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INTRODUCTION 
Welcome to the 30 days of shoulders series. This series was inspired for a few reasons: 

1. The shoulder is a complex unit, with a significant number of muscles, ligaments, vessels, 
and nerves that allow for a wide range of movement options. 

2. This is one of the top areas for questions we get and wanted to help deliver one solid 
resource on it. 

3. The more we can compile expert information (which is sound and supported by 
evidence) the better. 

Below you will find the commentary and photos of each post, with links to any videos, and single 
youtube video link that will take you a video that culminates all the posts in one. 
I’d like to thank all of the people who contributed and helped bring this together: 

- Dr. Tom Walters of RehabScience - https://www.instagram.com/rehabscience/ 
- Jason LePage of Primephysiofitness - https://www.instagram.com/primephysiofitness/ 
- Dr. Adam McCluskey of ThePTinitiative - https://www.instagram.com/theptinitiative/ 
- Dr. Nicole Surdyka - https://www.instagram.com/dr.nicolept/ 
- Dr. Tony Comella - https://www.instagram.com/tony.comella/  
- Dr. Marc Surdyka - https://www.instagram.com/dr.surdykapt/  
- Chris Butler of CATZ Physical Therapy - https://www.instagram.com/cbutlersportspt/  
- Dr. Jarod Hall - https://www.instagram.com/drjarodhalldpt/  
- Dr. Teddy Willsey of Healthy Baller PT - https://www.instagram.com/strengthcoachtherapy/  
- Firmansyah Purwanto of Movement Pain PT - https://www.instagram.com/movementpainpt/  
- Dr. Zach Long of The Barbell Physio - https://www.instagram.com/thebarbellphysio/ 
- Hamish Vickerman - https://www.instagram.com/hamishthephysio/  
- Travis Pollen of Fitness Pollenator - https://www.instagram.com/fitness_pollenator/ 
- Dr. Zak Gabor of Level Up Initiative - https://www.instagram.com/simplestrengthphysio/ 
- Marcus Filly of Functional Bodybuilding - https://www.instagram.com/functional.bodybuilding/  
- Dr. Jacob Harden - https://www.instagram.com/dr.jacob.harden/  
- Adam Meakins - https://www.instagram.com/adammeakins/  
- Dr. Alex Hawkins - https://www.instagram.com/drhawk.rehab/  
- Jason Gonzalez - https://www.instagram.com/repthereds/  
- Evidence Based Movement Group - https://www.instagram.com/evidencebasedmvmt/  
- Dr. Leon Knight - https://www.instagram.com/theperformancedoc/ 
- Dr. Wesley Wang - https://www.instagram.com/wesleywang.dpt/  
- Dr. Nick Buonforte - https://www.instagram.com/dr.njbuonforte/ 
- Matthew Ibrahim - https://www.instagram.com/matthewibrahim_/ 
- Dr. Jen Esquer - https://www.instagram.com/docjenfit/   
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COMPILATION VIDEO 
 

 
https://youtu.be/8SMhqdGFspg  
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DAY 1 

 
https://www.instagram.com/p/BhCkMhQDq_4/?taken-by=thestrengththerapist  

30 Days of Shoulders! 
Across the month of April we are bringing you one post per day that is dedicated to the shoulder. We 
have brought together a stacked group of 24 people who are well versed in the field of rehabilitation 
and strength & conditioning to cover a huge range of topics. Through this month we will cover 
Anatomy, Assessment, Special Tests, Imaging, Pathology, Population Unique Information, Tests for 
the Shoulder, Warm Ups, Isometrics, Cortical Mapping, Mobility, Stability, Range of Motion, 
Strengthening, and Nerve Mobility. 
Keep your eyes peeled for each post, and then at the end of the series we will be putting together a 
free e-book of all of the content for an easy reference guide! 
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DAY 2 

 
https://www.instagram.com/p/BhE8OdQjwU1/?taken-by=thestrengththerapist  

 
SHOULDER ANATOMY 
--------- 
The shoulder or glenohumeral joint is a ball and socket joint that allows movement in all three planes 
of motion.  The shoulder joint is formed by the articulation between the head of the humerus and the 
glenoid portion of the scapula and is stabilized by the joint capsule, labrum and various 
ligaments.  The joint capsule can be seen near the end of the video and is relatively lax compared to 
that of our other ball and socket joint, the hip.  This increased laxity observed in the glenohumeral 
joint capsule is necessary to allow for the wide range of motion available at the shoulder. 
- 
From a muscular standpoint, the four rotator cuff muscles play an important role in not only moving 
the joint, but also maintaining the humeral head within the glenoid cavity and preventing damage to 
peripheral soft tissue structures. In this video, we can see the three rotator cuff muscle that lie on the 
posterior side of the scapula (supraspinatus, infraspinatus & teres minor). Subscapularis is not 
visible in this video as it is located on the anterior aspect of the scapula.  
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DAY 3 

 
https://www.instagram.com/p/BhHZlamDYG0/?taken-by=thestrengththerapist 

Yesterday we looked at the shoulder complex with @Rehabscience through a cadaver examination. 
Today we want to explore a bit more on the subject so that as we go forward we can appreciate the 
complexity of what we are working with! 
The shoulder complex is made up of 5 “bones” - the sternum, clavicle, scapula, humerus, and ribs. 
There are 5 joints - Sternoclavicular, scapulothoracic, acromioclavicular, glenohumeral, and 
coracoacromial. 
There are a ton of muscles involved in this complex, with 17 attaching the scapula alone! Focusing 
on muscles that directly influence the shoulder’s motion leaves us with approximately 23 (though you 
could argue many more). 
Due to the structure of the complex, there is a great deal of ligamental support coming from 
structures such as the joint capsule, glenoid labrum, coracoacromial ligament complex, 
coracohumeral ligaments, coracoclavicular ligaments, and many more. 
As the complex is so close to the neck, we have the brachial plexus being within close 
proximity/running through and also supplying the innervation to the majority of the shoulder. 
Finally we have the vessels to consider as well. There are many that supply the shoulder and also 
run through the region of it. This has impact that we will examine later on this month! 
The shoulder has a great amount of considerations with it, having a lot of aspects involved. This 
month we will be bringing you so much on it, get ready! 
 
