rehabilitation. 
2010;24(2):149-158. 

27. Michener LA, Walsworth MK, Doukas WC, Murphy KP. “Reliability and Diagnostic 
Accuracy of 5 Physical Examination Tests and Combination of Tests for Subacromial 
Impingement.” Archives of Physical Medicine and Rehabilitation. 2009;90(11):1898-
1903. 

28. Park HB, Yokota A, Gill HS, El Rassi G, McFarland EG. “Diagnostic accuracy of 
clinical tests for the different degrees of subacromial impingement syndrome.” Journal of 
Bone and Joint Surgery. 2005;87(7):1446-1455. 

29. Razmjou H, Holtby R, Myhr T. “Pain provocative shoulder tests: reliability and validity 
of the impingement tests.” Physiotherapy Canada. 2004;56(4):229-236. 

30. Silva L, Andreu JL, Munoz P, et al. “Accuracy of physical examination in subacromial 
impingement syndrome.” Rheumatology. 2008;47(5):679-683. 

31. Fowler EM, Horsley IG, Rolf CG. “Clinical and arthroscopic findings in recreationally 
active patients.” Sports Medicine, Arthroscopy, Rehabilitation, Therapy & Technology. 
2010;2:2. 

32. Bak K, Sorensen AKB, Jorgensen U, et al. “The Value of Clinical Tests in Acute Full-
Thickness Tears of the Supraspinatus Tendon: Does a Subacromial Lidocaine Injection 
Help in the Clinical Diagnosis? A Prospective Study.” Arthroscopy - Journal of 
Arthroscopic and Related Surgery. 2010;26(6):734-742. 

 



IRSST -   Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

97 

 
33. Kim E, Jeong HJ, Lee KW, Song JS. “Interpreting positive signs of the supraspinatus test 

in screening for torn rotator cuff.” Acta Medica Okayama. 2006;60(4):223-228. 
34. Castoldi F, Blonna D, Hertel R. “External rotation lag sign revisited: accuracy for 

diagnosis of full thickness supraspinatus tear.” Journal of Shoulder and Elbow Surgery. 
2009;18(4):529-534. 

35. Miller CA, Forrester GA, Lewis JS. “The validity of the lag signs in diagnosing full-
thickness tears of the rotator cuff: a preliminary investigation.” Archives of Physical 
Medicine and Rehabilitation. 2008;89(6):1162-1168. 

36. Holtby R, Razmjou H. “Validity of the supraspinatus test as a single clinical test in 
diagnosing patients with rotator cuff pathology.” Journal of Orthopaedic and Sports 
Physical Therapy. 2004;34(4):194-200. 

37. Michener LA, Walsworth MK, Doukas WC, Murphy KP. “Reliability and diagnostic 
accuracy of 5 physical examination tests and combination of tests for subacromial 
impingement.” Archives of Physical Medicine Rehabilitation. 2009;90(11):1898-1903. 

38. Naredo E, Aguado P, De Miguel E, et al. “Painful shoulder: comparison of physical 
examination and ultrasonographic findings.” Annals of the Rheumatic Diseases. 
2002;61(2):132-136. 

39. Norregaard J, Krogsgaard MR, Lorenzen T, Jensen EM. “Diagnosing patients with 
longstanding shoulder joint pain.” Annals of the Rheumatic Diseases. 2002;61(7):646-
649. 

40. Ostor AJK. “Diagnosis and relation to general health of shoulder disorders presenting to 
primary care.” Rheumatology. 2005;44(6):800-805. 

41. Cadogan A, McNair P, Laslett M, Hing W. “Shoulder pain in primary care: diagnostic 
accuracy of clinical examination tests for non-traumatic acromioclavicular joint pain.” 
BMC Musculoskeletal Disorders. 2013;14:156. 

42. Chew K, Pua YH, Chin J. “Clinical predictors for the diagnosis of supraspinatus 
pathology.” Physiotherapy Singapore. 2010;13:12-17. 

43. Bartsch M, Greiner S, Haas NP, Scheibel M. “Diagnostic values of clinical tests for 
subscapularis lesions.” Knee Surgery, Sports Traumatology, Arthroscopy: Official 
Journal of the ESSKA. 2010;18(12):1712-1717. 

44. Yoon JP, Chung SW, Kim SH, Oh JH. “Diagnostic value of four clinical tests for the 
evaluation of subscapularis integrity.” Journal of Shoulder and Elbow Surgery. 
2013;22(9):1186-1192. 

45. Barth JR, Burkhart SS, De Beer JF. “The bear-hug test: a new and sensitive test for 
diagnosing a subscapularis tear.” Arthroscopy: The Journal of Arthroscopic & Related 
Surgery. 2006;22(10):1076-1084. 

46. Gill HS, El Rassi G, Bahk MS, Castillo RC, McFarland EG. “Physical examination for 
partial tears of the biceps tendon.” The American Journal of Sports Medicine. 
2007;35(8):1334-1340. 

47. Kim HA, Kim SH, Seo YI. “Ultrasonographic findings of painful shoulders and 
correlation between physical examination and ultrasonographic rotator cuff tear.” Modern 
Rheumatology. 2007;17(3):213-219. 

48. Salaffi F, Ciapetti A, Carotti M, Gasparini S, Filippucci E, Grassi W. “Clinical value of 
single versus composite provocative clinical tests in the assessment of painful shoulder.” 
Journal of Clinical Rheumatology. 2010;16(3):105-108. 



98 Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

 - IRSST 

 
49. Chen HS, Lin SH, Hsu YH, Chen SC, Kang JH. “A comparison of physical examinations 

with musculoskeletal ultrasound in the diagnosis of biceps long head tendinitis.” 
Ultrasound in Medicine & Biology. 2011;37(9):1392-1398. 

50. Alqunaee M, Galvin R, Fahey T. “Diagnostic Accuracy of Clinical Tests for Subacromial 
Impingement Syndrome: A Systematic Review and Meta-Analysis.” Archives of Physical 
Medicine and Rehabilitation. 2012;93(2):229-236. 

51. Hegedus EJ, Goode A, Campbell S, et al. “Physical examination tests of the shoulder: A 
systematic review with meta-analysis of individual tests.” British Journal of Sports 
Medicine. 2008;42(2):80-92. 

52. Hegedus EJ, Goode AP, Cook CE, et al. “Which physical examination tests provide 
clinicians with the most value when examining the shoulder? Update of a systematic 
review with meta-analysis of individual tests.” British Journal of Sports Medicine. 
2012;46(14):964-978. 

53. Hermans J, Luime JJ, Meuffels DE, Reijman M, Simel DL, Bierma-Zeinstra SM. “Does 
this patient with shoulder pain have rotator cuff disease?: The Rational Clinical 
Examination systematic review.” Journal of the American Medical Association. 28 
2013;310(8):837-847. 

54. Roy JS, Braen C, Leblond J, et al. “Diagnostic accuracy of ultrasonography, MRI and 
MR arthrography in the characterisation of rotator cuff disorders: a meta-analysis.” 
British Journal of Sports Medicine. 2015 (doi:10.1136/bjsports-2014-094148). 

55. Farin P, Jaroma H. “Sonographic detection of tears of the anterior portion of the rotator 
cuff (subscapularis tendon tears).” Journal of Ultrasound in Medicine. 1996;15(3):221-
225. 

56. Read JW, Perko M. “Shoulder ultrasound: diagnostic accuracy for impingement 
syndrome, rotator cuff tear, and biceps tendon pathology.” Journal of Shoulder and 
Elbow Surgery 1998;7(3):264-271. 

57. Sonnabend DH, Hughes JS, Giuffre BM, Farrell R. “The clinical role of shoulder 
ultrasound.” Australian and New Zealand Journal of Surgery. 1997;67(9):630-633. 

58. Martin-Hervas C, Romero J, Navas-Acien A, Reboiras JJ, Munuera L. “Ultrasonographic 
and magnetic resonance images of rotator cuff lesions compared with arthroscopy or 
open surgery findings.” Journal of Shoulder and Elbow Surgery. 2001; 10(5):410-415. 

59. Venu K, Howlett D, Garikipati R, Anderson H, Bonnici A. “Evaluation of the 
symptomatic supraspinatus tendon—a comparison of ultrasound and arthroscopy.” 
Radiography. 2002;8(4):235-240. 

60. De Jesus JO, Parker L, Frangos AJ, Nazarian LN. “Accuracy of MRI, MR arthrography, 
and ultrasound in the diagnosis of rotator cuff tears: A meta-analysis.” American Journal 
of Roentgenology. 2009;192(6):1701-1707. 

61. Dinnes J, Loveman E, McIntyre L, Waugh N. “The effectiveness of diagnostic tests for 
the assessment of shoulder pain due to soft tissue disorders: A systematic review.” Health 
Technology Assessment. 2003;7(29). 

62. Lenza M, Buchbinder R, Takwoingi Y, Johnston RV, Hanchard NC, Faloppa F. 
“Magnetic resonance imaging, magnetic resonance arthrography and ultrasonography for 
assessing rotator cuff tears in people with shoulder pain for whom surgery is being 
considered.” Cochrane Database of Systematic Reviews. 2013;9:CD009020. 



