
Statistically, 90% of people will experience low back pain at 
some stage of their life, and for the shoulder it is 70%. Like 
having a winter cold, for most people it will be a relatively 
short-lived inconvenience. For those who catch a cold and who 
have a normally functioning immune system, there is no need 
to perform blood tests or scans or to prescribe medicines. The 
same treatment plan applies to nearly all non-traumatic shoulder 
presentations where providing education, lifestyle advice, and 
carefully monitoring symptoms would be more appropriate than 
imaging, injections, and specialist assessment and management.

Shoulder pain is complex and although we would like to pinpoint 
where it comes from, it is currently almost impossible to do so. Do 
not be fooled by anyone who tells you that your pain is coming 
from a tendon tear, a torn labrum, or bone spur, and that to fix your 
pain you need your tear repaired or the bone spur removed. Equal-
ly, do not be deceived by anyone who tries to convince you that it 
is your posture that is at fault and it must be corrected, or that you 
have stiff joints that need to be mobilized or manipulated. Anyone 
peddling these stories is not keeping up with the research litera-
ture, or they know the literature but do not have your best interests 
at heart. You may be reading this review thinking that cannot be 
right, that the doctor or physiotherapist performed clinical tests 
that suggested I had a specific condition or structural damage. The 
scan they ordered confirmed the problem, and then they told me 
it needs to be repaired or I will never use my arm again, properly. 

We are very fortunate. We are among the first generations of humans 
who can see inside the body of people who are alive. Radiographs 
(X-rays) were introduced approximately 120 years ago. Computed 
tomography (CT) and magnetic resonance imaging (MRI) scans 
were introduced in the 1970s and ultrasound scans from the 1980s. 
There has been a clinical belief passed on from teacher to student 
that if something appeared different in the scans then it must be the 
cause of symptoms. Examples of that have been considered 
different in the shoulder include tears of the glenoid labrum, de-
generation and tears of the biceps and rotator cuff tendons, or an 
enlarged acromion, which is referred to as an acromial bone spur. 
This bone spur has historically been considered to cause subacro-
mial impingement syndrome. These examples were all hypotheses. 
Surgery was invented to fix these abnormalities, such as supraspina-
tus tendon repairs, biceps tendon transfers (biceps tenodesis), acro-
mioplasty (removal of the bone spur), and labral repairs. 

Some people got better, but many stayed the same or only 
marginally improved, and some even got worse. Next, research-
ers started comparing the scans of age-matched people with and 
without symptoms or compared scans of the shoulder on the side 
of symptoms to the side without, and guess what they found? Vir-



tually no differences [1]. This situation has led some researchers 
and clinicians to conclude that the changes seen in non-traumatic 
presentations are most likely normal, possibly age-related, but 
not related to symptoms. Some have suggested these changes are 
like other age-related changes such as skin wrinkles and grey hair. 
They cannot be felt and only hurt when you see them [1].

What are the implications of this situation?

We all want our pain gone, and we want it gone, now! We have 
created an industry that perpetuates the false belief that we can fix 
the pain by repairing the tissues or removing bone abnormalities. 
In truth, this belief would be as ridiculous as a patient who seeks a 
cure for myriad other conditions. No one books an appointment to 
see a health professional and states, “I have diabetes / depression / 
asthma / high blood pressure, and I want it gone, now!” For most 
people with persistent, non-communicable health conditions, this 
solution is currently not possible. In these situations, a non-pater-
nalistic clinician would listen to the patient, hearing every word, 
empathize, validate their concerns, provide an opportunity for the 
patient to ask questions, and provide comprehensive education. 