 
 
 
 



 

 9 

DAY 4 

 
https://www.instagram.com/p/BeyGFWRjNPj/?taken-by=thestrengththerapist 

Shoulder Range of Motion Assessments from @primephysiofitness . 
Understanding anatomy and how that applies to the shoulder joint helps to perform a thorough 
assessment and make appropriate decisions based off that assessments. All assessments can be 
performed passively, actively, or both. 
. 
Assessment 1: Shoulder Flexion- here we move through various degrees of shoulder flexion lying 
supine (flat), and in hook-lying (feet on table). The goal here is to look for any symptom reproduction 
and to understand how one’s shoulder moves through various degrees of flexion (and abduction). If 
increased range of motion is available in supine versus hook-lying, the lats would be suspect for 
limiting shoulder flexion range of motion based on their attachment to the pelvis. 
. 
Assessment 2: Total Arc of Motion- the total arc of motion is equivalent to total degrees of shoulder 
internal rotation (IR) and external rotation (ER) available and should first be performed passively to 
fully understand one’s anatomy. Depending on your resource or text, Normative values for ER are 
80-90 degrees, and for IR, 70-80 degrees, forming a total rotational arc of roughly 150-170 degrees 
at the shoulder. If an individual has a total arc in this normative range, utilizing strategies to passively 
improve joint range of motion, such as joint mobilizations are not advised. Much like the hip, the 
shoulder can also demonstrate a rotational variation called retroversion, or retro-torsion. Seen 
commonly in throwing athletes such as baseball pitchers, these athletes appear to “lack” shoulder IR 
and an “excess” of shoulder ER. If an individual has a passive total arc in the 150-170 range, but is 
unable to access that range actively, utilizing strategies to improve active range of motion may be 
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beneficial. Keep in mind, this assessment can be performed in various degrees of shoulder flexion, 
or in the scapular plane as well. If one suspects retro-torsion, or any range of motion limitations, 
comparing the range of motion to the other shoulder is advised. 
Assessment 3: “Functional” Shoulder Assessment- this is a screen that is usually performed actively 
to see a “functional” range of motion at the shoulder. This assessment looks at gross shoulder 
mobility in all 3 planes of motion. While this test can be a quick screen for range of motion or pain, it 
is unlikely to find what tissue(s), if any, needs to be addressed. Measurements can be taken from fist 
to fist or landmarks on the back can be used. Word to the wise: don’t be fooled using this 
assessment by mistaking increased elbow flexion or increased wrist/finger movement for increased 
shoulder range of motion. Also, if you are going to passively inch the hands closer and closer 
together, you are looking at passive versus active range. 
. 
Every assessment has its pros and cons and no assessment is ever perfect. Understanding the 
purpose of your assessment, why you are performing it, and the information it provides within the 
context of the client, athlete, or patient you are working with will help to make appropriate decisions 
based on the results! 
. 
Reference: Hall K, Borstad JD. Posterior Shoulder Tightness: To Treat or Not to Treat? Journal of 
Orthopaedic & Sports Physical Therapy. 2018;48(3):133-136. doi:10.2519/jospt.2018.0605. 
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DAY 5 

 
https://www.instagram.com/p/BhMpWdUDuqI/?taken-by=thestrengththerapist 

The shoulder is likely the joint that has the most special tests used on it for the process of diagnosis. 
One of the key problems with this however is that most special tests aren’t special.  
Kelly 2010 found that when evaluating the shoulder for subacromial impingement syndrome that 
Hawkins & Kennedy had a 71% accuracy, the full can had at best 63.6% accuracy, pain on resisted 
external rotation had 58.8% for partial thickness tears, and finally the painful arc test had 62% 
accuracy for full thickness tears. These tests have a relatively poor predictive value with 
considerable variability.  
Fowler 2010 found that the O’Brien’s test had only an over-all accuracy of 54% for diagnosing SLAP 
lesions, Hawkins & Kennedy had a 67% accuracy for rotator cuff pathology. 
 
What does this mean though? Well we can use special tests, but it is best to 1. Be cautious with the 
results 2. Utilize more than one. Through clustering then we can gather more data and have more of 
an ability to layer information. If we are cautious with results, then we can also limit our emphasis on 
diagnosis and put more focus on prognosis. 
 
Kelly SM, Brittle N, Allen GM. The value of physical tests for subacromial impingement syndrome: a 
study of diagnostic accuracy. Clin Rehab. 2010. 
Fowler EM, Horsley IG, Rolf CG. Clinical and arthroscopic findings in recreationally active patients. 
BMC Sports Science, Medicine and Rehabilitation. 2010. 
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DAY 6 

 
https://www.instagram.com/p/BhPKRO4jvck/?taken-by=thestrengththerapist 

Thoracic spine influence involvement on shoulder motion? 
The thoracic spine is the region of the spine where the ribs are located, with 12 segments of 
vertebral bodies. As the thoracic spine creates the base of which the scapula lays on, it has a heavy 
impact on shoulder motion (and vice versa). The thoracic cage provides a convex surface for the a 
concave scapula to move on. This relationship influences how well the scapula can move. 
Additionally, there are many muscles that influence shoulder motion that originate either on the 
thoracic spine or the thoracic cage. These factors make it so the thoracic spine has a huge impact 
on shoulder motion. 
 
