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Committee Focuses on Increasing AWCCA Membership
The AWCCA Membership Committee is 
looking for ways to increase the number 
of AWCCA Regular Members.  Formed by 
the Executive Committee this past April, 
the Membership Committee is chaired by 
Associate Member At Large Dave Stewart 
and includes AWCCA Vice President Molly 
Jones, Golf Committee Co-Chairperson 
Liz Florez, Spring Seminar Co-Chairperson 
Erin Finn and AWCCA Regular Member 
Donna Heutter. 

Although the AWCCA welcomes any new 
members, the organization is increasing its 
focus on building its Regular Member total 
during the 2011-2012 meeting year.  The 
AWCCA Constitution and Bylaws define 
Regular Members as “personnel of insurance 
companies, self-insureds, independent 
adjusters, and third party administrators that 
handle workers’ compensation claims”.

In seeking ways to attract new claims 
adjusters into the organization, the 
Membership Committee first contacted 
a number of adjusters to identify reasons 
why they hadn’t joined the AWCCA in the 
past. Reasons included: cost (dinners were 
too expensive and/or, employers were 
not reimbursing employees for AWCCA  
membership/dinner fees); distance (the 
north Phoenix meeting location was too far 
to travel); meeting length (dinner meetings 
ended too late in the evening). 

Because AWCCA, Inc. signed a two-year 
agreement in 2010 to meet in the current 
location (the Hilton Embassy Suites North 
on Greenway Rd. and I-17) through 2012, 
moving the meetings was ruled out as a 
current option. However, the Executive 
Committee discussed several alternatives 
to address the cost issue including 
offering company memberships instead 
of individual memberships, adjusting 
membership and/or dinner meeting 
fees, and serving buffet dinners vs. sit-
down meals. Ultimately, the Committee 
decided to maintain the current individual 
membership fees and structure, but to 
adopt a new pricing structure for dinner 
meetings. Beginning with the September 
13, 2011 meeting, dinner fees will now be 
$20 for regular members, $30 for associate 
members and $40 for non-members. 
Compared with 2010-11 meeting-year 
prices, the new fee structure represents a 
$5.00 reduction in the cost of dinner fees 
for regular members, and a $5.00 increase 
in dinner fees for associate members and 
non-members.  

The Committee also discussed the 
possibility of switching from dinner to 
luncheon meetings but decided against 
the idea, believing that many employers 
wouldn’t support their employees being out 
of the office for extended lunches, and that 

many adjusters with oversized caseloads 
wouldn’t take longer lunches only to find 
themselves further behind when they 
returned to their desks. 

Additionally, the Executive Committee 
discussed options for reducing the length 
of dinner meetings. Suggestions included 
earlier meal service, earlier start times for 
guest speaker presentations, streamlining 
featured vendor presentations, and 
streamlining the selection of door prize 
and raffle winners. Going forward, raffle 
winners will be selected by drawing business 
cards instead of calling ticket numbers. 
Other options to shorten dinner meetings 
are still under consideration. 

If you have ideas about how to increase 
AWCCA membership, especially among 
claims adjusters, supervisors and managers, 
please contact Membership Committee 
Chairperson Dave Stewart at 602-395-
9500. If you have suggestions about how 
to improve the AWCCA in general, please 
contact any member of the Executive 
Committee. Contact information for 
Committee members can be found on 
the AWCCA website at www.AWCCA.org 
under the “Board Members” tab. 
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Executive Committee Proposes Amendment
In order to increase meaningful 
participation on the AWCCA Executive 
Committee, an amendment to the 
organization’s Bylaws will be presented 
for a vote of the Regular Members at the 
October 2011 dinner meeting. 

Currently, the AWCCA, Inc. Bylaws state 
that “The administration and management 
of this organization shall be by an Executive 
Committee which shall be composed of 
the President, Vice-President, Secretary, 
Treasurer, Immediate Past President, up to 
three (3) Regular Members At Large and 
up to four (4) Associate Members At Large 
nominated to the Executive Committee by 
the Executive Committee.”

At it’s June meeting, Executive Committee 
members voted to recommend an 
amendment that would also grant 
Committee membership to “the 
Chairperson of each of the organization’s 
standing committees as designated by 
the Officers and Members At Large”. This 
would allow the Examiner Editor, the Job 
Referral Coordinator, and the Chairpersons 
of the Golf, Holiday Party, Seminar, and 
Membership Committees to become voting 
members of the Executive Committee. 

Pursuant to Article VII, Section I of the 
AWCCA Bylaws, amendments can be 
approved “by a two-thirds (2/3) majority 
vote of the Regular Members, provided 

that the proposed amendment has been 
announced at a preceding business meeting 
and that all Regular Members are notified 
that the proposed amendment will be on 
the agenda of the meeting at which it is put 
to final vote.” To comply with this provision, 
the Executive Committee plans to announce 
at the September 13th dinner meeting that a 
vote on the proposed amendment will be 
taken at the October 11th dinner meeting. 

For a copy of the current AWCCA, Inc. 
Constitution and Bylaws, visit to the 
AWCCA website at: www.AWCCA.org and 
click on the “Organization Documents” 
tab. 

Presentation title here

Presentation title here

7227 N 16th Street, Suite 107, Phoenix, AZ 85020

The Neurorehabilitation Experts!!!