IRSST -   Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

99 

 
63. Smith TO, Back T, Toms AP, Hing CB. “Diagnostic accuracy of ultrasound for rotator 

cuff tears in adults: a systematic review and meta-analysis.” Clinical Radiology. 
2011;66(11):1036-1048. 

64. Smith TO, Daniell H, Geere JA, Toms AP, Hing CB. “The diagnostic accuracy of MRI 
for the detection of partial- and full-thickness rotator cuff tears in adults.” Magnetic 
Resonance Imaging. 2012;30(3):336-346. 

65. Marx RG, Koulouvaris P, Chu SK, Levy BA. “Indications for surgery in clinical outcome 
studies of rotator cuff repair.” Clinical Orthopaedics and Related Research. 
2009;467(2):450-456. 

66. Watkins MP, Portney L. Foundations of clinical research: applications to practice. 
Pearson/Prentice Hall; 2009. 

67. Law MC, MacDermid J. Evidence-based rehabilitation: A guide to practice. Slack 
Incorporated; 2008. 

68. Roy JS, Esculier J-F. “Psychometric evidence for clinical outcome measures assessing 
shoulder disorders.” Physical Therapy Reviews. 2011;16(5):331-346. 

69. Mullaney MJ, McHugh MP, Johnson CP, Tyler TF. “Reliability of shoulder range of 
motion comparing a goniometer to a digital level.” Physiotherapy Theory and Practice. 
2010;26(5):327-333. 

70. Tveitå EK, Ekeberg OM, Juel NG, Bautz-Holter E. “Range of shoulder motion in patients 
with adhesive capsulitis; intra-tester reproducibility is acceptable for group comparisons.” 
BMC Musculoskeletal Disorders. 2008;9(1):49. 

71. Muir SW, Corea CL, Beaupre L. “Evaluating change in clinical status: reliability and 
measures of agreement for the assessment of glenohumeral range of motion.” North 
American Journal of Sports Physical Therapy: NAJSPT. 2010;5(3):98. 

72. Shin SH, Ro DH, Lee O, Oh JH, Kim SH. “Within-day reliability of shoulder range of 
motion measurement with a smartphone.” Manual Therapy. 2012;17(4):298-304. 

73. Kolber MJ, Vega Jr F, Widmayer K, Cheng M-SS. “The reliability and minimal 
detectable change of shoulder mobility measurements using a digital inclinometer.” 
Physiotherapy Theory and Practice. 2011;27(2):176-184. 

74. Roy J-S, MacDermid JC, Orton B, et al. “The concurrent validity of a hand-held versus a 
stationary dynamometer in testing isometric shoulder strength.” Journal of Hand 
Therapy. 2009;22(4):320-327. 

75. Dvir Z. “Grade 4 in manual muscle testing: the problem with submaximal strength 
assessment.” Clinical Rehabilitation. 1997;11(1):36-41. 

76. Hayes K, Walton JR, Szomor ZL, Murrell GA. “Reliability of 3 methods for assessing 
shoulder strength.” Journal of Shoulder and Elbow Surgery. 2002;11(1):33-39. 

77. Burnham RS, Bell G, Olenik L, Reid DC. “Shoulder abduction strength measurement in 
football players: reliability and validity of two field tests.” Clinical Journal of Sport 
Medicine. 1995;5(2):90-94. 

78. Sullivan SJ, Chesley A, Hebert G, McFaull S, Scullion D. “The validity and reliability of 
hand-held dynamometry in assessing isometric external rotator performance.” Journal of 
Orthopaedic and Sports Physical Therapy. 1988;10(6):213-217. 

79. Vermeulen HM, de Bock GH, van Houwelingen HC, et al. “A comparison of two 
portable dynamometers in the assessment of shoulder and elbow strength.” 
Physiotherapy. 2005;91(2):101-112. 



100 Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

 - IRSST 

 
80. Leggin BG, Neuman RM, Iannotti JP, Williams GR, Thompson EC. “Intrarater and 

interrater reliability of three isometric dynamometers in assessing shoulder strength.” 
Journal of Shoulder and Elbow Surgery. 1996;5(1):18-24. 

81. Plotnikoff NA, MacIntyre DL. “Test-retest reliability of glenohumeral internal and 
external rotator strength.” Clinical Journal of Sport Medicine. 2002;12(6):367-372. 

82. van Meeteren J, Roebroeck ME, Stam HJ. “Test-retest reliability in isokinetic muscle 
strength measurements of the shoulder.” Journal of Rehabilitation Medicine. 
2002;34(2):91-95. 

83. Ludewig PM, Braman JP. “Shoulder impingement: biomechanical considerations in 
rehabilitation.” Manual Therapy. 2011;16(1):33-39. 

84. Matias R, Pascoal AG. “The unstable shoulder in arm elevation: a three-dimensional and 
electromyographic study in subjects with glenohumeral instability.” Clinical 
Biomechanics. 2006;21:S52-S58. 

85. da Costa BR, Armijo-Olivo S, Gadotti I, Warren S, Reid DC, Magee DJ. “Reliability of 
scapular positioning measurement procedure using the palpation meter (PALM).” 
Physiotherapy. 2010;96(1):59-67. 

86. Lewis JS, Valentine RE. “Intraobserver reliability of angular and linear measurements of 
scapular position in subjects with and without symptoms.” Archives of Physical Medicine 
and Rehabilitation. 2008;89(9):1795-1802. 

87. Kibler W. “Role of the scapula in the overhead throwing motion.” Contemporary 
Orthopaedics. 1991;22(525-532). 

88. Kibler WB. “The role of the scapula in athletic shoulder function.” The American Journal 
of Sports Medicine. 1998;26(2):325-337. 

89. Koslow PA, Prosser LA, Strony GA, Suchecki SL, Mattingly GE. “Specificity of the 
Lateral Scapular Side Test in Asymptomatic Competitive Athletes.” Journal of 
Orthopaedic and Sports Physical Therapy. 2003;33(6):331-336. 

90. Nijs J, Roussel N, Vermeulen K, Souvereyns G. “Scapular positioning in patients with 
shoulder pain: a study examining the reliability and clinical importance of 3 clinical 
tests.” Archives of Physical Medicine and Rehabilitation. 2005;86(7):1349-1355. 

91. Sobush DC, Simoneau GG, Dietz KE, Levene JA, Grossman RE, Smith WB. “The 
Lennie test for measuring scapular position in healthy young adult females: A reliability 
and validity study.” Journal of Orthopaedic and Sports Physical Therapy. 1996;23(1):39-
50. 

92. Greenfield B, Catlin PA, Coats PW, Green E, McDonald JJ, North C. “Posture in patients 
with shoulder overuse injuries and healthy individuals.” Journal of Orthopaedic and 
Sports Physical Therapy. 1995;21(5):287-295. 

93. Johnson MP, McClure PW, Karduna AR. “New method to assess scapular upward 
rotation in subjects with shoulder pathology.” Journal of Orthopaedic and Sports 
Physical Therapy. 2001;31(2):81-89. 

94. Watson L, Balster S, Finch C, Dalziel R. “Measurement of scapula upward rotation: a 
reliable clinical procedure.” British Journal of Sports Medicine. 2005;39(9):599-603. 

95. Kibler WB, Uhl TL, Maddux JW, Brooks PV, Zeller B, McMullen J. “Qualitative clinical 
evaluation of scapular dysfunction: a reliability study.” Journal of Shoulder and Elbow 
Surgery. 2002;11(6):550-556. 

96. McClure P, Tate AR, Kareha S, Irwin D, Zlupko E. “A clinical method for identifying 
scapular dyskinesis, part 1: reliability.” Journal of Athletic Training. 2009;44(2):160. 



IRSST -   Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

101 

 
97. Tate AR, McClure P, Kareha S, Irwin D, Barbe MF. “A clinical method for identifying 

scapular dyskinesis, part 2: validity.” Journal of Athletic Training. 2009;44(2):165. 
98. St-Pierre C, Roy JS, Desmeules F, Dionne C, Frémont P, MacDermid JC. “Patient-

reported outcomes for the evaluation of symptoms and functional limitation in 
individuals with rotator cuff disorders: A systematic review.” Disability and 
Rehabilitation. Disability and Rehabilitation. 2015 (doi.org/10.3109/09638288.2015). 

99. Michener L, McClure PW, Sennett BJ. “American Shoulder and Elbow Surgeons 
Standardized Shoulder Assessment Form, patient self-report section: Reliability, validity, 
and responsiveness.” Journal of Shoulder and Elbow Surgery. 2002;11(6). 

100. Getahun TY, MacDermid JC, Patterson SD. “Concurrent validity of patient rating scales 
in assessment of outcome after rotator cuff repair.” Journal of Musculoskeletal Research. 
2000;4(2):119-127. 

101. Godfrey J, Hamman R, Lowenstein S, Briggs K, Kocher M. “Reliability, validity, and 
responsiveness of the simple shoulder test: psychometric properties by age and injury 
type.” Journal of Shoulder and Elbow Surgery. 2007;16(3):260-267. 

102. Stratford PW, Binkley JM, Stratford DM. “Development and initial validation of Upper 
Extremity Functional Index.” Physiotherapy Canada. 2001;53(4):259. 