Theodoridis & Ruston 2002 observed shoulder and thoracic spine motion on 3D imaging and 
watched for movement in the thoracic spine and shoulder with arm elevation. As the arm was raised, 
the thoracic spine went through an ipsilateral coupling pattern of lateral flexion and rotation - which 
was repeatable between trials and subjects. Additionally, in the majority of participants lateral flexion 
and rotation were coupled with thoracic extension - especially for shoulder flexion. 
 
Kebaetse, McClure, & Pratt 1999 tested how thoracic posture influenced scapular movement. To 
see what they tested, sit up tall and raise your arm above your head. Then slouch and try again. 
You’ll see that the slouched position makes it much harder. In their study they found that in the 
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slouched position the scapula had significantly less posterior tilting and this reduced shoulder 
abduction. 
 
What these studies can educate us on is the importance of having the ability to move the thoracic 
spine as needed for tasks involving the shoulder. Later on this month we will have interventions on 
this topic! 
 
Theodoridis D, Ruston S. The effect of shoulder movements on thoracic spine 3D motion. Clin 
Biomech. 2002;17(5):418-421. 
 
Kebaetse M, McClure P, Pratt NA. Thoracic position effect on shoulder range of motion, strength, 
and three-dimensional scapular kinematics. Arch Phys Med Rehabil. 1999;80(8):945-950. 
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DAY 7  

 
https://www.instagram.com/p/BhR7wqaDLMW/?taken-by=thestrengththerapist 

Changes seen on imaging can be very worrying for shoulder pain clients. While imaging definitely 
has its place and time in many cases, it’s important to also understand that ‘pathology’ changes are 
often seen in asymptomatic shoulders also.  
Sher et al 1995 did an MRI study of 96 asymptomatic individuals aged between 19-88 years 
(average age 53 years). The dominant shoulder of each participant was scanned 34%! had cuff 
tears. (15% full thickness) 
 
Kong et al 2018 looked at the structural evolution of nonoperatively treated high-grade partial-
thickness tears of the supraspinatus tendon. They assessed partial thickness rotator cuff tears > 1 yr 
MRI follow up. 
81 patients 
25% ruptures decreased in size, 59% were unchanged and only 16% increased in size! 
 
Another ultrasound study by Girish G et al found abnormalities in 96% of a sample of 51 
asymptomatic male subjects. Subacromial-subdeltoid bursa (78%), tendinosis of the supraspinatus 
(39%) and ACJ osteoarthritis (65%) were most prevalent. 
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Also some research backing conservative Mx of cuff tears. Moosmayer et al 2017 followed up 49 
non operatively treated full thickness tears after 8 years. 41/49 83% reported good or excellent 
function. Interestingly most tears also had modest tear size progression.  
So after all that! A reminder to treat the wo(man) not the scan. ! People diagnosed with rotator cuff 
tears should be preety ‘cuffed’ about this!" 
#30daysofshoulders 
 
Refs: 
Girish G, et al Ultrasound of the shoulder: Asymptomatic findings in men. AJR 2011;197:W713-
W719.  
Sher JS, et al Abnormal findings on magnetic resonance images of asymptomatic shoulders. J Bone 
Joint Surg Am 1995; 77:10-15.  
Kong BY, et al Structural Evolution of Nonoperatively Treated High-Grade Partial-Thickness Tears of 
the Supraspinatus Tendon. 
Am J Sports Med. 2018 
 
Moosmayer et al The natural course of nonoperatively treated rotator cuff tears: an 8.8-year follow-
up of tear anatomy and clinical outcome in 49 patients. Journal of Shoulder and Elbow Surgery 
2017. 
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DAY 8  

 
https://www.instagram.com/p/BhUgQoWDckd/?taken-by=thestrengththerapist 

In recent years we’ve begun to start question the emphasis placed on imaging. This has been most 
vocalized in regards to spinal imaging where we have a lot of evidence that many “changes” are 
normal parts of aging. Similarly, we are gaining more information on this topic about shoulder 
pathology. Specifically in this regard, the prevalence of “damage” highly population dependent.  
As an example, Schwartberg 2016 examined middle aged people that had asymptomatic shoulders. 
The MRI findings demonstrated up to 72% having a SLAP tear, 6% having an anterior labral tear, 
55% having a posterior labral tear, 6% having a full thickness cuff tear, 24% having a partial 
thickness tear. 
 
In a throwing population, Miniaci 2002 examined 14 asymptomatic professional baseball pitches - 
both dominant and non-dominant sides with MRIs. 79% were found to have changes (tear, 
thickening, etc.) of the supraspinatus tendon in their throwing side, whereas 86% had change in their 
non throwing side (not statistically significant difference). Abnormalities of the labrum was found in 
22 of the 28 shoulders that were examined with 11 being throwing and non-throwing. Two SLAP 
tears were found, 10 total tears in the group.  
Whereas Pappas ND 2013 examined geriatric cadaveric shoulders with no past medical history of 
shoulder injuries and found that approximately 10% had SLAP tears, 21% had anatomic variants 
(anterior sublaral foramen as an example), 7% had a Buford complex, and 21% had full thickness 
rotator cuff tears. As well, 45% of this population had signs of degenerative osteoarthritis of the 
humeral head and 29% had degeneration of the glenoid.  
In contrast to the above, Reuter 2008 examined Ironman triathletes - both asymptomatic (16) and 
symptomatic (7). In this study, there was no labral tears found, but there was partial thickness tears 
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of the cuff (29%/19%), cuff tendinopathy (29%/50%), and AC joint arthritis (57%/31%) found.  
This doesn’t mean that you should disregard imaging, but it doesn’t necessarily “answer questions” 
as many people want it to. There are many factors to put together and imaging is not necessarily 
beneficial.  
 