Rehab Without Walls is CARF Accredited Brain Injury 
Program that offers a full continuum of services Post 
Acute Brain and Spinal Cord Injury: 

• Physical Therapy
•Speech Language Pathology
•Occupational Therapy
•Neuropsychology
•Social Work
•Vocational Rehabilitation 
•Clinical Coordination
•Rehabilitation Specialist

For more information contact:
Area Executive Director Irwin Altman PhD, MBA

602.943.1012
Website: http://www.gentivarehabwithoutwalls.com
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Kids’ Chance of Arizona 
Holds 4th Annual Gala

By 
Carol Baird - TriStar Risk Management, President, Kids’ Chance of Arizona 

and Grace Nolan - PAX Resource Consulting, Kids’ Chance of Arizona VP of Scholarships

The Wigwam Resort was the site of the 

4th Annual Kids’ Chance of Arizona Gala, 

held following the ICA Seminar on August 

12, 2011. Sponsored by the University of 

Phoenix with Jim Gill as the Master of 

Ceremonies, honored guests included 

State Senator Richard Crandall and his 

wife, Patrice, both strong supporters of 

education, former Arizona State Treasurer 

Dean Martin and wife Dusti, University of 

Phoenix Vice President Brad Wright and 

his wife Jaime,  Jill Flack of the Department 

of Labor and Kathy West, past President of 

Kids’ Chance.  Inspirational humorist and 

author June Cline entertained the crowd as 

the keynote speaker.  In addition to VIPs 

and scholarship recipients, we were most 

fortunate to have several new corporate 

sponsors and many familiar industry names 

attending in support of the event.   

The theme of this year’s occasion was 

Shining Stars and Hearts of Gold.  The 

event was highlighted by three special 

recognition awards.

The Shining Star Award is presented to the 

partner who supports Kids’ Chance through 

financial contributions, advisory functions, 

in-kind donations and/or volunteer work. 

AWCCA was the recipient of the Shining 

Star Award with sponsorships of over 

$50,000 for 2010 and 2011.  Tara Shields, 

President of AWCCA and Risk Manager for 

Circle K Corporation, accepted the award 

on behalf of the organization.  Kids’ Chance 

truly appreciates the generous support that 

AWCCA has provided throughout the 

years.

The Hearts of Gold Award recognizes a 

volunteer that is not on the Kids’ Chance 

Board who has shown outstanding efforts 

on behalf of Kids’ Chance.   It was our 

honor to present the 2011 Hearts of Gold 

Award to Trevor Smith of Orchard Medical 

Consulting.  Trevor took the helm as 

Continued on page 14…

2011 Heart of Gold Award winner 
Trevor Smith of Orchard Medical 

is recognized for his support 
of Kids’ Chance

Humorist and Gala guest speaker 
June Cline with Gala emcee 

Jim Gill of AWCCA



Page 14

chairman of the 2011 Phoenix 5K run, and 

graciously contributes his time and energy 

to most if not all of the Kids’ Chance events 

throughout the year.  

The Gold Star Award is given in recognition 

of the accomplishments of one outstanding 

Kids’ Chance of Arizona scholarship 

recipient.  The Gold Star Award was 

presented to Damaris Bravo.  Despite 

her busy schedule and 4.0 GPA, she has 

managed to attend and participate in many 

of the Kids’ Chance fundraising events, thus 

promoting awareness of the Kids’ Chance 

mission.  

Unfortunately, we were unable to recognize 

all of the many volunteers, advisory board 

members and supporters of this worthwhile 

cause at this event.  Your hard work and 

dedication does not go unappreciated or 

unnoticed.  Thanks to EVERYONE who 

supports Kids’ Chance with time, energy, 

money and heart.  Special thanks to our 

2011 Gala Committee, Robin Orchard, Erin 

Finn, Deanna Anderson and Kristin Waite 

and of course our Master of Ceremonies, 

Jim Gill, for a job well done. Overall it was 

another successful event furthering the 

mission of Kids’ Chance, to educate the 

children of Arizona’s injured workers. 

… Kids’ Chance Gala continued from page 13

Kids’ Chance Advisory Board Member and Gala Co-Chair Erin Finn 
of MSC addresses Gala dinner guests

Gala attendees from Kids’ Chance Gala Sponsor the University of Phoenix

Kids’ Chance of Arizona President 
Carol Baird hugs Damaris Bravo, 
scholarship recipient and winner 

of the first ever Kids’ Chance 
Gold Star Award 

AWCCA President Tara Shields 
addresses Gala attendees after 
accepting the 2011 Shining Star 

Award on behalf of AWCCA
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Continuing education credits will be 
offered for the September, October 
and November, 2011 dinner meetings, 
the January, March and April 2012 
dinner meetings, and the February, 2012 
Seminar.  No continuing education 
credits will be offered for attendance at 
the December, 2011 Holiday Party or 
the May, 2012 dinner meeting when the 
program will honor recipients of the Fred 
Brick Memorial Rehabilitant of the Year 
awards.

For further information, please contact 
AWCCA President Tara Shields at 
TShields@CircleK.com.

Got Work?  
The AWCCA Job 

Referral Line 
Wants YOU!

Are you a claim manager looking for an 

experienced senior  examiner? A doc-

tor looking for a qualified billing clerk? A 

work comp attorney looking for a para-

legal? Or perhaps an adjuster, private 

investigator or voc rehab consultant 

looking for a new opportunity in the 

work comp industry?  If so, Joe Strange, 

the AWCCA’s Job Referral Coordinator, 

is waiting to hear from you.

As a no-cost service to employers and 

employees in the Arizona workers’ com-

pensation industry, industry profession-

als can post job openings or short pro-

fessional bios on the AWCCA website 

for positions in workers’ compensation 

claims adjusting. In addition, the Job 

Referral Line can also be used by medi-

cal professionals, vocational rehabilita-

tion companies, private investigators, 

IME or DME companies or any other in-

surance-related organization that has a 

job opening. And, industry professionals 

in any insurance-related field can post 

their bios using the AWCCA’s website. 

