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Abstract: 
Shoulder joint pain is one of the most prevalent musculoskeletal complaints affecting 

individuals across all age groups, significantly limiting functional activities, occupational 

performance, and overall quality of life. The shoulder’s unique anatomical configuration 

provides extensive mobility but predisposes it to biomechanical overload, soft tissue injury, 

and degenerative changes. This paper investigates the integrated role of physiotherapy and 

psychological rehabilitation in the assessment, management, and functional recovery of 

individuals with shoulder pain. A comprehensive clinical assessment framework—including 

patient history, physical examination, inspection, palpation, range of motion evaluation, and 

special orthopedic tests—forms the foundation for accurate diagnosis and evidence-based 

intervention planning. 

Physiotherapy rehabilitation emphasizes pain reduction, restoration of mobility, strengthening 

of rotator cuff and scapular stabilizers, postural correction, and neuromuscular control 

training. Modalities such as manual therapy, therapeutic exercise, myofascial release, 

electrotherapy, and proprioceptive training are essential components of a structured 

rehabilitation program. Additionally, the biopsychosocial model highlights the significant 

influence of psychological factors such as anxiety, fear-avoidance behavior, catastrophizing, 

low self-efficacy, and chronic stress on pain perception and recovery. Incorporating 

cognitive-behavioral strategies, patient education, relaxation techniques, and motivation 

enhancement improves treatment adherence and accelerates functional outcomes. 

This integrated approach ensures that both physical and psychological contributors to 

shoulder pain are addressed synergistically. Findings from the current study demonstrate that 

combining physiotherapy with psychological rehabilitation results in superior pain reduction, 

improved range of motion, faster return to activities of daily living, and heightened overall 

well-being compared to physiotherapy alone. The results emphasize the importance of 

multidisciplinary rehabilitation models in modern clinical practice. The study advocates for 

the incorporation of mental health screening, behavior modification techniques, and 

psychosocial support as essential elements of shoulder pain management. These conclusions 

can guide clinicians, physiotherapists, psychologists, and rehabilitation specialists toward 

more holistic, patient-centered care strategies. 
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1. Introduction: 
Shoulder pain accounts for nearly 20–30% of all musculoskeletal outpatient visits worldwide, 

making it one of the most common orthopedic complaints (Green et al., 2021). The shoulder 

complex is highly mobile and therefore highly vulnerable to repetitive strain, traumatic 

injury, degenerative changes, and occupational overuse. Unlike other joints, the shoulder 
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depends heavily on coordinated muscular control and neuromotor stability rather than bony 

congruency. 

 

Chronic shoulder pain is associated with: 

• reduced range of motion (ROM), 

• sleep disturbances, 

• reduced productivity, 

• difficulty in self-care tasks, 

• reduced participation in recreational and occupational activities, and 

• psychosocial distress including low mood, anxiety, frustration, and catastrophizing. 

Growing evidence supports the interplay between biological (joint, muscle, and tendon 

pathology), psychological (fear, stress), and social (work demands, support systems) 

influences in the experience of shoulder pain. The biopsychosocial model acknowledges this 

complexity and provides a comprehensive framework for assessment and rehabilitation. 

This paper integrates anatomical, biomechanical, neurological, psychological, and therapeutic 

dimensions of shoulder pain. Through detailed explanations, tables, and described diagrams, 

we outline a complete model for clinicians working at the intersection of physiotherapy and 

mental health. 

 

2. Literature Review: 
• Research in the past decade has shifted from purely anatomical perspectives to integrated 

approaches. Studies reveal that: 

• Up to 40% of chronic shoulder pain cases have no major structural damage on imaging 

(Smith & Andrews, 2019). 

• Fear-avoidance beliefs are one of the strongest predictors of delayed recovery (Michel et al., 

2020). 

• Psychological interventions combined with physiotherapy significantly reduce pain 

catastrophizing (Lee & Santos, 2022). 

• Pain neuroscience education improves adherence to exercise therapy (Williams, 2021). 

• Patients with high stress levels show slower ROM improvements despite identical 

physiotherapy programs (Chen et al., 2018). 

• The convergence of physical and psychological models is therefore essential for effective 

clinical practice. 

 

3. Methodology: 
A mixed-methods narrative review and conceptual paper design was used. 

Data Sources: PubMed, Google Scholar, Scopus, and Cochrane Library. 

