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PROBLEM: Shoulder Pain 

	 40%  Number of patients with shoulder disorders 
at 1 year who are still disabled during work or 
leisure time.1, 2

	 50%   Number of patients with shoulder disorders 
who are not fully recovered at 6 months1, 2
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N E W E S T  R E S E A R C H  •  F E W E R  V I S I T S  •  B E S T  R E S U L T S ™

INTERVENTION:	 • Manual Physical Therapy & Exercise

				    • Neuromuscular Re-education Exercise
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EVIDENCE:   		  Oxford Evidence Grade= A 
					     (level= 1a studies)	
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Manipulative therapy in addition to usual medical
care for patients with shoulder dysfunction and pain.
Ann Int Med. 2004;141:432-439

Figure 1. Patients “Recovered” (12wks) & “Cured” (52wks)
Primary care management(PCM) was more effective when combined with manual physical 
therapy and exercise intervention than PCM alone for the management of patients with painful 
shoulder disorders, including neck and arm symptoms.3

At 12 weeks, twice as many patients with shoulder dysfunction and pain who received PCM and manual 
physical therapy plus exercise had achieved “Recovered” status versus those receiving PCM only. In addition, 
It took 1 year for patients who received PCM only to achieve the same 12 week outcome realized by those 
who received PCM + manual physical therapy and exercise (figure 1).3
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EVIDENCE (CONT)

Figure 2. Summed VAS Pre – Post Pain Scores

Manual physical therapy to the cervicothoracic spine and ribs in addition to PCM is more effective than PCM alone in improving 
success rates from non-surgical rehabilitation.1, 3, 4 Importantly, these effects are still maintained 1 year later.1, 3 Therefore, it is 
important that physical therapists are proficient with manual physical therapy interventions for the ribs and cervicothoracic spine.

Manual physical therapy and exercise is more effective for reducing pain and improving outcomes in patients with rotator cuff 
disease when compared to competing interventions.3-5  (figure 2) Although manual physical therapy and local corticosteroids were 
of similar effectiveness for treating unilateral shoulder pain in primary care, patients receiving manual physical therapy had fewer 
co-interventions at 6 months.6  

Number Needed to Treat (NNT)
 

5- NNT when adding manual physical therapy and exercise to primary care  management (PCM) to achieve one additional 
successful outcome (complete recovery at 12 weeks) than would have occurred if patients were receiving an alternative treatment 
approach (in this case general practitioner care alone).3  This means that only 5 patients with a painful shoulder need to be treated 
with manual physical therapy and exercise  before realizing benefits above and beyond that compared to PCM. Would further 
clarification be helpful? Let’s consider 5 hypothetical patients with a painful shoulder.  If 5 patients received PCM without manual 
physical therapy and exercise, one of them would not achieve a successful outcome. However, treating these patients with manual 
physical therapy and exercise would result  in all patients achieving a successful outcome. Low numbers needed to treat imply that 
the benefits of manual physical therapy and exercise can be frequently realized when you see a patient with a painful shoulder. 

6- NNT when adding manual physical therapy and exercise to PCM to achieve one additional successful outcome (complete 
recovery at 1 year) than would have occurred if patients were receiving an alternative treatment approach (in this case general 
practitioner care alone).4   This means that only 6 patients with a painful shoulder need to be treated with manual physical therapy 
and exercise before realizing benefits above and beyond that compared to standard care.

REFER:  

Patients with shoulder pain of gradual or sudden onset that occurs with lifting, reaching, especially at shoulder level or overhead.  
Often, examination indicates a component of strain or impairment of the rotator cuff muscles.3-5 This approach is particularly 
indicated if patients are experiencing associated neck and thoracic pain, including radiating upper arm pain.3

Based on evidence from high quality clinical trials, manual physical therapy and exercise approach will benefit many of your 
patients with shoulder pain.3,4,5

The best way is to send a consult with the “Evaluate and Treat” option checked.  You will receive a copy of your patient’s initial note 
as well as a copy of the discharge note summarizing their outcome. 

CONTRAINDICATIONS:

Patients with severe and full-thickness rotator cuff tears, grade II – III acromioclavicluar joint separation, suspected fracture, and 
instability of the glenohumeral joint should not have the affected area treated with mobilization.  For patients with cervical spine 
involvement or suspected involvement, it is recommended that region be treated first.  Patients who have a previous history of 
cancer, significant night pain, and unexplained weight-loss should be assessed carefully, and if referred we will monitor their 
status closely. 

MINIMALLY EFFECTIVE OR UNSUPPORTED INTERVENTIONS:
Traditional passive interventions and modalities have not been shown to be effective for significantly reducing shoulder symptoms 
and disability.7, 8  One exception is patients with symptomatic calcific tendonitis.  In these patients the use of therapeutic ultrasound 
does helps resolve calcification and results in improvements in patient-centered outcomes.  However, effective treatment consists of 
24 sessions that last for 15 minutes each, which may not be feasible for many patients.9  

INTERVENTION 

Typical care episode: acute problems,  1 - 2 visits weekly for 1-3 weeks (total of 4-6 sessions); chronic problems, 2 – 3  visits 
weekly for 3-4 weeks (8-12 visits)

Content:
1.  Evidence-based examination of cervical spine, upper quarter, and glenohumeral joint.10, 11

2.  Tailored, combined treatment approach of the cervico-thoracic spine, shoulder girdle complex, and gleno-humeral joint 	
     consisting of manual therapy, exercise (flexibility, strength and endurance), and neuromuscular re-education:                         

3.  Education and advice based emphasizing efficient biomechanics and self-responsibility

4.  Home exercise and tailored work and functional activities program

A. Manual Therapy
B. Neuromuscular Re-education

C. Endurance & Stretching Exercises
D. Strengthening Exercises


