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See also the separate leaflet called Joint Pain. Shoulder pain is a common problem with a number of different causes which include (starting with the four most common):Frozen shoulderFrozen shoulder is sometimes called adhesive capsulitis of the shoulder. It is a condition where a shoulder becomes painful and stiff. Without treatment, symptoms
usually settle but this may take up to 2-3 years.Rotator cuff disordersThe rotator cuff is a group of muscles and tendons that surround the shoulder joint and help to keep it stable. Rotator cuff disorders are one of the most common causes of shoulder pain. Most people can be successfully treated and have complete recovery.Pain coming from a
problem in the neck.See the separate leaflets called Neck Pain and Whiplash Neck Sprain.Acromioclavicular joint disordersSome conditions (such as a shoulder injury or osteoarthritis) may affect the acromioclavicular joint, which is the joint at the top of the shoulder (see the diagram at the end of this leaflet). Problems with this joint are usually due
to wear and tear of the joint or because of injury.OsteoarthritisOsteoarthritis due to general wear and tear in the shoulder joint is a very common cause of shoulder pain.Septic arthritisSeptic arthritis is an infection in the joint. Symptoms include pain and tenderness over a joint, pain on moving the joint, and feeling unwell. Septic arthritis is
uncommon but needs urgent hospital treatment.ArthritisArthritis which affects a number of other different joints as well - eg, rheumatoid arthritis - can cause shoulder pain, but would rarely cause shoulder pain on its own.Polymyalgia rheumaticaPolymyalgia rheumatica is a condition which causes pain, stiffness and tenderness in large muscles,
typically around the shoulders, upper arms and hips.Injury (trauma):A broken bone (fracture), such as a fracture of the upper arm bone (humerus) or a broken collarbone (clavicle) can cause shoulder pain.Shoulder pain can be caused by a soft tissue injury such as an injury to a ligament, tendon or muscle around the shoulder joint. This may be caused
in many different ways, such as a sports injury, a road traffic accident or a shoulder strain following heavy lifting or carrying.Shoulder dislocation, where the ball of the joint has moved out of its socket, can cause severe shoulder pain. See the separate leaflet called Joint Dislocations.Shoulder instabilityThe shoulder is unstable because the joint does
not keep the bones close together. The humerus often 'pops out' of position.Referred painThis is a pain which is felt in the shoulder due to the nerve pathways, but is actually caused by a problem elsewhere in the body. The neck is the most common source of referred pain. (See the links above for more information).Occasionally pain may be felt in the
shoulder when the source is the heart or the diaphragm (the muscle which separates the thorax - chest area - from the abdomen - tummy area. A problem within the abdomen can cause an irritation of the diaphragm which can sometimes be felt in the shoulder. Usually in these cases, there is pain in the abdomen or chest as well. What causes shoulder
pain?Some general guidelines which may help are as follows. However, remember there are always exceptions to every rule!A shoulder pain usually - but not always - comes from a problem with the shoulder. It is more likely to be due to the shoulder itself if it hurts more when moving the shoulder, when touching the shoulder or if the shoulder looks
abnormal, for example, if the shape looks different to the other side or if it is hot or red.If the shoulder hurts when lifting the arm, it is likely to be due to a problem with the shoulder joint itself, such as a frozen shoulder, rotator cuff problem or shoulder injury.If the pain started following a fall or injury of some type, it is likely that the trauma is
causing the pain. A bone, joint, ligament, muscle or tendon may be damaged in some way.Shoulder pain is very common and can affect all ages. Some causes of shoulder pain, such as osteoarthritis, frozen shoulder and rotator cuff disorders, mainly affect middle-aged and older people. Shoulder pain caused by sports injuries is more common in
younger age groups. Sports that more commonly cause shoulder injuries include sports with repeated throwing or bowling, or contact sports such as rugby. Shoulder instability and acromioclavicular joint disorders often affect people who play regular sport.If there are pains in other joints as well as the shoulder, it is more likely to be a generalised
problem.Pain and stiffness in both shoulders which is worse in the mornings or overnight may be due to polymyalgia rheumatica.Clues that suggest shoulder pain is coming from some other problem than the shoulder itself include:If there is a blistery painful or itchy rash, it might be shingles.If the shoulder pain is coming from the neck, there is likely
to be some neck pain and/or stiffness as well.If the pain is in the left shoulder, and if it comes with a pain or tightness in the chest, it may be coming from the heart. Usually with angina or a heart attack, there are other symptoms as well as or instead of shoulder pain. See the separate leaflets called Angina and Heart Attack (Myocardial Infarction) for
details.If many joints are achy and if feeling hot one minute and cold the next, this may be due to a high temperature (fever) due to an infection - for example a cold or flu.If there is tummy pain and pain at the tip of the shoulder blade, it might be coming from the liver or gall bladder in the abdomen.If there is chest pain or shortness of breath or a
persisting cough, with pain in the shoulder, it might be due to a problem with the lungs rather than the shoulder.Generally speaking:It is sensible to seek medical attention urgently (straightaway) if:The pain follows an injury or trauma and is a severe pain or the shoulder cannot be moved at all.If the shoulder is hot to touch or red.If there is chest pain
or difficulty breathing or a feeling of being generally very unwell (call 999/112/911).Medical attention should be sought soon if:The pain is affecting both shoulders and is worse in the mornings or overnight.The pain is not improving with simple painkillers for a couple of weeks.The pain is affecting your daily activities.There are other symptoms as
well as shoulder pain, such as:Tummy pain.A persisting cough.Night sweats.Weight loss.A blistery rash.There is a high temperature (fever) which is not responding to simple measures such as paracetamol, or if there is no obvious simple cause.There is a past history of cancer and a persisting pain in the bone area of the shoulder.There is new pain in
more than one joint.There is swelling of the shoulder.Initial treatment for some of the more common shoulder problems include:Taking simple medicines for pain relief, such as ibuprofen or paracetamol.Ice packs can also be used to reduce or relieve pain.Avoiding activities that may cause more pain in the shoulder, such as heavy lifting and carrying.If
these measures are not working, see a health professional.This will depend on the cause of the pain.Treatments may include:PhysiotherapyA physiotherapist might advise exercises, perform manipulation and/or recommend a steroid injection into your shoulder.Referralln some cases, a referral to a bone and joint specialist (orthopaedic specialist or
rheumatology specialist) might be advised to see if any further treatment is required, such as a surgical operation to treat the cause of the shoulder pain. Surgery is not needed for most causes of shoulder pain.Surgeryln a few cases an operation may be required. Most commonly, this is done through a 'keyhole' procedure - an arthroscopy. During an
arthroscopy, the parts of the shoulder joint can be examined to see what is the cause of the problem. Damaged tissues may be repaired or removed.Decompression is one surgical option for shoulder tip (subacromial) pain. Decompressing means removing bone spurs and soft tissue through a thin telescope introduced through the keyhole cut. Evidence
suggests that there is little value in this particular operation for pain for most people and this should be discussed during the decision-making process.Occasionally, shoulder joints can be replaced with an artificial joint, particularly if the problem is wear and tear (osteoarthritis).MedicinesIf the pain is thought to be due to inflammation, such as in
rheumatoid arthritis or polymyalgia rheumatica, then medicines are used. A rheumatologist is needed to prescribe drugs called disease-modifying-drugs for rheumatoid or other inflammatory arthritis. Steroids are usually used for polymyalgia rheumatica and these are usually prescribed in general practice. See the specific leaflets about these
conditions for more information about treatment options.AcupunctureRecent evidence is that acupuncture may reduce shoulder pain but that more investigation into this is needed.Investigations might be advised and these will depend on an initial examination to determine the most likely cause of the shoulder pain. Investigations may include:Blood
tests to look for underlying arthritis such as rheumatoid arthritis.X-rays may be needed to diagnose a bone problem or joint problems.An ultrasound scan may be needed to assess whether there is a problem with the soft tissues of the shoulder.Referral might be needed for further investigations, such as an MRI scan. Specialists include:A doctor
specialising in bones and joints (an orthopaedic specialist).A doctor specialising in diagnosis and treatment of arthritis and musculoskeletal conditions (a rheumatology specialist).A physiotherapist.The outcome will depend on the underlying cause. Shoulder pain may only last for up to a few weeks, may last a few years or may be a lifelong problem.
