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Background: Predictive variables associated with the effects of a scapular conscious control program should be identified and
used to guide rehabilitation programs.

Purpose: To determine whether potential factors are associated with the success of scapular muscle balance with an early control
program in patients with subacromial pain and scapular dyskinesis.

Study Design: Case-control study; Level of evidence, 3.

Methods: A total of 38 amateur overhead athletes with subacromial pain and medial border prominence were recruited. They
performed progressive conscious control of scapular orientation during 45� and 90� of arm elevation. Stepwise logistic regression
and receiver operating characteristic curve were used to determine the optimal cutoff point of related factors for success or failure
of the program. Potential factors including pain level during activity, pain duration, anterior/posterior shoulder flexibility, forward
shoulder posture, posterior displacement of root of spine and inferior angle, scapular kinematics, and muscle activation before
conscious control program were recorded as independent variables. Successful control defined as decreases of the upper tra-
pezius/serratus anterior ratio in 2 consecutive trials of the 90� program or failure in the program was used as a dependent variable.

Results: Having a posterior displacement of the inferior angle of the scapula of �16.4 mm and scapular posterior tipping during
arm elevation of �3.3� (collected before the control program) were associated with the success of the program (R2 ¼ 0.286;
P < .05). Additionally, participants with each or both variables present at baseline had probabilities of success of 78% and 95%,
respectively.

Conclusion: The value of scapular posterior displacement and posterior tilt should be considered before early scapular control
program. Other factors related to the success of the program should be found due to the limited variance explained in the
regression model.
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Scapular dyskinesis is defined as altered scapular position
and movement.17 It may change the biomechanics of the
shoulder complex and lead to shoulder symptoms and dys-
function. The prevalence of scapular dyskinesis is in the
range of 66% to 100% in various shoulder disorders.8,25,27,34

A recent meta-analysis showed that asymptomatic athletes
with scapular dyskinesis have a 43% greater risk of devel-
oping further shoulder pain than those without scapular
dyskinesis.12 Additionally, asymptomatic competitive

baseball players with scapular dyskinesis during the pre-
season had lower scores on sports-related shoulder func-
tional questionnaire at postseason compared with those
without scapular dyskinesis.32 High-energy demands are
placed on the shoulder complex during overhead sports,
which may explain the high prevalence of shoulder injuries
in this population.1,4,23,28,33 As a result, scapular dyskinesis
is highly associated with shoulder injuries and shoulder
dysfunction, especially in overhead athletes.

Conscious control of scapular orientation during arm
movements may be helpful in the treatment of altered mus-
cle performance in individuals with scapular dyski-
nesis.7,14,24 Altered scapular muscle performance has been
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found in individuals with scapular dyskinesis.16 Hyperacti-
vation of the upper trapezius (UT) with inhibited middle
trapezius (MT), lower trapezius (LT), and serratus anterior
(SA) activations has been related to altered scapular move-
ment and shoulder injuries.5,16,19 Selective activation of
inhibited or weaker muscles with minimal activation of
hyperactive muscles is an essential component for the res-
toration of muscle balance.5 Some studies have reported the
influence of conscious control of scapular orientation on
scapular muscle activation during common shoulder train-
ing movements.7,14,24 UT/MT and UT/LT activation ratios
were significantly reduced with conscious control during
arm elevation in the scapular plane.24 Furthermore, a pos-
itive effect of conscious control of scapular orientation with
or without video feedback was also reported to both reduce
the UT/LT ratio and improve scapular internal rotation
during arm elevation.14 Therefore, conscious control of
scapular orientation during arm movements can be used
to control scapular movement and restore scapular muscle
balance in patients with scapular dyskinesis.