Schwartzberg R, Reuss BL, Burkhard BG, Butterfield M, Wu JY, McLean KW. High prevalence of 
superior labral tears diagnosed by MRI ion middle-aged patients with asymptomatic shoulders. 
Orthop J Sports Med. 2016;4(1):2325967115623212. 
 
Miniaci A, Maschia AT, Salonen DC, Becker EJ. Magnetic resonance imaging of the shoulder in 
asymptomatic professional baseball pitchers. AJSM. 2002;30(1):66-73. 
 
Pappas ND, Hall DC, Lee DH. Prevalence of labral tears in the elderly. J Shoulder Elbow Surg. 
2013;22:e11-e15. 
 
Reuter RM, Hiller DW, Ainge GR, Brown DW, Dierenfield, Shellock FG, Crues III JV. Ironman 
triathletes: MRI assessment of the shoulder. Skeletal Radiol. 2008;37:737-741. 
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DAY 9 

 
https://www.instagram.com/p/BhXBNUgj_M7/?taken-by=thestrengththerapist 

There is common beliefs that scapular dyskinesis can leads to shoulder pain. However, currently, 
this paradigm has been challenged. If we look the researchs on the low back area, there is strong 
evidence stabilization exercises are not more effective than any other form of active exercise in the 
long term (1). The term "instability" has been debated in last decade, and the opinion that the back is 
vulnerable and needs protection are really harmful (2). So, back to the shoulders, we bring 3 issues 
in this post: 
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1. Is there association between scapular dyskinesis and shoulder pain? 
2. Does scapular stabilization exercises can alter scapular kinematic? 
3. Is the term scapular stability helpful? 
 
In 2013, Ratcliffe et al did a systematic review to examine whether a difference exists in scapular 
orientation between people without shoulder symptoms and those with subacromial impingement 
syndrome (SIS). The results of this review demonstrated a lack of consistency of study 
methodologies and results. Currently, there is insufficient evidence to support a clinical belief that the 
scapula adopts a common and consistent posture in SIS (3). The differences in shoulder muscle 
strength do not exist between healthy subjects with & without scapular dyskinesis (4). Scapular 
dyskinesis appears to be prevalent in healthy populations and scapular dyskinesia is a poor 
predictor of shoulder pain (5) 
 
Exercises to improve scapula control or strength do not appear to normalize scapula motion. 
Hibberd et al found that the current strengthening and stretching program was not effective in 
altering strength and scapular kinematic variables (6). The current clinical scapular stabilization 
paradigm is ambiguous, is flawed, and has limited support from current evidence (7). Last, the term 
“scapular stability” is vulnerable to being used indiscriminately. The diagnosis of shoulder pain 
remains grounded in a biomedical model where identification of the structure at fault is a priority. PTs 
should be mindful of the terminology they use and consider its impact on the patient's treatment 
pathway with the aim of doing no harm with the language used (8). 
 
Reference: 
1. Smith et al. An update of stabilisation exercises for low back pain: a systematic review with meta-
analysis. BMC Mus Dis. 2014 
2. Darlow et al. Easy to Harm, Hard to Heal. Spine. 2015 
3. Ratcliffe et al. Is there a relationship between subacromial impingement syndrome and scapular 
orientation? A systematic review. BJSM. 2013 
4. Hannah et al. Strength profiles in healthy individuals with and without scapular dyskinesis. IJSPT. 
2017 
5. Struyf et al. Does scapular positioning predict shoulder pain in recreational overhead athletes? 
IJSM. 2014 
6. Hibberd et al. Effect of a 6-week strengthening program on shoulder and scapular-stabilizer 
strength and scapular kinematics in division I collegiate swimmers. JSR. 2012 
7. McQuade et al. Critical and Theoretical Perspective on Scapular Stabilization: What Does It 
Really Mean, and Are We onthe Right Track? PTJ. 2016 
8. Cuff & Littlewood. Subacromial impingement syndrome – What does this mean to and for the 
patient? A qualitative study. MSKSP. 2018 
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DAY 10 

 
https://www.instagram.com/p/BhZYmg6jYER/?taken-by=thestrengththerapist 

Got questions about Frozen Shoulder? Adhesive Capsulitis? 
@drjarodhalldpt is here to discuss this topic with us.  
In the 7 videos he discusses what our evidence is currently telling us about the topic, what we used 
to think, and treatments for it. 
 
  



 

 21 

DAY 11 

 
https://www.instagram.com/p/Bhb-y2-jmM-/?taken-by=thestrengththerapist 

The band external rotation exercise may be the most well known "rehab exercise" ever. It is basically 
synonymous with rotator cuff rehab. But we've come a long way in what we know and how we 
address the cuff, and the band rotations are just the tip of the iceberg. 
 
The tendons of the rotator cuff often become irritated due to repetitive overload and cause irritation 
to the front of the shoulder. We know it as a rotator cuff tendinopathy and managing it requires 
bringing the load down to within the current tolerance of the shoulder. 
 
Now, it can take some trial and error to get the load just right, but a good progression to follow is 
isometric --> eccentric --> dynamic. Isometrics don't have the painful tissue moving so they tend to 
be the least irritable of all and are a great starting point, especially for the person who has pain 
moving the arm. Eccentrics are up next because tendons tend to handle eccentric stress a bit easier 
than concentric, so they are a good tool to help us build back up some range of motion. More 
dynamic work would come after, where we load the cuff while moving the arm back and forth and is 
great to use when we have some basic tolerance built back up. 
 