The AWCCA offers an excellent, cost-

free way to match up qualified em-

ployees with ANY job opportunities in 

the Arizona workers’ compensation in-

dustry.  

To post an opening or a bio, or to learn 

more about the AWCCA’s Job Referral 

Program, contact Joe Strange via e-

mail at jstrange@transcityins.com or, 

by phone at 480-483-4323.www.sedgwickfactualphoto.com
See website for licensed held information by state for Sedgwick Factual Photo, Inc./Factual Photo, Inc.

Professional Surveillance & SIU Specialists

•	 Skilled,	Licensed	and	Insured	Investigators

•		Coverage	in	U.S.	and	Canada

•		Secure,	Web-based	Case	Management	System	(F.A.C.T.S.)

•		Vendor	Panel	Management

•	 Management	Reporting

Matt Mills 
Senior Account Development Specialist 

480-497-2530 
National HQ 888-765-9020  
Matt.Mills@SedgwickFactualPhoto.com

AWCCA To Offer CE Credits in 
2011-12

The AWCCA will once again offer 
continuing education (CE) credits for 
dinner meeting and seminar attendance 
through its arrangement with the 
Insurance Educational Association (IEA). 
Credits will be offered for attendance at 
the 2012 AWCCA Spring Seminar and at 
most of its monthly dinner meetings for 
the 2011-12 meeting year which begins 
on September 13th.  The AWCCA began 
offering continuing education credits at 
the end of 2009.   

Continuing education credits benefit 
dinner meeting and seminar attendees 
who have earned their WCCP (Workers 
Compensation Claims Professional) 
designation in meeting their annual six-
hour continuing educational requirement.  



Page 16

Industrial Commission Releases 
Annual Report

The Industrial Commission of Arizona (ICA) has 

released its 2010 Annual Report.  In addition 

to data on revenues and expenditures, 

the ICA also reports statistics from each of 

the programs it administers, including the 

Arizona workers’ compensation system, the 

Administrative Law Judge (ALJ) division, and 

the Arizona Department of Occupational 

Safety and Health (ADOSH).  Some items of 

note from the 2010 report:

Workers’ Compensation System

•	 The ICA received 96,700 work comp 

claims in 2010.  This figure represents a 

decrease of approximately 2,000 claims 

from the previous calendar year, and a 

frequency of approximately 5,090 claims 

per 100,000 workers.  Of the five states in 

the southwestern United States (Arizona, 

Colorado, Nevada, New Mexico, Utah), 

Arizona had the fourth-lowest overall 

claim frequency per 100,000 workers. 

New Mexico had the lowest, with 4,758; 

Nevada ranked highest, with 7,041.

•	 The ICA reported a “lost time” claim 

frequency of approximately 781 per 

100,000 workers, which was lowest in 

the Southwest region.  Again, Nevada 

experienced the largest frequency, 

with 1,306 lost time claims per 100,000 

workers.

•	 On average, the ICA granted 12,994 work 

comp awards per month, mirroring the 

overall decrease of approximately 2,000 

from the previous fiscal period. Loss of 

earning capacity awards averaged 2,262 

per month during the 2009/2010 fiscal 

year.  

•	 The Arizona’s Workers’ Compensation 

Premium Rate Index per $100 of payroll 

(effective 1/1/2010) was $1.71; Arizona 

ranked 38th (or 14th lowest) in the 

United States. This figure translates to a 

total taxable premium of $773 million.  

By Shala Morley, Special for The Examiner

Advanced Treatment, Rapid Recovery, 
Your Quality of Life Improved.

A t Southwest Spine and Sports our fellowship trained physicians specialize
in Physical Medicine and Rehabilitation. We aim to restore normal function

using non-surgical solutions for nerve, joint, spine, back, neck and muscle pain.
Our goal is to treat the whole person and not just their symptoms. We use the
latest procedures for spine, sports and work related injuries.

Michael Wolff, MD • Jonathan Komar, MD • Anthony Lee, MD
Jason Sherman, MD • Lata Kumaraswamy, DO • John Jones, MD

2011Top
Doctors

Top
Doctors

3 Valley Locations: 
Scottsdale • Tempe • Glendale

480.860.8998
www.swspineandsports.com

Visit our 
new office 

in Glendale!

SSS Examiner Ad 02  8/16/11  8:51 AM  Page 1 Continued on page 17…
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Employers in Arizona paid only 84 percent 

of the national median premium rate 

($2.04). 

Administrative Law Judge division

•	 During the 2009/2010 fiscal year, 7,096 

workers’ compensation claims were 

referred to the ALJ division.  ADOSH 

referred 47 claims to the ALJ division.  

•	 The ALJ division held 4,692 hearings; 

1,478 awards involving compromise and 

settlement agreements were granted.

Arizona Department of Occupational 

Safety and Health

ADOSH investigates workplace fatalities and 

accidents to determine if there were any 

safety or health standards violated which 

caused or contributed to an employee’s 

death or injury. The Research and Statistics 

division of the ICA annually conducts the 

Census of Fatal Occupational Injuries (CFOI) 

and Survey of Occupational Injuries and 

Illnesses (SOII). The CFOI covers all fatal injuries 

determined to be work-related.  Results of 

those investigations:

•	 The majority of work comp claims were 

filed by employees in the services 

industry, followed by workers in the retail 

and construction industries, respectively.  