Education must be provided in the patient’s preferred learn-
ing style. It should be patient-centered and must include repeated 
opportunities to discuss anything that did not make sense or that 
require further informa-
tion. Education must in-
clude the importance of 
and reasons for stopping 
smoking, getting adequate 
and good quality sleep, re-
ducing stress, eating a balanced and healthy diet, and achieving 
at least the minimal recommended physical activity guidelines. 
This treatment is as true for diabetes, depression, high blood pres-
sure, asthma as it is for musculoskeletal shoulder pain. People 
with persistent non-traumatic shoulder pain must learn to align 
their understanding of the management of their condition with 
that of the examples of non-communicable disorders listed. In all 
these conditions there are no cures or fixes; however, working to-
gether with the patient, the health team can promote self-efficacy, 
self-management, and reduce disability so that the individual may 
enjoy and participate in the activities they value. A safety net and 
fast-track pathway should be put in place if blood sugars, breath-
ing control, and blood pressure move outside acceptable limits or 
before depression starts to become disabling.

Although this approach is understood by all stakeholders in 
conditions such as diabetes, depression, high blood pressure, the 
narrative suddenly changes when it comes to musculoskeletal 
symptoms, including shoulder pain. Instead of underpinning care 
using a biopsychosocial model, the psychosocial component gets 
jettisoned off and the  component becomes the focus when ma-
ny doctors and physiotherapists offer cures, fixes, remedies for the 
symptoms. Patients hear variations of the following, “We need to 
repair your tendon / labrum,” “We need to remove your acromial 

spur to stop your pain.” “We need to improve your posture,” “We 
need to inject to cure the bursitis / tendinitis.” Based on the belief 
that the pain can be fixed or cured by one of these procedures, 
thousands of people each day are undergoing elective procedures 
to repair the tendons and labrum and to remove the acromion. 

It is likely that for the majority, the injections and surgery are 
being performed on body parts that are asymptomatic (not caus-
ing or responsible for their symptoms). We have always wanted 
someone to  us. One historic example is bloodletting, surgery 
designed to prevent or cure disease. To perform this treatment, 
doctors would place the patients arm over a bowl and then cut 
through the superficial blood vessels and let the blood collect into 
the container. This practice started at the time of the ancient Egyp-
tians and was used by the ancient Greeks, Muslims, Christians, 
Jews, and Mayans, and then across Europe and America. Feeling 
dizzy or fainting during the procedure was considered beneficial. 
The procedures were used to mend broken hearts, cure asthma, 
and to treat trauma, acne, cancer, diabetes, epilepsy, smallpox, 
gout, tuberculosis, gangrene, herpes, pneumonia, gastrointestinal 
symptoms, leprosy, and mental health conditions, to only name a 
few. It was also performed before childbirth to  almost every 
complaint in pregnancy [2,3]. George Washington died one day 
after being bled 3 to 4 liters of blood for a sore throat.

Bloodletting performed 
by cutting the skin or by 
applying leeches had, more 
or less, ended by the end of 
the 19th century, and re-
search tells us more people 

were harmed than helped. Today phlebotomy is used with evidence 
in the management of certain conditions such as hemochromatosis 
and polycythemia, but for none of the previously listed conditions. 

It is likely that future researchers will look back at today and 
write that the elective procedures performed on non-traumatic 
shoulder conditions, such as labral, tendon repairs, and acromio-
plasties were the late 20th and early 21st century equivalents of 
bloodletting [4]. The scarificator, invented in the 17th century, 
is a device with 14 blades that would slash rapidly into the pa-
tient. It became the must-have medical device for humane and 
efficient application of bloodletting (https://collection.science-
museumgroup.org.uk/objects/co142283/brass-scarificator-scar-
ificator). Today the must-have device used by orthopedic sur-
geons performing elective surgery to fix shoulder pain is the 
arthroscope. Without doubt arthroscopy, a surgical procedure that 
allows surgeons to see inside a joint to perform procedures such 
as diagnosis and surgery, has revolutionized and benefitted mod-
ern orthopedic surgery. Ultimately any surgical procedure should 
not be judged by the technology but by the benefit to the patient. 

The aim of elective surgery for non-traumatic shoulder prob-
lems is to fix the problem. You may have been diagnosed with 



one of the following shoulder pain conditions:
•  Subacromial impingement syndrome: Thought to occur 

when the outer edge of your shoulder blade, called the acro-
mion, rubs against, impinges on, or pinches your rotator cuff 
beneath it, causing pain and irritation. To treat this condition, 
surgeons may remove part of the acromion.