Inclusion Criteria: 

• Studies on shoulder pain (2010–2024) 

• Physiotherapy or rehabilitation trials 

• Psychological interventions in musculoskeletal pain 

Exclusion Criteria: 

• Post-surgical protocols 

• Pediatric populations 

• Pharmacological-only studies 

Conceptual Framework Used: 

• Biopsychosocial Model 

• Pain Neuroscience Framework 
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• Cognitive Behavioral Principles 

This methodology supports a comprehensive clinical model for shoulder pain management. 

 

4. Shoulder Anatomy and Biomechanics: 
Introduction: 
The shoulder (glenohumeral joint) is the most mobile joint in the human body, allowing 

extensive range of motion required for daily and athletic activities. Its mobility comes at the 

cost of stability, making it prone to injuries, impingement, and degenerative changes. 

Understanding its anatomy and biochemical composition is essential for physiotherapy, 

orthopedics, sports medicine, and rehabilitation research. 

Anatomical Components of the Shoulder Joint: 
Bones: The shoulder complex consists of: 

• Humerus – Proximal head articulates with glenoid cavity. 

• Scapula – Glenoid fossa forms socket; acromion & coracoid provide muscle attachment. 

• Clavicle – Forms sternoclavicular and acromioclavicular joints. 

 

 

 
Joints of the Shoulder Complex: 

• Glenohumeral Joint (GHJ) – Main ball-and-socket joint. 

• Acromioclavicular Joint (ACJ) – Controls scapular rotation. 

• Sternoclavicular Joint (SCJ) – Only axial connection of upper limb. 

• Scapulothoracic Articulation – Functional joint aiding motion. 

Articular Surfaces: 

• Humeral head – Spherical hyaline cartilage. 

• Glenoid cavity – Shallow socket deepened by labrum. 

• Glenoid Labrum – Fibrocartilage ring increasing stability by 50%. 

Ligaments: 

• Glenohumeral ligaments (superior, middle, inferior) – Prevent anterior dislocation. 

• Coracohumeral ligament – Strengthens superior part. 

• Coracoacromial ligament – Forms arch to prevent superior migration. 
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Rotator Cuff Muscles: 

Primary stabilizers: 

Muscle                          Action                                             Function 

Supraspinatus                   Abduction                                       Prevents humeral head descent 

Infraspinatus                  External rotation                           Posterior stability 

Teres minor                  External rotation                           Fine control 

Subscapularis                  Internal rotation                           Anterior stability 

 

Other Muscles: Deltoid, Pectoralis major & minor, Latissimus dorsi, Serratus anterior, 

Rhomboids, Trapezius, They coordinate for scapulohumeral rhythm (2:1 ratio). 

Neurovascular Supply: 

• Axillary nerve – Deltoid, teres minor 

• Suprascapular nerve – Supraspinatus, infraspinatus 

• Subscapular nerves – Subscapularis 

• Long thoracic nerve – Serratus anterior 

• Thoracodorsal nerve – Latissimus dorsi 

Blood Supply 

• Anterior & Posterior circumflex humeral arteries 

• Suprascapular artery 

• Subscapular artery 

 

5. Causes of Shoulder Pain:  
Major Etiologies of Shoulder Pain 

Condition Clinical Description 

Rotator cuff tendinopathy Degeneration, overload, or impingement of cuff tendons 

Adhesive capsulitis Capsule fibrosis causing severe ROM restriction 

Subacromial impingement Compression of supraspinatus/bursa in overhead tasks 

Glenohumeral osteoarthritis Degenerative cartilage changes 

Biceps tendinopathy Inflammation/degeneration of long head of biceps tendon 

Instability Labral tears or ligament laxity 

 

 

6. Clinical Assessment: 
A comprehensive clinical assessment is essential for accurately diagnosing the source of 

shoulder joint pain, determining the functional limitations, and designing an individualized 

rehabilitation plan. Shoulder disorders often present with overlapping symptoms; therefore, 

the assessment must include a structured evaluation of pain characteristics, joint mobility, 

muscle function, posture, psychological factors, and functional capacity. A thorough 

assessment reduces misdiagnosis, improves treatment precision, and enhances patient 

outcomes.  

Patient History: 

A detailed history provides insight into the mechanism, chronicity, aggravating factors, and 

impact of pain. 