Operators and fabricators had the highest 

occurrence of lost workday claims by 

profession.

•	 Overexertion was the most frequently 

reported cause of injury; contact with a 

foreign object ranked second.  Of these 

“contact” injuries, the most frequently 

reported object of contact was the floor/

ground, followed by persons, plants, (or) 

animals. 

•	 Sprains/strains overwhelmingly led the list 

of injuries incurred by workers in 2010.

•	 The Total Recordable Case Rate (TRCR) 

for work comp claims filed was led by 

municipal government employees in 

2010, followed by employees in the 

private sector.  State government workers 

had the lowest frequency of work comp 

claims.

•	 Of the 35 fatalities investigated by ADOSH 

during the 2009/2010 period, 46 percent 

were due to strike/crush incidents, 20 

percent were attributed to falls, and 17 

percent to electrocution. The majority of 

all fatalities were highway/traffic accident 

related.

The Industrial Commission’s complete 

2010 Annual Report can be accessed at: 

http://www.ica.state.az.us/Commissioners/

Forms/2010AnnualReport.pdf. 

… Industrial Commission continued from page 16

Arizona Vocational 
Consulting & Forensic 

Services, Inc.

3120 W. Carefree Highway, # 1 -150, 
Phoenix, AZ 85086

Phone: 623-742-7269   Fax: 623-742-7270
E-mail: azvoc@azvoc.com

 LABOR MARKET 
SURVEY

 LOSS OF EARNING 
CAPACITY

 VOCATIONAL 
REHAB PLANS

 ICA SPECIAL FUND 
PROVIDER

 BILINGUAL/
INTERPRETING

 ICA TESTIMONY

Lisa A. Clapp, MA, CRC, CEA 
Mobile: 602-741-3687

Mirna Payan, CCMP, CPDM, WCCP
Mobile: 602-750-6224

Jennifer Carmody, BA
Mobile: 602-330-1277
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Everything You Ever Wanted to Know 
About the “Rotary Cup”

Yes, I did say “rotary cup” since that is what 
many patients seem to call it. We will call it 
“RC” for the purposes of this article- so you 
can choose how to pronounce it. 

My intentions in this brief article are to 
provide an update on diagnosis, etiology 
and treatment of rotator cuff problems 
that commonly occur in the industrial 
population. I will mention current thinking 
and understanding of the very complex 
pathology that can occur.

The RC is made of 4 distinct muscles: 
supraspinatus (SS), infraspinatus (IS), 
subscapularis (SSC) and the teres minor 
(TM). The muscles have their origin on 
the scapula and insert via their tendons 
into the humerus (lesser tuberosity for 
the SSC and greater tuberosity for the 
other 3). The tendon insertion of the SS/
IS complex is unique as these two blend 
together more intimately and form a five-
layer structure know as the “rotator cuff 
tendon”. This is what I will focus on as tears 
of the TM are rare and tears of the SSC 
behave much differently. Tears of the SS/IS 
unit are the most common. The RC, when 
working properly, creates force couples 
to keep the humeral head centered on the 
glenoid during arm rotation and elevation. 
Weakness of the RC muscles leads to 
alterations in the position of the humeral 
head during arm movement and, over time, 

can lead to pain,  tears and even asymmetric 
wear of the joint cartilage. The scapula is 
also very important in this process and is the 
foundation of proper RC function. Without 
normal scapular rhythm, the RC cannot 
create the needed forces to allow proper 
joint function. Therefore, all of these things 
need to be considered when evaluating RC 
problems.

There are various types of tears of the 
RC and their tear pattern is often key in 
understanding the cause. In addition, age 
plays a major factor in the occurrence of 
RC tears. In fact, in numerous studies, it 
has been shown that there is a 50 percent 
chance of having an ASYMPTOMATIC 
full thickness RCT by age 50. This goes up 
about ten percent per decade thereafter. 
It is only symptomatic tears that need to 
be treated. Tears that were symptomatic 
but quickly become asymptomatic may be 
followed closely (if the tear is very small). 
If an asymptomatic tear gets larger by MRI, 
repair may be indicated, especially in active 
patients.

GENERAL CONCEPTS

Steroids

The pain from RCTs can vary in location 
based on the type and age of the tear. In 
addition, many patients over the age of 50 
may have a tear and may not even know it 

until they suffer an injury and attribute the 
tear to that injury (an incorrect assumption). 
In this situation, there is pain and a variety 
of functional problems but little fluid seen 
on MRI and often significant degenerative 
changes within the tendon. In younger 
patients with severe trauma, an acute 
traumatic tear can occur and is associated 
with inability to raise the arm, extreme 
pain and a large amount of fluid on a non-
contrast MRI as a result of bleeding from 
the tear and little-to-no degenerative tendon 
signal.

