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Purpose: Scapular dyskinesis is an ateration in the normal position or motion of the scapula during cou-
pled scapulohumeral movements. Vast majority of shoulder pathologies are known to be related with
scapular motion abnormalities. Because there being enthusiasm about scapular pathology in recent litera-
tures, understanding scapular dyskinesis seems to be an important subject. The authors describe the
importance of scapular abnormality in terms of shoulder pathology.
Materials and Methods: Usually the inhibition or disorganization of activation patternsin scapular stabi-
lizing muscles lead to scapular dyskinesis. This motion abnormality has more important values in Elite
Athletes because it might be the sign of future shoulder pathology; for example, SLAP and internal
impingement. Treatment of scapular dyskinesis is directed at managing underlying causes and restoring
normal scapular muscle activation patterns by kinetic chain-based rehabilitation protocols. Treatment is
also important to prevent secondary shoulder injuries.
Results and Conclusion: Understanding scapular pathology may be the main key to approach to the
shoulder pathology. Also treating scapular pathology might be important in preventing secondary shoul-

der injuries.
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5. Scapular Dyskinesis2| evaluation
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6. Throwing AthletesdllAM2| Scapular Dyski-
nesis

A 274 A5 o] Scapualr Dyskinesist i
5 Elite AthletesZ Ao & slar Iy, ks 2|
scapular dyskinesis7} 2oz <132 At 4
T2 A g 2EdFolge YuER A
4 k. 53] GIRD®} Scapular Dykinesis¢te] 3
A

=
e A5 we dF % e ol olxE A

Hd7 oz % 28 SLAP ¥¥z U8 35 5%
ol SHE UFEe thrower’} 250 FAYH &
et 349 pre-SLAP prodromes 33ch %
7] prodromal phase&<t throwere &% =<3 A
A" % oA HFY NFE ShEA A7t ©l

— 273 —



— A FoUESSX] M 12 M 2= —

717Eet A%A o2 throwingshd, Fsp #hdvd +
o] otghEo] AE9lel BEH (discomfort)el
AAM A= tightnesstt stiffness® Uebdt} ol
prodromal S7¢ol|= B3t AEAQ throwingS
2 Qe #-t 75 AErt AEH o2 Frks wet
SLAP event”’} 7|1 prodrome®<t $id 71AIA Q]
o] et At Z1AIARD Fode] e X =
= SLAP repairell the <3 W3 238 (inter-
nal rotation deficit)e] w3 o] 23] Hr}.

Dead arme] ¥A& “shoulder at risk” & 7o
glo] AAY B8 =9 GIRD, °]’9Agt SICK
7 && o] & E¥(shoulder at most at risk) &
Q. o] F 24y 23H AE T dHeE,
WS oy A spibe] wAd Fx7t
3 sl 9ele F EAY. thrower’t AWE
HEOE ARG 2 (abduct in extension -2
F5 gal)stA sta, $7] A7l (late cocking
phase) &<t YA de oA W 23 559 4=
(arm body angle-r%eol)=2 #2484 (hyperan-
gulation)stAl ¥HETEH o] #2tgd  (hyperangula-
tion)E AeiollA] HFEo]l Ml (protraction)® i ¥
A7} antetilting®™H #A 9} Fuilo] gekEEown
F438] 9 st ddt. 173 oAl He F d
Lo dgte 2 A3 Aol Fo] gHE T, T
| A% 27] 71E7] B w8 9374 (arm-
body abduction angle)& ZA| dh= Aot

Overhead-Athletese] 9ol dAME QA=
zZto| A Fzto] A HTE (hyperangulation). ©]
internal impingement syndromes ¥d°7|A wt}.
HHEolo] FAZo] Mapteg 7|gojgoam (A7t
o] protraction®=|WA WS <o) 502 I]Hds}

Folth) Atz Ay dslA #Hz
(hyperangulation)°] == Zeltt (Fig. 1).

Shoulder at riske] W2 A<} W3] 2w S
A7y e 25 AskES “shoulder at risk'&
“shoulder not at risk” & vlrEH wj$ Z3Ho|n

—

O

¢
o M Hov oY

o
o

¢

N o

N

rr o

o

Of
ox N, i

ofl

a2 3 e I F Ut oA o|fF=E Craigs
& RE overhead athleteo] tha] A|&A| ol F3t
of AHHAE FH3ATE ATt o] AFEL o3t
Ao ekl Edlolvyt gAabEe] wgo] Fasit},

A AT A T T
7+ overhead athlete& th7l ZAZHA
pt

O

p
rl

A AgATe AQe 3 2% FUL FEse,
aL

[
o

= Al (scapular retraction test)®
710 AREFE wyshd addEn.

SICK throwing shouldercllx 7A&3} 7192
< 29 95 AR 5ol sNkEwA dEst
257 A6l L 1Y 4 Ak e o]

4 FEolgly] Hule RE 7 B389t scapular
A<l (protraction)ell €&l o] YAX|g Fo|d HE
(dyskinetic acromion)olt}. wl7IA|2 A% o34
2o ok HEo gk A9 A=l Al F

A2 QA Aedm WE T3l AT}, AfbEol
71&oix a1 Ml (protraction)®ol uwet A =
(acromion process)’} %oz o]Fsla AEHZ
(acromioclavicular angle)e] #4sdtn AEE &
Aol it ~E# 27 Frkeith dAEdE Bl Wl

H f=gre vtExol o3| = (overhead) AFgol w
2 EZS doy

[9) .
spAEto 2 2ol WA7] A% (throwen)ol M 4
& 2o AN o
Pt FRET 33

Azo] Ashy

L

Craige ool W9l & w) deo] Hztest %
Zol AL A 98 20dREH )} SHol WwE

= L (5

Fig. 1. Hyperangulation of the humerus from scapular SICK syndrome (A) normal relationship between glenoid &
humerus during cocking phase (B) hyperangulation state between glenoid & humerus during cocking phase
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Date: Sport:
Name: position:
Age: presenting
SX
pain yes no score
coracoid 1 0
subjective AC.jOI nt 1 0
periscapular 1 0
prox lat arm 1 0
radicular 1 0
pain yes no score
coracoid 1 0
Objective ACjoint L 0
periscapular 1 0
prox lat arm 1 0
radicular 1 0
Scapular malposition Ocm lcm 2cm 3cm score
infera 0 1 2 3
lateral projection 0 1 1 3
abduction 0 5° 10° 15°
0 1 2 3
TOTAL SCORE

Fig. 2. Grading system for the severity of scapular malposition; Morgan-Kaman sheet
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