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Tratamento conservador das lesoes parciais e completas do

manguito Rotador*
Conservative treatment of partial and complete tears of the rotator cuff*
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RESUMO

Alesao do manguito rotador é a mais freqiiente patologia do
180 [ratados
conservadoramente nos dois Servicos nas anos de 1996 e 1997,

ombro, Cerca de pacienfes  faram
Este grupo recebeu uma ampla gama de tratamentos (apenas
medicagao, exercicios caseiros, infillracao, fisioterapia, etc).
Este esiudo avaliou os resullados do tratamento conservador
em 26 pacientes com rupluras parcial e total do manguilo rotador.,
O protocoln cansistiu de um programa com 6 meses de duracao
que incluiu terapia miofascial especitica, exercicios ativos
assistidos e de fortalecimento dos musculos do manguito rotador
e da musculatura axioescapular.  Os fatores de inclusao no
estudo foram: 1) realizar todo o programa com apenas um
reabilitador; 2) nao ler recebido infiltragae; 3) nao ter tido cirurgia
previa, 4) nao ter reumatopatia diagnosticada Seis meses apos
a alta, dezolto pacientes (69,22%) apresentavam resullado
satislalono, enquanio gue os demais 08 casos (30,78%) foram

considerades insatisfatorios e tiveram indicagao cirdrgica.
INTRODUGAO

As lesoes degeneralivas e fraumalicas que afetam o manguito
rotador (MR) estac entre as mais freqlentes causas de dar no
ambro. merecendo uma atencac cada vez maior no diagnostico
etratamenlo. sendo considerado hoje patologia que exige equipe
multidisciplinar® +

Nesta virada de milénio. a medicina permitiu um significativo
aumento da expectativa média de vida. Além disso. os individuos
desejam tambem viver com qudlidade de vida, livies de dores
do sistema musculo-esquelatico, a ponto de permitir a realizagao
de ampla gama de alividades esporlivas e oulras. Aimportancia
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SUMMARY

The lesion of rotator cufl is the mos! requent fesion of the
shoulder Circa 180 patients were conservalively lrealed in both
Clinics during the vears of 1976 and 1897 This group of patients
received a wide range of treatments (only medication, home
exercises, nfiltralion, phvsiotherapy, etc). s study evaluated the
results of the conservalive treatment in 26 patients with parval and
fotal rupture of the rotator cuff. The protocol consisted of & prograr)
with duration of 6 months including specific miotascial therdpy.
assisled active exercises and of strengthening of the muscles of
the rotator cull and axioscapular musculature. The nclusion ertena
of the study were! 1) to carry the program with just one reabilitator,
2) no previous infiffration’ 3) no previous surgery. 4) absence of
diagnosed rheumatopathy. Six manths after the end of treatment,
eighteen patients (69,22%) presented with satisfactory resulls,
whiile the other 8 cases (30, 78%) were considered nol satistactory
and were referred to surgery.

INTRODUCTION

The degenerative and fraumatic: lesions involving the rotator
cuff (RC) are among the most frequent causes of shoulder pain,
deserving increasing attention in the diagnosis and lreatment. and
is considered today as a pathology that should be treated by &
multi-disciplinar team?

Presently. a significant increase i life expectancy was seer
thanks ta the progress of the medicine. Besides that persons want
to have a better quality of lite, free of muscle-skeleton pains, and
able to practice a wide variely of activilies relaled to sport practice
and others, The imporance of an arficulation of the shouloer with
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de uma articulacao do ombro com normalidade funcional
assumiu impaortancia maior do que se supoe,

O MR atua para estabilizar dinamicamente & equilibrar a
cabega do Umero em relagao a glenaide, enquanto gue o grupo
muscular axial (deltdide e peitoral maior, etc.) age para mover o
umero: a ruplura do MR pode levar faciimente a perda da funcao
do ombro'™ " em variados graus