The use of steroids is common (although 
not necessarily helpful) in the former 
situation and is contraindicated in the 
latter. Steroid shots are actually detrimental 
to the tendon structure and weaken the 
tendon unit further. There has never been a 
modern published study that demonstrates 
the effectiveness of steroids in HEALING 
RCTs. In fact, steroids PROHIBIT healing. 
They are effective at decreasing pain and 
lessening or eliminating symptoms but do 
not actually “fix” the tear.  Many chronic 
tear patients state that they have had a 
“cortisone shot” in the past and it “fixed” 
them. Generally,  steroids should be avoided 
altogether but in some cases, with small 
partial tears or acute inflammation,  a single 
injection may be tried. Multiple injections 
(i.e. > three total) should be avoided as the 

By David S Bailie, MD
The Orthopedic Clinic Association, PC (TOCA)

Continued on page 20…
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… Rotary Cup continued from page 19

Continued on page 21…

Putting Patients First  
877-97-REHAB (877-977-3422) 

or visit www.acceleratedrehab.com

Get Back
with accelerated rehabilitation centers






Injury 

free

Back on 

track

Accelerated
Rehabilitation

Centers

Successful
Physical
Therapy

Specializing in
On-site FCEs 
Work hardening 
Return-to-work 

conditioning
690 S Cooper 

Gilbert AZ, 85234

465 E. Chilton Drive, 
Suite 6 

Chandler, AZ85226

480-503-2100
John F. Fierro, ATC 
Facility Manager,

Sports Performance Specialist

Injury

detrimental effects are cumulative and can 
lead to further tendon degeneration over 
time. 

Imaging

Standard shoulder radiographs are 
very helpful and should be performed.  
Typically, specialists are able to obtain more 
information from these than radiologists 
since clinical practice patterns allow better 
clinical correlation of exam findings/
symptoms and findings on imaging studies. 
Therefore, most orthopedic specialists 
prefer to take their own x-rays in their office 
and interpret the films themselves.

The same hold true for MRI studies.  Many 
MRIs are not of sufficient resolution to 
accurately interpret the findings. This is 
true of ALL open MRIs and many higher 
Tesla scanners. Frankly, for closed MRIs, it 
is not the machine that is the critical factor 
but the computer software package and the 
ability of the radiology staff to manipulate 
the images. Contrast is not needed if the 
scanning protocol is done correctly. In a 
study of 500 cases, I looked at radiologist 
interpretation versus surgeon interpretation 
of the MRI (with final diagnosis confirmed 
by surgery). The overall misread rate in the 
Valley (including false positive and negative) 

was 38 percent by the radiologist and nine 
percent by the surgeon. This is why it is 
important to NEVER make treatment 
decisions based on an MRI report or order 
an open MRI. 

Ultrasound is a newer technique and can 
be helpful in viewing the RC. However, 
it is highly dependent on the skill of 
the technician and the volume of scans 
performed. Nationally, it has not been 
found to be very accurate except at high 
volume sub-specialized academic centers. It 
has not be found to be beneficial here in the 
Valley except in the following cases: 
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… Rotary Cup continued from page 20

1) morbid obesity when someone cannot 
fit in the MRI scanner, 2) after prior 
arthroplasty, 3) some post-op cases where 
a metal artifact may interfere with MRI 
images. Even in these situations, care must 
be taken in not falsely interpreting the 
findings when using this modality to make 
treatment decisions.

In general, industrial patients have a poorer 
prognosis for ALL shoulder conditions than 
non-industrial patients. Numerous studies 
across many patient populations and from 
different countries have demonstrated this. 
In addition, if the problem is not resolved 
within one year of onset, the prognosis is 
less favorable. Finally, any industrial patient 
on preoperative narcotics has been shown 
to have less favorable outcomes, even if 
the problem is successfully treated. Many 
studies have demonstrated that this is 
not the case in patients without an active 
industrial claim. Although there are many 
factors that determine prognosis, based 
on decades of research, the presence of 
the industrial claim is the single worst 
prognostic factor for successful outcome. 
This is important to understand in order 
to prevent multiple unnecessary surgical 
attempts to alleviate symptoms when a very 
specific treatment goal is not made from 
the start (i.e. the goal to repair a RCT).  In 
other words, pain may persist in many cases 
despite successful and adequate treatment. 
That is why it is very important to consider 
all patient factors (e.g. age, activity needs, 
smoking, pain med use, prior injections, 
presence of diabetes or low thyroid etc.) 
and not just the injury when creating a 

proper treatment plan. Failure to do so 
can lead to new problems created by the 
treatment itself, which are often worse than 
the original injury.

Diabetes and low thyroid can led to 
significant post-operative stiffness. In fact, 
these patients tend to be stiff preoperatively 
also and commonly have “frozen shoulder”. 
Diabetics, in particular, have less favorable 
outcomes and blood sugars should be well 
controlled prior to performing surgery. 
Hgb A1c levels should be below 7 for best 
outcomes. It is imperative to consider the 
entire patient’s circumstances and not just 
the tear itself.

IMPINGEMENT

Impingement is a term used to describe 
“rotator cuff related pain”. Classically it was 
used to describe a literal pinching of the SS 
under the acromion and coracoacromial 
ligament (CAL), which occurred with age. 
Over the last decade it has taken on a much 
different meaning and I will try to highlight 
key features of this entity as we understand 
it today.

The acromion and CAL form the roof of the 
subacromial space and so-called acromial 
arch. It exists to help keep the humeral 
head from riding up and out of the glenoid. 
If chronic weakness and RC degeneration 
exists (which is common with age), the 
humeral head rides up with arm elevation, 
coming into contact with the robust CAL. 
This leads to progressive calcification of 
the CAL over time (a so-called subacromial 
spur seen on x-ray). As degeneration 
continues, the RC starts to tear and the 

process worsens. The “spur” does not 
cause a tear- actually, RC dysfunction leads 
to the spur. The study that suggested that 
spurs cause tears was done decades ago on 
cadavers with an average age of 70 years. In 
that study, it was found that those shoulders 
with a spur were more likely to have a tear. 
As we learned more about RC function, we 
now know that tears are common as a result 
of age (70-80 percent at age 70) and spurs 
develop slowly over time as a consequence 
of RC problems. 

