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This case highlights the importance of using appropriate imaging to
exclude more serious problems when diagnosing the cause of shoulder
pain. As it may take some time for the pain and stiffness of adhesive
capsulitis to resolve, treatment needs to include supportive management
with psychological support and adequate analgesia.

Case scenario

Tania, a 53-year-old perimenopausal woman, presented to her GP with left shoulder
pain. She had been walking her dog on a lead six weeks previously, when it had pulled
her shoulder. She had minor discomfort at the time but noticed gradually increasing
pain over the next few weeks. This was a minor problem at rest but became more severe
with activities, particularly those involving stretching. Tania noticed that she had some
restriction in function, with difficulty lifting her arm fully overhead and doing up her
bra. There was some pain at night. She had no specific treatment for the shoulder, apart
from taking paracetamol for the pain, and no significant medical history. Her GP ordered
an ultrasound and referred her to an orthopaedic specialist.

The ultrasound showed no damage to the tendons but mild impingement on abduction.
On examination, there was some distinct restriction in glenohumeral movement in all
directions. External rotation and passive abduction were limited by 30 degrees. This loss
of passive range of motion is an important clinical sign of adhesive capsulitis (frozen
shoulder). Active elevation was above shoulder level but restricted to 110 degrees. She
experienced pain at extremes of movement. There was good power of the shoulder, with
no weakness on testing the rotator cuff muscles. Acromioclavicular compression test results
were negative.

In a woman aged 53 years with a stiff painful shoulder, adhesive capsulitis was the
most likely diagnosis, but an x-ray was needed to exclude other possible problems. Tania’s
x-ray showed no abnormality, with normal bony structures and no sign of arthritis in
the glenohumeral joint. The diagnosis was therefore considered to be adhesive capsulitis.
The many possible management options were discussed with her. It was decided that she
would have a hydrodilatation — a procedure where the glenohumeral joint is injected
with cortisone, then saline is injected under pressure to distend the capsule.

After the hydrodilatation was performed, she began a simple home stretching program,
avoiding any movements that caused pain. When she was reviewed six weeks later, her
pain had considerably reduced and range of motion had improved, with 15 degrees
more movement in all directions than previously, but was still restricted to some extent.
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All patients presenting with clinical
features consistent with adhesive
capsulitis should have imaging with
an x-ray, at a minimum.
For patients older than 60 years or
younger than 40 years who present
with a stiff painful shoulder, there
should be a low threshold for further
imaging with an MRI scan.
* Patients with diabetes respond less
well to all treatment options.
* A glenohumeral joint injection with
corticosteroids, with or without
hydrodilatation, usually reduces
symptoms within a few weeks,
although some patients take longer
to improve and may require further
injections.
Surgery is rarely necessary for
adhesive capsulitis.
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She reported that this did not overly trouble
her, as most of her pain had resolved.

Tania was followed up after another six
weeks. At this stage, there had been further
improvement in her range of motion, and she
no longer had any significant pain. She began
a physiotherapy program, mainly to improve
strength around the shoulder. Ultimately, her
shoulder returned to normal.

Commentary

Adhesive capsulitis, or frozen shoulder, isan
idiopathic condition causing pain and stiff-
ness in the shoulder, which can completely
resolve over time and can be improved with
appropriate treatment. The underlying
disease process is still not fully understood.!
However, studies have shown there is an
underlyinglow-grade inflammatory process
that leads to a proliferation of fibroblasts,
causing a stiffer and thicker capsule.! The
condition is described as having three phases,
with a painful freezing stage followed by a
stifffrozen stage, then a thawing or recovery
stage (Figure 1).> Adhesive capsulitis is a
common condition, with a prevalence of
between 2 and 5%, and up to 13% in patients
with diabetes.’ It is more common in women
and rarely occurs under the age of about 35
to 40 years, peaking around the age of
56 years. Patients with diabetes respond less
well to all management options.* The pain
from the condition is usually more concern-
ing to the patient than the loss of range of
motion.

Although itis described as a self-limiting
condition, the time scale for recovery and
response to various treatments is extremely
variable.” In some cases, full range of move-
ment is never recovered, particularly in
patients with diabetes.”

Diagnosis of adhesive capsulitis

There is no investigation of a shoulder with
adhesive capsulitis that can definitively
confirm the diagnosis, so it is essentially a
diagnosis of exclusion. Patients with a
possible diagnosis of adhesive capsulitis
present with painful restriction in gleno-
humeral movement and show no abnor-
mality on imaging.®” However, coexisting
abnormalities may be seen on x-ray and
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Figure 1. The three stages of adhesive capsulitis.

ultrasound, if performed. MRI can show
changes related to adhesive capsulitis, but
these are not definitive. There are several
other diseases, such as an inflammatory
arthropathy or pseudogout in the joint, that
can present with features similar to those of
adhesive capsulitis. It is extremely important
to exclude other possible diagnoses with
imaging, as a tumour in or around the
shoulder can also present with restricted
motion and pain.® Ata minimum, an x-ray
is necessary, particularly to exclude any
underlying osteoarthritis or tumour. An
ultrasound is not adequate to exclude other
significant abnormalities that can cause
painful shoulder stiffness. Ultrasound also
often reports the presence of subacromial
bursitis and impingement; this can lead to
treatment with subacromial injection, which
provides minimal benefit and distracts from
the real problem.