De acordo com Charles Neer, a patalogia do MR pode ser
classificada em 03 estagios™ | ) edema. inflamacao e hemorragia
da bursa e dos lendoes do MR, ocorrendo principalmente em
joveng, Il ) espessamento da bursa e fibrose dos tendodes,
ocorrendo em individuos entre 25 e 40 anos; I} ruptura complela
do MR, associada com alleragoes dsseas da cabeca do umero
e do acrémio, ocorrendo em individuos acima de 40 anos. Estas
rupturas tambem se classficam gquanto a espessura do tendao
envolvido (parcial articular, parcial intra-tendinea, parcial bursal,
e tolal), quanto & etiologia (degenerativa ou traumatica) =
Quanto ao tamanho, a ruptura pode ser pequena (menor gue
1,0 em), média (menor que 3,0 cm), grande (menor que 5.0 cm)
ou macica (maior gue 5,0 cm)™

A abordagem conservadora em pacientes com sindrome do
impacto do ombro €@ descrita como sendo de grande valor
terapeutico em estudos de varios autores™ ' 7

O tratamenio conservador das rupturas completas do MR
pode ser bem sucedido em pacientes sedentarios e/ou idosos;

porem. o reparo cirargico do MR, seja por via aberta ou

ey
a7, At

artroscopica, & a melhor conduta para os individuos alivos ou
nos casos de dor e ragueza muscular persistente e evolutiva',
Sabe-se gque a cicalrizagao espontanea do tendao do MR e
incomum, devido a retragao das exiremidades rotas " " Todavia,
em rupturas parciais pequenas, abserva-se proliferacao vascular
e granulagao local;, estes achados apoiam a possibilidade de
eventual cicalrizacao esponlanea . Brox e cols, conslataram
que o periodo de tratamento entre pacientes submelidos a
arlroscopia e a conduta conservadora era de mesma duracao”,
Torstensen e cols ™ defendem que a lesao do MR pode ser
tratada conservadoramenle através de um programa de
exercicios supervisionados com base em controle ecogralico,
porém apresentaram escassa casulstica.. Burkhart © relatou
resultados satisfalorios com ftratlamento conservador em
pacientes com ruptura completa do supraespinhal quando o
Infragspinhal era normal. Qutro estudo ™ comparou dois grupos
de pacientes (com exercicios e sem exercicios) e concluiu que
o tratamento com exercicios foi eficaz para aumentar a funcao
do ombro. Guimaraes " tratou conservadoramente 171 casos
de sindrome do impacto e de lesac do manguito rotador com
termoterapia e exercicios, obtendo resultados satislalérios em
42.9% dos pacientes apos 01 ano, e 21,5% apos 02 anos, O
objetivo deste estudo foi o de avaliar os resullados clinicos e
funcionais apds um programa de exercicios supervisionados
num grupo de pacientes homogéneo,
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funetional normality has increasing importance, howadays.

The RC acts to stabilize dinamically and to balance the head
of the humerus in refation to the glenoid, while (he axial muscular
group (deltoid and major pecloral, etc) act to move the humerus:
the ruplture of the RC can easily fead to the loss of the shoulder
function'™ ' in variaus degrees.

According to Charles Neer, the pathology of RC can be
classiied in 3 stages™: | ) edema, inflamalion and hemorrage of
the bursa and tendons of the RC, presenting mamnly in young
persons; ll) thickening of the bursa and tendon fibrosis, occurring
in persons between 25 and 40 years ofd: l) complete rupture of
the RC. associated o bone alterations of the humerus head and
acromium, accrdng in persons with more than 40 year of age.
lhese ruptures can also be classified according to the thickness
of the involved tendon (partial articutar, partial intra-tendon, partial
bursal, and total), and alfso according to the ethiology
{degenerative or fraumatic)™ . With respect to the size, the rupture
can be small (less than 1,0 cm), medium (less than 3,0 cm). big
(less than 5.0 cm) or massive (bigger than 5,0 cm) ™