So there are multiple ways to load the cuff beyond just the standard external rotation drills. Modify 
the load, progress the exercise as needed, and build that cuff back up. 
 
  



 

 22 

DAY 12 

 
https://www.instagram.com/p/BhepN0vDZ6U/?taken-by=thestrengththerapist 

��AC Joint�� injuries are a common occurrence in impact sports. They account for 40% of the 
shoulder injuries to NFL Quarterbacks, usually when they get tackled from the side and their 
shoulder gets slammed into the ground with the weight of a defender on top of them. 
. 
-Anatomy- AC stands for Acromioclavicular which is where your clavicle (collar bone) attaches to the 
scapula (shoulder blade). You can find it by tracing your collar bone out towards the shoulder until 
you feel a bump, thats it. 
. 
This connection is important because it is one of 2 points that connect the shoulder complex to the 
axial skeleton. The AC joint is held together by 4 acromioclavicular ligaments and 2 coracoclavicular 
ligaments, (trapezoid and conoid). 
. 
-Mechanism of Injury-When a downward force is applied to the acromion the stress is placed on 
these ligaments and as long as the clavicle does not fracture, the AC's and CC's can sprain or tear. 
. 
-Grades-Above are the 6 grades of AC Joint injuries. Grades I & II are treated conservatively while 
grades IV-VI require surgical intervention. Grade III's usually recover with 3 months of rehab alone 
but will sometimes require surgery if symptoms persist after a full a course of PT. 
. 
-Conservative Treatment-7 to 10 days of sling use to support the shoulder and allow for ligament 
healing, followed by light passive and active assisted ROM. 
. 
As symptoms decrease and ROM increases progressive shoulder stability and scapular postural 
exercises may be initiated, followed by heavier loading and sport specific activities. 
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DAY 13 

 
https://www.instagram.com/p/BhhI_TkDIFC/?taken-by=thestrengththerapist 

Neurogenic thoracic outlet is a controversial clinical condition due to variations in symptoms and no 
clear objective signs or tests. 
 
Some think its under recognised, others over diagnosed? 
 
What do you think? 
 
Check out Hooper et al (2010) Journal of Manual and Manipulative Therapy for a good overview of 
this debated syndrome 
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DAY 14 

 
https://www.instagram.com/p/BhkSwHijbhd/?taken-by=thestrengththerapist 

#WHAT IS BICEPS TENDONITIS? 
. 
When you think of the biceps you think of the muscular portion $, but did you know the biceps 
tendon is a common cause of shoulder pain? 
. 
%The Biceps spans from the radius �� into two tendons. One inserts into the coracoid process of 
the shoulder blade (short head). The other tendon inserts into a intra-articular attachment to the 
shoulder labrum (long head) 
. 
&�♀�Long Head Tendon Biceps pain is extremely common in any overhead sport or activity, 
especially weightlifting. In most cases it’s not direct overuse of the biceps tendon that causes 
inflammation, it’s that the other rotator cuff muscles (supraspinatus, subscapularis) aren’t doing their 
job, creating compensation for the biceps tendon. 'The other main cause of biceps tendon pain is 
direct trauma to the shoulder. Under age 40 there is usually damage to the labrum, and over the age 
of 40 it’s usually trauma to the biceps tendon itself. 
. 
(Symptoms of biceps pain include painful clicking and popping, loss of power overhead, and either 
specific pain in the bicipital groove or deep pain within the shoulder. 
. 
❓Recovery can take from 6-8 weeks so it’s important to be patient. If there is significant loss of daily 
function and therapy doesn’t work, this is a condition where more invasive procedures CAN help. 
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DAY 15 

 
https://www.instagram.com/p/BhmVQypjivU/?taken-by=thestrengththerapist 

The Closed Kinetic Chain Upper Extremity Stability Test (or CKCUEST) is a reliable and valid 
functional test for the upper extremity. It provides clinicians with objective data to demonstrate 
progression during rehabilitation, especially in the return-to-play decision-making process. 
 
The pros of the CKCUEST are… 
- It doesn’t take up a lot of space. 
- It only takes a few minutes to conduct. 
- It doesn’t require any equipment besides a couple pieces of tape. 
 
The cons of the CKCUEST are… 
- It can’t distinguish performance between left and right sides. 
- The hand placement (36 inches apart) typically isn’t adjusted for height, making the test more 
challenging for shorter athletes. 
 
In addition to the number of touches, I also like to note the athlete’s ability to achieve and maintain a 
solid push-up position plank. 
 
For more information on the CKCUEST, see 
Goldbeck TG, Davies GJ. Test-Retest Reliability of the Closed Kinetic Chain Upper Extremity 
Stability Test: A Clinical Field Test. J Sport Rehabil. 2000;9(1):35-45. 
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DAY 16 

 
https://www.instagram.com/p/BhpCfEgjplq/?taken-by=thestrengththerapist 

Before doing an upper body lift session, it’s a good idea to perform some warm-up exercises to 
prepare your upper body for higher loads. 
. 
The first exercise is a banded wall walk. The band around the wrists/forearms provides an external 
cue for your rotator cuff and deltoid as you control your arms into overhead flexion. Keep your 
elbows in line with your wrists in order to keep those external rotators engaged! 
. 
The second exercise is a banded overhead flexion at the wall. This exercise also helps to fire up the 
rotator cuff and increases shoulder stability as you work into an overhead position. You may also 
feel this through your thoracic spine as you work to keep your back flat against the wall throughout 
the entire range of motion. It’s harder than it seems! 
. 
The next warm-up exercise is scap pull-ups. This is a great precursor to pull-ups because it works 
on that lat initiation that is necessary to perform prior to the full pull-up. It also helps train and 
improve scapular downward rotation. 
. 
After performing scapular pull-ups (a vertical pull), it’s nice to warm-up a vertical push. These Y 
shrugs work scapular upward rotation and help prepare for movements like an overhead press, 
military presses, jerks, and any other vertical pressing movements. 
. 
Closed chain exercises like the banded plank multi-directional reach, plank to downward dog, and 
forearm plank to dolphin pose as seen in the next three exercises, all help to work shoulder stability 
in varying angles. Focus on pushing through the palm of your hands (or forearms) into the ground to 
really fire up your serratus anterior throughout these exercises. 
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DAY 17 