However, if the cause of the shoulder pain is diagnosed and treated early then this can often help to resolve or greatly reduce the pain in the shoulder.Rotator cuffThere are three bones in the shoulder region - the collarbone (clavicle), the shoulder blade (scapula) and the upper arm bone (humerus). The scapula is a triangular-shaped bone that has
two important parts to it: the acromion and the glenoid. The three bones in the shoulder region form part of two main joints:The acromioclavicular joint between the acromion of the scapula and the clavicle.The glenohumeral joint between the glenoid of the scapula and the humerus.There are also a number of muscles, ligaments and tendons around
the shoulder. Ligaments are fibres that link bones together at a joint. Tendons are fibres that attach muscle to bone. The shoulder is one of the biggest joints in the human body, involved in almost all upper-body movements. Also called the glenohumeral joint, it is a ball-and-socket joint capable of the widest range of movements in the body, controlled
by the six shoulder muscles. These muscles keep the shoulder joint in place, give the shoulder its characteristic shape, and strengthen it.There are certain muscles in your thoracic cage and back that support and assist the shoulder muscles in their functions.Names of the Muscles of the Shoulder With Location & AnatomyThe muscles that support and
stabilize the shoulder are classified into two groups based on their location:anterior axioappendicular musclesandposterior axioappendicular muscles. These are called axioappendicular muscles because they connect the axial skeleton to the appendicular skeleton by attaching the arm to the torso.The posterior axioappendicular muscles can further be
divided intoextrinsicandintrinsicgroups. The extrinsic muscles originate from the torso and attach to one of the three shoulder bones, scapula, clavicle, or humerus. On the other hand, the intrinsic muscles originate from either the scapula or clavicle, attaching to the humerus.The 6 intrinsic posterior axioappendicular muscles are categorized as
shoulder muscles:Shoulder Muscles Labeled DiagramDeltoid: The large triangular muscle forming the top of the shoulder and giving it its rounded shape. It is the biggest muscle in the shoulder, having three parts anterior, lateral, and posteriordeltoid all originating from different parts of the scapula and inserting into the humerus. The deltoids are
responsible for all the major arm movements, including abduction, adduction, extension, and flexion of the humerus.Supraspinatus:It is a small muscle connecting the top of the scapula to the head of the humerus as the shoulder joint. This muscle holds the shoulder joint in place, helps initiate the movement of raising your arms to the sides, and helps
the deltoid with its actions.Infraspinatus:It is a relatively large triangular muscle that covers the posterior surface of the scapula, connecting it to the humerus. It also assists in keeping the shoulder joint in place, along with helping with the external or outward rotation of the arm.Teres minor:It is a small muscle stretching from the outer border of the
scapula to the humerus. Theteres minoralso provides stability to the shoulder and acts to rotate the arm outward.Teres major:It is a thick small muscle stretching from the scapulas lower surface to the front of the humerus. It runs across the region just below the armpit to reach the humerus. This muscle has several actions in extending and
adducting the arm, as well as rotating it inwards.Subscapularis:This strong, large muscle covers the entire front surface of the scapula, extending to the head of the humerus. Its primary function involves rotating the arm medially.The supraspinatus,infraspinatus, teres minor, andsubscapularis together form therotator cuff. It is a group of these 4
muscles that surround the shoulder joint to stabilize it by holding the head of the humerus in its place within the glenoid cavity during any kind of shoulder and arm movement.Surrounding Muscles that Work With the Shoulder MusclesAnterior (front) axioappendicular musclesPectoralis majorPectoralis minorSubclaviusSerratus anteriorPosterior
(back) axioappendicular muscles (extrinsic)TrapeziusLatissimus dorsiLevator scapulaeRhomboid majorRhomboid minorFunctionsThe shoulder muscles are skeletal muscles attached to the skeleton by individual tendons. Since these are voluntary muscles, you can control their movement, so you can raise your arm or cross them in front of your chest
when you want. They never move by themselves.Here are the primary functions of the shoulder muscles:Stabilizing the shoulder by holding the ball-and-socket glenohumeral joint in placeMoving the arms in all directions by helping the humerus move while its head stays in place within the glenoid cavity.Lending shape and structure to the
shoulderThe ranges of motion they participate in at the shoulder are flexion(bending the arm),extension(spreading the arm),abduction(raising the arm to the side),adduction(bringing the arm back towards to body trunk),medial(inward)rotation, andlateral(outward)rotation.FAQsQ.1. What muscles internally rotate the shoulder?Ans.The muscles that
take care of the internal or inward rotation of the shoulder are the teres major, subscapularis, and anterior deltoid, along with the pectoralis major and latissimus dorsi.Q.2. What muscles externally rotate the shoulder?Ans.The infraspinatus and teres minor, with attachments below the spine of the scapula, are the main muscles that rotate the
shoulder externally.Most shoulder problems fall into four major categories:Tendon inflammation (bursitis or tendinitis) or tendon tearInstabilityArthritisFracture (broken bone)Other much less common causes of shoulder pain are tumors, infection, and nerve-related problems. Bursae are small, fluid-filled sacs that are located in joints throughout the
body, including the shoulder. They act as cushions between bones and the overlying soft tissues, helping to reduce friction between the gliding muscles and the bone.Sometimes, excessive use of the shoulder leads to inflammation and swelling of the bursa between the rotator cuff and part of the shoulder blade known as the acromion. The result is a
condition known as subacromial bursitis.Bursitis often occurs in association with rotator cuff tendinitis. The pain and inflammation can make many daily activities, such as combing your hair or getting dressed, difficult. A tendon is a cord that connects muscle to bone. Tendinitis is a result of inflammation in the tendon.Generally, tendinitis is one of
two types:Acute. Excessive ball throwing or other overhead activities during work or sport can lead to acute tendinitis.Chronic. Degenerative diseases like arthritis or repetitive wear and tear due to age, can lead to chronic tendinitis.The most commonly affected tendons in the shoulder are the four rotator cuff tendons and one of the two biceps
tendons. The rotator cuff is made up of four small muscles and their tendons that cover the head of your upper arm bone and keep it in the shoulder socket. Your rotator cuff helps provide shoulder motion and stability.L.earn more: Biceps Tendinitis, Shoulder Impingement/Rotator Cuff Tendinitis Splitting and tearing of tendons may result from:Acute
injuryDegenerative changes in the tendons due to advancing age, long-term overuse, or wear and tearThese tears may:Be partial (only go through part of the tendon thickness)Completely separate the tendon (pull it away) from where it attaches to boneRotator cuff and biceps tendon injuries are among the most common of these injuries.L.earn more:
Rotator Cuff Tears, Biceps Tendon Tear at the Shoulder Shoulder impingement occurs when the top of the shoulder blade (acromion) puts pressure on the underlying soft tissues when the arm is lifted away from the body. As the arm is lifted, the acromion rubs, or "impinges" on, the rotator cuff tendons and bursa. This can lead to bursitis and
tendinitis, causing pain and limiting movement.Learn more: Shoulder Impingement/Rotator Cuff Tendinitis Shoulder instability occurs when the head of the upper arm bone is forced out of the shoulder socket. This usually happens initially as a result of a sudden injury, but it can become chronic.Shoulder dislocations can be partial, with the ball of the
upper arm coming just partially out of the socket. This is called a subluxation.A complete dislocation means the ball comes all the way out of the socket.Once the ligaments, tendons, and muscles around the shoulder become loose or torn, dislocations can occur repeatedly. Recurring (repeated) dislocations, which may be partial or complete:Cause pain
and unsteadiness when you raise your arm or move it away from your bodyLead to an increased risk of developing arthritis in the jointLearn more: Chronic Shoulder Instability, Shoulder Dislocation Shoulder pain can also result from arthritis. There are many types of arthritis. The most common type of arthritis in the shoulder is osteoarthritis, also