The conservative approach in patients vath syndrome of
shoulder fmpact is described as one of greal therapeulic value in
studies of several authors 7, 10, 23, 32, 35

The conservative lreatment of the complete ruptures of RC can
he successiulinaged or sedentary palients; however, the surgical
repair of the RC, be it open approach or arthroscopy, is the best
choice for active subjects or in those cases of muscular weakness,
persistent and progressive’™. It is known that spontaneous repair
of RC tendon s infrequent. due io the refraction of the damaged
extremities® *. However, in minor partial ruplures, vascular
profiteration and local granulation are seen, what make possible
an eventual spontaneous cicatrization™. Brox et al. reported that
the period of treatment in patients that underwent arthroscopy
compared with those treated conservatively had the same duration
Y Torstensen et al.*’ support that RC lesion can be treated
conservalively with a program of supervised exercises controlled
by ectiography, but the casuistic was scarce. Burkhart 'reportod
satisfactory results with conservative (reatment in patients with
complete rupture of the supraspinatus when the infraspinatus was
normal. Another study™ compared two groups of patients (vith
and without exercise} and concluded that treatment with exercises
was efficacious to (ncrease the function of the shoulder
Guimaraes' (reated consenvatively 171 cases of syndrome of
impact and lesion of the rolator cull with thermotherapy and
exercises, obtaining good resulls in 42,9% of patients after one
vear, and in 21.5% alter two years.

The objective of the present study was to assess the clinical
and functional results after a program of supervised exercises in a
homogeneous group of patients
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CASUISTICA E METODOS

Vinte e seis pacientes, 09 homens e 17 mulheras com idades
variando entre 34 e 84 anos (media de 61.6 anos), sendo 12
sedentarios e 14 considerados ativos, foram incluidos neste
protocelo, As gueixas consisliam em dor ne embro. regiao
cervical, cintura escapular, e tergo proximal e laleral do braco,
Destes. 08 (30,76%) possulam ruptura completa do MR e 18
(69,23%) com ruptura parcial {tabela 1}. Ao exame. todos
apresentavam arco doloroso e testes “irntativos'de Neer e
Hawkins positivos, dor a palpagao em pontos de gatilho nos
musculos infraespinhal e supraespinhal devido a disfuncao
miofascial secundaria.  Alem disso. havia diminuicao das
amplitudes aliva e passiva de movimenta devido a dor 7. O
fempo médio de evolucao era de 06 meses e lodos haviam
tentado alguma forma de fisioterapia anteriormenie, sem
sucesso. A ecografia oua RNM confirmaram o guadro de ruptura
do MR

O tratamento consistiu de anti-inflamatdrio nao-esterdide via
oral, terapia miofascial especifica (criocmélica, compressao
isquémica e ultra-som nas miogeloses e nos pontos de galilho),
ultra-som continuo com freqiéncia de 1,0 Mhz & dosagem de
1,5 wicm” por 05 minulos a regiao subacromial * ( modelo
AVATAR US 873 - KLD Biossislemas Equip. Elet. Ltda.).
exercicios de alongamentos em rotacgao externa em plano de
escapula e em adugao horizontal a 30 graus de flexao. exercicios
de fortalecimento com isamélncos (fig. 1), bandas elasticas (fig.
2) e pesos (fig. 3) para rotadores exlemos e inlemos do ombra,
musculos da cintura escapular (frapezio e serratil anlerior) e
deltdide (etapa final) de acordo com protocolo constante no
quadro 1
corlicoide ou outra terapéutica. O tempo estimada de tralamento

Nenhum paciente recebeu infiltragao com

fol de 06 meses, com avaliagao 06 meses apos a alta’.