In addition to the UT/LT ratio, the UT/SA ratio is a cru-
cial factor to consider during a conscious control pro-
gram.6,14 Muscle imbalances among UT, LT, and SA
muscles with altered scapular movements are highly
related to shoulder injuries.3,5,19 Patients with a prominent
inferior angle or medial border of the scapula attempt to
control the scapular position to decrease the posterior dis-
placement of the scapular border. Although LT and SA
muscle activations are supposed to increase during a scap-
ular control program, excessive scapular retraction, a com-
mon incorrect way to control scapular movement, results in
increased LT muscle activations, but inhibited SA muscle
activation, during a scapular control program.22,24 As a
result, monitoring of the UT/SA ratio is more important
than the UT/LT ratio to avoid inappropriate compensation
of scapular movement during a scapular control program
when correcting the prominence of the inferior angle or
medial border of the scapula.

Predictive variables associated with the effects of a
scapular-focused conscious control intervention program
should be identified and used to guide rehabilitation pro-
grams. Furthermore, it would be useful for clinicians to
have guidance in determining which patients with scapular
dyskinesis may experience improvements after early con-
scious control training. The purpose of this study was to
identify the potential factors associated with improving
scapular muscle coordination during an early conscious
control program for overhead athletes with subacromial
pain syndrome and a prominent medial border of the scap-
ula. Additionally, we identified the cutoff values of

significantly related factors for differentiating improve-
ment versus nonimprovement in scapular muscle balance
during an early scapular control program. Our main
hypothesis was that the inferior angle and medial border
of the scapula posterior displacements would be directly
related to an improvement in the UT/SA ratio during a
scapular control program.

METHODS

Study Design

A secondary analysis of our previously published single-
blind randomized controlled trial14 was conducted. In the
original trial, we recruited participants and performed
experiments in the laboratory from July 2016 to January
2017. In total, 38 participants were allocated to groups with
block randomization (4 participants per block) by a person
not involved in the recruitment of participants. The asses-
sor who performed the clinical measurements (W.-
Y.D.) was blinded to the group assignment. After complet-
ing the preintervention measurements, the assessor
opened the sealed, opaque envelope and assigned each indi-
vidual to either the video feedback or no video feedback
group. A sample size of 19 participants per group provided
80% power to detect differences in scapular displacement
(0.6 cm) and UT/SA ratio (1.05) between the pre- and post-
intervention, as well as between the 2 groups of interest at
an alpha level of .05 with a 2-tailed test.24,35

In the current secondary analysis, we investigated the
potential factors associated with the effectiveness of the
scapular control program. Ethical approval was received
for this study and all study participants provided written
informed consent.

Participants

Participants for the secondary analysis were recruited from
an outpatient clinic at a university hospital and through
general announcements in local internet media. We
recruited 38 amateur overhead athletes (27 male; age,
26.3 ± 5.1 years; height, 170.8 ± 7.4 cm; weight, 65.4 ±
11.0 kg) with subacromial pain syndrome and scapular dys-
kinesis. The inclusion criteria were as follows: (1) age 18 to
60 years; (2) subacromial pain syndrome confirmed by clin-
ical examination; and (3) obvious prominence of the medial
border of the scapula visible at less than 90� of arm eleva-
tion/lowering.15 Subacromial pain syndrome was confirmed
with positive results on at least 2 of the following criteria
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based on previous studies: Neer test; Hawkins-Kennedy
test, empty can test, pain or weakness with resisted exter-
nal rotation test, and tenderness on rotator cuff
tendons.13,21

Patients who had a history of shoulder dislocation, frac-
ture, or shoulder surgery, and/or a history of direct contact
injury to the neck or upper extremities, or cervical-related
neurological signs were excluded. Patients were also
excluded if they could not complete the overall procedures.