known as wear-and-tear arthritis. Symptoms such as pain and stiffness typically begin during middle age. Osteoarthritis develops slowly and the pain it causes worsens over time.Osteoarthritis may be related to sports or work injuries or chronic wear and tear. Other types of arthritis can be related to rotator cuff tears, infection, or an inflammation of
the joint lining.Often people will avoid shoulder movements to try to lessen arthritis pain. This sometimes leads to a tightening or stiffening of the soft tissue parts of the joint, resulting in a painful restriction of motion.Learn more: Arthritis of the Shoulder Fractures are broken bones. Shoulder fractures commonly involve the clavicle (collarbone),
humerus (upper arm bone), and scapula (shoulder blade).Shoulder fractures in older patients are often the result of a fall from standing height. In younger patients, shoulder fractures are often caused by a high-energy injury, such as from a motor vehicle collision or contact sports impact (like a football tackle or crashing into the boards in
hockey).Fractures often cause severe pain, swelling, and bruising about the shoulder.Learn more: Shoulder Trauma (Fractures and Dislocations) There is strong evidence that simple painkillers and anti-inflammatory tablets significantly help people to manage the pain. Simple medicines such as paracetamol when taken regularly can greatly reduce
the pain you feel. For most people these medicines are safe and have little side effects. If you need stronger painkillers you should discuss this with your pharmacist or GP to get the right medicine for you.If you dont like taking medicine, then you could try applying anti-inflammatory cream over the tender area. You should check with your pharmacist
or GP to ensure you have no contraindications to these painkillers.Some people find that heat and cold application helps. For heat, you can try a hot water bottle. For cold, try an ice pack or ice wrapped in cloth. Please be careful not to apply hot or cold packs directly to the skin as they can damage your skin if not used correctly. This information may
be useful for those who have a new shoulder problem.People who have been diagnosed with a shoulder condition or have had recent shoulder surgery should follow the advice of their healthcare professional. Shoulder problems can cause a range of symptoms including: In many cases, new pain or a flare-up of long-standing shoulder problems should
begin to settle within 6 weeks without the need to see a healthcare professional. theres been new, significant trauma within the last 7 days, for example a fall from height or direct blow to the shoulderyour shoulder is misshapen following a new injuryyou cant move your shoulder at all you have shoulder pain and have ever been diagnosed with cancer
or a joint condition like rheumatoid arthritis Complete this guide to assess your symptoms and find out if you should visit your GP, pharmacist or treat your condition at home. Shoulder problems are common and are often caused by simple things like: lifting something awkwardly taking part in sport a trip or fall As you get older, normal age-related
changes can cause your shoulder problem to flare-up now and again, often for no reason. You may feel pains around your shoulder and neck, and into your arm. Occasionally, problems felt in your shoulder can be due to a neck problem. This can happen even when you dont feel pain in your neck. People with this sort of problem often describe the pain
as pins and needles, sharp, hot or burning pain. If you have any of these symptoms it would be helpful to read about neck problems. There are a number of things you can do to help your shoulder problem. Within the first 24 to 48 hours after your shoulder problem has started you should try to: reduce your activities but move as much as your
symptoms allow put your arm in a supported position if its comfortable, when resting move your shoulder gently for 10 to 20 seconds every hour when youre awake After 48 hours: try to use your shoulder more exercise really helps your shoulder and can relieve pain do whatever you normally would and stay at, or return to work this is important and
is the best way to get better Its beneficial to do specific exercises that can help in your recovery. They may be challenging at the beginning so just do what you can and try to build it up over time. Exercises to help with shoulder problems Keeping active is an essential part of your treatment and recovery and is the single best thing you can do for your
health. Being physically active can: maintain your current levels of fitness even if you have to modify what you normally do, any activity is better than none keep your other muscles and joints strong and flexible prevent a recurrence of the problem help you aim for a healthy body weight Avoid sports or heavy lifting until you have less discomfort and
good movement. Remember to warm up fully before you start sporting activities. The following can help to reduce your shoulder pain: pain medication this can help you move more comfortably, which can help your recovery heat or ice packs More about taking painkillers. Heat or ice can be beneficial in the management of musculoskeletal pain. Ice is
most beneficial if your shoulder problem is related to an injury. You can try heat to help your pain levels if theres no swelling and your symptoms are not related to a recent injury. Never place ice or heat directly on your skin. Use a barrier, like a towel, to protect your skin from a burn. How long you use ice as a treatment can vary. However, you
should generally apply heat or ice for up to 15 minutes. You should also leave a few hours between treatments. You should stop treating the area with ice or heat and seek advice from a medical professional if you notice an increase in redness, discolouration or blistering of the skin. If you have any issues with circulation or sensation, you shouldnt use
ice or heat as a treatment for shoulder pain. Its recommended you stay at or return to work as quickly as possible during your recovery. You dont need to be pain or symptom-free to return to work. Following this advice, you should see gradual improvements over time. You should see the biggest change in your symptoms within the first couple of
weeks. Most problems should have improved within 6 weeks. If your shoulder problem hasnt improved within 6 weeks of following this advice, its a good idea to talk to a healthcare professional about your symptoms. Find out how to access MSK services in your area. The shoulder joint is the articulation between the thorax and the arm. This joint is
one of the most complex and mobile joints of the body as it is comprised of four articulations, plus muscles, tendons, and ligaments connecting the upper limb to the axial skeleton. There are four joints which make up the shoulder joint and girdle:Glenohumeral joint: The ball-and-socket synovial joint where the top of the arm bone (i.e., the humeral
head) articulates with the shoulder blade (i.e., scapula) and is stabilized by the rotator cuff muscles. This joint is highly mobile.Acromioclavicular (AC) joint: A plane synovial joint that connects the shoulder blade (i.e., acromion of the scapula) to the collar bone (i.e., clavicle) stabilized by ligaments.Scapulothoracic articulation: Gliding articulation of
the scapula over the posterior thoracic cage.Sternoclavicular (SC) joint: A synovial saddle joint connecting the upper limb to the axial skeleton. Most shoulder motion occurs at the ball-and-socket glenohumeral joint. Still, for full motion and stability of the shoulder, the AC joint, SC joint, and scapulothoracic joint must also be functioning normally. The
three bones of the shoulder are the:Humerus (arm bone)Scapula (shoulder blade)Clavicle (collarbone) The scapula has one part that forms a socket for the head of the humerus, called the glenoid fossa. The glenoid fossa is covered with a smooth cartilage called the labrum. The rounded top of the arm bone (head of the humerus) contacts the glenoid
fossa to make up the ball-and-socket articulation known as the glenohumeral joint. The acromioclavicular joint is where a different part of the shoulder blade, the acromion, articulates to the distal or lateral portion of the collarbone (clavicle). The socket of the shoulder joint is part of the scapula, and if scapular movement is not normal, then shoulder
function cannot be normal.Many people with shoulder pain, weakness, and instability often need to focus on improvements in their scapular function to help improve their shoulder mechanics. There are 17 muscles that cross the shoulder joint.The periscapular muscles help to control the movements of the shoulder blade. This movement is critical to
normal shoulder function. The rotator cuff is a group of four muscles and their tendons surrounding the glenohumeral joint controlling movements and providing stability. The muscles of the rotator cuff are the supraspinatus, infraspinatus, teres minor, and subscapularis. The rotator cuff is important in many routine activities, and when it's injured, it