103. Atroshi I, Gummesson C, Andersson B, Dahlgren E, Johansson A. “The disabilities of the 
arm, shoulder and hand (DASH) outcome questionnaire: reliability and validity of the 
Swedish version evaluated in 176 patients.” Acta Orthopaedica Scandinavica. 
2000;71(6):613-618. 

104. Beaton DE, Wright JG, Katz JN, Upper Extremity Collaborative G. “Development of the 
QuickDASH: comparison of three item-reduction approaches.” Journal of Bone and Joint 
Surgery American. 2005;87(5):1038-1046. 

105. Holtby R, Razmjou H. “Measurement properties of the Western Ontario rotator cuff 
outcome measure: a preliminary report.” Journal of  Shoulder and Elbow Surgery. 
2005;14(5):506-510. 

106. Durand M, Vachon B, Hong Q, Loisel P. “The cross-cultural adaptation of the DASH 
questionnaire in Canadian French.” Journal of Hand Therapy. 2005;18(1):34-39. 

107. St-Pierre C, Dionne CE, Desmeules F, Roy JS. “Reliability, validity, and responsiveness 
of a Canadian French adaptation of the Western Ontario Rotator Cuff (WORC) index.” 
Journal of Hand therapy. 2015 (doi.org/10.1016/j.jht.2015.02.001). 

108. Kumta P, MacDermid JC, Mehta SP, Stratford PW. “The FIT-HaNSA demonstrates 
reliability and convergent validity of functional performance in patients with shoulder 
disorders.” Journal of Orthopaedic and Sports Physical Therapy. 2012;42(5):455-464. 

109. MacDermid JC, Ghobrial M, Quirion KB, et al. “Validation of a new test that assesses 
functional performance of the upper extremity and neck (FIT-HaNSA) in patients with 
shoulder pathology.” BMC Musculoskeletal Disorders. 2007;8(1):42. 

110. Hughes RE, Johnson ME, Skow A, An K-N, O'Driscoll SW. “Reliability of a simple 
shoulder endurance test.” Journal of Musculoskeletal Research. 1999;3(03):195-200. 

111. Yang J-l, Lin J-j. “Reliability of function-related tests in patients with shoulder 
pathologies.” Journal of Orthopaedic and Sports Physical Therapy. 2006;36(8):572-576. 

112. Blonna D, Scelsi M, Marini E, et al. “Can we improve the reliability of the Constant-
Murley score? » Journal of Shoulder and Elbow Surgery. 2012;21(1):4-12. 



102 Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

 - IRSST 

 
113. Roy J-S, MacDermid JC, Boyd KU, Faber KJ, Drosdowech D, Athwal GS. “Rotational 

strength, range of motion, and function in people with unaffected shoulders from various 
stages of life.” BMC Sports Science, Medicine and Rehabilitation. 2009;1(1):4. 

114. Lopes D, Ciconelli R, Carrera E, Griffin S, Faloppa F, Baldy dos Reis F. “Comparison of 
the responsiveness of the Brazilian version of the Western Ontario Rotator Cuff Index 
(WORC) with DASH, UCLA and SF-36 in patients with rotator cuff disorders.” Clinical 
and Experimental Rheumatology. 2009;27(5):758-764. 

115. O'Connor DA, Chipchase LS, Tomlinson J, Krishnan J. “Arthroscopic subacromial 
decompression: responsiveness of disease-specific and health-related quality of life 
outcome measures.” Arthroscopy. 1999;15(8):836-840. 

116. Oh JH, Jo KH, Kim WS, Gong HS, Han SG, Kim YH. “Comparative evaluation of the 
measurement properties of various shoulder outcome instruments.” The American 
Journal of Sports Medicine. 2009;37(6):1161-1168. 

117. Bas de Witte P, Henseler JF, Nagels J, P.M, Nelissen RGHH. “The Western Ontario 
Rotator Cuff Index in Rotator Cuff Disease Patients: A Comprehensive Reliability and 
Responsiveness Validation Study.” American Journal of Sports Medicine. 
2012;40(7):1611-1619. 

118. Noorani AM, Roberts DJ, Malone AA, et al.”Validation of the Stanmore percentage of 
normal shoulder assessment.” International Journal of Shoulder Surgery. 2012;6(1):9. 

119. Tae S-K, Rhee Y-G, Park T-S, et al. “The development and validation of an appraisal 
method for rotator cuff disorders: the Korean Shoulder Scoring System.” Journal of 
Shoulder and Elbow Surgery. 2009;18(5):689-696. 

120. Higgins J, Green S. Cochrane Handbook for Systematic Reviews of Interventions. Vol 
Version 5.0.2: The Cochrane Collaboration; 2009. 

121. Owens DK, Lohr KN, Atkins D, et al. Grading the Strength of a Body of Evidence When 
Comparing Medical Interventions. Methods Guide for Effectiveness and Comparative 
Effectiveness Reviews. Rockville MD2008. 

122. Liberati A, Altman DG, Tetzlaff J, et al. “The PRISMA statement for reporting 
systematic reviews and meta-analyses of studies that evaluate health care interventions: 
explanation and elaboration.” Journal of Clinical Epidemiology. 2009;62(10):e1-34. 

123. Boudreault J, Desmeules F, Roy JS, Dionne C, Fremont P, Macdermid JC. “The efficacy 
of oral non-steroidal anti-inflammatory drugs for rotator cuff tendinopathy: a systematic 
review and meta-analysis.” Journal of Rehabilitation Medicine. 2014;46(4):294-306. 

124. Adebajo AO, Nash P, Hazleman BL. “A prospective double blind dummy placebo 
controlled study comparing triamcinolone hexacetonide injection with oral diclofenac 50 
mg TDS in patients with rotator cuff tendinitis.” The Journal of Rheumatology. 
1990;17(9):1207-1210. 

125. Bertin P, Behier JM, Noel E, Leroux JL. “Celecoxib is as efficacious as naproxen in the 
management of acute shoulder pain.” The Journal of International Medical Research. 
2003;31(2):102-112. 

126. England S, Farrell AJ, Coppock JS, Struthers G, Bacon PA. “Low power laser therapy of 
shoulder tendonitis.” Scandinavian Journal of Rheumatology. 1989;18(6):427-431. 

127. Friis J, Jarner D, Toft B, et al. “Comparison of two ibuprofen formulations in the 
treatment of shoulder tendonitis.” Clinical Rheumatology. 1992;11(1):105-108. 



IRSST -   Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

103 

 
128. Ginsberg F, Famaey JP. “A double-blind comparison of slow-release and standard tablet 

formulations of fentiazac in the treatment of patients with tendinitis and bursitis.” 
Current Medical Research and Opinion. 1985;9(7):442-448. 

129. Mena HR, Lomen PL, Turner LF, Lamborn KR, Brinn EL. “Treatment of acute shoulder 
syndrome with flurbiprofen.” American Journal of Medicine. 24 1986;80(3A):141-144. 

130. Petri M, Dobrow R, Neiman R, Whiting-O'Keefe Q, Seaman WE. “Randomized, double-
blind, placebo-controlled study of the treatment of the painful shoulder.” Arthritis 
Rheumatology. 1987;30(9):1040-1045. 

131. Petri M, Hufman SL, Waser G, Cui H, Snabes MC, Verburg KM. “Celecoxib effectively 
treats patients with acute shoulder tendinitis/bursitis.” The Journal of Rheumatology. 
2004;31(8):1614-1620. 

132. Smith MD, Thomas D, McCredie M, Brooks PM. “Piroxicam versus naproxen in the 
treatment of painful shoulder.” Pharmatherapeutica. 1986;4(9):585-589. 

133. White RH, Paull DM, Fleming KW. “Rotator cuff tendinitis: comparison of subacromial 
injection of a long acting corticosteroid versus oral indomethacin therapy.” The Journal 
of Rheumatology. 1986;13(3):608-613. 

134. Wober W. “Comparative efficacy and safety of nimesulide and diclofenac in patients 
with acute shoulder, and a meta-analysis of controlled studies with nimesulide.” 
Rheumatology (Oxford, England). 1999;38 Suppl 1:33-38. 

135. Wober W, Rahlfs VW, Buchl N, Grassle A, Macciocchi A. “Comparative efficacy and 
safety of the non-steroidal anti-inflammatory drugs nimesulide and diclofenac in patients 
with acute subdeltoid bursitis and bicipital tendinitis.” International Journal of Clinical 
Practice. 1998;52(3):169-175. 

136. Buchbinder R, Green S, Youd JM. “Corticosteroid injections for shoulder pain.” 
Cochrane Database Systematic Reviews. 2003(1):CD004016. 

137. Coombes BK, Bisset L, Vicenzino B. “Efficacy and safety of corticosteroid injections 
and other injections for management of tendinopathy: a systematic review of randomised 
controlled trials.” The Lancet. 2010;376(9754):1751-1767. 

138. Crawshaw DP, Helliwell PS, Hensor EM, Hay EM, Aldous SJ, Conaghan PG. “Exercise 
therapy after corticosteroid injection for moderate to severe shoulder pain: large 
pragmatic randomised trial.” British Medical Journal. 2010;340:c3037. 

