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[ literature review ]

	U OBJECTIVE: To update a systematic review 
published in 2013 that focused on evaluating the 
effectiveness of interventions within the scope 
of physical therapy, including exercise, manual 
therapy, electrotherapy, and combined or multi-
modal approaches to managing shoulder pain.

	U DESIGN: Umbrella review.

	U LITERATURE SEARCH: An electronic search 
of PubMed, Web of Science, and CINAHL was 
undertaken. Methodological quality was assessed 
using the AMSTAR (A MeaSurement Tool to Assess 
systematic Reviews) checklist for systematic reviews.

	U STUDY SELECTION CRITERIA: Nonsurgical 
treatments for subacromial shoulder pain.

	U DATA SYNTHESIS: Sixteen systematic reviews 
were retrieved. Results were summarized qualitatively.

	U RESULTS: A strong recommendation can 
be made for exercise therapy as the first-line 
treatment to improve pain, mobility, and function 

in patients with subacromial shoulder pain. 
Manual therapy may be integrated, with a strong 
recommendation, as additional therapy. There was 
moderate evidence of no effect for other commonly 
prescribed interventions, such as laser therapy, 
extracorporeal shockwave therapy, pulsed electro-
magnetic energy, and ultrasound.

	U CONCLUSION: There is a growing body of 
evidence to support exercise therapy as an 
intervention for subacromial shoulder pain. 
Ongoing research is required to provide guidance 
on exercise type, dose, duration, and expected 
outcomes. A strong recommendation may be 
made regarding the inclusion of manual therapy 
in the initial treatment phase. J Orthop Sports 
Phys Ther 2020;50(3):131-141. Epub 15 Nov 2019. 
doi:10.2519/jospt.2020.8498

	U KEY WORDS: conservative treatment, exercise, 
rotator cuff, shoulder pain, systematic review, 
tendinopathy

S
houlder pain is common, increases with age, 
and is often associated with incomplete resolu-
tion of symptoms.17,28 Subacromial shoulder pain 
(SSP)2 describes the clinical presentation of pain 

and impairment of shoulder movement and function, 
usually experienced during shoulder elevation and external rotation.

factors, such as altered 
shoulder kinematics as-
sociated with capsular 
tightness,37 rotator cuff 
and scapular muscle 

dysfunction,7,19,23 overuse due to sustained 
intensive work,6,13,25 and poor posture,3,21 
have also been hypothesized as contribut-
ing to the pathogenesis of SSP. Although 
change in load is implicated as the main 
factor associated with onset, the patho-
genesis is possibly multifactorial, and this 
has led to a multitude of suggestions for 
management.24,39

In 2013, Littlewood et al22 reviewed 
the scientific literature regarding man-
agement of rotator cuff tendinopathy. Al-
though the magnitude of the improvement 
was uncertain, the review reported that 
exercise and multimodal physical therapy 
might be effective in the management of 
rotator cuff tendinopathy. Consequently, 
it is recommended that graduated exer-
cise should be prioritized as the primary 
treatment option, due to its clinical effec-
tiveness (equivalent to surgery), cost-effec-
tiveness (less expensive than surgery), and 
other associated health benefits.

We aimed to update the findings re-
ported by Littlewood et al22 to determine 
whether more recently published literature 
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Other terms to describe these symptoms 
include subacromial impingement syn-
drome, rotator cuff tendinopathy,22 and, 
more recently, rotator cuff–related shoul-
der pain.20 Multiple structures, includ-

ing the subacromial bursa, the rotator 
cuff muscles and tendons, the acromion, 
the coracoacromial ligament, and capsu-
lar and intra-articular tissue, may be in-
volved in the pathogenesis of SSP.18 Other 
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provided further understanding of the 
best management of SSP. The study back-
ground and findings are summarized in 
APPENDIX A (available at www.jospt.org).

METHODS

Data Sources and Search Strategy

A
n electronic search of 3 data-
bases (PubMed, Web of Science, 
CINAHL) was independently con-

ducted by 3 researchers. The search terms 
used are displayed in APPENDIX B (available 
at www.jospt.org). As the search limits of 
the Littlewood et al22 systematic review 
were dated up to August 2012, data lim-
its of this review were September 2012 to 
September 2018.

Study Selection
Study selection was undertaken by 3 
reviewers independently. Systematic 
reviews that included randomized con-

trolled trials (RCTs) involving people 
with signs and symptoms suggestive of 
SSP were included. The following diag-
nostic categories were considered as being 
equivalent to SSP: rotator cuff tendinop-
athy, painful arc syndrome, subacromial 
bursitis, rotator cuff tendinosis, supraspi-
natus tendinitis, and contractile dysfunc-
tion. Systematic reviews had to evaluate 
the effectiveness of the following nonsur-
gical, nonpharmacological treatments: 
exercise, exercise combined with manual 
therapy, multimodal physical therapy, 
corticosteroid injection, laser, ultrasound, 
extracorporeal shockwave therapy, or 
pulsed electromagnetic energy. Cortico-
steroid injection is not an intervention 
within the scope of physical therapy, but 
as this intervention was already discussed 
in the Littlewood et al22 systematic review 
and is strongly related to physical therapy 
rehabilitation policies, we included this 
intervention in the review.

Data Extraction
Three reviewers, using a data-extraction 
tool developed for this review, individually 
extracted data regarding methodological 
quality, design, population, sample size, 
intervention, outcome, and results, and a 
consensus was subsequently reached.

Quality Appraisal
An appraisal of methodological quality 
was undertaken by 3 reviewers indepen-
dently using the AMSTAR (A MeaSure-
ment Tool to Assess systematic Reviews) 
checklist (TABLE 1). The AMSTAR check-
list consists of 11 items. Each item can be 
answered with “yes,” “no,” “can’t answer,” 
or “not applicable.”33 The AMSTAR 
checklist characterizes quality at 3 levels: 
8 to 11 is high quality, 4 to 7 is moderate 
quality, and 0 to 3 is low quality.32 The 
AMSTAR checklist was chosen to provide 
homogeneity with the review findings 
reported by Littlewood et al.22 Recent 

 

TABLE 1 Results of the AMSTAR Quality Appraisala

Abbreviation: AMSTAR, A MeaSurement Tool to Assess systematic Reviews.
aCriteria from Shea et al.33

bItems: 1, Was an a priori design developed? 2, Was there duplicate study selection and data extraction? 3, Was a comprehensive literature search performed? 
4, Was the status of publication used as an inclusion criterion? 5, Was a list of studies (included and excluded) provided? 6, Were the characteristics of the 
included studies assessed and documented? 7, Was the scientific quality of the included studies assessed and documented? 8, Was the scientific quality of the 
included studies used appropriately in formulating conclusions? 9, Were the methods used to combine the findings of the studies appropriate? 10, Was the 
likelihood of publication bias assessed? 11, Was the conflict of interest stated?

