www.jmscr.igmpublication.org Impact Factor 1.1147
ISSN (e)-2347-176x

@ Journal Of Medical Science And Clinical Research

IGM Publication An Official Publication Of IGM Publication

A Profile Study of Patients with Periarthritis Shoulder

Authors
Arul Pragassame S*, Mohandas Kurup V K?
!Lecturer in Physiotherapy
*Professor & Head
Division of PM&R, RMMC & H Annamalai University — 608 002, Tamilnadu, INDIA
Corresponding Author
Arul Pragassame S
Division of PM&R, RMMC & H Annamalai University — 608 002, Tamilnadu, INDIA
Email ID: arulphysio77@gmail.com

Arul Pragassame S, Mohandas Kurup V K JMSCR Volume 2 Issue 6 June 2014 Page 1406




1. INTRODUCTION

Periarthritis shoulder is a common musculoskeletal
condition characterized by painful, gradual loss of
active and passive shoulder motion. It has been
reported that its prevalence is 2% to 5% in the
general population®7121417:2735] ang around 10%
to 36% in patients with diabetes mellitus.l*"
48172121291 1t js characterized by 4 stages.*+1314.2428]
Stage 1 may last up to 3 months and during this
stage patients describe sharp pain at end ranges of
motion, achy pain at rest and sleep disturbance.
Stage 2, known as the “freezing” stage, presents
with a gradual loss of motion in all directions due to
pain and can last from 3 to 9 months. Stage 3,

known as the “frozen” stage is characterized by pain

and loss of motion and lasts from 9 to 15 months.
Stage 4, known as the “thawing” stage is character-
ized by pain that begins to resolve but significant
stiffness persists from 15 to 24 months after onset of

symptoms.

It is a disabling condition as it causes difficulty in
carrying out even day to day activities. Further, as
the disease course is long and painful, it affects
physical and mental well being of an individual,
posing a great challenge to physiatrist and physical
therapist in managing this problem. The financial
burden for such long course of disease will take a
heavy toll on patient and family members.

PA shoulder is classified into two categories: (i)
Primary, which is idiopathic (or) (ii) Secondary,
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which is traumatic in origin. 233 The etiology
and pathophysiology of PA shoulder remain poorly
understood.l’* 1t is observed that occurrence of
primary PA shoulder is associated with certain
factors. For example, studiest*®"1%227] sypport that
this condition is more common for patients with
diabetes. It is also found that there is association of
other comorbid conditions and PA
shoulder.[®111518221  Age and gender are non—
modifiable risk factor for PA shoulder. Hence it is
essential to carry out careful and meticulous
investigation of clinical presentation and common
factors associated with this condition. This will help
in identifying the target group of population for PA
shoulder and also useful in prevention and early

intervention of this disabling problem.

2. METHODOLOGY

The study was carried out in the Division of
Physical Medicine and Rehabilitation, RMMCH,

Annamalai University.

2.1 Participants

78 patients diagnosed as PA shoulder and who met
the following selection criteria were the chosen
population. a) Clinical diagnosis of PA shoulder b)
Both gender c) Unilateral involvement d) Patients
with primary (idiopathic) PA Shoulder.

2.2 Evaluation Procedure

Through a structured questionnaire, history was

collected with reference to demographic data,

duration of illness, occupational details and
presence of associated comorbid conditions such as
Ischemic Heart Disease (IHD), Hypertension (HTN),
Diabetes Mellitus (DM) and Cervical Spondylosis
(CS).

credibility of above information.

Investigator in person ascertained the
Pain severity was evaluated and categorized as mild
(feeling of pain without restriction of daily activity
or disturbance of sleep), moderate (pain severe
enough to cause restriction of daily activity but no
disturbance of sleep) and severe (pain severe
enough to restrict daily activities as well as disturb
sleep).!*% Shoulder abduction AROM was measured
with a universal goniometer. Blood sugar
investigation was carried out.

Frequency and percentage statistics was done for
the study variables such as age, gender, side
involvement, comorbid conditions, occupation,
duration and severity of pain as well as abduction
AROM. Test of association was carried out using
chi-square test to study the relationship for the
following variables duration of illness Vs severity
of pain, comorbid condition Vs severity of pain,
duration of illness Vs shoulder abduction AROM,
occupation Vs shoulder abduction AROM and

shoulder abduction AROM Vs severity of pain.

3. RESULTS

Data obtained in the present study was subjected to
suitable and appropriate statistical analysis using
statistical package for social sciences (SPSS-21).
The mean age of the patients was 53.44 + 7.33 years.
The age range distribution showed that, 52.6%
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(N=41) of the patients belongs to the age category
46-55 years, 35.9% (N=28) of the patients belongs
to the age group 56-65 years, whereas only 11.5%
(N=9) of the patients were in the age range of 35-45
years. Out of 78 patients, 29 (37.2%) were female

and 49 (62.8%) were male participants. Regarding
75.9%
housewives and 30.6% (N=15) of men were

occupation, (N=22) of women were

agricultural workers. Occupational details of the

patients are presented in Table 1.