•  Partial thickness tear of the rotator cuff: A partial thick-
ness tear involves an incomplete tear of part of the rotator 
cuff tendons. Tendons join muscle onto bones, so that the 
force of a muscle can be applied to a bone so it can hold a 
joint together and stabilize it, as well as move the bone to 
produce joint movement. The rotator cuff includes a group 
of four muscles and tendons that contribute to stabilizing and 
mov ing the shoulder joint. To treat this condition, surgeons 
may repair the torn part of the tendon. 

•  Full thickness tear of the rotator cuff: A full thickness tear 
involves a complete tear of part of the rotator cuff tendons. 
To treat this condition, surgeons may repair the torn part of 
the tendon. 

•  SLAP Type II labral tear: The labrum is much like a 
disc-shaped washer used between a bolt and a nut. The 
labrum deepens the joint socket to help increase the shoul-
ders stability. There are many different types of SLAP tears. 
SLAP is an acronym and 
refers to S (superior or 
top), L (labrum), AP (an-
terior to posterior, or front 
to back). SLAP Type II 
is the most common tear 
and involves the top of the labrum and the long head of bi-
ceps tendon. To treat this condition, surgeons may repair the 
labral tear, detach the biceps tendon, and reattach it at a low-
er point on the upper arm bone (the humerus).

•  Rotator cuff and biceps tendinitis / tendinosis / tendinopathy: 
Involves the rotator cuff and long head of biceps tendon(s). The 
truth is we still do not know where the pain comes from. Some 
people think it is inflammation (-itis), others think degeneration 
(-osis), and others say we do not know (-opathy). To treat a long 
head of biceps tendon, surgeons may detach the biceps tendon and 
reattach it at a lower point on the upper arm bone (the humerus).
Research has shown us that these procedures, when per-

formed electively for non-traumatic shoulder conditions, either 
do not outperform procedures considered to be a placebo or the 
benefit a patient experiences from the procedure does not relate 
to the success of the surgery to repair or fix the tissue.

First, what is a placebo? A placebo effect occurs when the person 
experiencing symptoms reports improvement in symptoms follow-
ing treatment, although the treatment given may have been a sugar 
pill or skin incision. In these situations, the patient reported benefit 
of some medicines and procedures is not due to the direct physio-

logical effect of the medicine or procedure but is due to the patient’s 
belief that the medicine or procedure has been beneficial. Placebos 
appear to be most effective when pain is the main complaint. In 
fact, research has shown that higher doses, more expensive treat-
ments, better branded promotions, and more invasive procedures 
boost the placebo effect [5,6]. In 2013, Sihvonen and colleagues 
published a placebo surgical study in the 

 [7]. In their study, people with symptoms thought to be 
related to changes in the knee cartilage (meniscus) were random-
ized to arthroscopic (keyhole) removal of the damaged part of the 
meniscus or sham surgery. Guess what they reported at one-year 
follow-up? Both groups improved equally. They also published a 
2-year follow-up that continued to show no difference between the 
two groups. In fact, they stated that, “No evidence could be found 
to support the prevailing ideas that patients with presence of me-
chanical symptoms or certain meniscus tear characteristics or those 
who have failed initial conservative [non-surgical] treatment are 
more likely to benefit from APM [arthroscopic partial meniscec-
tomy].” Maybe this is the reason people whose blood was let felt 
that they had benefited from the procedure. If their expectation was 
that it would help, there was a possibility that it might. Similarly, 
to knee surgery placebo studies [7,8], many published studies have 
reported the same finding for placebo shoulder surgery studies. The 

following are some examples.