Study 1 2 3 4 5 6 7 8 9 10 11 Total

Abdulla et al1 Yes Yes Yes Yes Yes No Yes Yes Yes No No 8/11

Bury et al5 Yes No Yes Yes No Yes Yes Yes Yes No Yes 8/11

Desjardins-Charbonneau et al8 Yes Yes Yes No No Yes Yes Yes Yes Yes Yes 9/11

Desmeules et al9 Yes No Yes Yes No Yes Yes Yes No No Yes 7/11

Desmeules et al10 Yes No Yes Yes No No Yes Yes Yes No Yes 7/11

Dong et al11 Yes Yes No Yes No No Yes No No No Yes 5/11

Goldgrub et al14 Yes Yes Yes No No Yes Yes Yes Yes No Yes 8/11

Haik et al15 Yes Yes Yes No No No Yes Yes Yes Yes Yes 8/11

Haslerud et al16 Yes Yes Yes No Yes No Yes Yes Yes No No 7/11

Page et al26 Yes Yes Yes No Yes Yes Yes Yes Yes No Yes 9/11

Page et al27 Yes Yes Yes No Yes Yes Yes Yes Yes No Yes 9/11

Saito et al29 Yes Yes Yes No No Yes Yes Yes Yes No No 7/11

Saracoglu et al30 Yes Yes Yes No No Yes Yes Yes Yes No Yes 8/11

Steuri et al35 Yes Yes Yes No Yes No Yes Yes Yes No Yes 8/11

van der Sande et al38 Yes Yes No Yes No No Yes Yes No No No 5/11

Yu et al40 Yes Yes Yes No No Yes Yes No No No Yes 6/11

Itemb
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guidelines for updating systematic re-
views advise researchers to replicate the 
original methods as closely as possible.12

Cohen’s kappa coefficient was calcu-
lated to compare the preconsensus scor-
ing of the different reviewers. As kappa 
was greater than 0.81 (κ = 0.92), it can be 
interpreted as almost perfect.

Appraisal of individual component 
studies was beyond the scope of our 
umbrella review, as this was the aim of 
the original systematic reviews, which 
included an appraisal of studies’ quality. 
With respect to the selected systematic 
reviews, methods were used to capture 
essential features of the quality of the evi-
dence, and these are described in detail in 
the next section.

Data Analysis
The level of evidence used in the tables 
(TABLES 2 through 9) to present the dif-
ferent reviews is the evidence that was 
reported in every original review (high/
moderate/low).

The method to evaluate the strength 
of recommendation is as follows: a strong 
recommendation was made when at least 

50% of the reviews considering a spe-
cific topic had at least moderate-level 
evidence, with at least 1 review having 
high-level evidence. A moderate rec-
ommendation was made when at least 
50% of the reviews had moderate-level 
evidence. A weak recommendation was 
made when fewer than 50% of the re-
views had moderate-level evidence.

RESULTS

Study Selection

T
he study-selection process is 
detailed in the FIGURE. The elec-
tronic literature search (PubMed, 

Web of Science, and CINAHL) resulted 
in 107, 109, and 40 articles, respectively. 
Duplicates were identified and removed 
using EndNote X8 (Clarivate Analytics, 
Philadelphia, PA), and 202 abstracts re-
mained. Screening the title and abstract 
of the remaining articles resulted in the 
exclusion of 160 articles on the basis of 
population, intervention, outcome, and 
design. After reading the full text of 
the remaining articles, another 26 ar-
ticles were excluded. Two articles were 

excluded because they were already in-
cluded in the previous review.22 To reach 
a consensus on the eligibility of studies, 
the reviewers had a consensus meeting. 
Consequently, full agreement was ob-
tained (100%) between all 3 reviewers, 
which made arbitration by an external 
reviewer unnecessary. After the consen-
sus meeting between the 3 reviewers, 
16 relevant studies were appropriate for 
data extraction.

Quality Appraisal
The results of the AMSTAR quality ap-
praisal are shown in TABLE 1. Nine of 16 
included systematic reviews were high 
quality (8/11 or greater). The remaining 7 
studies were moderate quality. The main 
reason for not meeting an AMSTAR cri-
terion was failure to assess the likelihood 
of publication bias. This means that the 
authors of these systematic reviews did 
not assess potential publication bias by 
means of graphical aids (eg, a funnel plot) 
and/or statistical tests (eg, the Egger re-
gression test or Hedges-Olken test).

Study Characteristics
A summary of all details and characteris-
tics of all systematic reviews included is 
presented in TABLES 2 through 9.

Exercise for SSP
Seven systematic reviews relating to the 
effectiveness of exercise for SSP were 
retrieved (TABLE 2). The reviews were 
of variable quality (AMSTAR range, 
5-8/11). Abdulla et al1 reported high-lev-
el evidence that supervised progressive 
shoulder exercises alone or combined 
with home-based shoulder exercises 
were effective in the short term for the 
management of SSP of variable duration 
(exercise program of 8 weeks). Dong et 
al11 (moderate-level evidence) reported 
exercise therapy as an ideal treatment in 
the early stage of SSP. For persistent SSP, 
supervised and home-based progressive 
strengthening exercises led to similar 
outcomes as shoulder decompression 
surgery in the long term. Supervised 
strengthening and stretching exercises 

Records identified through database searching
• PubMed, n = 107
• Web of Science, n = 109
• CINAHL, n = 40

Records after removal of duplicates, n = 202

Records excluded, n = 160
• Population, n = 102
• Intervention, n = 37
• Outcome, n = 11
• Design, n = 10

Full-text articles excluded, n = 26
• Population, n = 6
• Intervention, n = 17
• Outcome, n = 1
• Originality, n = 2
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Records screened by title and abstract, n = 202

Records included for screening of full text, n = 42

Full-text articles assessed for eligibility, n = 42

Studies included in qualitative synthesis, n = 16

FIGURE. Study-selection process.
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provided similar short-term benefits to 
those of a single corticosteroid injection 
or a multimodal program for the man-
agement of low-grade nonspecific shoul-
der pain of varied duration.1,5 Bury et al5 
(moderate-level evidence) and Saito et 
al29 (high-level evidence) reported that 
a scapula-focused approach could offer 
benefits over generalized approaches 
at short-term follow-up (4-6 weeks); 
both pain and shoulder function were 
significantly improved. For construc-
tion workers with SSP, there was low- to 
moderate-level evidence that exercise 
was effective for pain reduction and im-
provement of return-to-work time when 
compared with a control intervention or 
placebo.9 Exercise therapy was effective 
for improving pain scores, active range of 
motion, and overall shoulder function at 
short-term (6-12 weeks) and long-term 

follow-ups (greater than 3 months).15,35 
Multiple forms of exercise were reported 
to be beneficial: scapular stability exercis-
es, rotator cuff strengthening, and shoul-
der flexibility exercises.15,29,35 A strong 
recommendation can be made in favor 
of exercise therapy for patients with SSP.

Exercise Combined With 
Manual Therapy for SSP
Six systematic reviews evaluated the ef-
fect of manual therapy combined with 
exercises (TABLE 3). The systematic re-
views were of variable quality (AMSTAR 
range, 5-9/11). Four reviews8,15,26,35 re-
ported moderate- and high-level evi-
dence that manual therapy in addition to 
exercise reduced pain in the short term. 
Desmeules et al9 (low-level evidence) 
reported no significant improvement in 
outcome when exercise was combined 

with manual therapy, compared to exer-
cise alone. Dong et al11 concluded (low-
level evidence) that exercise resulted in 
a better effect on pain reduction when 
combined with manual therapy, but this 
review had the lowest quality of the stud-
ies considering the effects of manual 
therapy combined with exercise. Based 
on the results, a strong recommendation 
may be made in favor of exercises com-
bined with manual therapy.

Multimodal Physical Therapy for SSP
Three systematic reviews reported the 
effect of multimodal physical therapy 
(TABLE 4). The systematic reviews were 
of variable quality (AMSTAR range, 5- 
8/11). Multimodal therapy was defined as 
combined nonsurgical treatment, includ-
ing passive physical modalities, exercise, 
manual therapy, taping, corticosteroids, 

 

TABLE 2 Systematic Reviews Relating to the Effectiveness of Exercise Therapy for SSP

Abbreviations: GRADE, Grading of Recommendations Assessment, Development and Evaluation; PEDro, Physiotherapy Evidence Database; RC, rotator cuff; 
SIGN, Scottish Intercollegiate Guidelines Network; SSP, subacromial shoulder pain.
aValues in parentheses are 95% confidence interval.
bReported in the original review.