Impingement is classified at stage 1,2 or 3. 
Stage 1 is acute inflammation and should 
be sub-classified as dynamic or mechanical 
based on age and onset. It can be treated 
with a single injection and rehab for six to 
ten weeks. Typically rehab requires four 
weeks of formal PT then can progress to 
home exercises (as long as patients do 
their homework).  Surgery is indicated very 
rarely in isolated stage 1 impingement and 
typically would only require a subacromial 
bursectomy. The pain from impingement 
comes from the highly innervated bursa. A 
formal subacromial decompression (SAD) 
is rarely needed and almost never indicated 
under the age of 40. When performed, 
it should be done arthroscopically and 
typically only three to five millimeters of 
anterior-medial bone removal is needed. 
The CAL should NEVER be excised as this 
will lead to anterior-superior escape of the 
humeral head over time and is a devastating 
problem. Open SAD is no longer considered 
gold standard because of the risk of deltoid 

Continued on page 22…
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muscle avulsion and development of dense 
adhesions.

Stage 2 impingement involves a partial 
RCT. Stage 2A is an articular side partial 
tear. Stage 2B is a bursal sided tear. The 
latter is more common with age and is 
the type that would more likely require an 
SAD. If the tear is > 50 percent of the RC 
thickness, repair should be performed. 
If it is less than 30 percent, it should 
be debrided. For those between 30-50 
percent, other deciding factors are used to 
determine repairability. It is common to do 
a SAD with a repair. Recent studies suggest 
this may assist with healing because of the 
bone bleeding that occurs and not because 
the “spur” is removed. Many shoulder 
specialists no longer perform routine SAD 
with RCR and almost never perform SAD 
in isolation. European surgeons have had 
this philosophy for years.

Stage 3 impingement is a full thickness 
tear and should always be repaired if: 1) 
symptomatic, 2) active lifestyle or job, 3) 
health permits. Relative contra-indications 
for surgery include smoking, morbid 
obesity, sedentary lifestyle, multiple 
steroid injections, non-compliance with 
PT, severe pain that may indicate other 
cause for symptoms (e.g. neurogenic 
or cervical). Specifics on tear types and 
repairs are discussed below. Recent studies 
show that PRP  (platelet rich plasma) 
does not help with healing of the tear, 
and therefore, routine use for primary 
surgery is not indicated. In addition, it is 
not FDA approved for use in any rotator 

cuff problem or surgery. Patches (dermal 
grafts) are only indicated in multiple failed 
repairs in nonsmokers and are used only to 
reinforce a repair, not to bridge a gap.

Dynamic impingement is more common 
and caused by weakness of the muscles 
controlling shoulder movement- peri-
scapular and/or RC. It is universally present 
in instability and the most common cause 
of “impingement pain” from repetitive 
overuse from overhead activity (e.g. 
painting). Treatment is rehab for four to 
eight weeks followed by HEP long term. 
It can take six to twelve months to resolve 
and requires patient compliance. Surgery 
for this frequently leads to short term 
improvement (probably as a result of post-
op rehab) but then recurrence as patients 
stop doing their exercise since they believe 
the surgery “fixed them”. As a general rule, 
it is the cause of “impingement pain” in 
those under age 30. Deconditioning is the 
primary cause in the industrial population, 
even though the onset of symptoms may be 
acute and thought to be from an “injury” by 
the patient.

PASTA TEARS

Younger patients tend to have partial tears 
on the articular side of the RC. These are 
referred to as PASTA tears (Partial articular 
supraspinatus  tendon avulsions). They 
occur most often with a traction injury 
acutely in conjunction with a superior labral 
tear. The mechanism by which these occur 
is often from acute or repetitive traction 
injuries, such as throwing or a pulling of 
the arm (that can occur when lifting and 

moving a heavy object). If a labral tear 
occurs in isolation(usually SLAP type) and 
is not adequately treated with rehab or 
repaired, the continued traction that occurs 
with activity may result in a PASTA lesion. 

Symptoms of the PASTA lesion are typically 
similar to SLAP tears. Usually, the pain is 
isolated to the anterior-superior shoulder 
and deep. It most often only occurs with 
internal rotation and/or adduction. It may 
hurt worse at night and frequently wakes 
the patient from sleep. Pain may radiate into 
the biceps but usually does not go past the 
elbow, although numbness/tingling similar 
to carpal tunnel may exist. This relates to 
the fact that the C5-6 pain transmission are 
involved in both of these entities.

Treatment, if seen acutely, is NSAIDs, 
mobilization & strengthening with PT 
and avoiding any heavy lifting or overhead 
activity for up to three months. If symptoms 
do not resolve, surgery should be discussed 
IF it interferes with the patient’s job or 
activities. Some can work through the 
discomfort, and in those cases, surgery can 
be delayed or avoided if they can stay on full 
duty. There is no indication for the use of 
steroid shots in these cases. 

If pain continues to restrict activity 
after two to three months, surgery is 
indicated. Surgery is arthroscopic and 
involves repairing a labral tear if present (or 
performing biceps tenotomy/tenodesis). 
Labral tears that are clearly documented 
should be repaired in those younger than 45 
years. In those older than 45 years, smokers 
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or non-athletic individuals, it is best to 
debride the tear and perform a biceps 
tenotomy or tenodesis. Many studies have 
been done to support this. Repairing a SLAP 
in the latter group often leads to chronic 
pain and stiffness which necessitates more 
surgery with poor outcomes. 