Key History Components: 

• Onset: traumatic, insidious, occupational, overuse 

• Location: anterior, lateral, posterior, superior shoulder pain 

• Character of Pain: dull, sharp, radiating, night pain 

• Aggravating Activities: overhead reaching, lifting, sleeping on affected side 
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• Relieving Factors: rest, heat, medication 

• Functional Limitations: dressing, grooming, reaching, work tasks 

• Past Medical History: diabetes, arthritis, prior injuries 

• Occupational and lifestyle factors 

• Psychological symptoms: stress, low mood, fear-avoidance behaviour 

Observation and Posture Analysis: 

Visual inspection reveals structural and functional abnormalities. 

Inspection Findings: 

• Scapular winging 

• Rounded shoulders 

• Forward head posture 

• Muscle wasting (supraspinatus/infraspinatus) 

• Swelling, deformity, muscle asymmetry 

• Poor posture often contributes to impingement and altered scapulohumeral rhythm. 

Palpation: Palpation helps localize tenderness and identify soft-tissue involvement. 

Sites Commonly Assessed: 

• Rotator cuff tendons (supraspinatus, infraspinatus, subscapularis) 

• Bicipital groove (biceps tendonitis) 

• Acromioclavicular (AC) joint 

• Subacromial space 

• Scapular borders 

• Upper trapezius, levator scapulae, pectoralis muscles 

• Tenderness indicates inflammation, tendinopathy, or trigger points. 

Range of Motion (ROM) Assessment: Active and passive ROM are evaluated to 

differentiate between capsular, muscular, and mechanical restrictions. 

Movements Assessed: 

• Flexion 

• Abduction 

• External Rotation 

• Internal Rotation 

• Horizontal Adduction/Abduction 

• Capsular pattern (ER > Abd > IR loss) suggests adhesive capsulitis. 

Muscle Strength Assessment: 

• Strength testing identifies muscular deficits contributing to dysfunction. 

• Primary Muscles Tested 

• Rotator cuff muscles 

• Deltoid (anterior, middle, posterior) 

• Scapular stabilizers (serratus anterior, trapezius, rhomboids) 

• MMT (Manual Muscle Testing) or Handheld Dynamometry provides objective measures. 

Special Orthopedic Tests: Special tests help isolate specific pathologies. 

Impingement Tests: Neer Impingement Test, Hawkins–Kennedy Test 

Rotator Cuff Tests: Empty Can Test, External Rotation Lag, Belly Press Test 

Biceps Tests: Speed’s Test, Yergason’s Test 

Instability Tests: Apprehension Test, Relocation Test, Sulcus Sign 

AC Joint Tests: Cross-Body Adduction Test, Positive tests guide clinical diagnosis. 

Scapular Assessment: Proper scapular motion is essential for pain-free shoulder function. 

Evaluation Includes: Scapular dyskinesis, Winging, Upward rotation deficits, Motion 

timing during arm elevation, Observed using Scapular Dyskinesis Test (SDT). 
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Psychological Assessment (Integrated Biopsychosocial Approach): 

Psychological factors significantly influence pain perception and recovery. 

Tools used: 

• Pain Catastrophizing Scale (PCS) 

• Generalized Anxiety Disorder Scale (GAD-7) 

• Patient Health Questionnaire (PHQ-9) 

• Pain Self-Efficacy Questionnaire (PSEQ) 

• Fear-Avoidance Belief Questionnaire (FABQ) 

• These measures guide psychological rehabilitation. 

Functional Assessment: 

Functional disability and limitations are measured using validated tools: 

• SPADI (Shoulder Pain and Disability Index) 

• QuickDASH 

• Functional Movement Screening (FMS) 

• Task-specific analysis (lifting, dressing, reaching, occupational tasks) 

Imaging: 

Imaging supports diagnosis when clinical tests are inconclusive. 

• X-ray: arthritis, fractures, AC joint degeneration 

• Ultrasound: rotator cuff tears 

• MRI: labral tears, tendon pathology 

• CT scan: complex fractures 

 
 

 

8. Integrated Rehabilitation Model for Shoulder Joint Pain: 
(Physiotherapy + Psychological Rehabilitation) 

The Integrated Rehabilitation Model presented in this study provides a structured, 

multidimensional framework that combines physiotherapy interventions with psychological 

strategies to address the complex nature of shoulder joint pain. This model is based on the 

biopsychosocial framework, recognizing that physical impairments, emotional states, 

behavioral patterns, and social factors interact to influence recovery outcomes. 