Therefore, ifa patient in an at-risk group
for adhesive capsulitis, which is predomi-
nantly middle-aged women, has an exami-
nation that fits the diagnosis, as well as a
normal x-ray, this is usually sufficient to
make the diagnosis and organise appropriate
treatment.

The more concerning group is older
patients, as other causes of shoulder pain
are more common in this group. Therefore,
for patients aged over 60 years who present
with a stiff painful shoulder, there should
be a low threshold for further imaging,

particularly with an MRI scan. Patients
younger than 40 years should also be
considered for an MRI, as adhesive capsu-
litis is rare in this group, and it isimportant
to exclude other more serious problems,
such as a tumour, pigmented villonodular
synovitis or anarthropathy. An MRI scan
can distinguish between adhesive capsu-
litis and an arthropathy, particularly an
inflammatory arthropathy with only
minor chondral damage. Typically,an MRI
scan in a patient with adhesive capsulitis
shows contracture of the inferior recess,
hyperintensity of the capsule and axillary
capsule, and coracohumeral ligament
thickness.® Features on an MRI scan are
often not completely diagnostic for adhesive
capsulitis but can eliminate other causes,
particularly an inflammatory arthropathy,
which has different MRI features than adhe-

sive capsulitis.>*’

Treatment options

Many treatments for adhesive capsulitis have
been described, with the most common
being supervised neglect, oral cortico-
steroids, suprascapular nerve block, and
corticosteroid injection in the joint, which
can be combined with hydrodilatation.
Surgical options, which include manipula-
tion and arthroscopic capsular release, are
rarely necessary. Some studies have shown
no advantage of surgical treatment over
nonoperative management.”
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CASE STUDY CONTINUED
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Figure 2. Radiographs showing initial cortisone injection in the glenohumeral joint (left), then
distension with hydrodilatation (right), in a patient with adhesive capsulitis.

A common form of management for
adhesive capsulitis is an imaging-assisted
intra-articular cortisone injection, which
can be combined with saline distension of
the joint, known as hydrodilatation or
hydrodistension (Figure 2). A cortisone
injection in the glenohumeral joint, with or
without hydrodilatation, has demonstrated
a beneficial effect in many studies.!*
Although there is mixed evidence in the
literature, a meta-analysis comparing con-
servative forms of management of frozen
shoulder recommended hydrodilatation as
the conservative treatment of choice.” If,
about three months after the first injection,
the patient still has residual troublesome
pain and stiffness, a second and possibly
even alater third injection can be considered,
to achieve resolution of the adhesive capsu-
litis. One study found that a second injection
is not routinely required if patients have a
good response to the initial hydrodilatation,
but further improvement could be gained
with a second injection if there were residual
symptoms.” A recent study found that there
was further improvement with a second
injection after six weeks; however, there was
no control group in this study.'®

Several studies have shown benefit
from using suprascapular nerve block in
the management of adhesive capsulitis,
particularly when combined with intra-
articular injection or hydrodilatation. Fur-
ther studies are needed to determine the
role of suprascapular nerve block in treating

frozen shoulder.”

Physiotherapy is often used in the man-
agement of adhesive capsulitis. Although
there are few studies comparing physiother-
apy with supervised neglect, some studies
have reported superior long-term outcomes
with supervised neglect.

Supportive management

It needs to be explained to patients with
adhesive capsulitis that, although it is a
disabling and at times distressing condition,
it is not ultimately serious and almost all
cases resolve.” However, they do need to
understand that the resolution process is
often extremely prolonged, taking many
months. Patients with diabetes require spe-
cific counselling about a possible longer
duration of symptoms and the potential need
for repeat treatment, such as with a second
intra-articular cortisone injection.

Some studies have shown that physio-
therapy offers only a minor benefit for
patients with adhesive capsulitis, but it can
be useful in the late recovery period to
improve strength.?’

The patient will need psychological
support during this time, as well as adequate
analgesia, particularly to control any night
pain. In most cases, regular doses of para-
cetamol are all that is needed for the pain.
Anti-inflammatory drugs do not appear to
be beneficial * The use of narcotics should be
avoided, as they would need to be continued
for a prolonged period if started.
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Summary

Adbhesive capsulitis is a poorly understood
condition which, in most cases, resolves with
conservative management.> There are
minimal long-term sequelae, apart from a
permanent slight loss of motion in some
cases. Patients with diabetes respond less
well to all treatment options and, in some
cases, the adhesive capsulitis does not
completely resolve.

The mainstay treatment for adhesive
capsulitis is an intra-articular cortisone
injection, which can be combined with
hydrodilatation using saline. In most cases,
this will settle the pain to an adequate
extent within a few months, although the
pain and stiffness will take longer to settle
in a significant number of patients. How-
ever, very few patients will have persistent

symptoms. PMT
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