 
https://www.instagram.com/p/BhrdBRKlGJU/?taken-by=thestrengththerapist 

GLENOHUMERAL MOVEMENT- MOBILITY & PROPRIOCEPTION: 
What is the glenohumeral joint? This joint- aka the shoulder joint- is located between your scapula 
and your humerus. It is arguably one of the most mobile joints in the body. 
So how can we mobilize and enhance proprioception (the perception of movement) in this joint? 
Simply by MOVING it. 
. 
CARs (controlled articular rotations): @drandreospina would define it as "Active, rotational 
movements at the outer limits of articular motion" 
. 
1� � Develop tension from your feet to your chest. 
2� � Slowly raise your arm, keeping it straight, until you reach a block WITHOUT compensating. 
3� � Show your armpit to the wall as you keep rotating around, again WITHOUT compensation. Keep 
the movement specially in your glenohumeral joint. 
4� � Finish with your arm behind you and eventually down by your hip. Now move back around and 
finish the same way you started. 
You can do this with the wall (which can keep you more honest) or without the wall. 
The best way we can affect the joint capsule (glenohumeral joint) is through rotation. This is where 
enhanced proprioception comes in. You're sending info to the brain that your joint can control large 
ranges of motion. By sustaining mobility of the shoulder, you'll add to your current mobility of your 
shoulder. . 
Movement is medicine, and if you don't use it you can lose it. 
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DAY 18 

 
https://www.instagram.com/p/BhuEY5yjoVF/?taken-by=thestrengththerapist  

Isometric contractions are typically utilized in the rehab setting to address tendon pain via single joint 
movements because they have been shown to provide an analgesic effect (pain reduction). While 
useful in isolation, I think they can also be used to bridge the gap between rehabilitation and training. 
The two are often seen as mutually exclusive entities, but they actually sit along the same 
continuum. Let’s examine two uses for compound isometrics. 
. 
Option 1: Pain Reduction - Based on the current best evidence, long duration isometrics can be 
used to alleviate pain immediately and up to 45 minutes later. Assuming I have pain with the bench 
press secondary to a long head of the biceps tendinopathy, I could attempt to perform the movement 
isometrically for 5 sets of 45 seconds at 70% intensity with a 1-2 minute rest between sets. The goal 
would be that the isometrics would gradually reduce my pain enough to allow me to perform some of 
my normal bench press training. 
. 
Option 2: Training Effect - Let’s pretend a supraspinatus tendinopathy is limiting my overhead press. 
First of all, this shouldn’t be the reason for complete cessation of that exercise. I could perform 
partial range of motion with my normal weight or full range of motion with a much lighter weight. 
However, I could also perform maximal intensity isometrics in my pain free ranges to continue 
creating the training stimulus I am looking for. 
. 
Isometrics are versatile. You can use them for maximal strength, submaximal strength, cortical 
remapping, explosiveness, pain reduction, etc. You can use a weight you can’t move or push/pull 
into an object that’s immovable. The examples in the video and description are just two ways to 
utilize isometrics, but as I said in the opening paragraph, they can be manipulated for rehab and 
training. Modifying intensity, pain, duration, and range of motion to match the needs of the individual 
is key to successful application. 
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DAY 19 

 
https://www.instagram.com/p/Bhwnk21jy6D/?taken-by=thestrengththerapist 

As we saw �� previously in this 30 days of shoulder series, mobility of the t-spine canNOT be 
overlooked when it comes to shoulder mobility, especially w/overhead movements! That being said, 
let’s look at one of our favorite t-spine mobility based exercises (credit to @rechargexfit for the initial 
idea) ... 
. 
1� �begin on hands / knees with the band secured around your opposite foot and your opposite arm 
. 
2� �rotate up / away (following your shoulder with your eyes / using the band to assist you with 
rotation) 
��feel free to even try pushing down into the band with your foot to further assist you with rotation) 
. 
While the quadruped position is a good starting point to address t-spine mobility, according to others 
like @ericcressey, @drjohnrusin and @dsomerset1 , common mistakes to be aware of that may 
occur with the following exercise include... 
. 
❌flexed neck / rounded shoulders 
❌hip rock and/or lateral hip shift 
❌lumbar spine hyperextension 
❌excessive shoulder drive 
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DAY 20 

 
https://www.instagram.com/p/BhzI3vtjGNm/?taken-by=thestrengththerapist 

 
+SHARPEN YOUR MAP+ with @simplestrengthphysio ⠀ 
What is this map you speak of? And why might it be important as it relates to pain? 
The cortical homunculus is an area of the brain where our body is represented like “a map.” This 
map is dedicated to processing both sensory (input) and motor function (output). 
Simply put, we tend to see “smudging” or a dulled representation of that area of the body for 
individuals who might be experiencing persistent pain! Our maps lose their ability to discriminate 
input that they may be getting from that area, potentially contributing to an inappropriate expression 
(output) of pain. 
One way I love to use closed chain exercises, besides for strengthening, is to “sharpen the map,” 
aka improve our awareness of body parts. Combined with education, these exercises can be very 
helpful for individuals with persistent shoulder pain. Here are a few of my favorite progressions for 
the shoulder: 
1. Cat-Camel: low level exercise, but can be great for instilling low level loading, confidence, and 
AWARENESS to the map + . 
2. Bear crawl iso hold: I like to sneak in isometrics with these knowing they can help reduce pain as 
we’ll begin to load the shoulder complex. 
3. Quadruped scap clocks: I prefer this variation over “wall clocks” because it really keeps us in a 
true closed chain that is harder to cheat. Also, in quadruped we are in a “less threatening” posture 
than upright. We also get “stance” arm isometrics and the moving arm elicits are really nice fatigue. 
⠀ 
I hope these exercises give you some food for thought on different ways to reframe exercise! 
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DAY 21 