Quadro 1
Programa de fisioterapia

FASE PROCEDIMENTOS
Terapia miofascial
Fase 1 Ultra-som subacromial continuo

(0 a 2 semanas) Ativos assistidos para amplitude de

RE & adugio horizontal

Fase 2
(03 a OB sermanas)

Mesmos procedimentos anteriores
Ativos com elasticos para RE e Rl e
(proagrama com Theraband)

Fase 3
(09 a 12 sermanas)

Progredir nos exercicios com Theraband
Ativos resistidos com pesos para AE & RI

Fisioterapia analgésica, se necessdrio
Manter Theraband (verde) e progredir nos
pesos até 03 séries de 10 repeticdes
Atwos com Theraband (amarela) para
extensdo, abdugio e flexao até 457

Fase 4
{13 a 16 semanas)

Fase 5
{17 a 24 semanas)

Progredir na Theraband (verde) para
extensdo, abdugio e flexdo até 457
Iniciar ativos resistidos com pesos para flexao
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MATERIAL AND METHODS

fwenty six patients, 9 male and 17 fermale with age between 34
and 84 years old (average 61.6 years). of which 12 with sedentary
life and 14 considered active, were included in this study.
Complaints were shoulder pain, cervical region, scapliar region
and lateral proximal third of the arm. From these, 8 (30, 76%) had
complete rupture of RC and 18 (69.23%) had partial rupture (Table
1). Examinalion showed that all palients had painiul arc and
positive “irritative” tests of Neer and Hawkins, painful pressure of
tigger points of infraspinalus and supraspinalus due fo secondary
miofascial dysfunction. Additionally there was decrease of passive
and active movement amplitude caused by pain . The average
time of the condition was 6 months and all had tied before some
kind of physiotherapy, without success, The echography o MINR
had confirmed the clinical picture of rupture of RC.

Treatment was done with oral NSAIDs, miolfascial specilic
therapy (criocinesis, 1squemic compression and ulirasound
applied (o the (rgger points), continuous ultrasound with frequency
of 1,0 Mhz and dose of 1,5 wicrmy’ for 5 minutes lo the subacrormial
region = ( model AVATAR US 873
Flet. Lida.). exercises for stretching in extemnal rotalion in shoulder

- KLD Biossisternas Equip.

plan and horizontal abduction at 30 degrees ol flexion, strengthning
exercises with isometrics (Fig. 1), elastic bands (Frg. 2).and weighls
(Fig. 3) for shoulder external and internal rotators, muscles of the
scapular waist (rapesius and anterior serralile) and deltoid (linal
phase) according lo the protocol from Piciure 17 No palient
received Infiltration with corticotd or other therapy. The estimated
time of lrealment was 6 months, with a follow up evaluaiion 6
morniths aller he end of treatment:.

Picture 1
Program of physiotherapy
PHASE PROCEDURES _
Terapia miotascial
Phase 1 Continuous subacromial ultrasound

(0 a2 weeks) Assisted actives for RE amplitude and

horizontal abduction

Phasa 2
{03 a 08 weeks)

Same as above
Actives with elastics for RE and Rl and
{prograrn with Theraband)

Phass 3
(09°a 12 woeks)

Progress in the exercises with Theraband
Resist actives with weigths for RE and Rl

Analgesic physioterapy, it needed

Keep Theraband (green) and increase
weigths up to 03 senes of 10 times
Actives with Theraband (yellow) for
extension, abduction and flexion up to 45°

Phase 4
(13 a 16 weeks)

Phase &
(17 & 24 waeks)

Progress In Theraband (green) for
extension, abduction and flexion up to 45°
Resist actives with weigths for Hexion
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TABELA 1

