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Background

* A rotator cuff tear (RCT) is a common
injury to the shoulder musculature
that increases in prevalence with
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- The patient was a 76-year-old female who presented
to PT with right shoulder pain due to nontraumatic,
massive RCT.

- Patient was not a candidate for surgical intervention
due to amount of tendon retraction & muscle atrophy
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- Subluxation & partial tear of the long head of the - Reported symptom provocation and impaired mobility
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and cooking.
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 RCT’s can be classified into five
categories determined by the muscular
involved:
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Q O Interventions Discussion & Conclusion:
Type D R — - Manual PROM and progressive

AROM ther-ex. appeared to have
the greatest benefit to the patient’s
improved gross shoulder ROM.

 Further research is needed to
compare the outcome of specific
therapeutic interventions for
improving shoulder mobility and
strength for this patient.
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