 
https://www.instagram.com/p/Bh10XfVjcgL/?taken-by=thestrengththerapist 

,Closed Chain Shoulder Flow, Inspired by my 5 Month old Son and using the principles from 
DNS, I created a closed chain shoulder strength sequence. Infants and toddlers don’t use 
Therabands to strengthen their rotator cuff muscles or Y, Ts, Ws for scapula stabilization. They use 
movement strategies to press up, stabilize, and maneuver in and out of positions. It just so happens 
that their rotator cuff muscles, deltoid muscles, and scap stabilizers work in a coordinated fashion to 
make them move seamlessly! - 
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DAY 22 

 
https://www.instagram.com/p/Bh4YfZgDZ62/?taken-by=thestrengththerapist 

Prone Ts are good for posterior cuff and scap strength. It’s an exercise I give for rehab and prehab 
just to promote shoulder health. When performing prone Ts, make sure you’re initiating through the 
scap and not just moving the shoulder. I often will put my hands on the medial (inside) border of the 
shoulder blade so they know where they should be feeling it in addition to the back of the shoulder. 
—— 
Here are progressions of the prone T 
1� � Prone T no weight  
2� � Prone T with weight 
3� � Prone T with off set weight - I’m using a roller with a weight tied to the top but a hammer works 
great. This promotes increased posterior cuff activation to prevent the weight from turning. 
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DAY 23 

 
https://www.instagram.com/p/Bh7CWVijJ0n/?taken-by=thestrengththerapist 

BAND Ys are one of my favorite drills to use in athletes with an overextension fault in their spine 
(aka rib cage flaring). 
. 
The band resists shoulder flexion and for many athletes they will want to default into thoracolumbar 
junction extension. But the ground gives feedback on spinal positioning and is a great tactile cue to 
avoid this. 
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DAY 24 

 
https://www.instagram.com/p/Bh9lt5eDKBs/?taken-by=thestrengththerapist 

Two key areas to address when developing a good shoulder training plan are the Rotator Cuff and 
the Lower Trapezius. 
—- 
The rotator cuff is important for stabilizing the shoulder joint, and the lower traps are helpful in 
upwardly rotating the shoulder blade when reaching overhead. 
—- 
This video shows some ways you can use open chain exercises to target both of these muscle 
groups. 
Open chain just refers to movement of the arm on the body (not moving the body over a stable arm). 
Both have their place in shoulder training and rehab. 
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DAY 25 

 
https://www.instagram.com/p/BiAFnScj9tR/?taken-by=thestrengththerapist  

ETURN TO OVERHEAD PRESSING PAIN-FREE from @tony.comella — 
Shoulder pain with overhead pressing is a common complaint among athletes when training. Rather 
than ceasing gym activity, we can potentially continue training by making modifications to our 
routine. The video above highlights some training options. 
— 
1� � Prepare the shoulder for movement. Lots of options here, but downdog and/or shoulder tap are 
great considerations. They facilitate good upward movement of the scapula while also providing 
thoracic spine mobility. 
. 
2� � Choose 1-2 overhead variations. When overhead pressing is painful, scrape the rack or 
landmine (plus lean) can allow for a similar training stimulus while potentially avoiding symptoms. 
These facilitate good scapular movement and expose load to the shoulder joint in an overhead 
position. 
. 
3� � Pull...a lot. Pulling is less stressful on the shoulder and is thus more tolerable. Pain or no pain, 
programming should implement more pulling than pushing variations. Choose 3-4 variations in your 
routine (video demonstrates 4 options but many others exist). 
— 
Disclaimer: the shoulder and pain are complex, and the medical and training history of each 
individual varies greatly, so the above movements may or may not be appropriate for you. If you 
have questions, seek out a medical professional to help! 
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DAY 26 

 
https://www.instagram.com/p/BiCtsAbjp9j/?taken-by=thestrengththerapist 

#FIX YOUR MECHANICS#with @dr.njbuonforte . 
��Performing basic movements tend to be overlooked in form while training, which can lead to 
eventually developing an injury, pain, or nagging issues. This post reviews the horizontal push for 
two common upper body movements: the push-up and the dumbbell press. . 
��I often see during the descent of both movements the elbows ‘flaring out’ to the side. This places 
the arm at 90 deg (“T” position from above) and places some structures of the back of shoulder on 
stretch, which then effects some of the mechanics that could lead to some issues brewing up within 
the shoulder. When we ‘fix’ this movement the shoulder functions more optimally and improves the 
mechanics of the movement to decrease the likelihood of an injury from happening via placing the 
arm in a 45 deg angle during the movement. When this happens the elbow “tracks” in the scapular 
plane: which improves shoulder joint functioning �� . 
��To complete this in the push-up form I am demonstrating the ‘spreading the floor apart’ 
technique, which naturally places the elbow in the proper direction during the descent of the 
movement. With the dumbbell, placing them together then opening up to a 45 degree angle (takes 
some eye-goniometry -) then keeping that position to perform the movement. 
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DAY 27 