Subacromial impingement 
syndrome versus placebo

High quality randomized clin-
ical studies conducted in the 

United Kingdom [9] and in Finland [10] have compared removal 
of the undersurface of the acromion to stop the so-called impinge-
ment by the acromion onto the rotator cuff tendons with a placebo 
procedure (insertion of the arthroscope into the shoulder with no 
removal of the bone spur). In both studies the participants (people 
diagnosed with impingement syndrome) reported the same out-
comes. These and other publications [4,11-13] have challenged 
the validity of performing subacromial decompressions. If your 
doctor or physiotherapist recommends this procedure for you, 
please take all the time you need to explore why it is necessary 
for you and in your case, it will not be a placebo procedure. 

Superior labrum (SLAP Type II) repairs, biceps tenodesis 
versus placebo

Repairs of the glenoid labrum and detaching the long head of 
biceps tendon from the labrum and reattaching to the upper arm 
bone (the humerus) just below the shoulder, are common pro-
cedures to “fix” shoulder symptoms and reduce pain. There are 
many different types of labral repairs but possibly the most com-
mon is a repair that involves of the top of the labrum where the 
long head of biceps comes from. This is known as a SLAP type 
II labral repair. In one study [14], people with shoulder pain who 
had these problems identified in imaging investigations were 



randomly allocated into one of three groups. Group I received 
the SLAP type II repair, Group II received biceps tenodesis, and 
Group III underwent placebo surgery. After the surgery, all par-
ticipants were put in a shoulder sling for the same period of time 
(3 weeks) and went through the same rehabilitation program af-
ter the surgery. Guess 
what? No difference 
between the groups 
was reported. Research 
has reported that 79% 
of baseball pitch-
ers who did not have 
symptoms had glenoid labral abnormalities when scanned with 
an MRI. In baseball, the pitch involves rotating the shoulder ap-
proximately 80° in 30 milliseconds. This movement means at 
ball release the shoulder joint is travelling at a speed up to 9000°/
second. Ball speeds have been reported to reach 170 km/hour 
and arrive with incredible precision [1]. If baseball pitchers can 
perform these incredible feats with tears of the labrum and expe-
rience no symptoms, why should we believe that your shoulder 
pain is coming from these structures and need to be repaired?

The UKUFF trial

A trial led by researchers at Oxford University and conducted 
throughout the United Kingdom investigated two types of surgi-
cal treatments for full thickness tears of the rotator cuff tendons. 
One group received keyhole (arthroscopic) repair in which a 
camera was inserted into the shoulder through a small incision. 
The other group received an open repair where a large incision 
is made, and the tear repaired through the incision via direct 
visualization of the tear [15]. Arthroscopic repair is considered 
better due to the smaller incision, reduced risk of infection, and 
better visualization of the shoulder. Repairs of full thickness 
tears are performed as the prevailing belief is that the tears are 
causing the symptoms and repairing the tear will reduce the 
symptoms. If this assumption is correct, then clearly the pro-
cedure that is most likely to repair the tendon would be best. In 
addition, if the tear is the cause of the symptoms, then the best 
post-surgical outcomes would occur in the group of people who 
had successful repair of the tears. What did they find? Their first 
finding was that there were fewer re-tears in the open group. 
Their research challenges the belief that arthroscopic repair is 
better. The more important finding was that the clinical outcome 
was not related to the success of the repair. This result means a 
good outcome was reported if the repair of the tear remained 
intact or not. There are many reasons why this may be the case. 
The bottom line is simple, feeling better after surgery is not re-
lated to the success of the surgery, that is, the repair of the tear.

The cost of surgery

The cost of these surgical procedures is staggering. Even if your 
health system or insurance is paying, the more procedures that 

are conducted the higher the cost of healthcare to you and your 
country. In the United Kingdom a subacromial decompression 
(for impingement) costs on average £5000 and for a tendon re-
pair up to £7000. One study [16] reported that in England the 
National Health Service (NHS) pays for 30,000 subacromial 

decompression pro-
cedures a year at an 
annual cost of more 
than £125 million, or 
more than £1 billion 
since 2007/2008. They 
concluded that there 

was virtually no evidence that they were clinically effective 
or cost effective. This finding means the procedures consume 
healthcare resources but will not benefit your symptoms [16]. 
In the United States, the average shoulder arthroscopy cost is 
USD$25,900 and may range from USD$6900 to USD$31,650 
and in some cases USD$56,200 [17].