Table: 1. Occupation of the Patient

Male Female Total
Occupation No. of No. of No. of

P Patients % Patients % Patients %
Housewife - - 22 75.9 22 28.1
Agricultural workers 15 30.6 - - 15 19.2
Manual labour 8 16.4 4 13.8 12 15.4
Office worker 7 14.3 - - 7 9.0
Professionals 6 12.2 1 3.4 7 9.0
Driver 2 4.1 - - 2 2.6
Others 11 22.4 2 6.9 13 16.7
Total 49 100 29 100 78 100

With reference to side involved, right side was
affected for 57.1 % (N=44) of the patients and left

side was affected for 42.9% (N=34) of patients. The

graphical illustration is presented in figurel.

62.1

Fig.1: Side Involved (%)

The data on comorbidities (Table 2) of the study
patients showed that, maximum numbers 35.9%
(N=28) of the patients are presented with diabetes
17.9% (N=14) of the patients are

associated with cervical spondylosis and 23.1%

mellitus,

(N=18) of the patients have more than one
associated comorbidities.12 patients (66.7%) have
both diabetes and hypertension which is the most

common combination of comorbidities.
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Table: 2. Comorbidities

Male Female Total
Comorbidities No. of o No. of o No. of o
Patients & Patients & Patients &
Ischemic heart disease 3 6.1 - - 3 3.8
Diabetes mellitus 17 34.7 11 37.9 28 35.9
Hypertension 5 10.2 2 6.9 7 9.0
Cervical spondylosis 5 10.2 9 31.1 14 17.9
No Comorbidities 8 16.4 - - 5 10.3
More than one problems 11 22.4 7 24.1 18 23.1
Total 49 100 29 100 78 100

With reference to duration of condition, maximum

number (64.1% N=50) of patients were presented

Table: 3. Duration of Iliness

investigation (Table 3).

with current symptoms for 3-9 months at the time of

. . Male Female Total
Duration of illness
(months) No. of Patients % No. of Patients % No. of Patients %
0-3 12 24.5 5 17.3 17 21.8
3-9 31 63.3 19 65.5 50 64.1
9-15 4 8.2 3 10.3 7 9.0
15-24 2 4,1 2 6.9 4 5.1
Total 49 100 29 100 78 100
With respect to severity of pain, maximum number
(55.1% N=43) of patients were suffering with
moderate intensity of pain and 22.6 % (N=20) had 160-180
severe pain whereas only 19.3% (N=15) had mild 140-159 821
pain (Table 4). Shoulder AROM evaluation showed 120-139 28.2
that 32.1% (N=25) of patients were shoulder 100-119
abduction range of 140°-159° and 28.2% (N=22) of <100

patients were shoulder abduction range of 120°-

139°.

abduction AROM is illustrated in figure 2.

The detailed presentation of Shoulder

Fig. 2: Shoulder Abduction AROM
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Table: 4. Severity of pain

Male Female Total
Severity of Pain No. of No. of No. of
% % %
Patients Patients Patients
Mild 6 12.2 9 311 15 19.3
Moderate 26 53.1 17 58.6 43 55.1
Severe 17 34.7 3 10.3 20 22.6
Total 49 100.0 29 100.0 78 100.0

The associations of selected study variables (one
variable on other) are carried out using Chi-square
test and are presented in Table 5. There was positive
association (P=0.001<0.01) for duration of illness
and severity of pain. Similarly positive association
(P=0.009<0.01) is observed for shoulder abduction

AROM and severity of pain. But there was
statistically no significant association is observed
for duration of illness and shoulder abduction
AROM  (P=0.478), Vs
abduction AROM (P=0.351) and comorbid Vs

severity of pain (P=0.144).

occupation shoulder

Table: 5. Test of Associations of Selected Variables

Variables Chi-Square Value P Value Interpretation
Duration of illness Vs Abduction AROM 11.598 0.478 -
Occupation Vs Abduction AROM 26.038 0.351 -
Comorbid VS Severity of pain 14.683 0.144 -
Duration of illness Vs Severity of pain 44.060 0.001 +
Abduction AROM Vs Severity of pain 20.480 0.009 +

4. DISCUSSION

The present study results showed that 52.6% of the
patients were in age range of 46-55 years. Hence
middle age is common life period where PA
shoulder occurrence is maximum in the current
study.  The present study result on age of

occurrence coincides well with the recent

studies.'?*?521 Byt the studies done 5 or more

years back observed that PA shoulder is more

common in 5" to 6™ decade.™ 5 13283133 Therefore
it can be inferred that in recent years this condition

starts little early.