Study
Sample 

Size
Patients 
Included Resultsa Risk of Biasb Level of Evidenceb

Abdulla et al1 11 466 Evidence suggests that supervised and home-based progressive shoulder-strengthening and 
stretching exercises for the RC and scapular muscles are effective options for the manage-
ment of SSP in both the short and long term

No effect sizes reported

Low (SIGN criteria) High

Bury et al5 7 190 Evidence that a scapula-focused approach (exercise therapy and stretching) benefits patients 
with SSP over generalized approaches up to 6 weeks post commencement of treatment

Effect size for short-term pain, 0.714 (0.402, 1.026); effect size for short-term function, 14.008 
(11.159, 16.857)

Unclear (PEDro scale) Moderate

Desmeules et al9 10 788 Low- to moderate-grade evidence that therapeutic exercises provided in a clinical setting are 
an effective modality to treat workers suffering from RC tendinopathy and to promote return 
to work

No effect sizes reported

Low (Cochrane risk-of-
bias tool)

Moderate

Dong et al11 33 2300 Evidence that exercise and other exercise-based therapies are ideal treatments for patients at 
an early stage of SSP

No effect sizes reported

Low (Cochrane risk-of-
bias tool)

Moderate

Haik et al15 64 6319 High evidence that exercise therapy should be the first-line treatment to improve pain, function, 
and range of motion

No effect sizes reported

Low (PEDro scale) High

Saito et al29 6 250 High evidence that scapula-focused interventions can improve shoulder pain and function in 
the short term (4 weeks post commencement of treatment)

Effect size for pain, –0.88 (–1.19, –0.58); effect size for shoulder function, –11.31 (–17.20, –5.41)

Low (Cochrane risk-of-
bias tool)

High

Steuri et al35 200 10529 Evidence that, for pain and shoulder function, exercise was superior to nonexercise control 
interventions. Specific exercises were superior to generic exercises

Effect size for pain, –0.94 (–1.69, –0.19); effect size for shoulder function, 0.57 (–0.85, –0.29)

Low (Cochrane risk-of-
bias tool)

Moderate (GRADE 
approach)
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or electrotherapy. One study11 concluded, 
based on low-level evidence, that exercise 
combined with other therapies (Kinesio 
Taping, specific exercises, and acupunc-
ture) provided a beneficial treatment ef-

fect. For taping as adjunct therapy, the 
effectiveness was weak for improvement 
of pain, disability, range of motion, and 
strength30 (low-level evidence). Pulsed 
electromagnetic field therapy, localized 

corticosteroid injection, and ultrasound 
therapy were suggested as potential addi-
tional second-line treatments. Goldgrub 
et al14 reported low-level evidence to sup-
port the effectiveness of multimodal care 

 

TABLE 3
Systematic Reviews Relating to the Effectiveness of 

Exercise Combined With Manual Therapy for SSP

Abbreviations: GRADE, Grading of Recommendations Assessment, Development and Evaluation; PEDro, Physiotherapy Evidence Database; SSP, subacromial 
shoulder pain.
aValues in parentheses are 95% confidence interval.
bReported in the original review.

Study
Sample 

Size
Patients 
Included Resultsa Risk of Biasb Level of Evidenceb

Desjardins-
Charbonneau 
et al8

21 554 Moderate evidence that manual therapy intervention added to an exercise program signifi-
cantly reduces pain in individuals with SSP. Unclear whether manual therapy can improve 
function

No effect sizes reported

Low (Cochrane risk-of-
bias tool)

Moderate

Desmeules et al9 10 788 No significant difference between exercise therapy or exercise combined with manual therapy
No effect sizes reported

Low (Cochrane risk-of-
bias tool)

Low

Dong et al11 33 2300 Low-level evidence that exercise results in a better effect on pain reduction when combined 
with manual therapy

No effect sizes reported

Low (Cochrane risk-of-
bias tool)

Low

Haik et al15 64 6319 High evidence regarding the effectiveness of exercises associated with mobilizations to 
optimize improvements in pain and function in the short term

No effect sizes reported

Low (PEDro scale) High

Page et al26 60 3620 High evidence that no clinically important differences are measured between manual therapy 
combined with exercise and placebo with respect to overall pain, function, pain on motion, 
global treatment success, quality of life, and strength in the short term

No effect sizes reported

High (Cochrane risk-of-
bias tool)

High (GRADE 
approach)

Steuri et al35 200 10529 Evidence that manual therapy plus exercise is superior to placebo or exercise alone for pain 
and shoulder function, but only at short-term follow-up (immediately after the intervention)

Effect size for shoulder function compared to placebo, –0.35 (–0.69, –0.01); effect size for 
shoulder function compared to exercise alone, –0.32 (–0.62, –0.01)

Low (Cochrane risk-of-
bias tool)

Moderate (GRADE 
approach)

 

TABLE 4
Systematic Reviews Relating to the Effectiveness of 

Multimodal Physical Therapy for SSP

Abbreviations: PEDro, Physiotherapy Evidence Database; SIGN, Scottish Intercollegiate Guidelines Network; SSP, subacromial shoulder pain.
aReported in the original review.

Study
Sample 

Size
Patients 
Included Results Risk of Biasa Level of Evidencea

Dong et al11 33 2300 Evidence suggests that most combined treatments based on exercise demonstrated better 
effects than exercise alone

No effect sizes reported

Low (Cochrane risk-of-
bias tool)

Low

Goldgrub et al14 19 1217 Little evidence to support that multimodal care provides superior effectiveness compared with 
individual interventions for the management of SSP or nonspecific shoulder pain. For SSP, 
multimodal care may be associated with small and non–clinically important improvement 
in pain and function compared with corticosteroid injections

No effect sizes reported

Low (SIGN criteria) Low

Saracoglu et al30 4 135 Low evidence that clinical taping in addition to other physical therapy interventions (exercise, 
manual therapy, electrotherapy) provides superior effectiveness for the initial stage of the 
treatment

No effect sizes reported

High (PEDro scale) Low
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over isolated interventions in the man-
agement of SSP. The clinical significance 
of multimodal physical therapy remains 
unclear, possibly due to the variety of dif-
ferent treatment modalities. Currently, 
only a weak recommendation for includ-
ing multimodal therapy in the manage-
ment of SSP can be made.

Corticosteroid Injection for SSP
Four systematic reviews relating to the 
effectiveness of corticosteroid injection 
for SSP were retrieved (TABLE 5). The sys-
tematic reviews were of variable quality 
(AMSTAR range, 5-8/11). Steuri et al35 
(moderate-level evidence) reported that 
in the short term (immediately after 
the intervention), corticosteroid injec-
tion was superior to negative control (no 
therapy) and physical therapy modalities 
for reducing pain and improving shoul-
der function. Ultrasound-guided cor-
ticosteroid injections were superior to 
blind injections for both pain and overall 
shoulder function. Dong et al11 (low-level 
evidence) recommended corticosteroid 
injection as a second-line treatment, in 
addition to exercise-based therapies. In 
another review, there was moderate-level 
evidence regarding the usefulness of cor-
ticosteroid injections compared to place-

bo in the short and the long term.38 There 
was low-level evidence that corticosteroid 
injection and exercise both led to similar 
outcomes as multimodal physical therapy 
for the treatment of nonspecific shoulder 
pain.14 Overall, a moderate recommenda-
tion can be made regarding the clinical 
significance of corticosteroid injection 
as a solitary treatment or in addition to 
exercise-based therapy.