139. Johansson K, Bergstrom A, Schroder K, Foldevi M. “Subacromial corticosteroid 
injection or acupuncture with home exercises when treating patients with subacromial 
impingement in primary care--a randomized clinical trial.” Family practice. 
2011;28(4):355-365. 

140. Min KS, St Pierre P, Ryan PM, Marchant BG, Wilson CJ, Arrington ED. “A double-blind 
randomized controlled trial comparing the effects of subacromial injection with 
corticosteroid versus NSAID in patients with shoulder impingement syndrome.” Journal 
of Shoulder and Elbow Surgery. 2013;22(5):595-601. 

141. Penning LI, de Bie RA, Walenkamp GH. “The effectiveness of injections of hyaluronic 
acid or corticosteroid in patients with subacromial impingement: a three-arm randomised 
controlled trial.” The Journal of Bone and Joint Surgery. 2012;94(9):1246-1252. 

142. Green S, Buchbinder R, Hetrick S. “Physiotherapy interventions for shoulder pain.” 
Cochrane Database Systematic Reviews. 2003(2):CD004258. 



104 Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

 - IRSST 

 
143. Hanratty CE, McVeigh JG, Kerr DP, et cool. “The effectiveness of physiotherapy 

exercises in subacromial impingement syndrome: a systematic review and meta-
analysis.” Seminars in Arthritis and Rheumatism. 2012;42(3):297-316. 

144. Michener LA, Walsworth MK, Burnet EN. “Effectiveness of rehabilitation for patients 
with Subacromial impingement syndrome: a systematic review.” Journal of Hand 
Therapy. 2004;17(2):152-164. 

145. Brox JI, Gjengedal E, Uppheim G, et al. “Arthroscopic surgery versus supervised 
exercises in patients with rotator cuff disease (stage II impingement syndrome): a 
prospective, randomized, controlled study in 125 patients with a 2 1/2-year follow-up.” 
Journal of Shoulder and Elbow Surgery. 1999;8(2):102-111. 1999. 

146. Brox JI, Staff PH, Ljunggren AE, Brevik JI. “Arthroscopic surgery compared with 
supervised exercises in patients with rotator cuff disease (stage II impingement 
syndrome).” British Medical Journal. 1993;307(6909):899-903.  

147. Cheng AS, Hung LK. “Randomized controlled trial of workplace-based rehabilitation for 
work-related rotator cuff disorder.” Journal of Occupational Rehabilitation.  
2007;17(3):487-503. 

148. Engebretsen K, Grotle M, Bautz-Holter E, Ekeberg OM, Juel NG, Brox JI. “Supervised 
exercises compared with radial extracorporeal shock-wave therapy for subacromial 
shoulder pain: 1-year results of a single-blind randomized controlled trial.” Physical 
Therapy. 2011;91(1):37-47. 

149. Haahr JP, Andersen JH. “Exercises may be as efficient as subacromial decompression in 
patients with subacromial stage II impingement: 4- to 8-years' follow-up in a prospective, 
randomized study.” Scandinavian Journal of Rheumatology. 2006;35(3):224-228. 2006. 

150. Haahr JP, Ostergaard S, Dalsgaard J, et al. “Exercises versus arthroscopic decompression 
in patients with subacromial impingement: a randomised, controlled study in 90 cases 
with a one year follow up.” Annals of the Rheumatic Diseases. 2005 May;64(5):760-764. 
2005. 

151. Lombardi I, Jr., Magri AG, Fleury AM, Da Silva AC, Natour J. “Progressive resistance 
training in patients with shoulder impingement syndrome: a randomized controlled trial.” 
Arthritis and Rheumatology. 2008;59(5):615-622. 

152. Ludewig PM, Borstad JD. “Effects of a home exercise programme on shoulder pain and 
functional status in construction workers.” Occupational and Environmental Medicine. 
2003;60(11):841-849. 

153. Osteras H, Arild Torstensen T, Arntzen G, B SO. “A comparison of work absence 
periods and the associated costs for two different modes of exercise therapies for patients 
with longstanding subacromial pain.” Journal of Medical Economics. 2008;11(3):371-
381. 

154. Osteras H, Torstensen TA. “The dose-response effect of medical exercise therapy on 
impairment in patients with unilateral longstanding subacromial pain.” The Open 
Orthopaedics Journal. 2010;4:1-6. 

155. Szczurko O, Cooley K, Mills EJ, Zhou Q, Perri D, Seely D. “Naturopathic treatment of 
rotator cuff tendinitis among Canadian postal workers: a randomized controlled trial.” 
Arthritis and Rheumatology. 2009;61(8):1037-1045. 

156. Braun C, Bularczyk M, Heintsch J, Hanchard NCA. “Manual therapy and exercises for 
shoulder impingement revisited.” Physical Therapy Reviews. 2013;18(4):263-284. 



IRSST -   Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

105 

 
157. Braun C, Hanchard NCA. “Manual therapy and exercise for impingement-related 

shoulder pain.” Physical Therapy Reviews. 2010;15(2):62-83. 
158. Desjardins-Charbonneau A, Roy JS, Dionne CE, Fremont P, MacDermid JC, Desmeules 

F. “The Efficacy of Manual Therapy for Rotator Cuff Tendinopathy: A Systematic 
Review and Meta-analysis.” Journal of Orthopaedic and Sports Physical Therapy. 
2015;45(5):330-350. 

159. Atkinson M, Mathews R, Brantingham JW, et al. “A randomized controlled trial to assess 
the efficacy of shoulder manipulation versus placebo in the treatment of shoulder pain 
due to rotator cuff tendinopathy.” Journal of the American Chiropractic Association. 
2008;45(9):11-26. 2008. 

160. Bang MD, Deyle GD. “Comparison of supervised exercise with and without manual 
physical therapy for patients with shoulder impingement syndrome.” The Journal of 
Orthopaedic and Sports Physical Therapy. 2000;30(3):126-137. 2000. 

161. Bansal K, Padamkumar S. “A comparative study between the efficacy of therapeutic 
ultrasound and soft tissue massage (deep friction massage) in supraspinatus tendinitis.” 
Indian Journal of Physiotherapy and Occupational Therapy. 2011;5(2):80-84. 2011. 

162. Barbosa R, Goes R, Mazzer N, Fonseca M. “The influence of joint mobilization on 
tendinopathy of the biceps brachii and supraspinatus muscles.” Brazilian Journal of 
Physical Therapy. 2008;12:298-303. 

163. Bennell K, Wee E, Coburn S, et al. “Efficacy of standardised manual therapy and home 
exercise programme for chronic rotator cuff disease: randomised placebo controlled 
trial.” British Medical Journal). 2010;340(jun08 2):c2756-c2756. 

164. Bialoszewski D, Zaborowski G. “Usefulness of Manual Therapy in the Rehabilitation of 
Patients with Chronic Rotator Cuff Injuries. Preliminary Report.” Ortopedia 
Traumatologia Rehabilitacja. 2011;13(1):9-20. 2011:1-12. 

165. Citaker S, Taskiran H, Akdur H, Onel Arabaci U, Ekici G. “Comparison of the 
mobilization and proprioceptive neuromuscular facilitation methods in the treatment of 
shoulder impingement syndrome.” The Pain Clinic. 2005;17(2):197-202. 2005. 

166. Conroy DE, Hayes KW. “The effect of joint mobilization as a component of 
comprehensive treatment for primary shoulder impingement syndrome.” The Journal of 
Orthopaedic and Sports Physical Therapy. 1998;28(1):3-14. 1998:1-12. 

167. Djordjevic OC, Vukicevic D, Katunac L, Jovic S. “Mobilization with movement and 
kinesiotaping compared with a supervised exercise program for painful shoulder: results 
of a clinical trial.” Journal of Manipulative and Physiological Therapeutics. 
2012;35(6):454-463. 

168. Heredia-Rizo AM, López-Hervás A, Herrera-Monge P, Gutiérrez-Leonard A, Piña-Pozo 
F. “Shoulder functionality after manual therapy in subjects with shoulder impingement 
syndrome: A case series.” Journal of Bodywork and Movement Therapies. 2013 
Apr;17(2):212-8. 

169. Janse, Atkins E. “Does thoracic manipulation increase shoulder range of movement in 
patients with subacromial impingement syndrome? A pilot study.” International 
Musculoskeletal Medicine. 2012;34(3):101-107. 

170. Kachingwe AF, Phillips B, Sletten E, Plunkett SW. “Comparison of manual therapy 
techniques with therapeutic exercise in the treatment of shoulder impingement: a 
randomized controlled pilot clinical trial.” The Journal of Manual and Manipulative 
Therapy. 2008;16(4):238-247. 



106 Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

 - IRSST 

 
171. Kromer TO, de Bie RA, Bastiaenen CH. “Physiotherapy in patients with clinical signs of 

shoulder impingement syndrome: a randomized controlled trial.” Journal of 
Rehabilitation Medicine. 2013;45(5):488-497. 

172. McClatchie L, Laprade J, Martin S, Jaglal SB, Richardson D, Agur A. “Mobilizations of 
the asymptomatic cervical spine can reduce signs of shoulder dysfunction in adults.” 
Manual Therapy. 2009;14(4):369-374. 