No matter who is paying, the more important question is, 
who is benefiting from these procedures when many do not out-
perform placebo treatments or do not out-perform non-invasive 
procedures that are available at a fraction of the cost. Wouldn’t 
it be better to use this money for cancer research, children’s edu-
cation, addressing societal inequality, improving environments, 
than procedures that may only be modern day bloodletting? 

In my letter to you, I am not suggesting that you should not con-
sider undergoing an elective procedure, but I am suggesting that you 
should only consider it once you are aware of the intended benefits, 
timeframes, alternatives, and costs, and only after you have consid-
ered putting effort into a non-surgical rehabilitation program.

Another treatment you may have been offered for your shoulder 
pain is injection therapy. All medicines, including the ones used 
in injections, have side effects, adverse effects, and serious ad-
verse effects. The decision to prescribe medicine must consider 
the patient’s circumstances, intended benefits, timeframe, and 
potential harm. There are some circumstances, such as for the 
person with unstable blood pressure, unstable diabetes, glauco-
ma, an active infection, or being immunocompromised where the 
harm is likely to outweigh the benefits. Shoulder injections carry 
a theoretical risk of further tendon and cartilage damage, and for 
some increased risk of surgery. For some conditions, such as the 
early pain stage of frozen shoulder, injections (although not risk 
free) are arguably the best treatment we have for reducing pain. 
They do not work to reduce the pain for everyone, and injections 
do not always restore movement, nor does surgery. Injections 
are unlikely to work at the stiff phase of the condition. In other 
conditions, such as rotator cuff-related shoulder pain (also known 
as subacromial impingement/shoulder pain syndrome, tendinitis, 
bursitis, partial, and full thickness tears), injections will help 1 
in 5 (20%) of patients. That means the doctor or physiotherapist 



who performs the injections needs to inject five people before 
one person experiences improvement. In healthcare this concept 
is known as numbers needed to treat. Also, before considering 
an injection, you should be informed that the benefit, if any, may 
only be mild and probably will not last more than 8 weeks. Other 
injections, such as plasma rich proteins (PRP) have no definitive 
research evidence to support their use and you should not be of-
fered or agree to these procedures until there is.

Rehabilitation primarily involves a graduated exercise program 
and attention to improving all aspects of lifestyle. No one reha-
bilitation program has demonstrated longer term superiority over 
another in the management of musculoskeletal shoulder problems 
[18-20]. The shorter-term motor control (movement facilitation) 
programs demonstrate faster improvement and better outcomes 
than resistance exercise programs [21,22]. Resistance or strength-
ening programs are undoubtedly essential for physical health and 
emotional well-being and for the maintenance of physical inde-
pendence in later life [18-20]. Informing patients that the key 
to successfully rehabilitating their shoulder is exercising to get 
stronger is inaccurate and arguable as inappropriate as saying the 
key to reducing your shoulder symptoms is exercising to improve 
your posture [23]. What is surprising is that surgery followed by 
rehabilitation does not produce better results than rehabilitation 
by itself for the majority of non-traumatic shoulder conditions. 
Table 1 details information on a number of these studies.

You are no doubt thinking that this is a horrible letter. It offers 
me no hope so what should I do? Here are some suggestions.

It is no longer acceptable to assess and manage persistent musculo-
skeletal conditions in a biomechanical silo. All relevant biopsycho-
social, environmental, and lifestyle factors need to be considered 
and incorporated into the management strategy where relevant. It 
is now clear that a combination of lifestyle factors including sleep, 
physical activity, smoking, adiposity, and diet can influence shoul-
der symptoms [34,35]. People seeking care for musculoskeletal 
shoulder conditions need to understand that they should not antici-
pate the outcomes they are hoping for without addressing relevant 
lifestyle issues [34]. Attention to this situation must be a focus of pa-
tient education [19,36]. Behavioral change is complex and requires 
support [37], but it is essential to maximize patient outcomes.