Laser Therapy for SSP
Six systematic reviews discussed the ef-
fect of laser therapy on SSP (TABLE 6). 
These systematic reviews were of variable 
quality (AMSTAR range, 5-9/11). Dong et 
al11 (low-level evidence) and Haik et al15 
(high-level evidence) did not provide any 
evidence of the benefit of low-level laser 
therapy in the treatment of SSP. Haslerud 
et al16 concluded, based on moderate-
level evidence, that laser therapy could 
reduce pain and improve function when 
used as an adjunct therapy to exercise or 
in a physical therapy treatment program. 
Other reviews35,40 (moderate-level evi-
dence) reported that laser therapy, when 
combined with other therapies, was supe-
rior to a placebo, but showed no benefits 
alone. Page et al27 suggested low-quality 
evidence for the effect of laser treatment 

on pain, shoulder function, active mobil-
ity, and strength. Overall, a strong recom-
mendation can be made to not use laser 
therapy in the treatment of SSP, as there 
was no evidence supporting the effective-
ness of laser therapy as a monotherapy 
compared to other interventions.

Ultrasound for SSP
Five systematic reviews evaluating the 
effectiveness of ultrasound for SSP were 
reviewed (TABLE 7). The systematic re-
views were of variable quality (AMSTAR 
range, 5-9/11). Although there is only a 
weak recommendation, the reviews con-
sistently concluded that there was no evi-
dence for the effectiveness of therapeutic 
ultrasound.10,11,27,35,40

Extracorporeal Shockwave 
Therapy for SSP
Three systematic reviews relating to the 
effectiveness of extracorporeal shockwave 
therapy for SSP were reviewed (TABLE 8). 
The systematic reviews were of variable 
quality (AMSTAR range, 5/11-8/11). Al-
though there is only a moderate recom-
mendation, all 3 reviews consistently 
concluded that the evidence did not sup-
port the effectiveness of extracorporeal 
shockwave therapy.11,35,40

 

TABLE 5
Systematic Reviews Relating to the Effectiveness 

of Corticosteroid Injection for SSP

Abbreviations: GRADE, Grading of Recommendations Assessment, Development and Evaluation; SIGN, Scottish Intercollegiate Guidelines Network; SSP, 
subacromial shoulder pain.
aValues in parentheses are 95% confidence interval.
bReported in the original review.

Study
Sample 

Size
Patients 
Included Resultsa Risk of Biasb Level of Evidenceb

Dong et al11 33 2300 Localized corticosteroid injection may be considered as second-line treatment. Exercise and 
exercise-based therapies are the first-line choices

No effect sizes reported

Low (Cochrane risk-of-
bias tool)

Low

Goldgrub et al14 19 1217 Evidence that corticosteroid injection leads to a similar outcome to that of multimodal physical 
therapy in cases of nonspecific shoulder pain

No effect sizes reported

Low (SIGN criteria) Low

Steuri et al35 200 10529 Evidence that corticosteroid injection is superior to active physical therapy modalities for 
improvement in pain and overall shoulder function, but only at short-term follow-up

Effect size for pain, –0.25 (–0.46, –0.05); effect size for shoulder function, –0.43 (–0.71, –0.15)

Low (Cochrane risk-of-
bias tool)

Moderate (GRADE 
approach)

van der Sande 
et al38

8 852 Conflicting evidence was found in favor of the effectiveness of corticosteroid injection versus 
placebo in the short-term and long-term treatment of SSP

No effect sizes reported

Low (Furlan’s 12 
criteria)

Moderate
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Pulsed Electromagnetic Energy for SSP
Four systematic reviews evaluated the 
effectiveness of pulsed electromagnetic 
energy for treating SSP (TABLE 9). The 
systematic reviews were of variable qual-
ity (AMSTAR range, 5-9/11). None of the 
reviews found a greater effect of pulsed 
electromagnetic energy on pain reduc-
tion or improvement of shoulder function 
than a placebo treatment. With a strong 
recommendation, the conclusion can be 
made that there is no evidence support-
ing the effectiveness of pulsed electro-
magnetic energy for treating SSP.11,15,27,35

DISCUSSION

T
he aim of this review was to per-
form an updated review of sys-
tematic reviews to investigate the 

effectiveness of conservative physical 
therapy treatment for SSP. Littlewood 
et al22 suggested that exercise and mul-

timodal physical therapy were promising 
interventions for SSP, but the extent of 
their effectiveness remains unclear. The 
conclusions of the current update were 
able to support and strengthen the rec-
ommendation regarding exercise therapy. 
Evidence for exercise as an intervention 
for SSP is increasing and strengthening, 
although the optimal type, dose, and load 
still remain unclear.

A large group of the included re-
views (7/16) included exercise therapy 
as a treatment for SSP, and all of them 
had high- or moderate-level evidence. A 
strong recommendation may be made for 
including exercise for those diagnosed 
with SSP. But because many RCTs and 
systematic reviews do not describe the ex-
ercise program in detail, what constitutes 
the most appropriate exercise regime is 
unclear. For example, whether treatment 
for patients with SSP should be designed 
around loading that can temporarily re-

produce and aggravate patients’ pain and 
symptoms is still a matter of debate.34 
Based on surveys concerning the instruc-
tions physical therapists give during the 
rehabilitation of a musculoskeletal shoul-
der problem, the following foundations 
are the most commonly used4,36: exercis-
es may be performed at home and/or at a 
clinic, patients are permitted to perceive 
some discomfort (less than 5/10 on a vi-
sual analog scale), the exercises should 
include resistance, and the expected du-
ration of therapy is 12 weeks.

A strong recommendation may be 
made regarding the effectiveness of man-
ual therapy when combined with exer-
cise. In 2013, Littlewood et al22 reported 
no clear evidence regarding any benefits 
of manual therapy. Manual therapy was 
mainly described as joint mobilizations, 
specific soft tissue techniques, manipu-
lations, neurodynamic mobilizations, 
and mobilizations with movement of the 

 

TABLE 6 Systematic Reviews Relating to the Effectiveness of Laser Therapy for SSP

Abbreviations: GRADE, Grading of Recommendations Assessment, Development and Evaluation; PEDro, Physiotherapy Evidence Database; SIGN, Scottish 
Intercollegiate Guidelines Network; SSP, subacromial shoulder pain.
aValues in parentheses are 95% confidence interval.
bReported in the original review.

Study
Sample 

Size
Patients 
Included Resultsa Risk of Biasb Level of Evidenceb

Dong et al11 33 2300 Low-level laser therapy is not recommended for patients with shoulder pain syndrome
No effect sizes reported

Low (Cochrane risk-of-
bias tool)

Low

Haik et al15 64 6319 Low-level laser therapy is ineffective in reducing pain and improving function in individuals with 
SSP

No effect sizes reported

Low (PEDro scale) High

Haslerud et al16 17 801 Evidence that, for reducing pain, low-level laser therapy is significantly better than placebo 
or no therapy. Laser therapy reduces pain and accelerates improvement when used as an 
add-on therapy to exercise or in a physical therapy treatment regimen. No strong evidence 
was found for laser therapy alone regarding shoulder function

Effect size for pain compared to placebo, 23.54 (15.72, 31.36); effect size for pain as adjunct 
therapy, 10.00 (–19.74, 39.74)

Unclear (PEDro scale) Moderate

Page et al27 47 2388 Little evidence with respect to pain, function, active mobility, and strength. Low-quality 
evidence for benefits of laser therapy combined with physical therapy interventions

No effect sizes reported

High (Cochrane risk-of-
bias tool)

