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Abstract

Background: Subacromial pain syndrome (SAPS) and rotator cuff–related shoulder disorders are among the most common 
causes of shoulder pain. Historically, management was driven by structural abnormalities identified on imaging, but 
contemporary evidence supports a clinically led, function focused approach.
Methods: This narrative clinical review synthesizes current evidence from high-quality clinical practice guidelines, systematic 
reviews, and randomized controlled trials. Key themes include diagnostic reasoning, imaging indications, tear classification, 
rehabilitation strategies, injection therapy, surgical decision making, and de implementation of low value procedures.
Findings: Clinical assessment remains the cornerstone of diagnosis. Early imaging is discouraged in typical atraumatic 
presentations. Progressive exercise therapy is the most consistently supported intervention. Corticosteroid injections 
provide short term relief but do not modify disease progression. Arthroscopic subacromial decompression offers no clinically 
meaningful benefit over placebo surgery or structured rehabilitation. Rotator cuff repair is appropriate for selected patients, 
particularly those with traumatic onset, pseudoparesis, or persistent functional impairment despite conservative treatment.
Conclusion: A clinically led, stepped care pathway emphasizing rehabilitation first management, selective imaging, and 
individualized surgical referral / intervention aligns with contemporary evidence and reduces low value interventions.
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Introduction

Shoulder pain is among the most common 
musculoskeletal complaints in adults, with subacromial pain 
syndrome (SAPS) and rotator cuff–related shoulder disorders 
accounting for a substantial proportion of presentations in 
primary care, sports medicine, and orthopaedic practice [1]. 
In a systematic review of global epidemiology, the median 

point prevalence of shoulder pain was 16% (range 0.67–
55.2%) across countries, with a primary-care prevalence 
of 1 to 4.8%, making shoulder pain the third most common 
musculoskeletal presentation after low back and knee 
pain [2]. Historically, SAPS was conceptualized through a 
mechanical impingement model in which the acromion and 
coracoacromial arch were believed to compress the rotator 
cuff during elevation. However, contemporary evidence 
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challenges this model, demonstrating that pain arises from a 
multifactorial interaction involving tendon pathology, bursal 
inflammation, altered neuromuscular control, occupational 
load, and psychosocial contributors [3,4].

The terminology used to describe these conditions has 
evolved. SAPS is now considered a clinical umbrella term 
for non-traumatic pain originating from the subacromial 
region, whereas rotator cuff–related shoulder pain 
describes a broader symptom-based construct that may 
occur with or without a demonstrable tendon tear. These 
diagnostic labels reflect overlapping clinical entities rather 
than discrete anatomical pain generators [4,5]. Because 
structural abnormalities on imaging are highly prevalent in 
asymptomatic individuals, particularly with increasing age 
[6,7], diagnosis and management must be guided primarily 
by clinical assessment rather than imaging findings alone. 
Sanders et al. recently reported that the prevalence of rotator 
cuff abnormalities in asymptomatic shoulders varies widely 
(0%-100%) across imaging modalities and populations. 
Differences in prevalence between asymptomatic and 
symptomatic shoulders ranged from −7% to 26%, 
highlighting substantial variability and uncertainty in the 
relationship between imaging findings and symptoms [8]. 

This review synthesizes contemporary evidence 
published between 2023 and 2026, integrating clinical 
practice guidelines, randomized trials, meta-analyses, and 
long term follow up studies to provide a clinically actionable, 
evidence-based pathway for assessment, imaging, 
rehabilitation, injection therapy, surgical referral, and rotator 
cuff repair.

Methods

This narrative review followed a structured, evidence 
informed approach consistent with SANRA guidelines 
[9]. Searches were conducted in PubMed/MEDLINE, the 
Cochrane Library, supplemented by Google Scholar for 
English language clinical practice guidelines, systematic 
reviews, meta-analyses, randomized controlled trials, and 
long term follow up studies published between January 2023 
and August 2026. Earlier landmark studies were included 
when they provided essential conceptual context or long-
term comparative evidence [10-12].

 
Search terms included: subacromial pain syndrome, 

rotator cuff–related shoulder pain, rotator cuff tear, 
clinical examination, diagnostic imaging, exercise therapy, 
corticosteroid injection, subacromial decompression, and 
rotator cuff repair. Reference lists were screened for additional 
studies. Studies were included if they addressed adult SAPS 
or rotator cuff disorders and provided clinically applicable 
evidence related to diagnostic accuracy, red flags, imaging 

indications, rehabilitation, injection therapy, decompression, 
or repair. Exclusion criteria included paediatric populations, 
postoperative rehabilitation studies, isolated instability, 
glenohumeral arthritis, adhesive capsulitis, and studies 
lacking clinically meaningful outcomes.

