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Abstract 

 
Aim: a painful shoulder is one of the ten most frequent causes of physiatric 
consultation and it affects a high percentage of the economically active 
population. In 2008, 5.47% of the new cases seen at the physiatrics service of 
one of our metropolitan clinics were associated with a painful shoulder. This 
study looked at the way the painful shoulder syndrome occurs in this 
populationby assessing the demographic variables of these patients and the 
treatment strategies applied to them. 
 
Methods: a retrospective analysis of the medical records of 171 patients 
consulting for painful shoulder syndrome during 2008 at a second-level 
peripheral metropolitan clinic which serves a population of 400 000 
inhabitants of rural, marginal urban, and urban areas was carried 
out.Demographic variables, diagnoses and clinical assessment, medical 
images, and applied treatments were recorded. 
 
Results: mean age in patients was 55.5 years, with a higher frequency of 
female individuals (74.3%) and right side pain (45%). The coexistence of 
diabetes (20.9%) and depressive disorders (15%) was confirmed. This work is 
the first one to identify fibromyalgia (4.3%) as a simultaneous factor to 
shoulder pathology. Regarding treatment, high quality interventions including 
exercise, infiltrations and use of nonsteroidal anti-inflammatory drugs were 
detected. 
 
Conclusion: many clinical and demographic variables previously described as 
being associated with painful shoulder syndrome are applicable to this 
population (gender, age, side of pain, comorbidities). Also, we report a 
possible relationship between fibromyalgia and shoulder pain. The recording 
of a quality minimal clinical evaluation of the patients could be improved. The 
general quality of care given to these patients complies with proposed 
international minimal standards, although it is advisable to implement 
protocols for this aspect.  
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The Painful Shoulder Syndrome (PSS) is a 

very frequent cause of consultation, with a 
prevalencebetween 6-11%1and 36.8%2in the 
general population. In the working 
populationnearly 2% of the muscular-skeletal 
diagnosesrelate to shoulder pain.1There are very 
few publications addressing the frequency and 
characteristics of this syndrome in Costa Rica.2,4-6 
A specific and rapid diagnosis of this muscular-
skeletal condition and the development of a 
therapeutic scheme aimed at pain alleviation, 
recovery of functionality and prevention of relapse 
or the involvement of the contralateral shoulder 
must guide medical activity in PSS. 
 

In order to better understandthis illness 
and the affected patients, we conducteda research 
looking at the identification of specific clinical 
characteristicsand therapeutic measures 
undertaken by the physiatrics department in one of 
our second level (with medical specialties) 
metropolitan peripheral clinics which serves a 
population of approximately 400 000 inhabitants of 
rural, marginal urban and urban areas. 
__________________________________________ 

Methods 

__________________________________________ 
A cross-sectional observational study of 

consultations received during 2008 was carried out 
ina type 3 health facility in Desamparados, San 
José, CostaRica. All the medical records of patients 
consulting for PSS, regardless of etiology, who had 
been seen at the physiatrics service by a specialized 
medic, were included in the analysis. Records of 
patients who underwentshoulder surgerybefore 
2008, who had hemiplegia, breast disease, tumor 
history, and those in a wheelchair were excluded 
from the analysis. 

 
The occurrence of PSS was analyzed in 

terms of gender, age, occupation, clinical 
assessment, diagnostic group (according to Marín’s 
proposal),7 affected shoulder (left, right, both), 
concomitant pathologies in patients at the time of 
diagnosis, medical images (x-ray and ultrasound), 
and treatment of choice (pharmacologic, non 
pharmacologic). Data were collected by means of a 
printed or digital questionnaire.The analysis of the 

data was done with Epinfo version 3.3.2. and Excel 
8.0. 

The quality of the database was assessed 
by examining each variable separately and 
determining if values were congruent with the 
original questionnaires. Additionally, incoherent 
entries were eliminated. 
For continuous variables a mean and range were 
calculated. Proportions were obtained for 
categorical data. 

This study was approved by the 
institutional Bioethics Committee (CLOBI-CMF-001-
2009, session 11-04-09). 
__________________________________________ 

Results 

__________________________________________ 
After the examination of the medical 

records of the type 3 health facility, 171 records in 
which a diagnosis of PSS had been made and that 
complied with all the inclusion and exclusion 
criteria were identified. 