Low (GRADE 
approach)

Steuri et al35 200 10529 Evidence that laser therapy is superior to placebo. Evidence that laser therapy in combination 
with exercise is superior to placebo in combination with exercise

Effect size for pain compared to placebo, –0.88 (–1.48, –0.27); effect size for pain in combina-
tion with exercise, –0.65 (–0.99, –0.31)

Low (Cochrane risk-of-
bias tool)

Moderate (GRADE 
approach)

Yu et al40 22 1195 Low-level laser is more effective than placebo or ultrasound in providing short-term pain reduc-
tion for patients with SSP. The effect is of variable duration

No effect sizes reported

Low (SIGN criteria) Moderate
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shoulder girdle or spine,9 but other re-
views defined manual therapy as “move-
ment of the joints and other structures 
by a healthcare professional.”8 Lack of a 
well-described definition and the variety 
of included interventions make it dif-
ficult to draw a conclusion about which 
type of manual therapy would most ben-
efit patients with SSP. As the evidence 

for exercise as an intervention for SSP is 
strengthening and the findings of this re-
view suggest that manual therapy in ad-
dition to exercise may, in the short term, 
further reduce pain and improve func-
tion, this intervention may be considered. 
There is a clear need for research to in-
vestigate different types of both exercise 
and manual therapy in the management 

of SSP to provide clear instructions and 
recommendations.

With respect to the effectiveness of mul-
timodal therapy, no clear conclusions may 
be provided, and only a weak recommen-
dation can be made. Multimodal physical 
therapy appeared to provide outcomes 
superior to those of a placebo or no treat-
ment, although the clinical significance of 

 

TABLE 8
Systematic Reviews Relating to the Effectiveness of 

Extracorporeal Shockwave Therapy for SSP

Abbreviations: GRADE, Grading of Recommendations Assessment, Development and Evaluation; SIGN, Scottish Intercollegiate Guidelines Network; SSP, 
subacromial shoulder pain.
aValues in parentheses are 95% confidence interval.
bReported in the original review.

Study
Sample 

Size
Patients 
Included Resultsa Risk of Biasb Level of Evidenceb

Dong et al11 33 2300 Low-level evidence that extracorporeal shockwave therapy does not have an additional benefit 
when used in conjunction with exercise, in terms of pain reduction and self-reported func-
tion

No effect sizes reported

Low (Cochrane risk-of-
bias tool)

Low

Steuri et al35 200 10529 Nonsignificant results of extracorporeal shockwave therapy for pain, overall shoulder function, 
and active range of motion

Effect size for pain compared to a placebo, –0.39 (–0.78, –0.01)

Low (Cochrane risk-of-
bias tool)

Moderate (GRADE 
approach)

Yu et al40 22 1195 Extracorporeal shockwave therapy was not more effective than placebo for the management 
of SSP

No effect sizes reported

Low (SIGN criteria) Moderate

 

TABLE 7 Systematic Reviews Relating to the Effectiveness of Ultrasound for SSP

Abbreviations: GRADE, Grading of Recommendations Assessment, Development and Evaluation; SIGN, Scottish Intercollegiate Guidelines Network; SSP, 
subacromial shoulder pain.
aValues in parentheses are 95% confidence interval.
bReported in the original review.

Study
Sample 

Size
Patients 
Included Resultsa Risk of Biasb Level of Evidenceb

Desmeules et al10 11 792 Low-level evidence that ultrasound is not superior to a placebo and does not have an additional 
benefit when used in conjunction with exercise, in terms of pain reduction and self-reported 
function

Effect size, –0.26 (–3.84, 3.32)

Unclear (Cochrane 
risk-of-bias tool)

Low

Dong et al11 33 2300 Ultrasound can be considered as a second-line treatment. Exercise and exercise-based 
therapies are the first-line choices

No effect sizes reported

Low (Cochrane risk-of-
bias tool)

Low

Page et al27 47 2388 Low-level evidence that ultrasound is not more effective than placebo with respect to pain, 
global treatment success, or shoulder function

No effect sizes reported

High (Cochrane risk-of-
bias tool)

Low (GRADE 
approach)

Steuri et al35 200 10529 Nonsignificant results of ultrasound for pain, overall shoulder function, and active range of 
motion

No effect sizes reported

Low (Cochrane risk-of-
bias tool)

Moderate (GRADE 
approach)

Yu et al40 22 1195 Ultrasound was not more effective than a placebo for the treatment of nonspecific shoulder 
problems

No effect sizes reported

Low (SIGN criteria) Moderate
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any positive effect remained unclear. The 
heterogeneity of the different components 
defining multimodal therapy could explain 
the variety of conclusions. Multimodal 
therapy can include many different inter-
ventions, which makes it difficult to draw a 
conclusion about its effectiveness.

Regarding the effectiveness of cortico-
steroid injection, a moderate recommen-
dation can be made regarding the clinical 
significance of corticosteroid injection as 
an isolated treatment or in addition to 
exercise-based therapy. More research is 
needed to draw definite conclusions on 
the effectiveness of corticosteroids for the 
management of SSP.

Other commonly prescribed interven-
tions, including therapeutic ultrasound, 
low-level laser, extracorporeal shockwave 
therapy, and pulsed electromagnetic en-
ergy, lack evidence of effectiveness and 
should not be used when managing SSP.

The methodological quality of the sys-
tematic reviews we included was moder-
ate. Littlewood et al22 reported scores 
ranging from 3/11 to 9/11, with a mean 
of 6/11. The range of scores in the current 
review was between 5/11 and 9/11, with a 
mean of 7/11.

Future reviews and research should 
focus on the modalities of exercise ther-
apy (eg, types, repetitions). Also, there is 
a clear lack of high-quality RCTs and re-

views testing the potential added value of 
manual therapy and indicating when and 
how it should be applied. As multimodal 
physical therapy can cover a wide range 
of different treatment modalities, a clear 
and well-considered selection should 
be made to determine which treatment 
modalities should be used in addition to 
exercise therapy.

As this review is an umbrella review, 
only data (eg, comparison groups, follow-
up assessments) provided in the original 
reviews could be used. There were no 
specific requirements or inclusion/exclu-
sion criteria considering comparators. 
As in every review, different compari-
son groups are used, and as this review 
uses 16 different reviews, the comparison 
groups were too heterogeneous to present 
a clear overview.

Potential Limitations of 
Our Umbrella Review
There is a risk of multiple counting of pri-
mary studies that are included in multiple 
systematic reviews. Hence, those interven-
tions that have been studied the most can 
be overrepresented in umbrella reviews. 
We focused on nonsurgical interventions, 
but certain interventions may have been 
missed using this search strategy.

Because different terms are used to 
describe SSP,31 the included reviews 

might have missed certain RCTs that 
used other terms to describe this shoul-
der problem.

CONCLUSION

E
vidence for exercise as the most 
important management strategy for 
SSP is increasing and strengthen-

ing. Ongoing research is necessary to 
identify whether there is an optimal dose 
and type of exercise. Currently, it is not 
possible to state that one exercise pro-
gram is more appropriate than another. 
However, a strong recommendation may 
be made to include manual therapy as 
an adjunct intervention with exercise. 
Conflicting evidence surrounds the ef-
fectiveness of multimodal therapy and 
corticosteroid injection. Other common-
ly prescribed nonsurgical interventions, 
such as ultrasound, low-level laser, and 
extracorporeal shockwave therapy, lack 
evidence of effectiveness. U

KEY POINTS
FINDINGS: Exercise therapy should be con-
sidered as a principal intervention in the 
management of subacromial shoulder 
pain. Manual therapy may provide fur-
ther benefit if used as an adjunct therapy.
IMPLICATIONS: Exercise therapy should 
be prioritized as the primary treatment 

 

TABLE 9
Systematic Reviews Relating to the Effectiveness of 

Pulsed Electromagnetic Energy for SSP

Abbreviations: GRADE, Grading of Recommendations Assessment, Development and Evaluation; PEDro, Physiotherapy Evidence Database; SSP, subacromial 
shoulder pain.
aReported in the original review.