If the PASTA is less than 30 percent of the 
thickness of the tendon, it can be debrided 
only. If it is greater than 50 percent, it 
shoulder be repaired. If it is between 30-50 
percent, then some require repair and some 
do not. The choice is made based on some 
other specific factors that I will not discuss 
here. These can be very challenging to 
repair and often require the highest degree 
of surgical skill for success. Post-operatively, 
these are the biggest challenge as well as 
they tend to get stiff and patients have 
underlying dynamic issues that have to be 
addressed by a highly qualified experienced 
shoulder therapist.

Recovery can take six to nine months but 
generally, in a motivated individual, results 
are excellent for return to full duty and 
activity. The one exception is high level 
throwing which may be difficult (as in 
baseball).

SSC TEARS

These typically occur in association 
with biceps tears and are the result of 
degeneration of the tendon insertion. Once 
a tear starts, the long head of the biceps 
(LHB) starts to subluxate into the tendon 
split because of incompetence of the LHB 
pulley system. The LHB pulley is a complex 
structure made of fibers from the SSC, 

SGHL, CHL and the SS. Symptoms may be 
related to the LHB only.

Diagnosis is based on anterior shoulder 
pain with pain or weakness with the “lift-
off” test and “belly-press test”. Weakness 
on these may indicate complete tear 
(which is rare). Radiographs may show 
bone irregularity along the insertion of the 
tendon or spur along the LHB groove. MRI 
is often diagnostic but clinically significant 
tears are often missed. Subcoracoid 
impingement may also exist in chronic 
cases. Tears can also occur as a result of 
anterior dislocation.

Treatment consists of a single subcoracoid 
injection and rehab IF there is not a 
complete tear or LHB subluxation. If 
that fails over three months, or there is 
a complete tear or LHB subluxation , 
surgery is indicated. Surgery consists of 
debridement for partial articular tears and 
possible LHB tenotomy or tenodesis. In 
more significant tears, repair is indicated. 
Arthroscopic repair is more difficult and 
should be performed only in the hands of a 
skilled technician. Otherwise, open repair 
is more reliable. 

FULL THICKNESS TEARS

These are common over the age of 50 
and typically the result of an acute injury 
in the face of an already degenerative 
compromised tendon. Early identification 
of the tear and early repair (if other surgical 
criteria are met) lead to best outcomes. 
Smoking leads to high rates of failure and 
poorer prognosis. Pre-op use of narcotics 

also is a poor prognostic indicator.

Diagnosis is usually easy and can be made 
without MRI. The imaging studies aid in 
determining chronicity and repairability. 
If there is fat infiltration of the muscle or 
atrophy beyond stage 2, success of repair 
decreases significantly. 

Pain is variable, and in fact, larger tears seem 
to hurt less than smaller tears. Some patients 
may have a large tear and never even know 
it as most of these occur slowly over time. 
It may not be until a minor acute event that 
they feel pain and then discover they have 
had a tear all along. If the “injury” occurs 
on the job, it is considered an aggravation 
of a pre-existing problem IF there is not any 
evidence in prior medical records that they 
have had trouble in the past. If, for instance, 
a patient has been treated with injections 
within 1 year of the injury, and has a minor 
event that triggers the symptoms, it is more 
likely that this onset is unrelated to the 
event and more attributable to the natural 
history of the pre-existing RCT. When 
etiology is in question, an early IME, before 
any treatment, should be considered. 

The key to these is to properly identify the 
tear pattern, which can be very complex, but 
which allows proper repair pattern. Tear 
patterns range from : T shaped, U shaped, L 
shaped, reverse L shaped, crescent shaped, 
reverse U shaped and delamination. The 
latter can occur in the presence of any of 
the other tears also and makes repair much 
more difficult as the articular layers pull 
farther medially than the bursal layers. If 
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this layer is not repaired,  patients  can 
have continued pain and the repair may fail 
over time. This is one of the most common 
causes of failure. The most common cause 
of RCR failure, aside from poor patient 
selection (e.g. non-compliance, smokers) 
is repair made under tension as a result of 
improper tear pattern recognition. This can 
be very difficult, especially when the repair 
is done arthroscopically.

Numerous technical aspects of the surgery 
determine outcomes. All tears are not 
created equal and all repairs are not created 
equal. Performing a successful RCR, 
especially arthroscopically, is very difficult 
and requires a high volume of these to 
reproducibly achieve successful outcomes. 
Much controversy exists in the shoulder 
literature on the best technique so surgeons 
should be aware of all of the most recent 
data available, which changes rapidly. 
PRP is not indicated in first-time repairs 
and its benefit even in revisions has been 
questioned. Recent randomized studies 
demonstrated no benefit and possibly even 
slower healing. In addition, it is not FDA 
approved for use in RCR.

Proper rehab is essential after RCR. A well-
qualified, skilled therapist is required. They 
should be very familiar with the surgeon’s 
specific technique and better results are 
seen if the therapist and surgeon have had 
many patients together. There is an art to 
the therapy and some of this cannot be 
taught and is only achieved after working 
on hundreds of cases together. I have 
published several RCR protocols with 
Todd Ellenbecker, PT, from Physiotherapy 

in Scottsdale. These have been published in 
peer reviewed journals and several textbooks 
on shoulder surgery. These protocols are 
loose recipes that can assist a therapist only. 
Like any “recipe” they can be tweaked by the 
experienced and skilled therapist but clinical 
judgment is crucial for success. The more 
patients a physical therapist and surgeon 
have together, the better the outcomes as it 
will be apparent when something is unusual 
or not progressing properly. The surgeon/
physical therapist relationship and volume 
of cases must be respected for fast and 
predictable outcomes. 