Instrumentation

Surface electromyography (sEMG) assemblies included
pairs of silver chloride circular (recording diameter of
10 mm) surface electrodes (The Ludlow Company LP) with
an interelectrode (center-to-center) distance of 20 mm, and
a Grass AC/DC amplifier (Model 15A12; Astro-Med, Inc)
with a gain of 1000, a common mode rejection ratio of
86 dB at 60 Hz, and a bandwidth (–3 dB) of 10 to 500 Hz.
A 16-bit analog to digital converter (Model MP 150; Biopac
Systems Inc) was used to collect data at 1000 Hz/channel.
The impedance between the electrodes was measured by an
impedance meter (Model F-EZM5; Astro-Med Inc) to
control the impedance over the muscle at less than 10 kO.
The electrodes were placed on the UT, LT, and SA muscles
following the methods outlined in our previous study.14

The Polhemus 3Space FASTRAK system (Polhemus Inc)
was used to collect 3-dimensional scapular kinematics data
with an accuracy of 0.8 mm and 0.15� claimed by the man-
ufacturer. Three sensors for the system were attached to
the sternum and the flat bony surface of the acromion with
adhesive tape, and to the distal humerus with Velcro straps
(Velcro BVBA), respectively.16 The transmitter served as a
global reference frame and was fixed to a rigid plastic base.
A local coordinate system for each segment was created
using digitized landmarks, including the sternal notch,
xiphoid process, seventh cervical vertebra, eighth thoracic
vertebra, acromioclavicular joint, root of the spine of the
scapula, inferior angle of the scapula, lateral epicondyle,
and medial epicondyle. The center of the humeral head was
determined using the least-squares method.

Procedures

After the demographic data were collected, scapular dys-
kinesis was evaluated by a single physical therapist with
7 years of experience assessing scapular dyskinesis pat-
terns (T.-S.H.). Clinical data, including forward shoulder
posture (FSP), anterior/posterior shoulder flexibility
(ASF/PSF), posterior displacement of root of spine (ROS)
and inferior angle (IFA), were collected before the conscious
control program to represent the potential factors associ-
ated with the effect of intervention (Figure 1). The level of
FSP was determined by measuring the distance from the
wall to the anterior portion of the acromion with a Digital
Laser Distance Measurer (GLM 80; Robert Bosch GmbH).
A longer distance indicated a more forward posture of the
shoulder. The intraclass correlation coefficient ([ICC], 3.3)
for intrarater reliability in measuring forward shoulder
posture was 0.997 (SEM, 0.1 cm; minimal detectable

change with 95% confidence [MDC95], 0.3 cm). The degree
of shoulder horizontal abduction/adduction was recorded
with an inclinometer to represent the level of ASF/PSF
(ICC, 0.974-0.989; SEM, 1.0�-1.1�; MDC95, 2.6�-2.9�). A
greater range of motion indicated more flexibility of the
anterior/posterior shoulder soft tissues.18 The distance of
posterior displacement of the ROS and IFA of the scapula
from the thoracic wall was measured with a scapulometer
to represent the degree of scapular dyskinesis.9 The ICC
values for intrarater reliability were in the range of 0.996
to 0.998 (SEM, 0.2-0.3 mm; MDC95, 0.6-0.7 mm) in this
study, and those for interrater reliability were 0.95 to
0.99 (SEM, 0.7-0.8 mm) in previous research.9

Detailed information of the conscious control program
has been presented previously.14 In general, the partici-
pants practiced the program for 0� to 45� of arm eleva-
tion/lowering first, before progressing to 0� to 90� of arm
range in the second stage. We placed a white column target
near the participant for the guiding arm elevation and low-
ering in the scapular plane. To record the scapular kine-
matics and muscle activations before the conscious control
program, the participant performed 3 trials of full range (at
least 170�) of arm elevation in the scapular plane. After all
preprogram data were collected, the conscious control pro-
gram was started. One physical therapist explained how to
flatten the scapula on the thorax to avoid posterior protru-
sion of the scapula. After several practice rounds for famil-
iarization, the participant performed the program by
controlling the scapula in the neutral or relatively neutral
orientation described above. The participants performed
3 trials of formal practice while the assessor recorded the
UT/SA ratio, which was calculated in the data acquisition
software (AcqKnowledge; Biopac Systems Inc) and simul-
taneously demonstrated on the screen. The UT/SA ratio
was calculated by dividing the UT root mean square (RMS)
value by the SA RMS value.