can cause severe pain. When the rotator cuff is inflamed or irritated, this is referred to as rotator cuff tendonitis. When the tendons of the rotator cuff have torn, this is called a rotator cuff tear. Verywell / Alexandra Gordon The shoulder capsule surrounds the ball-and-socket part of the shoulder joint. The capsule separates the joint from the rest of
the bodyand contains the joint fluid. Several ligaments make up parts of the joint capsule, and these ligaments are important in keeping the shoulder joint in the proper position. When the shoulder dislocates, the ligaments of the shoulder capsule can be torn. The tension of the shoulder capsule is important:If the capsule is too loose, the condition is
called multidirectional instability.When the shoulder capsule is too tight, the condition is called a frozen shoulder (adhesive capsulitis). The labrum is a rim of cartilage that surrounds the socket of the shoulder joint. The socket of the shoulder joint is shallow, and the labrum gives the socket more depth, and thus more stability. The labrum also serves
as the attachment of a major tendon in the shoulder, the biceps tendon. Labral tears in the shoulder can cause pain, instability of the joint, or both. Labral tears are usually classified based on their location. The most common labral tears are those associated with a shoulder dislocation, called a Bankart tear, and those associated with biceps tendon
problems, called SLAP tears. The shoulder joint is a very mobile joint and is capable of many types of movements in the planes of the body. These movements include: AbductionAdductionFlexionExtensionExternal rotationInternal rotationHorizontal adduction (transverse flexion)Horizontal abduction (transverse extension) you have sudden or very bad
shoulder painyou cannot move your armyour arm or shoulder has changed shape or is badly swollenyou have pins and needles that do not go awaythere's no feeling in your arm or shoulderyour arm or shoulder is hot or cold to touchthe pain started after an injury or accident, like a fallyou develop severe pain in both shouldersyou feel feverish or
unwellThese can be signs of something serious, like a broken or dislocated bone, or a torn (ruptured) ligament or tendon.You can call 111 or get help from 111 online. top of pageEmail info@shoulderclinicdorset.co.uk Call / Message 07944 069063The Winterbourne, Dorchester, Dorset The Harbour Hospital, Poole, DorsetKite Orthopaedics Ltd
12386664 2022 by Shoulder Clinic Dorset. Proudly created with Wix.com by Aloha Social| Privacy Policybottom of pageThis article is about the part of the human body. For other uses, see Shoulder (disambiguation).Part of the bodyShoulderHuman shoulderCapsule of shoulder-joint (distended). Anterior aspect.DetailsIdentifiersLatinarticulatio
humeriMeSHDO012782TA98A01.1.00.020TA2139FMA25202Anatomical terminology[edit on Wikidata]The human shoulder is made up of three bones: the clavicle (collarbone), the scapula (shoulder blade), and the humerus (upper arm bone) as well as associated muscles, ligaments and tendons. The articulations between the bones of the shoulder
make up the shoulder joints. The shoulder joint, also known as the glenohumeral joint, is the major joint of the shoulder, but can more broadly include the acromioclavicular joint. In human anatomy, the shoulder joint comprises the part of the body where the humerus attaches to the scapula, and the head sits in the glenoid cavity.[1] The shoulder is
the group of structures in the region of the joint.[2]The shoulder joint is the main joint of the shoulder. It is a ball and socket joint that allows the arm to rotate in a circular fashion or to hinge out and up away from the body. The joint capsule is a soft tissue envelope that encircles the glenohumeral joint and attaches to the scapula, humerus, and head
of the biceps. It is lined by a thin, smooth synovial membrane. The rotator cuff is a group of four muscles that surround the shoulder joint and contribute to the shoulder's stability. The muscles of the rotator cuff are supraspinatus, subscapularis, infraspinatus, and teres minor. The cuff adheres to the glenohumeral capsule and attaches to the humeral
head.The shoulder must be mobile enough for the wide range actions of the arms and hands, but stable enough to allow for actions such as lifting, pushing, and pulling.The shoulder consists of a ball-and-socket joint formed by the humerus and scapula and their surrounding structures - ligaments, muscles, tendons - which support the bones and
maintain the relationship of one to another.[1][2] These supporting structures attach to the clavicle, humerus, and scapula, the latter providing the glenoid cavity, acromion and coracoid processes. The main joint of the shoulder is the shoulder joint (or glenohumeral joint), between the humerus and the glenoid process of the scapular.[1] The
acromioclavicular joint and sternoclavicular joint also play a role in shoulder movements.[3] White hyaline cartilage on the ends of the bones (called articular cartilage) allows the bones to glide and move on each other, and the joint space is surrounded by a synovial membrane. Around the joint space are muscles - the rotator cuff, which directly
surrounds and attaches to the shoulder joint - and other muscles that help provide stability and facilitate movement.Two filmy sac-like structures called bursae permit smooth gliding between bone, muscle, and tendon. They cushion and protect the rotator cuff from the bony arch of the acromion.[4]The glenoid labrum is the second kind of cartilage in
the shoulder which is distinctly different from the articular cartilage. This cartilage is more fibrous or rigid than the cartilage on the ends of the ball and socket. Also, this cartilage is also found only around the socket where it is attached.[5]Main article: Shoulder jointCross-section of shoulder jointThe shoulder joint (also known as the glenohumeral
joint) is the main joint of the shoulder.[1] It is a ball and socket joint that allows the arm to rotate in a circular fashion or to hinge out and up away from the body. It is formed by the articulation between the head of the humerus and the lateral scapula (specifically-the glenoid cavity of the scapula). The "ball" of the joint is the rounded, medial anterior
surface of the humerus and the "socket" is formed by the glenoid cavity, the dish-shaped portion of the lateral scapula. The shallowness of the cavity and relatively loose connections between the shoulder and the rest of the body allows the arm to have tremendous mobility, at the expense of being much easier to dislocate than most other joints in the
body. There is an approximately 4-to-1 disproportion in size between the large head of the humerus and the shallow glenoid cavity.[citation needed]The glenoid cavity is made deeper by the addition of the fibrocartilaginous ring of the glenoid labrum.The capsule is a soft tissue envelope that encircles the glenohumeral joint and attaches to the scapula,
humerus, and head of the biceps. It is lined by a thin, smooth synovial membrane. This capsule is strengthened by the coracohumeral ligament which attaches the coracoid process of the scapula to the greater tubercle of the humerus. There are also three other ligaments attaching the lesser tubercle of the humerus to lateral scapula and are
collectively called the glenohumeral ligaments.[citation needed]The transverse humeral ligament, which passes from the lesser tubercle to the greater tubercle of humerus, covers the intertubercular groove, in which the long head of biceps brachii travels.[citation needed]Main article: Rotator cuffShoulder anatomy, front viewShoulder anatomy, back
viewThe rotator cuff is an anatomical term given to the group of four muscles and their tendons that act to stabilize the shoulder.[3] These muscles are the supraspinatus, infraspinatus, teres minor and subscapularis and that hold the head of the humerus in the glenoid cavity during movement.[3] The cuff adheres to the glenohumeral capsule and
attaches to the head of the humerus.[3] Together, these keep the humeral head in the glenoid cavity, preventing upward migration of the humeral head caused by the pull of the deltoid muscle at the beginning of arm elevation. The infraspinatus and the teres minor, along with the anterior fibers of the deltoid muscle, are responsible for external
rotation of the arm.[6]The four tendons of these muscles converge to form the rotator cuff tendon. This tendon, along with the articular capsule, the coracohumeral ligament, and the glenohumeral ligament complex, blend into a confluent sheet before insertion into the humeral tuberosities.[7] The infraspinatus and teres minor fuse near their
musculotendinous junctions, while the supraspinatus and subscapularis tendons join as a sheath that surrounds the biceps tendon at the entrance of the bicipital groove.[7]Muscles from the shoulder regionln addition to the four muscles of the rotator cuff, the deltoid muscle and teres major muscles arise and exist in the shoulder region itself.[3] The