Full thickness tears are graded as small, 
medium, large and massive in addition to 
the tear pattern. Small tears seem to hurt 
more and actually are more difficult to 
rehab as those patients tend to develop 
more stiffness. The larger tears seem to 
have less pain, which may be problematic 
as patients tend to overuse the arm during 
healing. This may delay or prevent healing 
the RCR. Massive tears can be very difficult 
to repair and often result in a repair under 
tension if the true tear pattern is not 
identified at surgery. When this happens, 
failure is assured. There are specific criteria 
that assist in determining whether a massive 
tear can and should be repaired. Generally 
they should NOT be fixed if any of the 
following exist: 1) heavy smoker, 2) chronic 
high riding humeral head seen on plain 
x-ray with subacromial bone remodeling, 
3) fat infiltration of the muscle greater than 
50 percent, 4) stage 3 or 4 atrophy of the 
muscle, 5) inability to lift the arm with a 
chronic tear. The latter may allow for partial 
repair if it can be demonstrated that an acute 

tear extension posteriorly has occurred. 

In cases of massive RCT with good function 
but new onset of pain from an “injury”, this 
represents an increase in symptoms and not 
necessarily an extension of the tear. Chronic 
tears have better function than acute 
tears. Attempts to repair this will usually 
fail. It is best to treat these with a steroid 
injection (no more than two per year) and 
a short course of deltoid retraining PT. 
This will typically allow return to baseline 
function. If pain persists, extended head 
resurfacing arthroplasty can help but is a 
very complicated procedure. If this surgery 
is performed and the normal anatomy 
disturbed, loss of function can occur and 
the problem will worsen.

In chronic, non-reparable, massive tears 
in sedentary patients over the age of 65, 
reverse arthroplasty can be considered. 
This is best in the setting of degenerative 
changes (cuff tear arthropathy) and not just 
massive tear. However, it is felt, based on the 
literature,  that this procedure should not be 
performed by a surgeon who performs less 
than 30 shoulder arthroplasties per year. 
The complication rate ranges from 20-60 
percent and is related to patient selection 
and surgical expertise. Delayed failure is 
high and strict  permanent modifications 
of activity are required. Complications 
are even higher in cases where prior RCR 
or other surgeries have been performed. 
Rehab is not needed after this surgery as 
the goal is pain relief only. Patients should 
not expect to be able to raise the arm above 
the shoulder level, although this may be 
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14. 	 Small tears tend to heal but are 
associated with greater post-op pain 
and stiffness and therefore, aggressive 
proper rehab is needed.

15.	 Massive tears are typically chronic 
should only be repaired if specific 
known surgical criteria are met.

16. 	 Reverse arthroplasty is NOT indicated 
in those that can elevate the arm 
above 90 degrees, those under age 
65, or anyone who needs to return 
to a job with more than a sedentary 
level. It is indicated for pain only and 
complications are high and should be 
discussed with the patient. Revisions 
are typically not successful. 

Believe it or not, this is really a BRIEF 
synopsis of rotator cuff problems. Each of 
these topics alone would take 20-30 pages 
to discuss in detail given the rapid changes 
and massive volumes of knowledge in the 
field. The thinking on how to address these 
issues has changed significantly even in the 
last two to three years. If you should have 
specific questions regarding any of these 
issues or on any shoulder topic, I may be 
reached at dsb@sportsmeddoc.com.

possible with successful surgery. IF the 
patient can lift their arm to the shoulder 
level preoperatively, it is contraindicated to 
perform this surgery, even when a massive 
chronic RCT is present and not repairable. 

SUMMARY:

1. 	 Proper RC strength and peri-scapular 
muscle strength/function is critical 
for prevention of RC problems and 
successful recovery after injury or 
surgery.

2.	 Steroid injections should be used 
rarely and only in acute inflammatory 
situations. They are not indicated at 
all if there is a known full thickness 
tear and should not be used more 
than 3 times TOTAL. They weaken 
human tendon tissue and may lead to 
worsening tears over time.

3.	 Proper x-rays are important and best 
done by the specialist.

4. 	 MRI is the gold standard for imaging of 
the RC and should be done in a closed 
MRI with high resolution and proper 
technique. Statistically, interpretation 
is more accurate by fellowship trained 
shoulder specialists and, therefore, 
treatment should not be dictated by 
reports alone. 

5.	 Dynamic impingement exists in those 
under 30 and is best treated with 
rehab. Mechanical outlet impingement 
is more common in older patients 
and also treated with rehab UNLESS 

associated with a tear of the RC. The 
latter is more likely with age and usually 
present after age 45-50. 

6. 	 PRP is not FDA approved for use in 
RCR or in the non-operative treatment 
of RCT.

7. 	 Use of dermal graft patches should 
only be used in multiply failed RCR in 
a nonsmoker whose failure is proven to 
be a result of poor tissue and not poor 
technique. They are rarely indicated.

8. 	 Successful outcomes can be expected 
in non-smokers with proper tear 
pattern identification and repair 
patterns without tension. 

9. 	 Industrial claims alone statistically lead 
to less favorable outcomes and quick 
resolution of the claim, once the tear 
is proven to be repaired and healed, 
improves outcomes.

10. 	 Smokers will typically have chronic 
pain and multiple attempts at RCR 
should be avoided in this group. Higher 
failure rates are expected.

11. 	 Best outcomes are seen in those where 
definitive treatment is completed 
within one year of onset.

12. 	 Continued HEP and patient 
compliance is required for long term 
success.

13. 	 Surgery should be carefully considered 
in those with diabetes, smokers, 
multiple prior injections, multiple 
medical problems.
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