 
https://www.instagram.com/p/BiFUpTEjbUs/?taken-by=thestrengththerapist 

��♂�SINGLE ARM KETTLEBELL SHOULDER PRESS PROGRESSIONS��♂� 
from @matthewibrahim_ ⠀ 
��The shoulder is a complex area that deserves the finest attention to detail when it comes to 
strength training for the purpose of improved function, durability and performance. 
.In this exercise sequence breakdown, we cover 5 stages to progress through in single arm 
kettlebell shoulder pressing. It's important to master the exercise at each step of the way for 
shoulder health and resilience. 
��We begin on the floor, then move to the half kneel and tall kneel developmental positions, and 
finish off in the standing position. 
⠀ 
/Exercise Progressions/: 
⠀ 
1. KB Floor 1-Arm Shoulder Packing Drill 
⠀ 
2. KB Floor 1-Arm Press 
⠀ 
3. KB Half Kneel 1-Arm Press 
⠀ 
4. KB Tall Kneel 1-Arm Press 
⠀ 
5. KB Standing 1-Arm Press 
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DAY 28 

 
https://www.instagram.com/p/BiH3QSIj5xo/?taken-by=thestrengththerapist 

@functional.bodybuilding has been a passion and a focus of mine for over a year now. We are 
taking some classic bodybuilding principles and applying them to functional patterns to help people 
Look Good and Move Well. Why sacrifice great movement quality just to look good?  
Unilateral pressing movements have been a featured movement pattern in our programs and 
channel for the past year. Getting athletes to work their side to side imbalances has been a big point 
of emphasis in my coaching and language to the masses. Within single arm pressing we have been 
showing a wide range of movements that span the skill level spectrum. Here are a few of our 
intermediate to advanced lifts that we have been implementing that coordinate different movement 
planes and in some cases patterns. 
 
Filly Z Press - Challenges thoracic extension as well as scapular stability in the non pressing arm. 
Tall Kneeling Anti Rotation DB Press - Demands that the athlete coordinates their glute's firing in 
order to stay in the tall kneeling position while also engaging rotational core musculature. 
 
Half Kneeling Landmine Press w/ Cross Body Reach - This is a slightly unstable position to press 
from and therefore will demand a lot of scapular control. The Cross Body reach is a nice touch to 
really ensure upward rotation of the shoulder blade at the end range of the press.  
Seated Single Arm Elevator Dumbbell Press - Elevator pressing is one of our favorite tools to help 
athletes build positional awareness and strength throughout the range of the press. There are 4 
positions to hit. Shoulder, 1/3 press, 2/3 press, and the top. Hit these positions on the way up and 
down. 
 
Alternating Bottoms Up KB Press - Bottoms up KB pressing is a terrific way to warm up the 
shoulders and strengthen your grip. Small deviations from side to side in the kettlebell will feel like 
exponential increases in grip demand. Therefore this is a great tool to teach refinement in pressing 
patterns and activating the scapular muscles while they attempt to stabilize.  
Give these a try and I hope you find them to be eye opening and helpful in getting your shoulders 
moving more freely and with more control. 
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DAY 29 

 
https://www.instagram.com/p/BiKQiMTjGTW/?taken-by=thestrengththerapist 

Multi-Directional Instability (MDI) 
— 
.Non-operative treatment is the preferred method for treating a dislocated shoulder. After injury, the 
first priority is regaining range of motion and strength. After that, high level stability exercises are 
next… 
. 
…This is part of #30DaysOfShouldersseries with my friend Sam @thestrengththerapist 
. 
��♂�Training the surrounding rotator cuff and parascapular muscles is extremely important for the 
MDI shoulder. This set of exercises challenge the shoulder and the timing/co-contraction of the 
rotator cuff at multiple intervals of shoulder elevation. 
. 
✅A strong and fast rotator cuff is required to support a shoulder with ligamentous laxity. It is 
important to train for both slow strength and muscle size as well as for dynamic strength and timing. 
These can be helpful as a form of prehab for at-risk athletic populations as well. 
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DAY 30 

 
https://www.instagram.com/p/BiM5Q74jXkf/?taken-by=thestrengththerapist  

��RADIATING PAIN��with @docjenfit  
Where is the pain coming from? 
This can be quite a loaded question. 
Especially when we’re talking about the shoulder $  
That’s why it’s important to address areas surrounding the joint. 
Pain in the shoulder? 
Okay. But is it constant? Does it come and go? Is it positional? Does it increase when turning your 
head in your car? Or looking up or down? 
The neck is certainly an area of concern when it comes to addressing the shoulder. 
Often times, nerves can actually be driving continued pain and even lead to inflammation in a joint. 
When we take a moment to assess tension of the nerves, we might even be able to recreate the 
same pain in the shoulder! 
. 
Within the first video, we can use this as a quick general assessment and test of the median nerve. 
Although, we are only addressing one nerve, focusing on the median nerve can actually help to clear 
up all general nerve tension - which is why this is typically my initial “go-to”. 
. 
The remaining “levels” are a quick example of some awesome @neurodynamicsprogressions to 
reduce tension on the symptomatic side. Addressing the non-involved side (in this case, the left arm) 
FIRST, has been shown to greatly address tension on the nerve root to improve gliding and sliding 
of the nerve, ultimately reducing tension and releasing pain! 
. 
Progressions for nerve involvement is meant to be just that... progressions!! 
More is NOT better. 
Be gentle with nerves. Treat them delicately and stop at the FIRST sign of tension/stretch/sensation. 
If ANY symptoms increase, please stop immediately. 
Though these progressions provide a great idea, beginning them with your therapist is ALWAYS the 
preferred manner of treatment 1 
 