The average of the first 3 trials was used as the baseline
standard. Successful learning of scapular control was
defined as decreases in the UT/SA ratio in 2 consecutive
trials compared with the baseline; in these cases, the aver-
age of the postbaseline UT/SA ratios in the last 2 consecu-
tive trials in the 90� program was recorded. If the
participants could not reduce the UT/SA ratio in 2 consec-
utive trials, they continued to practice the program until
the 10th trial. The value of the UT/SA ratio in the group
with no reduction in the UT/SA ratio was the average of the
postbaseline UT/SA ratios for all 10 postbaseline trials in
the 90� program.

The success or failure in decreasing the UT/SA ratio in
2 consecutive trials compared with the baseline standard at
90� was recorded as improvement or nonimprovement of
the conscious control program. We chose decreased UT/SA
ratio as the criterion of success because the goal of early
scapular conscious control was to learn how to control scap-
ular orientation with scapular muscle balance. Patients
with scapular dyskinesis and shoulder injuries are prone
to using an incorrect strategy with excessive scapular
retraction and elevation, which causes an excessive
UT/SA ratio during scapular control. As a result, choosing
the UT/SA ratio as the criterion of improvement of scapular
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control is more appropriate than using kinematics out-
comes and the UT/LT ratio as the criteria of success. This
was supported by the data, which showed that in most par-
ticipants, the UT/LT ratio decreased, while in some parti-
cipants, the UT/SA ratio decreased during the scapular
control program.

The average muscle activations of the UT, LT, and SA
muscles before the program were analyzed as indepen-
dent variables related to the effect of the scapular con-
trol program. The EMG data for each muscle were
averaged for 3 trials of arm elevation/lowering. Full
bandwidth sEMG data captured by data acquisition soft-
ware were reduced using a RMS algorithm to produce
EMG envelopes with an effective sampling rate of 50
samples. Results were normalized to the maximal volun-
tary isometric contraction with a procedure reported in
previous methods.16

Motion Monitor Software (Innovative Sports Training
Inc) was used to calculate the humerus elevation, scapular
upward/downward rotation, anterior/posterior tilt, and
internal/external rotation. The scapular kinematics data
of arm elevation/lowering before the program were aver-
aged for 3 trials as independent variables related to the
effect of the scapular control program. The International
Society of Biomechanics guidelines were followed for con-
structing a shoulder joint coordinate system.36 Raw kine-
matics data were low-pass filtered at a cutoff frequency of
6 Hz and converted into anatomically defined rotations.
The Euler angle sequence of rotation was used to describe
scapular orientation relative to the trunk as rotation
about Zs (protraction/retraction), rotation about Y0s (down-
ward/upward rotation), and rotation about X00s (posterior/
anterior tipping). Humeral orientation relative to the
scapula was described such that the first rotation

Figure 1. Clinical measurements: the tester used an inclinometer to measure (A) shoulder horizontal adduction and (B) horizontal
abduction of the glenohumeral joint to represent the level of anterior/posterior shoulder flexibility, respectively; (C) the level of
forward shoulder posture was determined by measuring the distance from the wall to the anterior portion of the acromion with a
digital laser distance measurer. A solid ruler was held in contact with the front to anterior portion of the acromion and parallel to the
wall, which was confirmed by another ruler held perpendicular to the former ruler and to the wall by a second examiner. The laser
distance measurer was in contact with the front of the former ruler and emitted the laser to the wall; (D) the posterior displacement
of the root of spine (ROS) and inferior angle (IFA) of the scapula from the thoracic wall was measured with a scapulometer to
represent the degree of scapular dyskinesis. The ruler end of the scapulometer (a) was placed on the IFA or ROS of the scapula,
and the caliper end (b) was placed on the landmark located 1 cm medially to the IFA or ROS of the scapula.
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represented the plane of elevation, the second rotation
defined the amount of elevation, and the third rotation
described the amount of axial rotation.