 
We found that subjects suffering PSS had 

attended the physiatrics service for an average of 
1.7 years (range 1-5 years). Moreover, the average 
annual number of consultations per individual was 
3.4.Regarding patient age, an average of 54.5 years 
and a range of 15 to 90 years were determined. 
Furthermore, the majority of individuals belonged 
to the group of 41-70 years of age (Table 1). 

 
A higher proportion of the patients were 

women (74.3%)and most individuals (80.1%) had 
occupations were they performed manual work 
(cleaners, maids). Other occupations were 
intellectual activities (7.6%), mixed activities (e.g. 
pre-scholar teachers, primary healthcare 
technician) (7.0%), pensioners (4.1%),and 
unemployed (1.2%). 

 
We found that 1.8% of the patients 

received a physical examination which included 
their necks, the movement of their shoulders, their 
pinching signs, and a neurological examination. 
96.4% of the patients received a physical 
examination which included three or less of these 
aspects. Additionally, for 1.8% of the patients no 
details on the evaluated sites during the physical 
examination were recorded (Table 1). 
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Table 1. Description of variables such as physical 

examination, concomitant pathology and 

diagnostic group between subjects suffering PSS in 

a type 3 health facility, 2008.  

 

Variable Category N % 

Physical 
examination* 

All 165 96.4 

 3 or less 3 1.8 
 Non specified 3 1.8 
Concomitant 
pathology 

Diabetes Mellitus 27 38.6 

 Depression 10 14.3 
 Psychiatric 

disorder 
8 11.4 

 Spondyloarthrosis 7 10 
 Digestive system 11 15.7 
 Fibromyalgia 3 4.3 
 Depressive 

disorder 
2 2.9 

 Dementia 1 1.4 
 Insomnia 1  
Diagnostic 
group** 

Subacromial 
syndrome 

155 90.6 

 Adhesive capsulitis 3 1.8 
 Rupture of rotator 

cuff 
5 2.9 

 Painful shoulder 3 1.8 
 Other diagnoses 5 2.9 
* Assessed aspects: neck, shoulder movement arches, pinching 
sign, and neurologic exam. 
**  Clinical diagnosis in PSS. 
Source: medical records, type 3 health facility. 

 
Regarding the diagnostic categories 

accounting for the etiology of the PSS, we found 
that most records indicated subacromial syndrome 
(90.6%),rupture of the rotator cuffand others (2.9% 
each), and adhesive capsulitis and painful shoulder 
(1.8% each) (Table 1). Additionally, some patients 
had two or more diagnoses, some initially having, 
for example, a bursitis diagnosis but later this being 
changed for rupture of the rotator cuff or 
capsulitis. 

 
Most individuals were affected at their 

right shoulder (45.0%), whereas the left one 
(25.1%) and both shoulders (17.0%) were less 
frequent. A proportion of the individuals (12.9%) 
had a switching pain in both joints. 

Sixty-one (35.7%) patients were infiltrated, 22.8%in 
their right shoulder and 12.9% in their left 
shoulder. 
 
Table 2. Results of diagnostic imaging for patients 

included in the study, type 3 health facility, 2008. 

 

Type of 

imaging 

test 

Diagnoses N % 

Radiology Bilateral arthrosis 1 3.6 
 Scapulo-humeral 

arthrosis 
1 3.6 

 Sclerosis of the 
acromion 

1 3.6 

 Sclerosis of the major 
tuberosity 

1 3.6 

 Displaced fragment 1 3.6 
 Osteopenia 1 3.6 
 Sub-chondral sclerosis 2 7.1 
 Acromio-clavicular 

arthrosis 
2 7.1 

 Cyst of the head of the 
humerus 

2 7.1 

 Normal limits 16 57.1 
Ultrasound Rupture of the rotator 

cuff 
17 29.3 

 Rotator cuff tendinitis 8 13.8 
 Bursitis 7 12.1 
 Sprain of the rotator 

cuff 
4 6.9 

 Collection 1 1.7 
 Pinching 1 1.7 
 Tendinosis of the 

rotator cuff 
1 1.7 

 Normal limits 19 32.8 
Source:medical records, type 3 health facility. 