173. Munday SL, Jones A, Brantingham JW, Globe G, Jensen M, Price JL. “A randomized, 
single-blinded, placebo-controlled clinical trial to evaluate the efficacy of chiropractic 
shoulder girdle adjustment in the treatment of shoulder impingement syndrome.” Journal 
of the American Chiropractic Association. 2007;44(6):6-15. 2007. 

174. Senbursa G, Baltacı G, Atay A. “Comparison of conservative treatment with and without 
manual physical therapy for patients with shoulder impingement syndrome: a 
prospective, randomized clinical trial.” Knee Surgery, Sports Traumatology, Arthroscopy. 
2007;15(7):915-921. 

175. Senbursa G, Baltacı G, Atay A. “The effectiveness of manual therapy in supraspinatus 
tendinopathy.” Acta Orthopaedica et Traumatologica Turcica. 2011;45(3):162-167. 

176. Surenkok O, Aytar A, Baltaci G. “Acute effects of scapular mobilization in shoulder 
dysfunction: a double-blind randomized placebo-controlled trial.” Journal of Sport 
Rehabilitation. 2009;18(4):493-501. 

177. Teys P, Bisset L, Vicenzino B. “The initial effects of a Mulligan's mobilization with 
movement technique on range of movement and pressure pain threshold in pain-limited 
shoulders.” Manual Therapy. 2008;13(1):37-42. 

178. Winters JC, Jorritsma W, Groenier KH, Sobel JS, Meyboom-de Jong B, Arendzen HJ. 
“Treatment of shoulder complaints in general practice: long term results of a randomised, 
single blind study comparing physiotherapy, manipulation, and corticosteroid injection.” 
Bristish Medical Journal. 1999;318(7195):1395-1396. 

179. Winters JC, Sobel JS, Groenier KH, Arendzen HJ, Jong BM-d. “Comparison of 
physiotherapy, manipulation, and corticosteroid injection for treating shoulder complaints 
in general practice: randomised, single blind study.” Bristish Medical Journal. 
1997;314(7090):1320. 

180. Hsu YH, Chen WY, Lin HC, Wang WTJ, Shih YF. “The effects of taping on scapular 
kinematics and muscle performance in baseball players with shoulder impingement 
syndrome.” Journal of Electromyography and Kinesiology. 2009;19(6):1092-1099.  

181. Kumar N, Nehru, A. and Rajalakshmi, D. (2012) “Effect of taping as a component of 
conservative treatment for subacromial impingement syndrome.” Health. 2012;4:237-
241. 

182. Lewis JS, Wright C, Green A. “Subacromial impingement syndrome: the effect of 
changing posture on shoulder range of movement.” The Journal of Orthopaedic and 
Sports Physical Therapy 2005;35(2):72-87. 2005. 

183. Miller P, Osmotherly P. “Does scapula taping facilitate recovery for shoulder 
impingement symptoms? A pilot randomized controlled trial.” The Journal of Manual 
and Manipulative Therapy. 2009;17(1):E6-E13. 2009. 

184. Shakeri H, Keshavarz R, Arab AM, Ebrahimi I. “Clinical effectiveness of kinesiological 
taping on pain and pain-free shoulder range of motion in patients with shoulder 
impingement syndrome: a randomized, double blinded, placebo-controlled trial.” 
International Journal of Sports Physical Therapy. 2013;8(6):800-810. 



IRSST -   Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

107 

 
185. Simsek HH, Balki S, Keklik SS, Ozturk H, Elden H. “Does Kinesio taping in addition to 

exercise therapy improve the outcomes in subacromial impingement syndrome? A 
randomized, double-blind, controlled clinical trial.” Acta Orthopaedica et 
Traumatologica Turcica. 2013;47(2):104-110. 

186. Teys P. “One-week time course of the effects of Mulligan's Mobilisation with Movement 
and taping in painful shoulders.” Manual Therapy. 2013;18(5):372-7. 

187. Thelen MD, Dauber JA, Stoneman PD. “The clinical efficacy of kinesio tape for shoulder 
pain: a randomized, double-blinded, clinical trial.” The Journal of Orthopaedic and 
Sports Physical Therapy. 2008;38(7):389-395.  

188. Sluka KA, Walsh D. “Transcutaneous electrical nerve stimulation: basic science 
mechanisms and clinical effectiveness.” The Journal of Pain. 2003;4(3):109-121. 

189. Ba, kurt Z, kurt F, Özcan A, Yilmaz Ö. “The immediate effects of heat and TENS on 
pressure pain threshold and pain intensity in patients with Stage I shoulder impingement 
syndrome.” The Pain Clinic. 2006;18(1):81-85. 

190. Eyigor C, Eyigor S, Kivilcim Korkmaz O. “Are intra-articular corticosteroid injections 
better than conventional TENS in treatment of rotator cuff tendinitis in the short run? A 
randomized study.” European Journal of Physical and Rehabilitation Medicine. 
2010;46(3):315-324. 

191. Herrera-Lasso I, Mobarak L, Fernández-Dominguez L, Cardiel MH, Alarcón-Segovia D. 
“Comparative Effectiveness of Packages of Treatment Including Ultrasound or 
Transcutaneous Electrical Nerve Stimulation in Painful Shoulder Syndrome.” 
Physiotherapy. 1993;79(4):251-253. 

192. Kocyigit F, Akalin E, Gezer NS, Orbay O, Kocyigit A, Ada E. “Functional magnetic 
resonance imaging of the effects of low-frequency transcutaneous electrical nerve 
stimulation on central pain modulation: a double-blind, placebo-controlled trial.” The 
Clinical Journal of Pain. 2012;28(7):581-588. 

193. Korkmaz OK, Capaci K, Eyigor C, Eyigor S. “Pulsed radiofrequency versus conventional 
transcutaneous electrical nerve stimulation in painful shoulder: a prospective, randomized 
study.” Clinical Rehabilitation. 2010;24(11):1000-1008. 

194. Shehab D, Adham N. “Comparative Effectiveness of Ultrasound and Transcutaneous 
Electrical Stimulation in Treatment of Periarticular Shoulder Pain.” Physiotherapy 
Canada. 2000;52:208-214. 

195. Baker KG, Robertson VJ, Duck FA. “A review of therapeutic ultrasound: biophysical 
effects.” Physical Therapy. 2001;81(7):1351-1358. 

196. Johns LD. “Nonthermal effects of therapeutic ultrasound: the frequency resonance 
hypothesis.” Journal of Athletic Training. 2002;37(3):293-299. 

197. Desmeules F, Boudreault J, Roy J-S, Dionne C, Frémont P, MacDermid JC. “The 
efficacy of therapeutic ultrasound for rotator cuff tendinopathy: A systematic review and 
meta-analysis.” Physical Therapy in Sport. 2014 (doi.org/10.1016/j.ptsp.2014.09.004) 

198. Ainsworth R, Dziedzic K, Hiller L, Daniels J, Bruton A, Broadfield J. “A prospective 
double blind placebo-controlled randomized trial of ultrasound in the physiotherapy 
treatment of shoulder pain.” Rheumatology. 2007;46(5):815-820. 

199. Calis HT, Berberoglu N, Calis M. “Are ultrasound, laser and exercise superior to each 
other in the treatment of subacromial impingement syndrome? A randomized clinical 
trial.” European Journal of Physical and Rehabilitation Medicine. 2011;47(3):375-380.  



108 Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

 - IRSST 

 
200. Giombini A, Di Cesare A, Safran MR, Ciatti R, Maffulli N. “Short-term effectiveness of 

hyperthermia for supraspinatus tendinopathy in athletes: a short-term randomized 
controlled study.” The American Journal of Sports Medicine. 2006;34(8):1247-1253. 

201. Johansson KM, Adolfsson LE, Foldevi MOM. “Effects of acupuncture versus ultrasound 
in patients with impingement syndrome: randomized clinical trial.” Physical Therapy. 
2005;85(6):490-501.  

202. Nykanen M. “Pulsed ultrasound treatment of the painful shoulder a randomized, double-
blind, placebo-controlled study.” Scandinavian Journal of Rehabilitation Medicine. 
1995;27(2):105-108. 

203. Santamato A, Solfrizzi V, Panza F, et al. “Short-term effects of high-intensity laser 
therapy versus ultrasound therapy in the treatment of people with subacromial 
impingement syndrome: a randomized clinical trial.” Physical Therapy. 2009;89(7):643-
652. 

204. Saunders L. “Laser versus ultrasound in the treatment of supraspinatus tendinosis: 
randomised controlled trial.” Physiotherapy. 2003;89(6):365-373. 

205. Yildirim MA, Ones K, Celik EC. “Comparision of ultrasound therapy of various 
durations in the treatment of subacromial impingement syndrome. Journal of Physical 
Therapy Science. 2013;25(9):1151-1154. 

206. Oliveira FS, Pinfildi CE, Parizoto NA, et al. “Effect of low level laser therapy (830 nm) 
with different therapy regimes on the process of tissue repair in partial lesion calcaneous 
tendon.” Lasers in Surgery and Medicine. 2009;41(4):271-276. 