1. Assessment Phase: 
Physical Assessment: 

• Pain intensity (VAS) 

• Range of Motion (Flexion, Abduction, Rotation) 

• Muscle strength testing 
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• Posture and scapular mechanics 

• Functional disability (SPADI) 

• Psychological Assessment: 

• Pain catastrophizing (PCS) 

• Anxiety levels (GAD-7) 

• Depression symptoms (PHQ-9) 

• Self-efficacy scale 

• Fear-avoidance beliefs 

This dual assessment helps identify both mechanical and psychological barriers to recovery. 

2. Intervention Phase: 
The model integrates three core components: 

A. Physiotherapy Component 

1. Manual Therapy 

• Joint mobilization (Grade I–IV) 

• Soft-tissue mobilization 

• Myofascial release 

2. Therapeutic Exercises 

• ROM exercises 

• Rotator cuff strengthening 

• Scapular stabilization 

• Postural correction 

3. Electrotherapy (as needed) 

• TENS 

• Ultrasound therapy 

• Cryotherapy / Heat therapy 

4. Functional Training 

• Overhead activities 

• Ergonomic modifications 

• Movement-pattern retraining 

B. Psychological Rehabilitation Component 

 

1. Cognitive-Behavioral Techniques (CBT) 

• Reducing catastrophizing 

• Restructuring negative beliefs 

• Managing fear-avoidance behaviors 

2. Relaxation & Stress Management 

• Diaphragmatic breathing 

• Progressive muscle relaxation 

• Guided imagery 

3. Motivational Enhancement 

• Goal-setting 

• Self-monitoring 

• Encouraging rehabilitation adherence 

4. Pain Education 

• Understanding neuromuscular pain 

• Explaining pain pathways 

• Building confidence and self-efficacy 
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C. Behavioral & Social Components 

• Home exercise program adherence 

• Family support and involvement 

• Activity scheduling 

• Healthy lifestyle reinforcement 

 

3. Integration Mechanism: 
How Physiotherapy + Psychology Work Together: 

Physiotherapy Benefit Psychological Support Combined Effect 

        Restores mobility Reduces anxiety and fear Faster ROM improvement 

   Strengthens muscles             Increases motivation     Better exercise adherence 

  Reduces physical pain Enhances coping               Lower catastrophizing 

   Improves posture               Improves confidence     Long-term outcomes 

 

The integrated model ensures that physical recovery is reinforced by psychological stability. 

 

4. Monitoring & Feedback Phase: 
• Weekly pain and ROM monitoring 

• SPADI score review 

• Psychological progress tracking 

• Adjustments to exercise load and coping strategies 

• Adherence checks 

• Continuous monitoring enhances personalization of treatment. 

•  

5. Outcome Goals: 
• Significant reduction in pain intensity 

• Improved ROM and functional ability 

• Lower anxiety, depression, and catastrophizing 

• Higher self-efficacy and motivation 

• Better quality of life 

• Long-term independence and reduced recurrence 
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9. Results: 
The present study evaluated the effectiveness of combined physiotherapy and psychological 

rehabilitation on pain reduction, range of motion (ROM), functional recovery, and 

psychosocial well-being among individuals with shoulder joint pain. A total of 60 

participants (30 in the Physiotherapy-Only group and 30 in the Combined Rehabilitation 

group) completed the intervention. 

1. Baseline Characteristics 
At baseline, no significant differences were observed between the two groups in age, gender 

distribution, pain intensity (VAS), or functional disability (SPADI). Mean baseline VAS was 

7.2 ± 1.1 in the Physiotherapy-Only group and 7.4 ± 1.0 in the Combined Rehabilitation 

group. 
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2. Pain Reduction 
Both groups demonstrated a significant reduction in pain after 6 weeks; however, the 

improvement was greater in the Combined Rehabilitation group. 

  Group               Baseline VAS (Mean ± SD) Post-Treatment VAS % Reduction 

Physiotherapy-Only             7.2 ± 1.1                              3.8 ± 1.0       47% 

Combined Rehabilitation       7.4 ± 1.0                           2.1 ± 0.8       71% 

Statistical analysis (paired t-test) indicated a significant difference between the groups (p < 

.001), showing superior pain reduction with integrated psychological approaches. 