Findings were synthesized thematically, with greater 
weight assigned to contemporary multidisciplinary 
guidelines, high quality systematic reviews, adequately 
powered randomized trials, and long term follow up studies. 
As this was a narrative rather than a systematic review, no 
protocol was registered, study selection was not performed 
in duplicate, and no formal risk-of-bias instrument or 
quantitative pooling was applied; author clinical experience 
was incorporated as contextual interpretation rather than as 
primary evidence. As with any narrative review, the synthesis 
reflects the author’s selection and weighting of the available 
evidence rather than a systematic, reproducible appraisal, 
and individual recommendations should still be adapted to 
comorbidity, access to rehabilitation, occupational demands, 
local expertise, and patient goals.

Artificial intelligence tools were used as complementary 
aids during manuscript preparation to improve language 
clarity and organisation. These tools were used solely to 
enhance readability; the author retains full responsibility for 
the scientific content, interpretation, and final version of the 
manuscript.

Results

Clinical Examination and Red Flags

A clinically led assessment remains the cornerstone of 
diagnosing SAPS and rotator cuff–related shoulder disorders. 
High quality guidelines emphasize that history and physical 
examination outperform early imaging in typical atraumatic 
presentations [4,5,13]. History should explore symptom 
onset, mechanism of injury, pain during elevation, night 
pain, occupational or sporting overhead load, prior injury, 
and psychosocial contributors such as fear avoidance or 
catastrophizing [3]. Traumatic onset, particularly in older 
adults, raises suspicion for a repairable full thickness tear 
[14]. 

Physical examination relies on clusters of tests rather 
than single manoeuvres. Lag signs have the highest specificity 
for full thickness tears [15]. Impingement tests demonstrate 
moderate sensitivity but poor specificity. Strength testing 
and active vs passive range of motion help differentiate pain 
limited movement from true weakness or pseudoparesis. 
Red flags requiring urgent imaging or referral, include 
acute trauma with pseudoparesis, suspected fracture or 
dislocation, infection, inflammatory arthropathy, progressive 
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neurological deficit, referred pain, and systemic symptoms 
suggestive of malignancy.

In the absence of red flags, early imaging is discouraged 
[8,13]. Imaging: diagnostic value and indications. Ultrasound 
is reliable and cost effective for detecting rotator cuff 
tears, with diagnostic accuracy comparable to MRI when 
performed by experienced operators [16]. MRI provides 
comprehensive evaluation of tear size, retraction, muscle 
atrophy, fatty infiltration, and associated pathology, the key 
prognostic indicators for surgical repair [14,17]. Structural 
abnormalities are highly prevalent in asymptomatic 
individuals, reinforcing the need for clinical correlation [8]. 
Rotator cuff abnormalities on MRI become progressively 
more common with age, approaching near-universal 
prevalence beyond the fifth decade [6]. 
Imaging should be reserved for:
1.	 Suspected traumatic full thickness tear
2.	 Persistent symptoms after 6–12 weeks of rehabilitation
3.	 Diagnostic uncertainty
4.	 Preoperative planning
5.	 Early imaging does not improve outcomes and may 

increase patient fear, unnecessary referral, and 
overtreatment [10,12]. 

Rotator Cuff Tears: Imaging vs Surgical 
Indications

Imaging findings alone are insufficient to determine 
surgical need [8]. Imaging modalities provide high sensitivity 
and specificity for characterisation of full thickness rotator 
cuff tears, a key consideration for surgical repair [17]. Full-
thickness tears occur in up to 30% of asymptomatic adults 
over 60 [8]. Distinguishing traumatic from degenerative 
tears is essential. Traumatic tears often benefit from early 
repair, especially when pseudoparesis or marked weakness 
is present [11]. Degenerative tears frequently respond to 
rehabilitation. Some patients never require surgery [3,4]. 
Surgical referral is appropriate when:
•	 Onset is traumatic with acute functional loss
•	 Pseudoparesis is present
•	 Weakness is marked and not explained by pain
•	 Structured rehabilitation has failed
•	 Functional demands are high
•	 Imaging suggests the tear is reparable

MRI features such as tear size, retraction, fatty infiltration, 
and chronicity strongly influence prognosis. Long term RCT 
evidence supports repair in selected patients [11]. 