Statistical Analysis

The Statistical Package for the Social Sciences (SPSS) 17.0
and MedCalc 18.11 were used for data analysis. The
Shapiro-Wilk test was performed to confirm normal distri-
bution of the outcomes. If the data were nonnormally dis-
tributed, we used nonparametric testing to analyze the
data. Improvement and nonimprovement of the UT/SA
ratios during the conscious control program were used as
the dependent variable. First, we used the independent
t test or Mann-Whitney U test to evaluate the difference
in the change in UT/SA ratio between the improvement
and nonimprovement groups. Moreover, the paired t test
or Wilcoxon signed-rank test was used to compare the
differences between the baseline and postbaseline trials
during the 90� program in each group.

To address the potential variables, we used the indepen-
dent t test or Mann-Whitney U test to compare scapular
kinematics, muscle activation, clinical measurements
including FSP, ASF/PSF, and posterior displacement of
ROS and IFA, and demographic data including pain level
during activity and pain duration at preprogram assess-
ment, between the improvement and nonimprovement
groups. Additionally, to ensure that there was no effect
from feedback, we used the chi-square test to compare
the difference of the number of participants allocated to the
feedback and without feedback groups between the
improvement and nonimprovement groups.

Potential variables were entered into a multivariate
stepwise logistic regression equation to determine the pre-
dictors for the success or failure of the program. Pairwise
associations among continuous variables were checked to
determine if any factors were strongly correlated (r> 0.8) to
avoid multicollinearity. Variables with a significance level
of P < .20 were retained as potential variables; a more
liberal significance level was chosen at this stage to avoid
excluding potential variables. A significance of .05 was
required to enter a variable into the model and a signifi-
cance of .20 was required to remove it. Variables retained in
the regression model were used to develop a multivariable
model for determining outcomes in the prediction of the
success of reducing the UT/SA ratio in 2 consecutive trials
during the 90� program.

Finally, the receiver operating characteristic (ROC)
curve was analyzed to determine the optimal cutoff points
of the final variables with the best diagnostic accuracy to
discriminate the success and failure groups. Area under the
curve (AUC) values derived from the ROC curve analyses
were used to determine the probability that the patient
could be correctly identified by significant variables. AUC
values are in the range of 0.5 to 1.0, with 0.5 indicating no
discriminative ability beyond chance and 1.0 suggesting
perfect discriminatory ability.11 An AUC�0.7 is considered
to be satisfactory.20 Sensitivity, specificity, and positive
likelihood ratios (PLRs) were calculated for those variables.
The PLR was calculated as sensitivity/(1 – specificity).

Additionally, the probability of success in the scapular con-
trol program was calculated as the number of true suc-
cesses with predictors estimated/number of people
estimated as success by predictors (Figure 2).

RESULTS

All participants finished the conscious control program.
After the 90� program, 28 participants (74%) were classified
as having an improved UT/SA ratio (improvement group);
the remaining 10 participants (26%) comprised the non-
improvement group. The demographic, clinical measure-
ment, and scapular kinematics data were normally
distributed, but the muscle activation data were nonnor-
mally distributed. There were no significant demographic

Figure 2. (A) Demonstration of calculating the probability of
success: number of true successes with predictors esti-
mated/number of people estimated as success by predictors.
(B) Probability of success estimated by any 1 positive variable
(28/36; 78%) and (C) both positive variables (21/22; 95%).
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differences between the improvement and nonimprove-
ment groups (Table 1). Furthermore, the number of parti-
cipants in the feedback and no-feedback training groups in
the original article (n ¼ 19 each, for a total of 38 partici-
pants)14 was the same as in the improvement and non-
improvement groups of the current secondary analysis.
Because video feedback did not influence the improvement
of the UT/SA ratio during the 90� program,14 this finding
supported the combining of all participants.