In the present study male patients (62.8%, N=49)
are comparatively higher than female patients
(37.2%, N=29). Many previous studies report that
women patients constitute maximum for this
disabling shoulder condition. "223% The current

study was carried out in rural area of Chidambaram
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where agricultural workers and manual labours

represent maximal numbers. Men are usually
performing this job and repetitive physical work
demands on shoulder make them susceptible to
undue pressure on the joint and surrounding
structures which contributes early wear and tear.
The majority of women patients (75.9%, N=22)
enrolled in the present study were house wives.
Again, physical demands of the shoulder joint put

them into the risk of the PA shoulder.

Most of the patients (64.1%, N=50), at the time of
visit were 3-9 months of duration. This means that,

they are in 2™ stage (Freezing stage) of PA shoulder.

Pain severity shows that, 55.1% (N=43) of patient’s
have moderate pain and 22.6% (N=20) have severe
pain. Chi square test of association is positive for
duration of illness Vs severity pain. It is further
inferred from cross tabulation (Table 6) that, pain
severity is higher during 1% stage (0-3 months) of
PA shoulder. Thereafter pain severity gradually
reduces. In the 4™ stage patient experiences only
mild pain. As majority of patients in the present
study were in freezing stage of PA shoulder, pain

was prominent feature for them.

Regarding side of involvement, right shoulder is
affected for 57.1% (N=44) of patients and left
shoulder is affected for 42.9% (N=34) of patients.

The trend is almost similar for both genders. Hand

Table: 6. Cross Tabulation for Duration of illness

VS Severity of Pain

Duration Severity of Pain
?:]gmﬁsss) Mild | Moderate | Severe | Total
0-3 10 7 10 17
3-9 6 34 10 50
9-15 5 2 0 7
15- 24 4 0 0 4
Total 15 43 20 78

dominance could be the reason for such scenario. In
the current study as previously stated manual labors,
agricultural workers and housewives constitute bulk
of population and repetitive work demands of
dominant shoulder make them exposed to right

shoulder pathology.

The other important finding is that most of the
patient (except 8 members) present with associated
comorbidities. The important associated medical
conditions are 35.9% (N=28) diabetes, 17.9%
(N=14) cervical spondylosis and 23.1% (N=18)
have more than one associated medical conditions
of which diabetes and hypertension is the most
common combination representing 66.7% (N=12).
Many of previous work have observed that diabetes
is an factor for PA

shoulder.[+©7:16:21.27]

important  risk

There

associated comorbid condition and severity of pain.

IS no positive association for specific

This means that pain severity is not dependent on
Shoulder

abduction AROM was reduced for most of the

the associated comorbid conditions.

patient. Further, positive association was observed

for shoulder abduction AROM and severity of pain
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i.e. when pain severity was more, AROM was less

and vice versa (Table 7).

Table: 7. Cross Tabulation for Shoulder Abduction
AROM VS Severity of Pain

Shoulder Abduction AROM
) % > > o
Sverity 1251 2| 2| 2 € | Toal
of Pain |5 &S| K o o
m | o o o o
o AN AN (o]
i — — —
Mild 2 4 5 2 2 15
Moderate | 3 5 13 (19 |3 43
Severe 9 3 4 4 0 20
Total 14 |12 |22 |25 |5 78

Present study is an attempt to find out the possible
association of factors such as demographic,
occupational, duration of illness and comorbidities
for PA shoulder. Some of the comorbidities such as
dyslipidemia,

lung diseases, thyroid diseases,

obesity, auto immune disease and reflex
sympathetic dystrophy syndrome were not included
in the present study and which may be considered in
future studies. Sample size can be increased to
better identify clinical presentation and associated
relationship of factors presenting with PA shoulder.
Follow up studies can be undertaken at specified
intervals to better understand the course of the
diseases in different groups (age-wise, sex-wise, and

occupation-wise).
5. CONCLUSION

The common age of occurrence of PA shoulder is
between 46-55 years. Male patients were higher in
number. Dominant shoulder was more commonly
involved. Majority of patients were agricultural

workers, manual labours and house wives. Patients

are commonly associated with diabetes mellitus.
Most of the patients are experiencing moderate level
of pain and shoulder abduction AROM is between
120°-159° for majority of patients. There is positive
association for duration of illness Vs severity of
pain which further states that pain is higher in early
stage of PA shoulder. Similarly there is positive
association for shoulder abduction AROM and
severity of pain that is ROM is limited when pain is
higher and vice versa. The current profile findings
can be taken into account for effective preventive
measures and appropriate rehabilitation program for
PA shoulder.
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