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ABSTRACT 
 

Aim: Diagnosis and outcomes of steroid injections in treatment of impingement syndrome of shoulder. 
Methods: The study was conducted in Islam Medical College of Sialkot from April 2015 to March 2018 
and comprised of 100 patients. 
Results: Mean patients age was 39.13±9.036 years where male to female percentages were 57% to 
43%.We observed noteworthy changes in patients with SPADI Scores falling to 34% from 68% in initial 
evaluation. 
Conclusion: Steroid Injection is an effective, fast and easy pain relieving procedure however to fully 
conclude we need more data to study and conduct various other questionnaire and for different periods. 
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INTRODUCTION 
 

Shoulder impingement syndrome begins by thinning of the 
supraspinatus tendon located at the upper part of the bursa 
between the humerus and the acromion that also makes up 
the shoulder blade.1 Activities that slides the shoulder in 
repeated movements cause impingement syndrome for 
instance lifting, swimming, tennis, painting and other 
sports. Shoulder impingement can take various forms 
however impinging of the suprasinatus muscle beneath the 
acromion is a must.2Usually this issue causes functional 
limitation in flexion and abduction range and can also result 
in operational disability.3 

 Around 22% of the population is affected by shoulder 
pain and a considerable amount of time in clinical practice 
is spent on shoulder complications.4,5 Although multiple 
reasons can cause shoulder problems including rotator cuff 
tears, Adhesive capsulitis, Arthritis of the glenohumeral 
joint or acromioclavicular (AC) joint, however impingement 
syndrome is one of the most repeated complaint in 
shoulder issues. Usually a physician carries out a detailed 
history along with some physical examination and suggest 
either physical therapy or some injections with only very 
few cases that demand a surgery. 
 Nevertheless very few researches have been carried 
out on the efficacy of steroid injections (SIs) in the 
management of Impingement Syndrome. Researches 
shows that surgeries for rotator cuff, glenohumeral 
instability, calcific tendinitis and other recurring shoulder 
pains can result in increased and continuing pain which 
result in post-operative complications like muscle 
stiffness.6-8 In contrast better prospects have been 
observed of steroid injections, with clearly lesser pain thus 
suggesting continuing use.9-15 

 In locating pain in impingement syndrome, it has been 
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observed that indulging in activities increases pain however 
activities involving the elbow are least painful. Usually 
Impingement syndrome increases pain on sides and front 
of shoulder and also cause difficulty in rotating the shoulder 
however passive movements are likely to be similar in the 
shoulder with no pain. Nowadays pain scales and scores 
are being used by physicians to evaluate the outcomes of a 
treatment.16-22 similarly we will be reviewing pain ratings of 
patients using SPADI Scores. Compare to patients who get 
relived from steroid injections and physiotherapy, ones who 
don’t are referred for surgical management. 
 

MATERIALS AND METHODS 
 

The detailed study was conducted in Islam Medical College 
of Sialkot and all patients with shoulder impingement 
syndrome during April 2015 to March 2018. Patients with a 
history of shoulder injury, previous shoulder dislocations, 
rotator cuff tears or scapula fracture, humeral head/neck 
fractures, suffering from adhesive capsulitis, Glenohumeral 
arthritis and previous shoulder surgery were included. We 
also used “The Neer impingement sign” to diagnose 
impingement syndrome in the initial evaluation. We 
recorded the Mean Age, age brackets and relative patient’s 
frequency and standard deviation. We have used the 
scores on SPADI questionnaire, which consists of 13 
questions .It has two significant categories named “pain” (5 
items) and “disability” (8 items). Scores are calculated from 
0 to 130 where 0 shows lesser shoulder pain and 100 
shows more shoulder disability. However if a person does 
not answer all questions, the denominator is deceased by 
10 units. The nominal measurable difference is set at 19 
points (95% confidence level) and this was used to classify 
patients as implicitly improved or not improved after taking 
steroid injections, 6 weeks later from scores in initial 
evaluation. Approximately it takes 10 minutes for a patient 
to answer the SPADI questionnaire and it’s steady and 
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useable for the shoulder. Moreover the statistical analysis 
conducted by SPSS Version 20 
 

RESULTS 
 

There were 57% males and 43% females of mean age 
39.13±9.03 were diagnosed with shoulder impingement 
syndrome. Most patients suffering from impingement 
syndrome i.e., 44% were in the age bracket of 40-50.While 
the maximum and minimum age in our population was 55 
years and 23 years respectively. Although 27% patients 
aged between 20-30 and 17% between 30-40 while 13% 
were above 50 years (Table 1). 
 