Table 2 reports the changes in the UT/SA ratio between
baseline and postbaseline data during the 90� program in
the 2 groups, and there was a significant difference in the
change in the UT/SA ratio between the 2 groups (–0.20 vs
0.15; P < .0005). Meanwhile, in most of the participants in
both groups, the UT/LT ratio improved during the scapular
control program. Table 2 also shows all the variables
recorded before the conscious control program between the
2 groups. The potential variables were FSP, posterior dis-
placement of IFA, ASF, and scapular posterior tipping.

These potential variables were entered into the logistic
regression analysis. The 2 retained in the final model were
posterior displacement of IFA and scapular posterior tip-
ping (model chi-square, 8.289; df, 2; P ¼ .016; Nagelkerke
R2 ¼ 0.286). The cutoff values and diagnostic statistics of
these variables from ROC curve analyses were posterior
displacement of IFA of 16.4 mm and scapular posterior tip-
ping of 3.3� (Table 3). The AUC values were 0.689 and 0.711
for posterior displacement of IFA and scapular posterior
tipping, respectively (Figure 3). The findings indicated that
posterior displacement of more than 16.4 mm and scapular
posterior tipping of more than 3.3� could predict the failure
of the conscious control program. A total of 36 and 22 par-
ticipants were predicted as successful controls by any
1 positive variable and both positive variables, respectively
(Figure 3). Of the 36 participants, 28 (78%) were truly in the
success group with 1 positive variable. Of the 22 partici-
pants with positive results for both variables, 21 (95%) were
truly in the success group. Accuracy statistics were calcu-
lated for each level of the prediction method (Table 3).
Based on the probability of success found in this study, a
participant with 2 variables present at baseline has a prob-
ability of improvement in the range of 78% to 95%.

DISCUSSION

Subacromial pain syndrome is associated with scapular
dyskinesis and altered muscle activation patterns.5,19 Rees-
tablishing appropriate scapular movement and

TABLE 1
Demographic Data, Clinical Measurements,

Scapular Kinematics, and Muscle Activation Collected
Before the Conscious Control Program in the
Improvement and Nonimprovement Groupsa

Improvement
Group (n ¼ 28)

Nonimprovement
Group (n ¼ 10)

P
Value

Demographic data
Age, y 27.1 ± 4.8 24.2 ± 5.6 .127
Height, cm 169.7 ± 7.3 174.1 ± 7.1 .105
Weight, kg 64.8 ± 10.8 67.3 ± 12.0 .537
VAS for pain 4.3 ± 1.6 4.5 ± 1.0 .747
Pain duration, mo 42.8 ± 50.2 32.9 ± 33.6 .569
FLEX-SF (0-50) 43.3 ± 6.0 44.0 ± 4.9 .751
Feedback F:14 WF:14 F:5 WF:5 .999

Clinical measurement (collected before the program)
FSP, cm 11.8 ± 2.0 12.7 ± 1.6 .183b

Posterior
displacement
of IFA, mm

11.6 ± 4.5 15.2 ± 5.4 .045b

Posterior
displacement
of ROS, mm

11.9 ± 3.8 12.7 ± 4.3 .606

ASF, deg 26.6 ± 9.4 21.2 ± 6.8 .102b

PSF, deg 37.0 ± 6.4 36.7 ± 7.5 .892
Kinematics and muscle activation (collected before the program)c

Posterior tipping,
deg

–0.01 ± 8.1 5.3 ± 9.8 .099b

Upward rotation,
deg

37.6 ± 7.3 40.9 ± 11.7 .297

Internal rotation,
deg

–1.7 ± 5.2 -2.6 ± 10.7 .798

UT activation,
%MVIC

24.9 (13.3-8.54) 23.2 (11.3-60.8) .426

LT activation,
%MVIC

14.9 (3.4-49.2) 10.2 (5.6-29.4) .407

SA activation,
%MVIC

29.6 (18.5-58.4) 35.8 ± 14.5 .881

aData are reported as mean ± SD, absolute value, or median
(range). ASF, anterior shoulder flexibility; F, feedback; FLEX-SF,
Flexilevel Scale of Shoulder Function; FSP, forward shoulder pos-
ture; IFA, inferior angle; LT, lower trapezius; MVIC, maximal vol-
untary isometric contraction; PSF, posterior shoulder flexibility;
ROS, root of spine; SA, serratus anterior; UT, upper trapezius;
VAS, visual analog scale; WF, without feedback.