Table 1
No || NOME IDADE SEXO ||ATIV.PROF.|| RUPTURA PONT.UCLA || RESULTADO
1 ROM 70 F Nao Parcial 31 B
2 CPR 69 F Sim Parcial 11 M
3 LDS 77 F Nao Completa 34 E
4 EP 43 M Sim Parcial 34 E
5 NAL 35 F Sim Parcial 35 E
6 JM 79 i Nao Completa 28 B
7 M 71 M Sim Completa 29 B
8 FSM 64 M Nao Parcial 25 R
9 BRMM 59 M Sim Parcial 29 B
10 MZB 67 F Nao Parcial 16 M
11 LTD 50 2 Sim Parcial 32 B
12 OoT 68 F Sim Completa 21 R
13 STA 47 M Sim Parcial 28 B
14 DS 69 2 Nao Parcial 34 E
15 1SM 68 E Nao Completa 35 E
16 MRL 84 E Nao Comgpleta 35 E
17 1SS 48 f2 Sim Parcial 85 E
18 BAT 60 F Nao Parcial 35 E
19 EM 60 F Nao Parcial 18 M
20 (OF] 74 F Nao Completa 34 E
21 AF 60 M Sim Parcial 11 M
22 NF 48 M Sim Parcial 30 B
23 NH 56 M Sim Parcial 12 M
24 CHS 48 F Sim Parcial 28 B
25 LBV 77 F Nao Completa 34 E
26 HW 70 M Sim Parcial 11 M
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Fig. 1

Fig.2-B

RELACAO DAS ILUSTRAGOES

Fig. 1— Exercicio isometrico para delloide anterior (a
serie  completa possui cerca de 7 exercicios)

Fir; 2 - Exercicios com bandas elasticas.
o) (wiagao interna;
o) rotacao externa;
¢) deltoide lateral;
d) deltdide anterior.

Fig. 3 - Exercicios com pesos.

a) elevagao simples no plano da escapula,
impadindo gue o MS exceda 70-75
graus de elevacao,

b) reforco dos misculos escapulares, que
possuem grande importancia para a
correta rotacao da escapula,
impedindo o impacto, em posicac de
decubito ventral;

c) reforco dos musculos escapulares em
posicao ortostatica (exercicios do
“serrote’ ).
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Fig.2-A

Fig. 2-C

Fig. 2-D
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Fig.3-A

Fig.3-C
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Fig.3-B

LEGEND OF THE ILLUSTRATIONS

Fig. 1 - Isometric exercises for anterior deftoid (the
complele serfes has circa 7 exercises)

Fig. 2 - Exercises with elastic bands.

a) internal rotation;
b) external rotation;
c) lateral deftoid;
d) anterior deltoid.

Fig. 3 - Exercises with weigths.

al) simple efevation fo the fevel of the shoulder,
avoiding the RC to exceed 70-75 degrees of
elevation,

b) reinforcement of shoulder muscles, which
have majorimportance to the correct rotation
of the shoulder, avoiding the impact in the
position of ventral decubitus;

¢) reinforcement of the shoulder muscles in
orthostatic position ("sewer” exercise).
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DISCUSSAO

O procedimento de terapia miotascial tem indicagao pela
resposta satisfatoria a inativagdo dos pontos de gatilho dos
musculos cormespondentes acs dos fendoes rompidos, porém
serm a conduta de alongamentos especificos * . O supraespinhal
@ 0s outros musculos do MR funcionam como estabilizadores e
comao molores primarios da articulacao gleno-umeral, garantindo
assim gque o movimento ocorra em lomo de um eixo fisiologico'™.
Estudos biomecanicos e eletromiograficos comprovam a acao
principal do MR como sendo de estabilizacao da arliculagao
- Durante a abducio ativa do ombro, a cabeca
umeral se eleva superiormente em relacao a fossa da glenoide
devido a conlragdo do deltdide. Os masculos do MR contribuern
para a establlidade articular, gerando uma forga resultante oposta

glena-umeral®?

4 do delioide, centralizando assim a cabeca do umerc™. Jobe'
classifica os musculos do MR como protefores da gleno-umetal,
os musculos escapulares como plvos (alinham a escapula para
manter o eixo fisiologico), o deltdide como posicionador e 0
grande dorsal e peitoral maior como propulsores.