207. Reddy GK, Stehno-Bittel L, Enwemeka CS. “Laser photostimulation of collagen 
production in healing rabbit Achilles tendons.” Lasers in Surgery and Medicine. 
1998;22(5):281-287. 

208. Abrisham SM, Kermani-Alghoraishi M, Ghahramani R, Jabbari L, Jomeh H, Zare M. 
“Additive effects of low-level laser therapy with exercise on subacromial syndrome: a 
randomised, double-blind, controlled trial.” Clinical Rheumatology. 2011 
Oct;30(10):1341-1346.  

209. Bal A, Eksioglu E, Gurcay E, Gulec B, Karaahmet O, Cakci A. “Low-level laser therapy 
in subacromial impingement syndrome.” Photomedicine and Laser Surgery. 2009 
Feb;27(1):31-36.  

210. Bingol U, Altan L, Yurtkuran M. “Low-power laser treatment for shoulder pain.” 
Photomedicine and Laser Surgery. 2005;23(5):459-464.  

211. Dogan SK, Ay S, Evcik D. “The effectiveness of low laser therapy in subacromial 
impingement syndrome: a randomized placebo controlled double-blind prospective 
study.” Clinics. 2010;65(10):1019-1022.  

212. Eslamian F, Shakouri SK, Ghojazadeh M, Nobari OE, Eftekharsadat B. “Effects of low-
level laser therapy in combination with physiotherapy in the management of rotator cuff 
tendinitis.” Lasers in Medical Science. 2012;27(5):951-958.  

213. Otadi K, Hadian MR, Olyaei G, Jalaie S. “The beneficial effects of adding low level laser 
to ultrasound and exercise in Iranian women with shoulder tendonitis: a randomized 
clinical trial.” Journal of Back and Musculoskeletal Rehabilitation. 2012;25(1):13-19. 

214. Saunders L. “The efficacy of low-level laser therapy in supraspinatus tendinitis.” Clinical 
Rehabilitation. 1995;9(2):126-134. 



IRSST -   Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

109 

 
215. Vecchio P, Cave M, King V, Adebajo AO, Smith M, Hazleman BL. “A double-blind 

study of the effectiveness of low level laser treatment of rotator cuff tendinitis.” British 
Journal of Rheumatology. 1993;32(8):740-742.  

216. Yeldan I, Cetin E, Ozdincler AR. “The effectiveness of low-level laser therapy on 
shoulder function in subacromial impingement syndrome.” Disability and Rehabilitation. 
2009;31(11):935-940.  

217. Laakso L. World Association of Laser Therapy. 2013; http://waltza.co.za/. 
218. Notarnicola A, Moretti B. “The biological effects of extracorporeal shock wave therapy 

(eswt) on tendon tissue.” Muscles, Ligaments and Tendons Journal. 2012;2(1):33-37. 
219. Bannuru RR, Flavin NE, Vaysbrot E, Harvey W, McAlindon T. “High-energy 

extracorporeal shock-wave therapy for treating chronic calcific tendinitis of the shoulder: 
a systematic review.” Annals of Internal Medicine. 2014;160(8):542-549. 

220. Galasso O, Amelio E, Riccelli DA, Gasparini G. “Short-term outcomes of extracorporeal 
shock wave therapy for the treatment of chronic non-calcific tendinopathy of the 
supraspinatus: a double-blind, randomized, placebo-controlled trial.” BioMed Central 
Musculoskeletal Disorders. 2012;13:86. 

221. Huisstede BM, Gebremariam L, van der Sande R, Hay EM, Koes BW. “Evidence for 
effectiveness of Extracorporal Shock-Wave Therapy (ESWT) to treat calcific and non-
calcific rotator cuff tendinosis-a systematic review.” Manual Therapy. 2011;16(5):419-
433. 

222. Kolk A, Yang KG, Tamminga R, van der Hoeven H. “Radial extracorporeal shock-wave 
therapy in patients with chronic rotator cuff tendinitis: a prospective randomised double-
blind placebo-controlled multicentre trial.” The Bone and Joint Journal. 2013;95-
B(11):1521-1526. 

223. Mauro CS, Jordan SS, Irrgang JJ, Harner CD. “Practice patterns for subacromial 
decompression and rotator cuff repair: an analysis of the American Board of Orthopaedic 
Surgery database.” Journal of Bone and Joint Surgery American. 2012;94(16):1492-
1499. 

224. Neer CS, 2nd. “Anterior acromioplasty for the chronic impingement syndrome in the 
shoulder: a preliminary report.” Journal of Bone and Joint Surgery American. 
1972;54(1):41-50. 

225. Donigan JA, Wolf BR. “Arthroscopic subacromial decompression: acromioplasty versus 
bursectomy alone--does it really matter? A systematic review.” The Iowa Orthopaedic 
Journal. 2011;31:121-126. 

226. Bollier M, Shea K. “Systematic review: what surgical technique provides the best 
outcome for symptomatic partial articular-sided rotator cuff tears? » The Iowa 
Orthopaedic Journal. 2012;32:164-172. 

227. Toliopoulos P, Desmeules F, Boudreault J, et al. “Efficacy of surgery for rotator cuff 
tendinopathy: a systematic review.” Clinical Rheumatology. 2014;33:1373-83. 

228. Henkus HE, de Witte PB, Nelissen RG, Brand R, van Arkel ER. “Bursectomy compared 
with acromioplasty in the management of subacromial impingement syndrome: a 
prospective randomised study.” The Journal of Bone and Joint Surgery.  2009;91(4):504-
510. 

229. Husby T, Haugstvedt JR, Brandt M, Holm I, Steen H. “Open versus arthroscopic 
subacromial decompression: a prospective, randomized study of 34 patients followed for 
8 years.” Acta Orthopaedica Scandinavica. 2003;74(4):408-414. 

http://waltza.co.za/


110 Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

 - IRSST 

 
230. Ingvarsson T, Hagglund G, Johnsson R. Anterior acromioplasty. “A comparison of two 

techniques.” International Orthopaedics. 1996;20(5):290-292. 
231. Ketola S, Lehtinen J, Arnala I, et al. “Does arthroscopic acromioplasty provide any 

additional value in the treatment of shoulder impingement syndrome?: a two-year 
randomised controlled trial.” The Journal of Bone and Joint Surgery. 2009;91(10):1326-
1334. 

232. Lindh M, Norlin R. “Arthroscopic subacromial decompression versus open 
acromioplasty. A two-year follow-up study.” Clinical Orthopaedics and Related 
Research. 1993(290):174-176. 

233. Norlin R. “Arthroscopic subacromial decompression versus open acromioplasty.” 
Arthroscopy. 1989;5(4):321-323. 

234. Rahme H, Solem-Bertoft E, Westerberg CE, Lundberg E, Sorensen S, Hilding S. “The 
subacromial impingement syndrome. A study of results of treatment with special 
emphasis on predictive factors and pain-generating mechanisms.” Scandinavian Journal 
of Rehabilitation Medicine. 1998;30(4):253-262.  

235. Sachs RA, Stone ML, Devine S. “Open vs. arthroscopic acromioplasty: a prospective, 
randomized study.” Arthroscopy. 1994;10(3):248-254. 

236. Spangehl MJ, Hawkins RH, McCormack RG, Loomer RL. “Arthroscopic versus open 
acromioplasty: a prospective, randomized, blinded study.” Journal of Shoulder and 
Elbow Surgery. 2002;11(2):101-107. 

237. Taverna E, Battistella F, Sansone V, Perfetti C, Tasto JP. “Radiofrequency-based plasma 
microtenotomy compared with arthroscopic subacromial decompression yields equivalent 
outcomes for rotator cuff tendinosis.” Arthroscopy. 2007;23(10):1042-1051. 

238. T'Jonck L, Lysens R, De Smet L, et al. “Open versus arthroscopic subacromial 
decompression: analysis of one-year results.” Physiotherapy Research International: the 
journal for researchers and clinicians in physical therapy. 1997;2(2):46-61. 

239. Ainsworth R, Lewis JS. “Exercise therapy for the conservative management of full 
thickness tears of the rotator cuff: a systematic review.” British Journal of Sports 
Medicine. 2007;41(4):200-210. 

240. Huisstede BM, Koes BW, Gebremariam L, Keijsers E, Verhaar JA. “Current evidence for 
effectiveness of interventions to treat rotator cuff tears.” Manual Therapy. 
2011;16(3):217-230. 

241. Beaudreuil J, Dhénain M, Coudane H, Mlika-Cabanne N. “Clinical practice guidelines 
for the surgical management of rotator cuff tears in adults.” Orthopaedics and 
Traumatology: Surgery and Research. 2010;96(2):175-179. 

242. Beaudreuil J, Dhenain M, Coudane H, Mlika-Cabanne N. “Clinical practice guidelines 
for the surgical management of rotator cuff tears in adults.” Orthopaedics and 
Traumatology, Surgery and Research. 2010;96(2):175-179. 

243. Lambers Heerspink FO, Dorrestijn O, van Raay JJ, Diercks RL. “Specific patient-related 
prognostic factors for rotator cuff repair: a systematic review.” Journal of Shoulder and 
Elbow Surgery. 2014;23(7):1073-1080. 