Management: Conservative and Surgical 
Interventions

Non operative management is first line for SAPS and 
atraumatic rotator cuff–related pain [4,13]. Education, load 

modification, and progressive exercise therapy form the 
foundation of care. Psychosocial contributors should be 
addressed early. Exercise therapy consistently improves 
pain, strength, and disability. No single protocol is universally 
superior; individualized programs outperform standardized 
ones [1,18,19]. NSAIDs provide short term relief but should 
be used cautiously. Corticosteroid injections offer short term 
benefit but do not modify disease progression and should 
be used selectively, they are useful in providing pain relief 
during rehabilitation especially in cases of severe acute pain 
[20]. Manual therapy may provide short term benefit but 
does not outperform active rehabilitation [21]. Arthroscopic 
subacromial decompression offers no clinically meaningful 
benefit over placebo surgery or exercise therapy [10,12,22]. 
Rotator cuff repair is appropriate for selected patients, 
particularly those with traumatic tears, pseudoparesis, or 
persistent functional impairment [11]. 

Figure 1: Clinical Decision-Making Algorithm for the 
Management of Subacromial Pain Syndrome.

Figure 1 presents the clinical decision algorithm 
developed during this study to guide the assessment and 
management of patients with suspected subacromial pain 
syndrome. The algorithm integrates early identification of 
red flags, a structured conservative treatment pathway, and 
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selective use of imaging when symptoms persist. Its purpose 
is to standardise decision making and support consistent 
non operative management. In the author’s experience, 
this streamlined approach improves clarity and reduces 
unnecessary imaging utilisation.

Discussion

Evidence supports a shift from lesion centred to function 
centred management. Imaging findings alone do not reliably 
identify the pain generator and in our opinion, it should not 
dictate treatment [10,12]. Clinical assessment should guide 
management, reducing unnecessary imaging and low value 
interventions. Typical atraumatic presentations respond well 
to conservative care, even when imaging reveals structural 
abnormalities [3,4]. Corticosteroid injections provide short 
term symptom control but do not alter disease progression 
[20]. The addition of local anaesthetic to subacromial 
corticosteroid injection provides brief analgesia that may 
transiently improve active range of motion and allow early 
participation in physiotherapy, particularly in pain inhibited 
shoulders. However, this effect is short lived and does not 
enhance medium- or long-term outcomes compared with 
corticosteroid alone. Exercise therapy remains the most 
consistently supported intervention [18]. Manual therapy 
offers short-term benefit without demonstrated long-term 
superiority overactive rehabilitation alone [21].

Placebo-controlled trials show no benefit of arthroscopic 
decompression over diagnostic arthroscopy or exercise 
therapy, challenging the mechanical impingement model and 
supporting de-implementation of this low-value procedure 
for typical SAPS [10,12,22]. Rotator cuff repair remains 
appropriate for selected patients, particularly those with 
traumatic tears or persistent functional deficits, and long-
term randomised trials evidence suggests that outcomes 
may increasingly favour primary repair in appropriately 
selected small to medium-size tears [11].

Important uncertainties remain, including optimal 
exercise dosing and progression, reliable predictors of 
rehabilitation failure, the long-term risk–benefit balance 
of repeated corticosteroid injection, thresholds for interval 
imaging, and the optimal timing of repair across different 
tear phenotypes [3,4,18-20]. This review offers a clinically 
actionable synthesis rather than a restatement of individual 
trial results: it integrates the most recent long-term surgical 
evidence with current guideline recommendations into a 
single function-centred, stepped-care pathway [11,22]. Its 
distinguishing contribution is a shift in decision logic from 
“does imaging show a lesion? “to” does clinical assessment 
justify changing management?”, translated into explicit 
referral triggers and practice points that a clinician can 

apply directly, while also explicitly naming arthroscopic 
decompression as a candidate for de-implementation based 
on placebo-controlled evidence.
Key Practice Points
•	 Avoid early imaging in typical atraumatic SAPS.
•	 Base diagnosis on clinical assessment, not imaging alone.
•	 Use education, load modification, and individualized 

exercise as first line treatment.
•	 Use corticosteroid injections only for short term 

symptom relief.
•	 Do not offer routine subacromial decompression.
•	 Provide early specialist assessment for traumatic tears 

or pseudoparesis.
•	 Individualize decisions regarding rotator cuff repair.

Conclusion

A clinically led, stepped care pathway remains the most 
effective approach for managing SAPS and rotator cuff–
related shoulder disorders. Most atraumatic presentations 
respond well to education, load modification, and progressive 
exercise, with imaging and injections used only when they 
meaningfully influence care. Routine decompression offers 
no added value, while rotator cuff repair should be reserved 
for selected patients with traumatic onset, marked weakness, 
or persistent functional limitation despite rehabilitation. This 
evidence-based framework reduces low value interventions 
and ensures timely access to appropriate surgical care.
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