Living with persistent musculoskeletal shoulder conditions is a 
serious challenge. Taylor [38] reported that living with two or 
more areas of musculoskeletal pain for 3 months or longer was 
associated with a subjective reduction in quality of life that was 
comparable to people living with chronic liver disease requir-
ing transplantation, complicated diabetes mellitus, and terminal 

cancer. It is not possible to fix diabetes, depression, high blood 
pressure, or asthma, but it is possible to reduce the impact of 
these conditions so that an individual is not disabled by the con-
dition. Treatments for these conditions require the adoption of a 
healthy lifestyle, supported as necessary, with medication.

To appreciate the impact that your shoulder condition is hav-
ing on you, the clinicians you see must consider the complexity 
and interaction of all biopsychosocial, environmental, and life-
style factors you face. Both you and the clinicians supporting you 
should consider aligning their clinical philosophical approach to 
approaches used in the management of many non-communicable 
persistent problems, such as diabetes, asthma, high blood pres-
sure, and depression, where no fix or cure is offered but by inte-
grating our current best practice (lifestyle factors and medications 
as required). Markers such as blood sugar levels, systolic and di-
astolic pressure values, spirometry results may be brought within 
a range considered normal and disability can be reduced. Once 
under control a lifetime of management is still required. The man-
agement of persistent musculoskeletal shoulder problems should 
be viewed through the same clinical lens [39,40].

When you see a clinician, you should consider asking the 
questions detailed in Figure 1. If you do not understand the an-
swers, seek clarification until you do.

I cannot emphasize enough to you that currently there are no 
cures for most non-traumatic shoulder conditions and being of-
fered one is akin to modern day bloodletting. If you have diabe-
tes you would work with the health professionals, being guided 
by the best research, safest practice, and most sustainable care to 
keep your blood sugars within a safe range. You need to apply 
the same principles for your shoulder pain. Do not look for cures; 
rather, seek plans to reduce the disability and stick to those plans. 
Seek help when things become unstuck. Do not rush to have sur-
gery or injections. They are not the solutions for most people.

People seek care when they are experiencing shoulder pain. For 
many it is a short-lived inconvenience, for others it becomes per-
sistent, and life changing. You want it fixed. When you eventually 
see a doctor or a physiotherapist, if they ask you why you have 
come to see them, you tell them, “I have shoulder pain, it is affecting 
my sleep, my job, my sport, my social life.” The clinician my then 
perform a series of tests that are only tests to reproduce pain but are 
unable to explain why you are experiencing pain. The clinician may 
also order an X-ray or a scan. For people with non-traumatic presen-
tations, these scans cannot tell the clinician where your symptoms 
are coming from. At best they are useful to rule out fractures, dislo-
cations, or more serious or sinister causes of symptoms.

Think about these last few sentences. Based on clinical tests 
and scans that cannot identify the source of symptoms, patients 
are being told they have all sorts of conditions that only surgery 
can fix. Nothing could be further from the truth. For non-traumatic 
presentations surgery has not been shown to outperform placebo 



surgery. Surgery followed by immobilization for a month or more, 
followed by 3 to 6 months or rehabilitation has not been shown to 
outperform rehabilitation. What does this mean? It means that ma-
ny people who are undergoing elective surgery to fix their problem 
are having surgeries on structures that are not related to their pain. 
This solution is wasteful for the individual and for the health sys-
tem, especially when there are safer, faster, less expensive treat-
ment options such as lifestyle management and exercise. 

In my letter to you, I am not suggesting that you should not 
have surgery, just be aware it might not fix you. Maybe only con-
sider surgery when you have tried a minimum of 12 weeks of hard 
rehabilitation and after you have made every effort you can to im-



prove your lifestyle. Finally, if your physiotherapist is only offer-
ing you passive treatments such as modalities, taping, needling, 
soft tissue mobilization, joint mobilization, or suggesting they can 
fix your problem, then I urge you to find another physiotherapist.

Wishing you all the very best.