Aa movimento de elevagéo do brago em plano de escapula,
o infraespinhal conlrai-se com 20% da maxima forca isolénica
(MFI), ja o supraespinhal tem contragao constante de 40% da
MFI. As agdes equilibradas e simultéaneas do infracspinhal,
redondo menor e subescapular limitam com eficacia a ranslagao
superior da cabeca do umero ao produzir um momento em lormo
da gleno-umeral gue auxilia no movimento de elevagao do
brago® .

Burkhart " relatou resultados satisfatarios com fratamento
conservador em pacientes com ruptura complela do
supraespinhal na presenca de um infraespinhal normal. fato este
gue comncide com os achados do presente estudo.

E possivel que o fortalecimento seletivo dos musculos do MR
inferior (infraespinhal, redondo menor e subescapular) resulte
em aumento da capacidade de resistir a forga resultante do
deltdide, permitindo uma recuperacao da atividade em certos
pacientes com ruptura do tendao do supraespinhal™ ™,

Este concelto € reforgado por outros autores gue garanter
artrocinematica normal da gleno-umeral em pacientes corm
ruplurz do suprasspinhal e contragao eficaz dos musculos do
MR inferior e dos prvos da cintura escapular'>* 7 Ferreira e cols.”
obtiveram 54% de bons resultados em sua casuistica e
concluiram que a presenca de lesao do manguito rotador
acarreta pequena limitagéo funcional, sendo que nem todas séao
cirurgicas e que a fisioterapia deve anteceder a conduta
operatoria.
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DISCUSSION

The procedure of miofascial therapy has its indication due (o
the satistaciory oulcome lo the nativation of the tngger points of
the muscles corresponding to the ruptured tendons, however
without the procedure of specific stretching
and other muscles of RC work as stabilizers and as primary (motors
of the glenohumeral arliculation, assuring that the movernent

The supraspinatus

occurs around a physiological axis'™. Biomechanical and
eletromiographic studies reinforce that the main action of the RC
is to stabiize the glenohumeral articulation™ . During the active
abduction of the shoulder. the humeral head elevales supenorly
in relation to the glenoid fossae due lo the contraction of the deltord
The muscle of RC contribute to articular slability. generating &
lorce opposite o the force from deftoid, centering this way the
humerus head™, Jobeclassifies the muscles of RC as protectors
ol the glenohumeral, the shioulder muscles as pivots (they align
the scapula to mantain the physiological axis), the delfoid as
positioner and the large dorsal and major pectoral as propulsors

During the movement of raising the arm lo the level of the
shoulder, the infraspinatus conlracts with 20% of its maximurm
isatonic power (MIP), the supraspinalus has constant contraction
of 40% of MIP=. The balanced and simultaneous actions of the
infraspinatus, minor round and subscapular limit with efficacy the
superior translation of the hurmerus head when producing a
marnentum around the glenohumeral thal helps in the movement
of raising the arm™

Burkhart ‘reported satisfactory results with the conservative
lrealment in patients with complete upture of the supraspinalus
wilh a normal infraspinatus, fact (hal coincides with the findings of
fhis studly,

it is possible that the strengthtening of the infertor RC muscles
finfraspinatus, minor round and subscapular) resull in increased
capacity of resisting to the strength resulting lrom deltord, aflowing
a recovery of aclivity in some patients with ruplure of the
supraspinatus tendon™ "

This concept is reinforced by other authors that assure normal
anthrocynematic of the glenchiumeral in patents with rupture of
the supraspinatus and efficient contraction of the muscles of infenor
RC and pivots of the shoulder’™ ** . Ferreira et al’ had 54% of
good results in his patients and concluded that the presence of
fesion to the RC causes minor functional limitatron, not all with
indication of surgery and thal physiotherapy should precede the
surgery.

Guimaraes ' pointed as causes of bad results the low
compliance of patients (o exercises and also ta the ruplure of the
RC.