244. Gerber C, Wirth SH, Farshad M. “Treatment options for massive rotator cuff tears.” 
Journal of Shoulder and Elbow Surgery. 2011;20(2 Suppl):S20-29. 

245. Kemp KA, Sheps DM, Luciak-Corea C, Styles-Tripp F, Buckingham J, Beaupre LA. 
“Systematic review of rotator cuff tears in workers' compensation patients.” 
Occupational Medicine. 2011;61(8):556-562. 



IRSST -   Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

111 

 
246. Lindley K, Jones GL. “Outcomes of arthroscopic versus open rotator cuff repair: a 

systematic review of the literature.” The American Journal of Orthopedics. 
2010;39(12):592-600. 

247. Shan L, Fu D, Chen K, Cai Z, Li G. “All-arthroscopic versus mini-open repair of small to 
large sized rotator cuff tears: a meta-analysis of clinical outcomes.” Public Library of 
Science One. 2014;9(4):e94421. 

248. Chen M, Xu W, Dong Q, Huang Q, Xie Z, Mao Y. “Outcomes of single-row versus 
double-row arthroscopic rotator cuff repair: a systematic review and meta-analysis of 
current evidence.” Arthroscopy. 2013;29(8):1437-1449. 

249. Millett PJ, Warth RJ, Dornan GJ, Lee JT, Spiegl UJ. “Clinical and structural outcomes 
after arthroscopic single-row versus double-row rotator cuff repair: a systematic review 
and meta-analysis of level I randomized clinical trials.” Journal of Shoulder and Elbow 
Surgery. 2014;23(4):586-597. 

250. Xu C, Zhao J, Li D. “Meta-analysis comparing single-row and double-row repair 
techniques in the arthroscopic treatment of rotator cuff tears.” Journal of Shoulder and 
Elbow Surgery. 2014;23(2):182-188. 

251. Chahal J, Mall N, MacDonald PB, et al. “The role of subacromial decompression in 
patients undergoing arthroscopic repair of full-thickness tears of the rotator cuff: a 
systematic review and meta-analysis.” Arthroscopy. 2012;28(5):720-727. 

252. Kukkonen J, Joukainen A, Lehtinen J, et al. “Treatment of non-traumatic rotator cuff 
tears: A randomised controlled trial with one-year clinical results.” The Bone and Joint 
Journal. 2014;96-b(1):75-81. 

253. MacDonald P, McRae S, Leiter J, Mascarenhas R, Lapner P. “Arthroscopic rotator cuff 
repair with and without acromioplasty in the treatment of full-thickness rotator cuff tears: 
a multicenter, randomized controlled trial.” Journal of Bone and Joint Surgery American. 
2011;93(21):1953-1960. 

254. Lynöe N, Wessel M, Olsson D, Alexanderson K, Helgesson G. “Respectful encounters 
and return to work: empirical study of long-term sick-listed patients' experiences of 
Swedish healthcare.” BMJ Open. 2011;1(2). 

255. Selander J, Marnetoft S-U, Bergroth A, Ekholm J. “Return to work following vocational 
rehabilitation for neck, back and shoulder problems: risk factors reviewed.” Disability 
and Rehabilitation. 2002;24(14):704-712. 

256. Svensson T, Karlsson A, Alexanderson K, Nordqvist C. “Shame-inducing encounters. 
Negative emotional aspects of sickness-absentees' interactions with rehabilitation 
professionals.” Journal of Occupational Rehabilitation. 2003;13(3):183-195. 

257. Vézina M, Cloutier E, Stock S, Lippel K, Fortin É. Enquête québécoise sur des 
conditions de travail, d'emploi, et de santé et de sécurité du travail (EQCOTESST). 
Québec: Institut de recherche Robert-Sauvé en santé et en sécurité du travail - Institut 
national de santé publique du Québec et Institut de la statistique du Québec; 2011. 

258. OECD. Sickness, Disability and Work: Breaking the Barriers. A synthesis of findings 
across OECD countries. Paris: OECD Publishing; 2010. 

259. Selander J, Marnetoft SU, Bergroth A, Ekholm J. “Return to work following vocational 
rehabilitation for neck, back and shoulder problems: risk factors reviewed.” Disability 
and Rehabilitation. 2002;24(14):704-712. 

260. Dick FD, Graveling RA, Munro W, Walker-Bone K. “Workplace management of upper 
limb disorders: a systematic review.” Occupational Medicine. 2011;61(1):19-25. 



112 Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

 - IRSST 

 
261. Franche RL, Cullen K, Clarke J, Irvin E, Sinclair S, Frank J. “Workplace-based return-to-

work interventions: a systematic review of the quantitative literature.” Journal of 
Occupational Rehabilitation. 2005;15(4):607-631. 

262. Gibson K, Growse A, Korda L, Wray E, MacDermid JC. “The effectiveness of 
rehabilitation for nonoperative management of shoulder instability: a systematic review.” 
Journal of Hand Therapy. 2004;17(2):229-242. 

263. MacDermid JC, Wessel J. “Clinical diagnosis of carpal tunnel syndrome: a systematic 
review.” Journal of Hand Therapy. 2004;17(2):309-319. 

264. Blangsted AK, Sogaard K, Hansen EA, Hannerz H, Sjogaard G. “One-year randomized 
controlled trial with different physical-activity programs to reduce musculoskeletal 
symptoms in the neck and shoulders among office workers.” Scandinavian Journal of 
Work, Environment and Health. 2008;34(1):55-65. 

265. Camargo PR, Haik MN, Ludewig PM, Filho RB, Mattiello-Rosa SM, Salvini TF. 
“Effects of strengthening and stretching exercises applied during working hours on pain 
and physical impairment in workers with subacromial impingement syndrome.” 
Physiotherapy Theory Practice. 2009;25(7):463-475. 

266. Cook C, Burgess-Limerick R. “The effect of forearm support on musculoskeletal 
discomfort during call centre work.” Applied Ergonomics. 2004;35(4):337-342. 

267. Galinsky TL, Swanson NG, Sauter SL, Hurrell JJ, Schleifer LM. “A field study of 
supplementary rest breaks for data-entry operators.” Ergonomics. 2000;43(5):622-638. 

268. Ketola R, Toivonen R, Hakkanen M, Luukkonen R, Takala EP, Viikari-Juntura E. 
“Effects of ergonomic intervention in work with video display units.” Scandinavian 
Journal of Work, Environment and Health. 2002;28(1):18-24. 

269. King TK, Severin CN, Van Eerd D, et al. “A pilot randomised control trial of the 
effectiveness of a biofeedback mouse in reducing self-reported pain among office 
workers.” Ergonomics. 2013;56(1):59-68. 

270. Pereira CC, Lopez RF, Vilarta R. “Effects of physical activity programmes in the 
workplace (PAPW) on the perception and intensity of musculoskeletal pain experienced 
by garment workers.” Work. 2013;44(4):415-421. 

271. Shaw L, Domanski S, Freeman A, Hoffele C. “An investigation of a workplace-based 
return-to-work program for shoulder injuries.” Work. 2008;30(3):267-276. 

272. Veiersted KB, Gould KS, Osteras N, Hansson GA. “Effect of an intervention addressing 
working technique on the biomechanical load of the neck and shoulders among 
hairdressers.” Applied Ergonomics. 2008;39(2):183-190. 

273. Zebis MK, Andersen LL, Pedersen MT, et al. “Implementation of neck/shoulder 
exercises for pain relief among industrial workers: a randomized controlled trial.” BMC 
Musculoskeletal Disorders. 2011;12:205. 

274. Seing I, MacEachen E, Stahl C, Ekberg K. “Early-return-to-work in the context of an 
intensification of working life and changing employment relationships.” Journal of 
Occupational Rehabilitation. 2015;25(1):74-85. 

275. Coutu MF, Durand MJ, Loisel P, Goulet C, Gauthier N. “Level of distress among 
workers undergoing work rehabilitation for musculoskeletal disorders.” Journal of 
Occupational Rehabilitation. 2007;17(2):289-303. 

276. Durand MJ, Corbière M, Coutu MF, Reinharz D, Albert V. “A review of best work-
absence management and return-to-work practices for workers with musculoskeletal or 
common mental disorders.” Work. 2014;48(4):579-89. 



IRSST -   Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

113 

 
277. Guzman J, Esmail R, Karjalainen K, Malmivaara A, Irvin E, Bombardier C. 

“Multidisciplinary bio-psycho-social rehabilitation for chronic low back pain.” Cochrane 
Database Systematic Reviews. 2002(1):CD000963. 

278. Hayden J, Cote P, Bombardier C. “Evaluation of the quality of prognosis studies in 
systematic reviews.” Annals of Internal Medicine. 2006;144(6):427-437. 

279. Fermont AJ, Wolterbeek N, Wessel RN, Baeyens J-P, De Bie RA. “Prognostic factors for 
successful recovery after arthroscopic rotator cuff repair: A Systematic Literature 
Review.” Journal of Orthopaedic and Sports Physical Therapy. 2014;44(3):153-163. 