 
Concomitant pathologies most commonly seen 
with PSS were:diabetes mellitus (38.6%), 
depression (14.3%), psychiatric disorders (11.4%), 
spondyloarthrosis (10.0%), gastritis(8.6%), colitis 
(7.1%), and fibromyalgia (4.3%) (Table 1).On the 
other hand, there was a subset of individuals 
(n=59) who presentedwith gonarthrosis, spondylitis 
and convulsions, and,as a whole, accounted for 
84.3%. 
X-ray studies were presentin 15.8% of the records, 
whereas ultrasonography was observed in 33.3%. 
Both exams yielded varied diagnoses (Table 2). 
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Nevertheless,an imaging diagnosis of “study within 
normal limits” accounted for 57.1% and 32.8% of 
the test results, respectively (Table 2). 
 

Regarding treatment, we found that topical 
therapy and oral nonsteroidal anti-inflammatory 
drugs (NSAID) were the most common 
prescriptions to these patients (67.3% and 51.5%, 
respectively),followed by acetaminophen (36.8%) 
and rectal NSAID (2.9%). 54,4% of the individuals 
received another pharmacological treatment for 
their pain.Additionally, 93% of the patients were 
issued a recommendation to excercise, and 
physical therapy was recommended for for 36.3%. 
Moreover, the majority of the referrals done by the 
attending physician were to Orthopedics (21.1%), 
followed by Psychology (14%), Psychiatry (5.3%) 
and other specialties (2.9%). 
__________________________________________ 

Discussion 

_________________________________________ 
The findings of this study in terms of 

demographic variables, types of diagnoses, and 
therapeutic managementbear great similarity to 
those reported in other publications.1,2,8,9 We and 
others have found that most patients are women 
(74.3%), a fact that suggests a role for the internal 
and external activities women perform for their 
households.8,10 

 
We also confirm that the right shoulder is 

the most frequently affected (45%), possibly due to 
the preeminence of right-handed population.8Of 
interest was the fact that 29.9% of the patients had 
a simultaneous or switching pain involving their 
two shoulders which underscores the importance 
of preventive measures for the contralateral 
shoulder. 

 
With respect to the working population, 

most of the patients (80%) had manual occupations 
as has been previously described by others,1,11-19 
where they are exposed to biomechanical and 
socio-environmental risks. 

 
The patients presenting with subacromial 

syndrome constitued the most frequent diagnostic 
group. This was also reported by Marín7 and other 
groups,20 underscoring the importance of this 
recurrent condition for clinicians.20,21 

Regarding the duration of the medical 
attention (20 months), it is similar to that reported 
by Huisstede2 in Europe. The average number of 
visits to the specialist during those 20 months was 
3.4, but these seem not to be consistent in terms of 
the minimal clinical aspects to be evaluated during 
the physical exam, such as the neck, shoulder 
movement arches, pinching sign and neurological 
exam.1,2,6,7 

 
The behaviour of the population assigned 

to this clinic in San José confirms the fact that 
diseases which pose a risk factor for PSS are 
present within it. All these comorbidities have 
already been reported in the literature.2,11,14,15I 

 
In this study, fibromyalgia appears to be 

another important comorbidity for PSS as it was 
seen in 4.3% of the cases. There is no mention to 
this condition as a comorbidity in the reviewed 
literature. New studies will be required to explore 
an association between fibromyalgia and PSS. 
The literature reports that the ultrasound is the 
preferred initial exam for PSS. Two thirds of the 
analyzed patients lacked this test, impairing the 
assessment of the condition, especially when a 
rupture of the rotator cuff is present.7,23,24 

 
Regarding the current management 

guidelines for this syndrome, this clinic follows 
international guidelines,7 such as recommendation 
to exercise,1,7,8,25 and infiltration1,7,26in 35.7% of the 
cases (in contrast with the subacromial syndrome 
being present in 90.6% of the cases).  

 
Topical (67.3%) and oral (51.5%) 

NSAID1,7,8,25 were used. Physical therapy was 
requested for 36.3% of the cases. This low 
proportion of physical therapy prescriptions could 
be due to the fact that this clinic does not have a 
physiotherapist and patients have to be referred to 
the San Juan de Dios Hospital. 

 
The results of the physical examination of 

these patients must include the internationally 
recommended parameters and these must be 
recorded.This was something that is not being done 
systematically nor following any protocols.6,10,27-29 
Finally, the registry of the therapies used by medics 
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on these patients must be systematized and 
strengthened. 
__________________________________________ 
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