deltoid muscle covers the shoulder joint on three sides, arising from the front upper third of the clavicle, the acromion, and the spine of the scapula, and travelling to insert on the deltoid tubercle of the humerus.[3] Contraction of each part of the deltoid assists in different movements of the shoulder - flexion (clavicular part), abduction (middle part)
and extension (scapular part).[3] The teres major attaches to the outer part of the back of the scapula, beneath the teres minor, and attaches to the upper part of the humerus. It helps with medial rotation of the humerus.[3]Muscles from the frontMuscles from the chest wall that contribute to the shoulder are:[3]NameAttachmentFunctionserratus
anteriorOriginates on the surface of the upper eight ribs at the side of the chest and inserts along the entire anterior length of the medial border of the scapula.[3]It fixes the scapula into the thoracic wall and aids in rotation and abduction of the shoulders.[citation needed]subclaviusLocated beneath the clavicle, originating from the first rib and
inserting on the subclavian groove of the clavicle.[3]It depresses the lateral clavicle[3] and also acts to stabilize the clavicle.[citation needed]pectoralis minorArises from the third, fourth, and fifth ribs, near their cartilage and inserts into the medial border and upper surface of the coracoid process of the scapula.[3]This muscle aids in respiration,
medially rotates the scapula, protracts the scapula, and also draws the scapula inferiorly.sternocleidomastoidAttaches to the sternum (sterno-), the clavicle (cleido-), and the mastoid process of the temporal bone of the skull.Most of its actions flex and rotate the head. In regards to the shoulder, however, it also aids in respiration by elevating the
sternoclavicular joint when the head is fixed.[citation needed]levator scapulaeArises from the transverse processes of the first four cervical vertebrae and inserts into the medial border of the scapula.lt is capable of rotating the scapula downward and elevating the scapula.[citation needed]Muscles from the backrhomboid major and rhomboid minor
(work together)They arise from the spinous processes of the thoracic vertebrae T1 to T5 as well as from the spinous processes of the seventh cervical. They attach to the inner border of the scapula.[3]They are responsible for downward rotation of the scapula with the levator scapulae, as well as adduction of the scapula.trapeziusArises from the
occipital bone, the ligamentum nuchae, the spinous process of the seventh cervical, and the spinous processes of all the thoracic vertebrae.[3] It attaches to the outer clavicle, the acromion process, and into the spine of the scapula.[3]Different portions of the fibers perform different actions on the scapula: depression, upward rotation, elevation, and
retraction.[3]levator scapulaeArises from the transverse processes of cervical vertebrae 1-4, and attaches to the upper part of the inner border of the scapula.[3]Elevates the scapula.[3]latissimus dorsiA large muscle that arises from the spinous processes of the lower six thoracic vertebrae, lumbar and all sacral vertebrae, and posterior iliac crest. It
attaches to the intertubercular groove of the humerus.[3]Adducts, extends and rotates the humerus inwards.[3]The armpit (Latin: axilla) is formed by the space between the muscles of the shoulder.[3] The nerves and blood vessels of the arm travel through the armpit, and it possesses several sets of lymph nodes that are able to be examined.[3] The
armpit is formed by the pectoralis major and minor muscles at the front, the latissimus dorsi and teres major muscles at the back, the serratus anterior muscle on its inner surface, and the intertubercular groove of the humerus on the outer side.[3]The brachial plexus surrounds the axillary artery and is formed from nerve roots from C5-T1. Branches
of the plexus supply the shoulder region, although several other nerves play a role.Nerve roots that supply sensation to the shoulder and armNerves that supply sensation to the shoulder and armThe skin around the shoulder is supplied by C2-C4 (upper), and C7 and T2 (lower area).[citation needed] The brachial plexus emerges as nerve roots from
the cervical vertebrae C5-T1. Branches of the plexus, in particular from C5-C6, supply the majority of the muscles of the shoulder.[3]The subclavian artery arises from the brachiocephalic trunk on the right and directly from the aorta from the left. [citation needed] This becomes the axillary artery as it passes beyond the first rib. The axillary artery
also supplies blood to the arm, and is one of the major sources of blood to the shoulder region. The other major sources are the transverse cervical artery and the suprascapular artery, both branches of the thyrocervical trunk which itself is a branch of the subclavian artery.[3] The blood vessels form a network (anastamosis) behind the shoulder that
helps to supply blood to the arm even when the axillary artery is compromised.[3]The axillary artery supplies blood to the arm and is one of the major sources of blood for the shoulder region.The muscles and joints of the shoulder allow it to move through a remarkable range of motion, making it one of the most mobile joints in the human body. The
shoulder can abduct, adduct, rotate, be raised in front of and behind the torso and move through a full 360 in the sagittal plane. This tremendous range of motion also makes the shoulder extremely unstable, far more prone to dislocation and injury than other joints[8]The following describes the terms used for different movements of the shoulder:
[9]NameDescriptionMusclesScapular retraction[10] (aka scapular adduction)The scapula is moved posteriorly and medially along the back, moving the arm and shoulder joint posteriorly. Retracting both scapulae gives a sensation of "squeezing the shoulder blades together."rhomboideus major, minor, and trapeziusScapular protraction[10] (aka
scapular abduction)The opposite motion of scapular retraction. The scapula is moved anteriorly and laterally along the back, moving the arm and shoulder joint anteriorly. If both scapulae are protracted, the scapulae are separated and the pectoralis major muscles are squeezed together.[11]serratus anterior (prime mover), pectoralis minor and
majorScapular elevation[12]The scapula is raised in a shrugging motion.levator scapulae, the upper fibers of the trapeziusScapular depression[12]The scapula is lowered from elevation. The scapulae may be depressed so that the angle formed by the neck and shoulders is obtuse, giving the appearance of "slumped" shoulders.[citation
needed]pectoralis minor, lower fibers of the trapezius, subclavius, latissimus dorsiArm abduction[13]JArm abduction occurs when the arms are held at the sides, parallel to the length of the torso, and are then raised in the plane of the torso. This movement may be broken down into two parts: True abduction of the arm, which takes the humerus from
parallel to the spine to perpendicular; and upward rotation of the scapula, which raises the humerus above the shoulders until it points straight upwards.[citation needed]True abduction: supraspinatus (first 15 degrees), deltoid; Upward rotation: trapezius, serratus anteriorArm adduction[14]JArm adduction is the opposite motion of arm abduction. It
can be broken down into two parts: downward rotation of the scapula and true adduction of the arm.Downward rotation: pectoralis minor, pectoralis major, subclavius, latissimus dorsi (same as scapular depression, with pec major replacing lower fibers of trapezius); True Adduction: latissimus dorsi, subscapularis, teres major, infraspinatus, teres
minor, pectoralis major, long head of triceps, coracobrachialis.Arm flexion[15]The humerus is rotated out of the plane of the torso so that it points forward (anteriorly).pectoralis major, coracobrachialis, biceps brachii, anterior fibers of deltoid.Arm extension[15]The humerus is rotated out of the plane of the torso so that it points backwards
(posteriorly)latissimus dorsi and teres major, long head of triceps, posterior fibers of the deltoidMedial rotation of the arm[16]Medial rotation of the arm is most easily observed when the elbow is held at a 90-degree angle and the fingers are extended so they are parallel to the ground. Medial rotation occurs when the arm is rotated at the shoulder so
that the fingers change from pointing straight forward to pointing across the body.subscapularis, latissimus dorsi, teres major, pectoralis major, anterior fibers of deltoidLateral rotation of the arm[16]The opposite of medial rotation of the arm.infraspinatus and teres minor, posterior fibers of deltoidArm circumduction[17]Movement of the shoulder in
a circular motion so that if the elbow and fingers are fully extended the subject draws a circle in the air lateral to the body. In circumduction, the arm is not lifted above parallel to the ground so that "circle" that is drawn is flattened on top.pectoralis major, subscapularis, coracobrachialis, biceps brachii, supraspinatus, deltoid, latissimus dorsi, teres