Patients with bad results in this study were referred (o surgical
treatment. The reasons Jor bad resufts are many and incitde: a)
non-compliance to the program of exercises; b) overuse of the
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Guimaraes '* apontou como causas de mau resultado a baixa
adesao do paciente aos exercicios e a ruptura do manguilo
rotador

Os maus resultados deste estudo foram encaminhados para
tratamento cirdrgico. As causas para o mau resullado sao
multiplas e incluem: a) nao adesao ac programa de exercicios:
b) sobreuso do membro afetado; ¢ persisténcia da dor. Fukuda
*afirma gue a maioria dos casos de ruptura parcial envolvendo
a superficie bursal do MR nao apresentam resultado satisfatério
com o tratamento conservador, O fator idade nao foi
preponderante nem determinante dos casos de resultados borm
& excelente. Contudo, o fator ocupagao fol mais significativo,
pois dos oito casos de resultados mau e regular, seis (75%)
mantinham o mesmao nivel atividade profissional,

Tambérm foi confirmado gue pacientes com ruptura completa
do MR podem apresentar elevacao aliva normal do brago,
principalmente apos um programa de reabilitagao com
fortalecimento dos musculos pivos e propulsores da cintura
escapular'™ ™.

CONCLUSOES

1. Um programa de reabilitacao com exercicios supervisionados
e eficaz e pode ser considerado como a primeira opgéo em
casos de pacientes com rupturas do MR ;

2 0 lalor ocupagao em pacientes com atividade profissional
pode ser indicativo de mau prognéstico com tratamento
conservador;

3 A cirurgia pode ser indicada para os casos de dor intensa e
que nao responde ao programa de fratamento entre 03 a 06
meses.
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affected member; ¢) persistence of the pain. Fukuda © states that
the majority of cases of paal ripture involving the bursal surface
of the RC do not have satisfactory results with the conservative
treatment. Age did not influence good and excellent results.
However, the occupalional factor was more significant, since eight
of the cases of bad and reguiar resulis, six (75%) have presenved
the same level of professional activity

t was also confined that patients with complete rupture of RC
can present with normal acitive elevation of the arm. mainly after a
program of rehabilitation with strengthtening of pivot and propulsive
muscles of the shoulder ™

CONCLUSIONS
1. A rehabilitation program with supervised exercises is efficient
and can be considered as the first oplion in patienis with ruplure

of RC:

2. The occupational factor in patients with professional activity
can indicale bad prognosis with the conservative lreatment;

3. Surgery can be indicated in patients with strong pain and ihat
do not respond o the treatment prograr in 3 to 6 months
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RESULTADOS
Com base no leste de Mann-Whitney®, os dados foram
analisadons de acordo com os seguintes critérios funcionais:
| Elevagao ativa Igual ou superior a 138",
2. Levar a mao a protuberancia occipital externa;
3. Levar a mao a coluna toracolombar,

Considerando os movimentos descritos dacima, os paclentes
toram classificados de acordo com o escore abaixo:
¢ Excelente (F) - Todos os movimentos sem dor;
* Bom (B) - Sermn dor espontdnea e com (2 movimentos normais;
* Regular (R) -
movim,

Sem dor espontanea e com dor em 02 ou mais

* Mau (M) - Com dor espontanea e aos movimentos

Os resultados deste estudo podem ser visualizados nos
quadros le 2

Empregamos tamhem a escala de classificacao para ombro
- UCLA modificada, assim coma o critério de pontuacac (guadros
Jed, respectivamente) *. A pontuacao da casuistica deste estudo
esta exprassa na tabela 1.

Quadro 2
Percentuais dos resultados
Resultado n % do total
Excelente E 10 38,46
Bom B 08 30,76
Regular R 02 7,69
Mau M 06 23,07

= numero de pacientes
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RESULTS

Using Mann-Whitney test ¥ data was analysed according 1o
the following functional criteria.
1. Active elevalion iqual or supertor to 1357
2. Raise the hand to the external occipital profuberance,
3. Move the hand till the thoracolumbar spine.