Study
Sample 

Size
Patients 
Included Results Risk of Biasa Level of Evidencea

Dong et al11 33 2300 Pulsed electromagnetic energy can be considered as a second-line treatment. Exercise and 
exercise-based therapies are the first-line choices

No effect sizes reported

Low (Cochrane risk-of-
bias tool)

Low

Haik et al15 64 6319 Pulsed electromagnetic energy was not effective to reduce pain and improve function in 
individuals with SSP

No effect sizes reported

Low (PEDro scale) High

Page et al27 47 2388 Pulsed electromagnetic energy had no clinically important benefits compared to placebo
No effect sizes reported

High (Cochrane risk-of-
bias tool)

Low (GRADE 
approach)

Steuri et al35 200 10529 Nonsignificant results of pulsed electromagnetic energy for pain, overall shoulder function, and 
active range of motion

No effect sizes reported

Low (Cochrane risk-of-
bias tool)

Moderate (GRADE 
approach)
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option, due to its clinical effectiveness, 
cost-effectiveness, and other associated 
health benefits.
CAUTION: Continued research is needed to 
more fully understand the uncertainty 
around the optimal type, dose, and dura-
tion of exercise for subacromial shoulder 
pain. All possible effects of manual ther-
apy are seen in the short term and in the 
initial phase of rehabilitation, and always 
in addition to an exercise program.

STUDY DETAILS
PATIENT AND PUBLIC INVOLVEMENT: There 
was no patient-public involvement in 
the research.
DATA SHARING: All data relevant to the 
study are included in the article.
AUTHOR CONTRIBUTIONS: All authors con-
tributed to the initial phase of writing 
the manuscript and to the review pro-
cess. Final adaptations and approval 
were given by Drs Lewis and Struyf and 
Ms Pieters.
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APPENDIX A

BACKGROUND AND FINDINGS OF THE STUDY
What is known about this subject • Exercise and multimodal physical therapy might be effective in the management of rotator cuff tendinopathy

• Exercise therapy should be prioritized as the primary treatment option, due to its clinical effectiveness, cost-effectiveness, and 
other associated health benefits

What this study adds to existing knowledge • The evidence for the use of exercise therapy in the management of subacromial shoulder pain is consistent, and exercise should 
be considered as a principal intervention in the management of those with subacromial shoulder pain

• Manual therapy may provide further benefit if used in addition to exercise therapy
• Conflicting evidence surrounds the effectiveness of multimodal therapy and corticosteroid injection
• Ultrasound, low-level laser, and extracorporeal shockwave therapy lack evidence of effectiveness
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SEARCH STRATEGY

Search Type Search Term

Abbreviated (subacromial impingement syndrome OR painful arc syndrome OR shoulder impingement OR subacromial bursitis OR rotator cuff tendonitis OR rotator 
cuff tendinosis OR supraspinatus tendonitis OR contractile dysfunction) AND (conservative treatment OR exercise OR exercise combined with manual 
therapy OR multimodal physiotherapy OR corticosteroid injection OR laser OR ultrasound OR extracorporeal shock wave therapy OR pulsed electromag-
netic energy) AND (systematic review OR meta-analysis)

Detailed ((“shoulder impingement syndrome”[MeSH Terms] OR (“shoulder”[All Fields] AND “impingement”[All Fields] AND “syndrome”[All Fields]) OR “shoulder 
impingement syndrome”[All Fields] OR (“subacromial”[All Fields] AND “impingement”[All Fields] AND “syndrome”[All Fields]) OR “subacromial 
impingement syndrome”[All Fields]) OR ((“pain”[MeSH Terms] OR “pain”[All Fields] OR “painful”[All Fields]) AND (“Arthrogryposis renal dysfunction 
cholestasis syndrome”[All Fields] OR “arc syndrome”[All Fields])) OR ((“shoulder”[MeSH Terms] OR “shoulder”[All Fields]) AND impingement[All Fields]) 
OR (subacromial[All Fields] AND (“bursitis”[MeSH Terms] OR “bursitis”[All Fields])) OR ((“rotator cuff”[MeSH Terms] OR (“rotator”[All Fields] AND 
“cuff”[All Fields]) OR “rotator cuff”[All Fields]) AND (“tendinopathy”[MeSH Terms] OR “tendinopathy”[All Fields] OR “tendonitis”[All Fields])) OR ((“rotator 
cuff”[MeSH Terms] OR (“rotator”[All Fields] AND “cuff”[All Fields]) OR “rotator cuff”[All Fields]) AND (“tendinopathy”[MeSH Terms] OR “tendinopathy”[All 
Fields] OR “tendinosis”[All Fields])) OR (supraspinatus[All Fields] AND (“tendinopathy”[MeSH Terms] OR “tendinopathy”[All Fields] OR “tendonitis”[All 
Fields])) OR ((“muscle contraction”[MeSH Terms] OR (“muscle”[All Fields] AND “contraction”[All Fields]) OR “muscle contraction”[All Fields] OR 
“contractile”[All Fields]) AND (“physiopathology”[Subheading] OR “physiopathology”[All Fields] OR “dysfunction”[All Fields]))) AND ((conservative[All 
Fields] AND (“therapy”[Subheading] OR “therapy”[All Fields] OR “treatment”[All Fields] OR “therapeutics”[MeSH Terms] OR “therapeutics”[All Fields])) 
OR (“exercise”[MeSH Terms] OR “exercise”[All Fields]) OR ((“exercise”[MeSH Terms] OR “exercise”[All Fields]) AND combined[All Fields] AND (“mus-
culoskeletal manipulations”[MeSH Terms] OR (“musculoskeletal”[All Fields] AND “manipulations”[All Fields]) OR “musculoskeletal manipulations”[All 
Fields] OR (“manual”[All Fields] AND “therapy”[All Fields]) OR “manual therapy”[All Fields])) OR (multimodal[All Fields] AND (“physical therapy 
modalities”[MeSH Terms] OR (“physical”[All Fields] AND “therapy”[All Fields] AND “modalities”[All Fields]) OR “physical therapy modalities”[All Fields] OR 
“physiotherapy”[All Fields])) OR ((“adrenal cortex hormones”[MeSH Terms] OR (“adrenal”[All Fields] AND “cortex”[All Fields] AND “hormones”[All Fields]) 
OR “adrenal cortex hormones”[All Fields] OR “corticosteroid”[All Fields]) AND (“injections”[MeSH Terms] OR “injections”[All Fields] OR “injection”[All 
Fields])) OR (“lasers”[MeSH Terms] OR “lasers”[All Fields] OR “laser”[All Fields]) OR (“ultrasonography”[Subheading] OR “ultrasonography”[All 
Fields] OR “ultrasound”[All Fields] OR “ultrasonography”[MeSH Terms] OR “ultrasound”[All Fields] OR “ultrasonics”[MeSH Terms] OR “ultrasonics”[All 
Fields]) OR (extracorporeal[All Fields] AND (“shock”[MeSH Terms] OR “shock”[All Fields]) AND wave[All Fields] AND (“therapy”[Subheading] OR 
“therapy”[All Fields] OR “therapeutics”[MeSH Terms] OR “therapeutics”[All Fields])) OR (pulsed[All Fields] AND (“electromagnetic radiation”[MeSH 
Terms] OR (“electromagnetic”[All Fields] AND “radiation”[All Fields]) OR “electromagnetic radiation”[All Fields] OR (“electromagnetic”[All Fields] AND 
“energy”[All Fields]) OR “electromagnetic energy”[All Fields]))) AND ((“review”[Publication Type] OR “review literature as topic”[MeSH Terms] OR 
“systematic review”[All Fields]) OR (“meta-analysis”[Publication Type] OR “meta-analysis as topic”[MeSH Terms] OR “meta-analysis”[All Fields])) AND 
((systematic[sb] OR Meta-Analysis[ptyp]) AND (“2012/09/01”[PDAT]: “2018/10/01”[PDAT]) AND “humans”[MeSH Terms])
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______________________________________________________________________________________________________________ 