major and minor, infraspinatus, long head of tricepsUnder the influence of testosterone and growth hormone, the shoulders broaden in males during puberty.[18]Main article: Shoulder problemsAnatomical studies of the shoulder by Leonardo da Vinci (ca.1510)The shoulder is the most mobile and potentially unstable joint in the body. Due to this, it is
often prone to problems.[19]Fractures of shoulder bones can include clavicular fractures, scapular fractures, and fractures of the upper humerus.Shoulder problems, including pain, are common[20] and can relate to any of the structures within the shoulder.[21] The primary cause of shoulder pain is a rotator cuff tear.[20] The supraspinatus is most
commonly involved in a rotator cuff tear,[22] but other parts of the rotator cuff may also be involved. There are different severities of a rotator cuff tear, which range from a partial tear to a full-thickness tear.[23] A partial tear is when the tendon is thinned, but still connected to the bone. Full-thickness tears can be separated into two classes: a full-
thickness incomplete tear or a full-thickness complete tear. The incomplete tear is characterized by having only a portion of the tendon disconnected from the bone, where the complete tear has the tendon completely separated off the bone. For all forms of rotator cuff tears, depending on the severity of the injury, possible treatments include rest, an
arm sling, physical therapy, steroid injections, and non-steroidal anti-inflammatory drugs, or surgery.[24]When this type of cartilage starts to wear out (a process called arthritis), the joint becomes painful and stiff.[21]ArthritisFrozen shoulderImpingement syndromeShoulder dislocationNerve entrapment syndromelmaging of the shoulder includes
ultrasound, X-ray and MRI, and is guided by the suspected diagnosis and presenting symptoms.Conventional x-rays and ultrasonography are the primary tools used to confirm a diagnosis of injuries sustained to the rotator cuff. For extended clinical questions, imaging through Magnetic Resonance with or without intraarticular contrast agent is
indicated.Hodler et al. recommend starting scanning with conventional x-rays taken from at least two planes, since this method gives a wide first impression and even has the chance of exposing any frequent shoulder pathologies, i.e., decompensated rotator cuff tears, tendinitis calcarea, dislocations, fractures, usures, and/or osteophytes.
Furthermore, x-rays are required for the planning of an optimal CT or MR image.[25]The conventional invasive arthrography is nowadays being replaced by the non-invasive MRI and ultrasound, and is used as an imaging reserve for patients who are contraindicated for MRI, for example pacemaker-carriers with an unclear and unsure
ultrasonography.[26]Projectional radiography views of the shoulder include:AP-projection 40 posterior oblique after GrasheyThe body has to be rotated about 30 to 45 degrees towards the shoulder to be imaged, and the standing or sitting patient lets the arm hang. This method reveals the joint gap and the vertical alignment towards the socket.
[26]Transaxillary projectionThe arm should be abducted 80 to 100 degrees. This method reveals:[26]The horizontal alignment of the humerus head in respect to the socket and the lateral clavicle in respect to the acromionLesions of the anterior and posterior socket border, or of the tuberculum minusThe eventual non-closure of the acromial
apophysisThe coraco-humeral intervalY-projectionThe lateral contour of the shoulder should be positioned in front of the film in a way that the longitudinal axis of the scapula continues parallel to the path of the rays. This method reveals:[26]The horizontal centralization of the humerus head and socketThe osseous margins of the coraco-acromial arch
and hence the supraspinatus outlet canalThe shape of the acromionThis projection has a low tolerance for errors and, accordingly, needs proper execution.[26] The Y-projection can be traced back to Wijnblaths 1933 published cavitas-en-face projection.[27]CR. shoulay film.Transaxillary conventional radiographyY-projection conventional
radiographyThere are several advantages of ultrasound. It is relatively cheap, does not emit any radiation, is accessible, is capable of visualizing tissue function in real time, and allows the performance of provocative maneuvers in order to replicate the patients pain.[28] Those benefits have helped ultrasound become a common initial choice for
assessing tendons and soft tissues. Limitations include, for example, the high degree of operator dependence and the inability to define pathologies in bones. One also has to have an extensive anatomical knowledge of the examined region and keep an open mind to normal variations and artifacts created during the scan.[29]Although musculoskeletal
ultrasound training, like medical training in general, is a lifelong process, Kissin et al. suggests that rheumatologists who taught themselves how to manipulate ultrasound can use it just as well as international musculo-skeletal ultrasound experts to diagnose common rheumatic conditions.[30]After the introduction of high-frequency transducers in the
mid-1980s, ultrasound has become a conventional tool for taking accurate and precise images of the shoulder to support diagnosis.[31][32][33][34][35]Adequate for the examination are high-resolution, high-frequency transducers with a transmission frequency of 5, 7.5, and 10MHz. To improve the focus on structures close to the skin an additional
"water start-up length" is advisable. During the examination the patient is asked to be seated, the affected arm is then adducted and the elbow is bent to 90 degrees. Slow and cautious passive lateral and/or medial rotations have the effect of being able to visualize different sections of the shoulder. In order to also demonstrate those parts which are
hidden under the acromion in the neutral position, a maximum medial rotation with hyperextension behind the back is required.[36]To avoid the different tendon echogenicities caused by different instrument settings, Middleton compared the tendons echogenicity with that of the deltoid muscle, which is still lege artis.[37][38]Usually the echogenicity
compared to the deltoid muscle is homogeneous intensified without dorsal echo extinction. Variability with reduced or intensified[39] echo has also been found in healthy tendons. Bilateral comparison is very helpful when distinguishing and setting boundaries between physiological variants and a possible pathological finding. Degenerative changes at
the rotator cuff often are found on both sides of the body.[40] Consequently, unilateral differences rather point to a pathological source and bilateral changes rather to a physiological variation.[38]In addition, a dynamic examination can help to differentiate between an ultrasound artifact and a real pathology.[41]To accurately evaluate the
echogenicity of an ultrasound, one has to take into account the physical laws of reflection, absorption and dispersion. It is at all times important to acknowledge that the structures in the joint of the shoulder are not aligned in the transversal, coronal or sagittal plane, and that therefore during imaging of the shoulder the transducer head has to be
held perpendicularly or parallel to the structures of interest. Otherwise the appearing echogenicity may not be evaluated.[42]Longitudinal ultra sonography of the supraspinatus tendonTransversal ultra sonography of the supraspinatus tendonOrthopedics established the MRI early on as the tool of choice for joint- and soft tissue-imaging because of its
non-invasiveness, lack of radiation exposure, multi planar slicing possibilities and the high soft tissue contrast.[43]MRIs can provide joint details to the treating orthopedist, helping them to diagnose and decide the next appropriate therapeutic step.To examine the shoulder, the patient should lay down with the concerned arm is in lateral rotation. For
signal detection it is recommended to use a surface-coil. To find pathologies of the rotator cuff in the basic diagnostic investigation, T2-weighted sequences with fat-suppression or STIR sequences have proven value. In general, the examination should occur in the following three main planes: axial, oblique coronal and sagittal.[44]Most morphological
changes and injuries are sustained to the supraspinatus tendon. Traumatic rotator cuff changes are often located antero-superior, meanwhile degenerative changes more likely are supero-posterior.[45]Tendons are predominantly composed of dense collagen fiber bundles. Because of their extreme short T2-relaxation time they appear typically signal-
weak, respectively, dark. Degenerative changes, inflammations and also partial and complete tears cause loss of the original tendon structure. Fatty deposits, mucous degeneration and hemorrhages lead to an increased intratendinal T1-image. Edema formations, inflammatory changes and ruptures increase the signals in a T2-weighted image.