Considering the above movements, patients were classified
using the scores below:
* Excoelent (E) — All moverments without pain,
* Good (G) — Without spontaneous pain and with 2 normal
movements,
* Regular (R) - Without spontaneous pain and with pain in 2 or
more movernents,
* Bad (B) — With spontaneous pain and pain to movemerits.

The results of this sludy can be seen in Picture 1 and 2.

A scale for classification of shoulder was also used - UCLA
modified, as well as the criteria for scoring (Picture 3 and 4,
respectively) . The scoring of this study casuistic is shown in
Tabie 1.

Picture 2
Percent of Results
Result n % of total
Exccelent E 10 38,46
Good G 08 30,76
Regular R 02 7,69
Bad B 06 23,07

n = number of patients

ACTACHIOP RHAS B3] - JUILSET 2000
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Quadro 3
Escala de classificacdo para ombro - UCLA modificada

Dor

Presente continuamente, insuportével com freqliente uso de medicacgao forte
Presente continuamente, mas suportavel, medicagao forte ocasionalmente
Nenhuma ou pouca dor ao repouso em atividades leves, uso freqiiente salicilatos
Presente durante atividades excessivas ou isoladas, uso ocasional de salicilatos
Ocasional ou insignificante

Nenhuma

Funcéao

Incapacidade de usar o membro

Possivel somente em atividades leves

Capaz de realizar tarefas leves ou a maioria de suas atividades diarias
Maioria das tarefas de casa, dirigir, pentear-se vestir ou despir-se
Restricoes leves somente. Realizar trabalhos acima do nivel do ombro
Atividades normais

Atividades de flexao anterior

Maior 150°
120° a 150°
90°a 120"
45° a 80°
30" a 45°
Menor 30°

Resisténcia a flexdo anterior (teste muscular manual)

Grau 5 — Normal

Grau 4 — Bom

Grau 3 — Moderado

Grau 2 — Ruim

Grau 1 - Contragao muscular
Grau 0 — Nenhuma

Satisfacao do paciente

Satisfeito ou melhor
Insatisfeito ou pior

Quadro 4
Critérios de pontuacao para analise dos resultados

O =MW, O =MWk OO EMN = oMM =

o,

Resultado Pontuacao
Excelente 34 a35
Satisfatario
Bom 28 a 33
Moderado 21 a27
Insatistatério
Ruim 20 ou menos

JULSSET 2000

153



154

Picture

Scale for shoulder classification - UCLA modified

Pain

Continuously present, unbearable, frequent use of strong medication

Continuously present, bearable, occasionaly strong medication

No pain or less pain during rest or light activity frequent use of salycilates

Pain during hard activities isolated, occasional use of salycilates
QOcasional or not significant
No pain

Function

Incapacity to use the arm

Possible only for light activities

Capable of performing light tasks or the majority of daily activities
The majority of home tasks, drive, comb dress or undress

Only few restrictions. Can perform work above the level of shoulder
Normal activities

Anterior flexion activities

Bigger than 150°
1207 to 1507

90" to 1208

45" to 90°

30 to 45

Less than 30"

Resistance to anterior flexion (hand muscular test)

Grade 5 — Normal

Grade 4 — Good

Grade 3 — Moderate

Grade 2 — Bad

Grade 1 — Muscular contraction
Grade 0 — None

Patient satisfaction

Satisfied or better
Not satisfied or worse

Picture 4
Criteria of scoring for results analysis

SR MN=

Smo AN~ )

—

o= Wwh

O=MNWwhan

Result Score
Exccelent 34 a 35
Satisfactory
Good 28a33
Moderate 2110 27
Not satisfactory
Bad 20 or less

ACTA GRTOP BRAZ B3y - U
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