RESUMO 
O ombro, anatomicamente é a articulação com maior amplitude de movimento do corpo humano, executa um valioso papel na biomecânica na realização das 

atividades de vida diária (AVDS), com isso se torna a articulação mais propicia a ter lesões, A lesão do manguito rotador se mostra como uma das principais 
causas de dor no ombro, sendo uma condição com grande prevalência, afetando 30-50% da população, sendo assim, um problema de saúde comum entre as 

pessoas, gerando impacto negativo na vida pessoal e profissional. O objetivo deste estudo foi verificar a influência da mobilização articular associado a 

cinesioterapia, no ganho da amplitude de movimento (ADM) e na melhorar do quadro álgico de um paciente com tendinopatia do supra e infraespinal. O 
paciente foi submetido à avaliação através da ficha de avaliação desenvolvida pela equipe de pesquisa desde estudo no qual foram realizados: avaliação 

funcional, sendo realizado avaliação postural, exame neurológico, exame físico, a aplicação da escala visual analógica (EVA), Goniométria, teste de força e 

testes ortopédicos Contudo foi possível observar os seguintes resultados aumento significativo na ADM do ombro esquerdo, melhora no quadro álgico e os 
testes especiais negativos para impacto no ombro e tendinite. Se pode concluir que o tratamento fisioterapêutico através da mobilização articular e da 

cinesioterapia para tendinopatia do supra espinhoso e do infra espinhoso apresenta uma grande eficácia sobre o quadro álgico e no ganho da ADM. 

 

Palavras-chave: Dor no ombro, Cinesioterapia, Mobilização articular para ganho de ADM e Tendinopatia do Supraespinhal e Infraespinal. 

 

_______________________________________________________________________________________________________________ 

ABSTRACT 
The shoulder, anatomically is the joint with the greatest range of motion in the human body, plays a valuable role in biomechanics in the performance of 
activities of daily living (AVDS), thus it becomes the most likely joint to have injuries, Rotator cuff injury it is shown as one of the main causes of shoulder 

pain, being a condition with great prevalence, affecting 30-50% of the population, thus being a common health problem among people, generating a negative 

impact on personal and professional life. The aim of this study was to verify the influence of joint mobilization associated with kinesiotherapy, on the gain 
in range of motion (ROM) and on improving the pain of a patient with supra and infraspinatus tendinopathy. The patient was submitted to evaluation using 

the evaluation form developed by the research team since the study in which the following were carried out: functional evaluation, with postural evaluation, 

neurological examination, physical examination, application of the visual analogue scale (VAS), Goniometry, test of strength and orthopedic tests. However, 
it was possible to observe the following results: significant increase in left shoulder ROM, improvement in pain and special negative tests for impact on the 

shoulder and tendonitis. It can be concluded that physical therapy treatment through joint mobilization and kinesiotherapy for tendinopathy of the 

supraspinatus and infraspinatus is highly effective in terms of pain and ROM gain. 

 

Keywords: Shoulder Pain, Kinesiotherapy, Joint Mobilization for ROM gain and Supraspinatus and Infraspinatus Tendinopathy. 
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INTRODUÇÃO 

 De acordo com Cerqueira (2020) o ombro, 

anatomicamente é a articulação com maior amplitude de 

movimento do corpo humano, executa um valioso papel na 

biomecânica na realização das atividades de vida diária 

(AVDS), com isso se torna a articulação mais propicia a 

sofrer lesões. É formado por ossos, músculos, tendões e 

ligamentos, contém uma estrutura totalmente funcional e 

complexa.  

Segundo Monteiro e Mejia (2012) o complexo do 

ombro é formado por 4 articulações, sendo elas: a articulação 

glenoumeral, a articulação esternoclavicular, articulação 

acromioclavicular, e articulação escapulo torácica. A 

articulação glenoumeral é a principal articulação do ombro, 

pois é a que exerce maior amplitude de movimento, 

flexão/extensão, abdução/adução, e rotação interna e externa, 

e ela proporciona sustento mecânico ao braço, portanto 

consegue sustentar cargas maiores do que outras articulações 

do ombro.  

Entre as estruturas musculares o que mais se 

sobressai é o manguito rotador, formado pelos músculos 

supraespinhal, infraespinal, subescapular e redondo menor, 

que apresentam uma maior predisposição para lesões. A 

lesão do manguito rotador se mostra como uma das principais 

causas de dor no ombro, sendo uma condição com grande 

prevalência, afetando 3050% da população, sendo assim, um 

problema de saúde comum entre as pessoas, gerando impacto 

negativo na vida pessoal e profissional. A mesma, dispõe de 

uma etiologia multifatorial, como uso excessivo das 

estruturas, impacto mecânico, genética, idade e 

comorbidades (CERQUEIRA, 2020).   

Segundo Batista et al (2017) as lesões do tendão do 

musculo supraespinhal em grande maioria dos casos 

acontece devido a movimentos repetitivos, resultando de dor 

crônica, isso acontece devido ao musculo não ser forte o 

bastante para suportar as cargas do dia a dia que são 

submetidas.  

Os tendões são ricos em tecido conjuntivo que fazem 

o ligamento do musculo ao osso, podendo promover 

estabilidade e movimento respectivamente, portando quando 

a uma fraqueza ou alguma alteração bioquímica nestas 

estruturas pode se ocorrer uma disfunção nesta articulação, 

conhecida por tendinopatia que é uma lesão ocasionada pela 

sobrecarga ou por um esforço repetitivo que vai atingir um 

ou mais tendões, o que acarretará a um quadro álgico, 

inflamação, e quando crônica pode até acometer a amplitude 

de movimento e a incapacidade de realizar certos 

movimentos (MACEDO et al ,2015).  

A intervenção fisioterapeuta é fundamental na 

reabilitação das lesões no ombro, devido proporcionar 

melhorar na funcionalidade do membro acometido, controle 

do processo inflamatório, aumento de o espaço articular, 

ganho de força e possibilitar retorno mais rápido às 

atividades de vida diária, como diminuição do quadro álgico 

(BATISTA; BELLASCO; PESTANA, 2017).  

O objetivo deste estudo foi verificar a influência da 

mobilização articular associado a cinesioterapia, no ganho da 

amplitude de movimento (ADM) e na melhorar do quadro 

álgico de um paciente com tendinopatia do supra e 

infraespinal.  

Neste estudo queremos mostrar a importância do 

tratamento fisioterapêutico na melhora da dor no ombro em 

pacientes com tendinopatia do supra espinhoso e do infra 

espinhoso, os recursos terapêuticos podem proporcionar um 

alivio da dor, ganho de amplitude de movimento (ADM), e 

fortalecimento muscular restaurando assim as funções 

normais do ombro. Optamos pelas técnicas de mobilização 

articular e cinesioterapia através de um atendimento 

fisioterapêutico com o paciente com diagnostico de bursite e 

tendinopatia do supra espinhoso e infra espinhoso, o qual 

possui acometimento na ADM, força e nas atividades devida 

diária (AVD´s).  