[44]While using MRI, true lesions at the rotator interval region between the parts of the supraspinatus and subscapularis are all but impossible to distinguish from normal synovium and capsule.[46]In 1999, Weishaupt D. et al. reached through two readers a significant better visibility of pulley lesions at the rotator interval and the expected location of
the reflection pulley of the long biceps and subscapularis tendon on parasagittal (readerl/reader2 sensitivity: 86%/100%; specificity: 90%/70%) and axial (readerl/reader2 sensitivity: 86%/93%; specificity: 90%/80%) MRA images.[47]When examining the rotator cuff, the MRA has a couple of advantages compared to the native MRI. Through a fat
suppressed T2-weighted spin echo, MRA can reproduce an extreme high fat-water-contrast, which helps to detect water-deposits with better damage diagnosis in structurally changed collagen fiber bundles.[48]Tetrapod forelimbs are characterised by a high degree of mobility in the shoulder-thorax connection. Lacking a solid skeletal connection
between the shoulder girdle and the vertebral column, the forelimb's attachment to the trunk is instead mainly controlled by serratus lateralis and levator scapulae. Depending on locomotor style, a bone connects the shoulder girdle to the trunk in some animals; the coracoid bone in reptiles and birds, and the clavicle in primates and bats.In primates,
the shoulder shows characteristics that differ from other mammals, including a well developed clavicle, a dorsally shifted scapula with prominent acromion and spine, and a humerus featuring a straight shaft and a spherical head.[49]"In terms of comparative anatomy the human scapula represents two bones that have become fused together; the
(dorsal) scapula proper and the (ventral) coracoid. The epiphyseal line across the glenoid cavity is the line of fusion. They are the counterparts of the ilium and ischium of the pelvic girdle."R. J. Last - 'Last's AnatomyThe left shoulder and acromioclavicular joints, and the proper ligaments of the scapulaThis article uses anatomical terminology.Shoulder
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free dictionary.Video of the shoulder carriage in motionNIH (article includes text from this source)University of Michigan Medical School module on movements of the shoulder, arm, forearm, and handRetrieved from " Human AnatomyRegion connecting upper limb to trunkThe shoulder is located at the junction of the upper limb and the torso. It lies
laterally to the base of the neck, superior to the upper chest, and connects the arm (humerus) to the scapula (shoulder blade) and clavicle (collarbone). It spans the anterior, lateral, and posterior regions of the upper torso. The shoulder is a complex and highly mobile region that connects the upper limb to the trunk. It is composed of bones, joints,
muscles, ligaments, tendons, and nerves that allow for a wide range of motion. The shoulder's structure enables flexibility and stability, making it the most mobile joint in the human body. Below is a detailed description of the anatomy of the shoulder: The shoulder consists of three main bones that form its skeletal framework: An S-shaped long bone
that connects the sternum (chest) to the scapula (shoulder blade). Acts as a strut to keep the upper limb away from the thorax, allowing free movement. Articulates with: Manubrium of the Sternum (medially) forming the sternoclavicular joint. Acromion of the Scapula (laterally) forming the acromioclavicular joint. A flat, triangular bone located on the
posterior thoracic wall between the 2nd and 7th ribs. Features key anatomical landmarks: Glenoid Cavity: A shallow depression that articulates with the humerus to form the glenohumeral joint. Acromion: A bony projection extending laterally from the spine of the scapula, articulating with the clavicle. Coracoid Process: A hook-like projection
anteriorly, providing attachment for muscles and ligaments. Spine of the Scapula: A prominent ridge dividing the posterior surface into the supraspinous fossa (above) and infraspinous fossa (below). The long bone of the upper arm that forms part of the shoulder joint. Features the head of the humerus, a rounded structure that articulates with the
glenoid cavity of the scapula to form the glenohumeral joint.Anatomical landmarks include: Greater and Lesser Tubercles: Bony prominences providing muscle attachment. Bicipital Groove: A groove between the tubercles for the long head of the biceps tendon. The shoulder is composed of four main joints that enable its mobility: Type: Ball-and-socket
synovial joint. Articulation: Between the head of the humerus and the glenoid cavity of the scapula. Features: Allows the greatest range of motion of any joint. Stabilized by the glenoid labrum (a fibrocartilaginous ring) and surrounding ligaments. Type: Plane synovial joint. Articulation: Between the acromion process of the scapula and the lateral end
of the clavicle. Provides stability to the shoulder girdle. Type: Saddle synovial joint. Articulation: Between the sternal end of the clavicle and the manubrium of the sternum. The only bony connection between the upper limb and the axial skeleton. Not a true anatomical joint but a functional articulation. Articulation: Between the anterior surface of the
scapula and the posterior thoracic cage (ribs). Allows movements like elevation, depression, protraction, retraction, and rotation of the scapula. The ligaments provide stability by connecting bones and supporting the joints: Glenohumeral Ligaments (Superior, Middle, and Inferior): Reinforce the anterior aspect of the glenohumeral joint.
Coracohumeral Ligament: Extends from the coracoid process to the greater tubercle of the humerus, stabilizing the joint superiorly. Transverse Humeral Ligament: Spans the bicipital groove, holding the long head of the biceps tendon in place. Acromioclavicular Ligament: Connects the acromion to the clavicle, stabilizing the AC joint.
