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localized tenderness over the greater tuberosity of the
humerus just below and in front of the anterior edge of
the acromion process. These features are common to
all supraspinatus tears, except that in some of the small
tears, the patient may be able to actively abduct the arm
but with much reduced power, and pain when the arm is
at about right-angled abduction. Unless adequate treat-
ment is given the disability may persist for months or
years and the patient often develops all manner of
trick movements, which together with the paucity of
clinical signs may lead to a charge of malingering.

Treatment.—There is still much difference of opinion
regarding treatment. Some surgeons advise operation
on all cases where the patient is unable to abduct the
arm. Unfortunately there is no easy way of knowing
what is the size of the tear, and many tears will heal or at
least give satisfactory functional results with conserva-
tive treatment. Operative repair is by no means easy,
and for these reasons treatment is preferable in an
abduction splint for eight weeks with the arm in full
external rotation, which allows the two ends of the
tendon to be approximated to each other as closely as
possible. The results on the whole have been reason-
ably satisfactory. For the small tears where active
abduction is retained the tender area in the region of the

. tuberosity is injected with 1 per cent. novocaine; this may
need to be repeated on three or four occasions. The
patient is encouraged to use the limb actively, but is not
allowed any strenuous exercises for several weeks until
the pain in the shoulder is completely relieved. If this
fails, then a period of rest in an abduction splint is pre-
scribed. Operative intervention is seldom called for.

Supraspinatus tendonitis.—Degenerative changes in the
tendon may occur in middle-aged labouring men without
any specific injury. The symptoms are very similar to
those of an incomplete or partial tear. In addition to
pain on movement, there is often severe pain at night,
when lying on the affected shoulder. The condition is
frequently called (one can hardly say diagnosed) ¢ brachial
neuritis’. Calcified deposits may appear in the tendon,
and if some of it escapes into the subdeltoid bursa, it at
once sets up an intense reaction, with very severe pain
in the shoulder. One has only to see one of these
patients to be impressed by the severity of the pain which
makes any sleep or rest impossible. Superficially
the symptoms and signs resemble an acute arthritis of
the joint, but the fact that the tenderness is confined to
the region of the greater tuberosity is typical of an acute
subdeltoid bursitis. The pain usually settles spontane-
ously in a week or ten days leaving a stiff shoulder due to
the dense adhesions within the bursa. The pain of degen-
erative lesions, and small calcified deposits in the tendon
can usually be relieved by the injection of 1 per cent.
novocaine into the tender area, but several injections may
be required. If the deposit is large, then surgical inter-
vention is indicated. Complete removal is by no means
easy as the calcified material is intimately incorporated
in the tendon.

Cervical Intervertebral Disc.—Another cause of pain
in the shoulder, which has recently been the subject of
several papers, is protusion of a cervical intervertebral
disc. The protuded disc if laterally placed may press on
one of the cervical nerve roots as it passes through the
intervertebral foramen. The seventh cervical nerve root
in most commonly involved, and the patient complains of
pain in the shoulder radiating down the radial side of the
arm to the index finger and thumb. In addition there
are usually other signs of a root lesion such as sensory
changes, parasthesia, and absent reflexes. The triceps
jerk is the reflex which is commonly depressed or absent.
This condition frequently follows a minor strain or
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injury to the neck and is readily relieved by rest in bed
and head traction.

Resettlement at Work.—Returning these men back to
their pre-accident employment presents much greater
problems than diagnosis and treatment. Treatment is
continued in the physiotherapy department at hospital
until there is a full range of painless movement in the
shoulder, or until there has been no progress in the range
of movement after several weeks treatment. Most of
these men are still unfit at this stage to return to their
ordinary job. They require further reconditioning which
can seldom be obtained outside of industry. In other
words they require modified work—not light work—
which encourages active use of the injured arm and
shoulder, and is progressive, so that there is a gradual
build up of muscle power until it equals that of the
opposite normal shoulder. It is practically impossible
to obtain work of this type and as a consequence the
disability drags on for month after month. It is true,
of course, that many patients are quite willing to remain
on compensation with a view to getting a better lump
sum settlement, but that does not excuse industry from
finding some way of helping those patients who are willing
and anxious to return to work.

The following case is typical of many. W.P., a hammer-
man, aged 32, tore his left supraspinatus tendon on June 30,
1943, whilst striking with an 8-lb. hammer. He was
treated in an abduction plaster for seven weeks, and then
attended the physiotherapy department. In October,
1943, the joint was manipulated. Five months after injury
he had a full range of painless movement in the shoulder,
but the muscles around the shoulder were still much
weaker than normal. At this stage modified work was
suggested and the patient was readily agreeable. For the
next seven months repeated but unsuccessful attempts were
made to obtain modified employment. In July, 1944,
twelve months after injury, the patient was becoming
extremely depressed. The hospital almoner then suggested
that he should go harvesting. This was arranged and
proved quite ideal. The stacking of corn and similar work
was just the type of job needed to strengthen his shoulder
muscles. Six weeks later the patient returned to Glasgow
a different man. He was in good health and spirits and
had considerably increased the bulk and power of the
shoulder muscles. Nine days later he returned to work—
slightly modified in that he was not asked to do full-time
hammering. Two months later, sixteen months after
injury, he returned to full employment.

Industry, as I see it, cannot afford to ignore this problem.
How is it to be solved? Clearly the best solution is a
rehabilitation workshop on the Austin pattern. It is
doubtful, however, if any one firm in the Glasgow area
is large enough to operate a shop of its own, and, in any
case, such a shop would only be available to the injured
employees of that one industry. The ideal solution
would be a communal workshop, run by joint effort
and available to all. Unfortunately such a scheme still
seems far from attainment, though 1 have no doubt that
given plenty of enthusiasm and push—particularly from
members of this Association—we shall eventually get
what we all so much desire. Can anything be done
meantime? This suggestion may or may not be practic-
able: a survey should be made of the various processes
in each factory with regard to their suitability for the
rehabilitation of various types of injury. The processes
would need to be simple, such as could be quickly learnt
by an unskilled workman. Finally, there must
genuine co-operation between managements and trade
unions, for without it nothing can succeed. Is it too
much to ask that the sacrifices of principle that were
readily made by all when this country was in danger
should also be made for the thousands of workpeople
who are injured every year in our factories?
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