  

 

METODOLOGIA  

O presente estudo trata-se de um relato de caso, 

desenvolvido a partir de uma abordagem fisioterapêutica, a 

qual foram realizadas buscas de artigos nas plataformas de 

base de dados Scielo e Google acadêmico e PubMed, 

utilizando os descritores em Ciências da Saúde (DeCS): dor 

no ombro, cinesioterapia, mobilização articular para ganho 

de ADM e Tendinopatia do supraespinhal e infra espinhal.  

O paciente I.B.O, 54 anos, sexo masculino sofreu um 

acidente de moto no dia 01/05/2012, e desde de então 

apresentou dor no ombro e braço esquerdo.  

Devido a dor atrapalhar seu trabalho, cinco dias 

depois resolveu procurar o médico, no qual solicitou o exame 

de imagem (Raio X) do ombro, na segunda consulta solicitou 

ressonância magnética (RM), a pedido de um Perita 

localizado em Costa Rica – MS, que o próprio médico havia 

encaminhado, embora o mesmo não aceitou apenas o Raio X. 

Através da RM, evidenciou tendinopatia do supraespinhal e 

infra espinhal. Impossibilitado de realizar seu serviço, ficou 

afastado temporariamente, o mesmo foi encaminhado para 

fisioterapia.  

Realizou fisioterapia durante um mês em uma clínica 

no interior de Goiás, onde não houve melhorar e passou 

novamente pelo o Perita que prolongou o afastamento por 

mais 4 meses, o mesmo deu início ao tratamento em outra 

clínica.  

O paciente foi submetido à avaliação fisioterapêutica 

no dia 12/08/2021 na clínica escola de fisioterapia de uma 

instituição de ensino superior, localizado no interior de Goiás 

que foram realizados: avaliação funcional, sendo realizado 

avaliação postural, exame neurológico, exame físico, a 

aplicação da escala visual analógica (EVA), Goniométria, 

teste de força e testes ortopédicos. Na avaliação funcional, a 

queixa principal foi dor no braço e ombro esquerdo e 

diminuição de ADM do ombro esquerdo, na aplicação da 

EVA para a verificação da dor, o paciente relatou dor 
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mínima-2 em repouso e 10 em movimento. Avaliação 

postural: em plano frontal o paciente apresentou ombro 

direito em depressão e o esquerdo em elevação; joelho direito 

e esquerdo normal; tornozelo direito e esquerdo normal; e 

escoliose do lado direito.      Sinais vitais: Pressão Arterial-

120x80mmHg; Frequência cardíaca- 58 bpm; Frequência 

respiratória-18 ipm; SpO2:96%; Temperatura-36°C.  

Avaliação neurológica: reflexos bicipital, tricipital e 

Estilorradial normais. Goniométria: diminuição significativa 

das amplitudes de movimento articular do ombro esquerdo, 

para movimento de flexão (120°), extensão (40°), abdução 

(90°), rotação externa (80°).  Teste de força: apresentou grau 

5, normal para os movimentos de abdução horizontal, adução 

horizontal, rotação externa e interna de ombro, já o ombro 

esquerdo apresentou, grau de força para movimento de 

abdução horizontal-3, adução horizontal-4, rotação externa-

3 e rotação interna. Testes ortopédicos de neer e jobe, deram 

positivos para síndrome do impacto de ombro e tendinite do 

supraespinhal.  

Seu diagnóstico fisioterapêutico foi ombro 

interiorizado, perca de ADM e da funcionalidade do ombro 

esquerdo. O paciente foi submetido a 2 sessões de fisioterapia 

por semana com duração de 50 minutos cada, totalizando 20 

sessões em 3 meses.  

O tratamento englobou objetivos a curto prazo e a 

médio prazo, sendo a curto prazo: diminuir o quadro álgico e 

promover o ganho de ADM. Para isso, foram realizados: 

mobilização do ombro, com o paciente deitado em decúbito 

dorsal, fisioterapeuta realiza a mobilização seguido de tração, 

movimentos de flexão, extensão, adução, abdução e 

circundasão do ombro; Mobilização em decúbito lateral de 

escápula; Mobilização em ADM tolerável com bastão; 

Exercício de Codman com o paciente segurando halter de 2 

kg; E por fim, exercícios de mobilização associado a coluna 

torácica.  

O tratamento a médio prazo englobou manter e 

aumentar a força muscular. Para isso, foi feito exercícios 

isotônicos e isométricos para a musculatura do manguito 

rotador. Exercícios isométricos e isotônicos para a 

musculatura abdutora de ombro. Exercício isométricos e 

isotônico para peitoral menor e trapézio com a faixa elástica. 

E também exercício isotônico para a musculatura flexora de 

cotovelo com o paciente utilizando halter.  

  

 

RESULTADOS   

Após 15 sessões de atendimento fisioterapêutico em 

3 meses o paciente foi reavaliado e apresentou os seguintes 

resultados: Aumento significativo na ADM do ombro 

esquerdo, melhora no quadro álgico e os testes especiais que 

no início do tratamento deram positivos para síndrome do 

impacto de ombro e tendinite do supraespinhal agora foram 

todos negativos.   

 

 

 

Tabela 1:  

 
 

 
Na tabela 1 podemos observar que houve um ganho 

significativo na ADM do ombro esquerdo o membro 

comprometido. 

 

 
 

 
 

 

DISCUSSÃO   

Através dos resultados adquiridos podemos sugerir 

que o tratamento fisioterapêutico por meio da mobilização 

articular e da cinesioterapia tem grandes benefícios para os 

pacientes com tendinopatia da musculatura do supra 

espinhoso e do infra espinhoso. Os resultados foram 

significativos apesar da limitação do estudo, sendo notório a 

melhora do quadro álgico, melhora da amplitude de 

movimento, e melhora na qualidade de vida do paciente.   

Na literatura, a fisioterapia é uma grande aliada na 

redução dos sintomas como alivio de dor, ganho de ADM, 

ganho de força muscular e redução de processo inflamatório 

(BATISTA et al 2017). A cinesioterapia é de grande 

importância em todo o tratamento fisioterapêutico, podem ser 

realizados exercícios de flexão, extensão, abdução e adução 

horizontal, movimentos de circundasão e pendulares também 

são muito eficazes. (MONTEIRO; MEJIA,2012). 
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De acordo com SENBURSA (2011) as análises 

mostraram que os indivíduos em todos os quatro grupos 

testados tiveram diminuições significativas na dor, melhora 

significativa na função e aumentos significativos na ADM. 

Correlacionando com este estudo na tabela 1 e 2 pode se 

observar que os valores médios da ADM foram favoráveis 

apenas para os movimentos de flexão, abdução e extensão 

horizontal.   

O tratamento não teve mais resultados devido a 

algumas limitações como a falta de cooperação do paciente 

com o tratamento e algumas faltas nas sessões, mesmo com 

estas limitações conseguidas chegar a um resultado 

satisfatório.  

  

   

CONSIDERAÇÕES FINAIS   

Pode-se concluir que o tratamento fisioterapêutico 

através da mobilização articular e da cinesioterapia como os 

exercícios de Codman e exercícios de fortalecimento para 

tendinopatia do supra espinhoso e do infra espinhoso 

apresenta uma grande eficácia sobre o quadro álgico e no 

ganho da ADM. E com isso também melhorou a sua 

qualidade de vida e suas AVD´S.   
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