280. Bhatia S, Piasecki DP, Nho SJ, et al. “Early return to work in workers' compensation 
patients after arthroscopic full-thickness rotator cuff repair.” Arthroscopy: The Journal of 
Arthroscopic and Related Surgery. 2010;26(8):1027-1034. 

281. Descatha A, Roquelaure Y, Chastang J-F, Evanoff B, Cyr D, Leclerc A. “Description of 
outcomes of upper-extremity musculoskeletal disorders in workers highly exposed to 
repetitive work.” The Journal of Hand Surgery. 2009;34(5):890-895. 

282. Didden K, Leirs G, Aerts P. “The impact of the Belgian workers' compensation system 
on return to work after rotator cuff surgery.” Acta Orthopaedica Belgica. 2010;76(5):592. 

283. Engebretsen K, Grotle M, Bautz-Holter E, Ekeberg OM, Brox JI. “Predictors of Shoulder 
Pain and Disability Index (SPADI) and work status after 1 year in patients with 
subacromial shoulder pain.” BMC Musculoskeletal Disorders. 2010;11(1):218. 

284. Grooten WJA. “Predictors for persistent neck/shoulder pain, medical care-seeking due to 
neck/shoulder pain and sickness absence.” Clinical Rehabilitation. 2007;21(7):648-659. 

285. Harbin GL, Shenoy C, Garcia A, Olson JC. “Shoulder injury reduction with post-offer 
testing.” Work. 2011;39(2):113-123. 

286. Kuijpers T, van der Windt DA, van der Heijden GJ, Twisk JW, Vergouwe Y, Bouter LM. 
“A prediction rule for shoulder pain related sick leave: a prospective cohort study.” 
BioMed Central Musculoskeletal Disorders. 2006;7(1):97. 

287. Nove-Josserand L, Liotard J-P, Godeneche A, et al. “Occupational outcome after surgery 
in patients with a rotator cuff tear due to a work-related injury or occupational disease. A 
series of 262 cases.” Orthopaedics and Traumatology: Surgery and Research. 
2011;97(4):361-366. 

288. Zakaria D, Robertson J, MacDermid J, Hartford K, Koval J. “Work-related cumulative 
trauma disorders of the upper extremity: Navigating the epidemiologic literature.” 
American Journal of Industrial Medicine. 2002;42(3):258-269. 

289. Dionne CE, Bourbonnais R, Frémont P, et al. “Determinants of “return to work in good 
health” among workers with back pain who consult in primary care settings: a 2-year 
prospective study.” European Spine Journal. 2007;16(5):641-655. 

290. Hansson T, Jensen I. Swedish Council on Technology Assessment in Health Care (SBU). 
Chapter 6. “Sickness absence due to back and neck disorders.” Scandinavian Journal of 
Public Health. Supplement. 2004;63:109-151. 

291. Kuijpers T, van der Windt DA, van der Heijden GJ, Bouter LM. “Systematic review of 
prognostic cohort studies on shoulder disorders.” Pain. 2004;109(3):420-431. 

292. Briand C, Durand M-J, St-Arnaud L, Corbière M. “How well do return-to-work 
interventions for musculoskeletal conditions address the multicausality of work 
disability? » Journal of Occupational Rehabilitation. 2008;18(2):207-217. 

293. Clark S. The Role of Employers in Return to Work of People with Musculoskeletal Pain 
Disorders. 2010. 



114 Clinical Evaluation, Treatment and Return to Work of Workers Suffering from 
Rotator Cuff Disorders ‒ A Knowledge Review 

 - IRSST 

 
294. Foreman P, Murphy G, Swerissen H. “Barriers and facilitators to return to work: A 

literature review.” Melbourne: Australian Institute for Primary Care, La Trobe 
University. 2006. 

295. Roy JS, Perreault K, Desmeules F. Upper Extremity Pain. Handbook of Musculoskeletal 
Pain and Disability Disorders in the Workplace: Springer; 2014:55-79. 

296. Briand C, Durand MJ, St-Arnaud L, Corbiere M. “How well do return-to-work 
interventions for musculoskeletal conditions address the multicausality of work 
disability? Journal of Occupational Rehabilitation. 2008;18(2):207-217. 

297. Pransky GS, Loisel P, Anema JR. “Work disability prevention research: current and 
future prospects.” Journal of Occupational Rehabilitation. 2011;21(3):287-292. 

298. Bongers PM, Ijmker S, van den Heuvel S, Blatter BM. “Epidemiology of work related 
neck and upper limb problems: psychosocial and personal risk factors (part I) and 
effective interventions from a bio behavioural perspective (part II).” Journal of 
Occupational Rehabilitation. 2006;16(3):279-302. 

299. Klanghed U, Svensson T, Alexanderson K. “Positive encounters with rehabilitation 
professionals reported by persons with experience of sickness absence.” Work. 
2004;22(3):247-254. 

300. Dionne CE, Bourbonnais R, Frémont P, Rossignol M, Stock SR, Laperrière È. “Obstacles 
to and facilitators of return to work after work-disabling back pain: The workers’ 
perspective.” Journal of Occupational Rehabilitation. 2013;23(2):280-289. 

301. Loisel P, Buchbinder R, Hazard R, et al. “Prevention of work disability due to 
musculoskeletal disorders: the challenge of implementing evidence.” Journal of 
Occupational Rehabilitation. 2005;15(4):507-524. 

302. Pransky G, Robertson MM, Moon SD. “Stress and work-related upper extremity 
disorders: implications for prevention and management.” American Journal of Industrial 
Medicine. 2002;41(5):443-455. 

 


	R-949
	SUMMARY
	TABLE OF CONTENTS
	LIST OF TABLES
	LIST OF FIGURES
	LIST OF ABBREVIATIONS
	1. INTRODUCTION
	1.1 Rotator cuff disorders
	1.2 Problems associated with evaluation, treatment and return to work
	1.3 Objectives of the knowledge review

	2. DIAGNOSTIC AND CLINICAL EVALUATION TOOLS
	2.1 Diagnostic tools
	2.1.1 Research and analysis methodology
	2.1.2 Results – Diagnostic value of clinical tests
	2.1.3 Discussion and clinical recommendations – Clinical tests
	2.1.4 Results – Diagnostic value of medical imaging
	2.1.5 Discussion and clinical recommendations – Medical imaging
	2.1.6 Conclusion

	2.2 Clinical measurement tools
	2.2.1 Research and analysis methodology
	2.2.2 Results – Clinical measurement tools
	2.2.3 Discussion and clinical recommendations – Clinical measurement tools
	2.2.4 Results – Self-report questionnaires
	2.2.5 Discussion and clinical recommendations – Self-report questionnaires
	2.2.6 Results – Performance tests and mixed tools combining questionnaires and performance tests
	2.2.7 Recommendations – Performance tests and mixed tools


	3. EFFECTIVENESS OF THERAPEUTIC INTERVENTIONS FOR WORKERS OR ADULTS WITH ROTATOR CUFF TENDINOPATHIES OR TEARS
	3.1 Methodological approach used for the knowledge review
	3.1.1 Synthesis of scientific data based on new systematic review or meta-analysis
	3.1.2 Synthesis of scientific evidence based on previously published systematic reviews

	3.2 Conservative pharmacological treatments for rotator cuff tendinopathies
	3.2.1 Efficacy of nonsteroidal anti-inflammatory drugs (NSAIDs) in treatment of rotator cuff tendinopathies
	3.2.2 Clinical recommendations
	3.2.3 Efficacy of subacromial corticosteroid injections in treatment of rotator cuff tendinopathies
	3.2.4 Clinical recommendations

	3.3 Rehabilitation treatments for rotator cuff tendinopathies
	3.3.1 Effectiveness of therapeutic exercise program for workers with rotator cuff tendinopathies
	3.3.2 Effectiveness of manual therapy in treatment of rotator cuff tendinopathies
	3.3.3 Effectiveness of taping in treatment of rotator cuff tendinopathies
	3.3.4 Effectiveness of transcutaneous electrical nerve stimulation (TENS) in treatment of rotator cuff tendinopathies
	3.3.5 Effectiveness of therapeutic ultrasound in treatment of rotator cuff tendinopathies
	3.3.6 Effectiveness of laser in treatment of rotator cuff tendinopathies
	3.3.7 Effectiveness of extracorporeal shock wave treatment (ESWT) in treatment of rotator cuff tendinopathies
	3.3.8 Effectiveness of surgery in treatment of rotator cuff tendinopathies

	3.4 Review of interventions for treating full-thickness rotator cuff tears
	3.4.1 Effectiveness of conservative interventions in treatment of rotator cuff tears
	3.4.2 Effectiveness of surgery in treatment of full-thickness rotator cuff tears

	3.5 Conclusion

	4.  THE RETURN TO WORK
	4.1 Workplace-based interventions for workers with shoulder pain
	4.1.1 Research and analysis methodology
	4.1.2 Results – Workplace-based interventions
	4.1.3 Discussion and clinical recommendations

	4.2 Prognostic factors of absenteeism and return to work
	4.2.1 Research methodology
	4.2.2 Results – Prognostic factors
	4.2.3 Discussion


	5. CONCLUSION
	BIBLIOGRAPHY

	CLICK www.irsst.qc.ca - For more information on IRSST