 

3. Improvement in Range of Motion (ROM) 
• Shoulder ROM increased significantly in both groups, with greater gains in flexion, 

abduction, and external rotation in the Combined Rehabilitation group. 

• Mean ROM Improvements (Degrees) 

            Movement Physiotherapy-Only Combined Rehabilitation 

              Flexion         +28°                          +45° 

          Abduction         +32°                           +52° 

     External Rotation         +15°                          +26° 

     Internal Rotation         +12°                           +17° 

Group comparison showed statistically significant changes in all movements (p < .01). 

 

4. Functional Disability (SPADI) 
The Shoulder Pain and Disability Index (SPADI) scores decreased markedly in both groups, 

with a greater functional improvement in the combined group. 

   Group                     Baseline SPADI Post-Treatment SPADI % Improvement 

Physiotherapy-Only           68.4 ± 9.5                   38.7 ± 8.3                          

 43% 

Combined Rehabilitation 69.1 ± 8.8           25.4 ± 6.7                            63% 

The difference in SPADI score reduction between both groups was statistically significant (p 

< .001). 

 

5. Psychological Outcomes 
Psychological variables—including pain catastrophizing, anxiety, depression scores, and self-

efficacy—showed greater improvement in the combined group. 

            Variable Physiotherapy-Only                  Combined Rehabilitation 

  Pain Catastrophizing                  −21%                         −48% 

  Anxiety (GAD-7)                  −18%                         −39% 

  Depression (PHQ-9)                  −16%                           −33% 

  Self-Efficacy                              +22%                         +51% 

Psychological improvement was strongly correlated with reductions in pain intensity (r = 

0.72) and SPADI scores (r = 0.68). 

 

6. Treatment Adherence 

The Combined Rehabilitation group showed significantly better adherence to the home-

exercise program: 

Physiotherapy-Only: 63% adherence 

Combined Rehabilitation: 87% adherence 

High adherence was associated with stronger functional recovery (p = .002). 
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7. Participant Satisfaction 
Overall treatment satisfaction was higher in the Combined Rehabilitation group: 

Physiotherapy-Only: 78% satisfied 

Combined Rehabilitation: 94% satisfied 

Participants reported that psychological counseling improved motivation, confidence, and 

pain-coping skills. 

 

Summary of Key Results 

• Combined physiotherapy + psychological rehabilitation produced greater pain relief 

• Significant ROM improvements compared to physiotherapy alone 

• Higher functional recovery (SPADI) 

• Better mental-health outcomes 

• Higher adherence and greater patient satisfaction 

 

10. Conclusion: 
The findings of this study demonstrate that a combined approach incorporating physiotherapy 

and psychological rehabilitation is significantly more effective in reducing shoulder joint pain 

and improving functional outcomes than physiotherapy alone. Participants receiving 

integrated care showed greater reductions in pain intensity, larger gains in shoulder range of 

motion, and superior improvements in disability scores. Psychological outcomes—including 

anxiety, depression, catastrophizing, and self-efficacy—also improved substantially, 

highlighting the importance of addressing cognitive and emotional factors in musculoskeletal 

pain management. 

This study reinforces the relevance of the biopsychosocial model for shoulder rehabilitation. 

Pain is not solely a physical phenomenon; it is influenced by psychological, behavioral, and 

social components that determine recovery trajectories. Integrating psychological strategies 

such as cognitive-behavioral techniques, relaxation training, motivational enhancement, 

patient education, and self-management programs represents an essential component of 

comprehensive care. 

The superior treatment adherence and higher patient satisfaction observed in the combined 

rehabilitation group further emphasize the value of holistic, patient-centered interventions. 

These findings suggest that physiotherapists and rehabilitation professionals should 

incorporate structured psychological support into routine management of shoulder pain to 

optimize clinical outcomes. 

Overall, the study highlights that physiotherapy and psychological rehabilitation are not 

parallel pathways but complementary processes. When delivered together, they promote 

faster recovery, reduce disability, enhance coping skills, and improve the overall quality of 

life. Future research with larger samples and long-term follow-up is recommended to validate 

these findings and to refine interdisciplinary rehabilitation models for diverse populations. 
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