Coracoclavicular Ligament: Composed of two parts (conoid and trapezoid ligaments), connecting the coracoid process to the clavicle. Coracoacromial Ligament: Forms the coracoacromial arch, preventing superior displacement of the humerus. The shoulder region is surrounded by muscles that provide movement and stability: These muscles
originate from the torso and attach to the shoulder girdle: Trapezius: Elevates, retracts, and depresses the scapula. Latissimus Dorsi: Extends, adducts, and internally rotates the arm. Rhomboid Major and Minor: Retract and stabilize the scapula. Serratus Anterior: Protracts and rotates the scapula upward. Pectoralis Major and Minor: Adduct and
rotate the arm (major); depress the scapula (minor). These muscles originate and attach within the shoulder region: Deltoid: The major abductor of the arm. Teres Major: Assists in adduction and medial rotation of the arm. Rotator Cuff Muscles: Provide dynamic stability to the glenohumeral joint: Supraspinatus: Abduction of the arm. Infraspinatus:
External rotation of the arm. Teres Minor: External rotation and adduction. Subscapularis: Internal rotation of the arm. The nerves of the shoulder arise primarily from the brachial plexus: The shoulder region receives blood through multiple arteries: Venous drainage occurs via the axillary vein, which drains into the subclavian vein. The shoulder
contains bursae to reduce friction between structures: Subacromial Bursa: Reduces friction between the rotator cuff and the acromion. Subdeltoid Bursa: Facilitates smooth movement of the deltoid muscle over the joint. Acromion: The bony prominence at the top of the shoulder.[4] Clavicle: Palpable horizontally at the front of the shoulder. Spine of
the Scapula: Prominent ridge on the posterior scapula. Deltoid Muscle: Covers the glenohumeral joint laterally. The shoulder is one of the most versatile and mobile regions of the human body, playing a pivotal role in enabling upper limb movement, stability, and functional activities. Its anatomical design, including the glenohumeral joint, scapula,
clavicle, ligaments, and muscles, allows for a remarkable range of motion while supporting strength and precision. Below is a detailed breakdown of the functions of the shoulder: The shoulder has the greatest range of motion of any joint in the body, enabling the upper limb to move in multiple planes: Flexion: Moving the arm forward (e.g., raising
your arm to point forward). Extension: Moving the arm backward (e.g., swinging the arm behind the body). Abduction: Lifting the arm away from the body laterally (e.g., raising the arm to the side). Adduction: Bringing the arm back toward the body (e.g., lowering the arm to the side). Internal (Medial) Rotation: Rotating the arm toward the bodys
midline (e.g., reaching behind your back).[1] External (Lateral) Rotation: Rotating the arm away from the bodys midline (e.g., cocking the arm to throw). Circumduction: Moving the arm in a circular motion (e.g., making a large circular motion with your hand).These movements are facilitated primarily by the glenohumeral joint, which acts as a ball-
and-socket joint, and the supporting muscles and ligaments. The scapulothoracic joint also allows additional movements of the scapula to complement these motions. The shoulder allows the upper limb to perform precise and forceful tasks by positioning the hand and arm for various activities: Reaching: The shoulder enables the arm to extend
forward, sideways, or upward to interact with the environment.[8] Lifting and Carrying: Strong shoulder muscles, such as the deltoid and trapezius, enable the arm to lift and bear heavy loads. Throwing and Swinging: Movements such as throwing a ball, swinging a bat, or lifting an object overhead are possible due to the shoulders flexibility and
power. Fine Motor Tasks: The shoulder provides stability for precise hand activities such as writing, painting, and typing by positioning the arm appropriately. While the shoulder provides significant mobility, it must also maintain stability to prevent dislocations and injury during movement: The rotator cuff muscles (supraspinatus, infraspinatus, teres
minor, and subscapularis) stabilize the glenohumeral joint during motion. Static Stabilizers: Ligaments (glenohumeral, coracohumeral) and the glenoid labrum hold the humeral head within the glenoid cavity. Dynamic Stabilizers: Muscles like the deltoid, trapezius, and serratus anterior provide active stabilization during functional activities.This
combination of static and dynamic stabilizers ensures that the shoulder remains secure during tasks requiring strength, balance, or repetitive motion.[7] The scapula plays a critical role in shoulder function, acting as the base for upper limb movement: The scapulothoracic joint allows the scapula to move in six directions: Elevation (lifting the
shoulder upward, as in shrugging). Depression (lowering the shoulder downward). Protraction (moving the scapula forward, as in reaching). Retraction (pulling the scapula backward, as in squeezing shoulder blades together). Upward Rotation (rotating the scapula to elevate the arm). Downward Rotation (rotating the scapula downward as the arm
lowers).Scapular movements allow the shoulder joint to remain aligned and functional during arm motions, ensuring smooth and coordinated movements. The shoulder girdle, including the clavicle and scapula, plays a key role in transmitting forces from the upper limb to the axial skeleton: The clavicle acts as a strut to keep the upper limb away from
the thorax, enabling free motion and distributing mechanical forces. Forces generated during activities like pushing, pulling, or lifting are transferred through the clavicle to the sternoclavicular joint and onward to the axial skeleton.This function protects the shoulder joint from excessive stress and enhances its ability to bear loads. The shoulder
enables overhead activities critical for daily life and specialized functions: Activities such as reaching for objects on shelves, swimming, climbing, or throwing rely on the coordinated movement of the glenohumeral joint, scapula, and surrounding muscles.[5] The rotator cuff muscles and deltoid play a significant role in elevating and rotating the arm
overhead. The shoulder serves as the anchor point for several major muscles that control upper limb and shoulder movement: Extrinsic Muscles: Connect the shoulder girdle to the axial skeleton (e.g., trapezius, latissimus dorsi, pectoralis major). Intrinsic Muscles: Originate and insert within the shoulder region (e.g., deltoid, rotator cuff muscles).The
coordinated action of these muscles allows for smooth, controlled, and powerful movements of the arm. The shoulder girdle protects critical nerves and blood vessels as they pass between the neck and upper limb: The brachial plexus (nerve network) and the axillary artery and vein pass through the axilla and beneath the clavicle. The shoulder bones
and muscles shield these structures from compression and injury while allowing them to supply the upper limb.[3] The shoulder contributes to the alignment and stabilization of the upper body posture: Muscles like the trapezius, rhomboids, and levator scapulae maintain scapular position. Proper shoulder alignment ensures balance between the
neck, shoulders, and spine, preventing postural deformities and muscle imbalances. The shoulders range of motion and strength allow for daily functional activities, such as: Grooming (combing hair, brushing teeth). Eating and Drinking (lifting utensils, bringing food to the mouth). Lifting and Carrying objects. Sports and Specialized Tasks (throwing,
pushing, pulling).These activities rely on the integrated action of the shoulder joints, muscles, and ligaments. The shoulder is one of the most mobile yet vulnerable joints in the human body. Its wide range of motion makes it susceptible to injuries, instability, and degenerative conditions that can impair function and cause pain. The glenohumeral joint
is prone to dislocation, especially anteriorly, due to its shallow socket and high mobility. Tears or inflammation of the rotator cuff muscles (supraspinatus, infraspinatus, teres minor, subscapularis) are common, causing pain and limited movement.[2] Characterized by stiffness and reduced range of motion due to inflammation of the joint capsule.
Inflammation of the subacromial bursa or tendons (e.g., biceps tendon) can result from overuse or repetitive motions. Direct trauma can cause AC joint separation, leading to pain and deformity. Osteoarthritis or rheumatoid arthritis can affect the shoulder joints, causing pain, stiffness, and reduced mobility. Fractures of the clavicle, humerus, or
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