Table 1: Frequency of age 

Age No. % 

20-30 27 27.0 

30-40 17 17.0 

40-50 44 44.0 

>50 13 13 

 
Fig. 1: Clinical symptoms of shoulder impingement syndrome 
patients 

 
 
Fig. 2: Mean SPADI Scores on Initial Evaluation Question-wise 

 
 
Fig. 3: SPADI Scores of 4 Patients initially and Post Steroid Shots 

 
 

 The Neer impingement test and on elevating patients 
arm above their head caused pain in the front of the 
shoulder to 64% Patients thus proving a positive 
impingement sign however remaining 36% could not feel 
pain and a more detail diagnosis using X-rays and careful 

questioning was done to ascertain their condition (Fig.1). 
From the history and physical examination records, the 
most common symptoms in our age groups was difficulty 
reaching up behind the back i.e. 34%, nd 20% presented 
shoulder weakness, 19% had pain when the arms are 
extended above the head and 16% felt pain at night on 
sleeping on the affected side and 11% suffered pain at the 
front of the shoulder. In the initial evaluation on the Radar, 
the mean scores of all 13 questions were 6.96, 6.29, 6.52, 
6.49, 7.11, 7.15, 6.71, 7.22, 7.18, 6.66, 6.72, 6.98 and 
6.972. An overall 6 above score was noted at inception 
(Fig. 2). After injecting the patients with steroid injection , 6 
weeks later the follow-up showed significant changes in 
SPADI scores. Figure 3 shows SPADI Scores of4 random 
Patient in initial evaluation & post injection .Clearly the Pain 
Score at initial evaluation is between 60% and 62%while 
disability scores between 60% to 71% however the injected 
cases showed downright trend with pain scores going down 
by 26%i.e. from 62% to 36%.Similarly Disability score went 
down by 32% i.e 64% to 32%. Overallaverage 38 point 
decrease in SPADI Scores was observed (19 points 
baselines –Confidence level 95%). Out of the 100 
population of 57 male and 43 females the mean Score at IE 
was 82 and post–injection after 6 weeks was 44. None of 
the patients showed resulting major or minor problems or 
complications post injection shot. Thus no case of infection 
or dermatitis or need for surgery was reported in our data 
(Fig. 4). 
 

Fig. 4: Mean SPADI Scores 

 
 

DISCUSSION 
 

In our study out of the 100 Shoulder impingement 
syndrome patients57%were Malewhile females constituted 
43% of the entire population with mean age of 39.13 
(9.036). To exemplify the results, we observed a similar 
local study which showed 46.67% males and 53.33% 
Females and the mean age of the patients were 
44.58±11.48 years.23 In Orthopedic Todaya consultant 
mentioned. Our results support that corticosteroid injection 
is an effective and safe tool in controlling shoulder pain” 
Shoulder impingement was mainly causes due to patients 
not being able to rest on the affected side with majority of 
cases i.e. 34% felt difficulty in reaching up behind their 
backs and above their head however there were no minor 
or major complications in our study of infections and skin 
deformities.24 
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 In previous literatures etiologies, diagnosis and 
treatment of Impingement syndrome has been studied 
before however there has been conflicting findings due to 
either the extensive range of disorders or no pooling of 
positive and negative results. According to Cochrane, sub 
acromial steroid injection was revealed as an effective 
treatment for improving the range of abduction. 
Nevertheless there has been differences in other 
researches showing only short-term benefits of steroid 
injections mainly due to patients type, or change of 
concentrations and composition of injection fluids, 
dissimilarity in the quantity and gap of injections and also 
the diverse methods choose to analyze the outcomes. 
 Even the placement of needle cause changes in 
outcomes as Eustace et al specified that, only very few 
injection are applied accurately (29%) in shoulder issues 
even if its musculoskeletal specialists and also stated that 
outcome are directly proportional to needle placement of 
injection25. Similar study found that needle was placed in 
only 70% of cases26. 
 Our study showed mean SPADI score of 82±5.04 in 
initial evaluation and 6 weeks post follow-up to injected 
cases gave us a mean score of 44±3.39. Overall 98% 
cases showed improvement with only 2 cases needing 
another shot. Similar findings were made with mean SPADI 
score of the patients as 75.94±7.73 which was reduced to 
46.25±5.62 after 6 weeks23. Similar study found 88% 
improvement in a population of 25 patients. Thus in 
managing shoulder impingement, steroid injections show 
beneficial effects.27 

 

CONCLUSION 
 

Steroid injections are efficient and safe and improve pain 
and function both however there can be differences in 
results which can be further work for better precision. 
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