bVariables with a significance level of P < .20 based on inde-
pendent sample t tests.

cMean kinematics and muscle activation values during arm
elevation/lowering in the scapular plane are reported.

TABLE 2
Changes in the UT/SA Ratio Before and After

the 90� Conscious Control Program in the Improvement
and Nonimprovement Groupsa

UT/SA Ratio
Improvement Group

(n ¼ 28)
Nonimprovement Group

(n ¼ 10)

Baseline 1.52 (0.53 to 7.43)b 1.31 (0.46 to 4.38)c

Postbaseline 1.31 (0.51 to 6.55)b 1.37 (0.49 to 5.26)c

Change from
baseline

–0.20 (–0.02 to –1.10)d 0.15 (0.03 to 0.88)d

aData are reported as median (range). SA, serratus anterior;
UT, upper trapezius.

bSignificant difference between baseline and postbaseline mea-
surements during the 90� program in the improvement group.

cSignificant difference between baseline and postbaseline mea-
surements during the 90� program in the nonimprovement group.

dSignificant difference between the 2 groups (P < .0005).
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coordination among scapular stabilizers is crucial to shoul-
der rehabilitation and prevention programs in overhead
athletes with subacromial pain.10 Conscious correction of
scapular orientation has been shown to improve scapular
kinematics and muscle activation in patients with scapular
dyskinesis.14,24,35 In the current study, we found that pos-
terior displacement of the inferior angle of the scapula and
scapular posterior tilting during arm movement were asso-
ciated with the success of early conscious control on scapu-
lar muscle coordination. Identifying these factors could
help practitioners find the candidate for performing the
scapular conscious control program in overhead athletes
with subacromial pain syndrome and scapular dyskinesis
and improve clinical decision making.

With regard to the posterior displacement of IFA, more
IFA posterior displacement indicates increasing anterior
tipping with the arm by the side. Many patients with

prominence of the medial border combined with IFA pro-
trusion may be influenced by insufficient muscle flexibility,
and most often limited pectoralis minor length, which was
associated with subacromial pain syndrome.2 Without
restoring pectoralis minor muscle flexibility related to scap-
ular posterior tipping, patients may find it difficult to con-
trol their scapular orientation and tend to use improper
compensation methods, such as overactivating the UT mus-
cle and impairing the balance of scapular muscle recruit-
ment. Owing to its limited AUC value, this variable should
be used as a rule-out method only, based on its high sensi-
tivity value. We suggest that the posterior displacement of
the IFA measured by the scapulometer should be less than
or equal to 16.4 mm for improvement of scapular muscle
balance in the early conscious control program. If the pos-
terior displacement of the IFA is beyond 16.4 mm, restoring
limited muscle flexibility should be considered prior to
beginning the scapular control program to improve the
effectiveness of the program.

We found that less scapular posterior tipping during arm
elevation before the program was also associated with an
improvement of the UT/SA ratio at 90� in the conscious
control program. Theoretically, people without prominence
of the IFA of the scapula require less scapular posterior
tipping during arm elevation. Our findings showed that
95% of participants who had less IFA distance combined
with less scapular posterior tipping during arm elevation
had successful learning of the scapular control program,
supporting the above statement. Interestingly, decreased
scapular posterior tipping during arm elevation has been
reported in patients with subacromial pain in previous
studies.19,31 The possible reason is that insufficient scapu-
lar posterior tipping may partially result from excessive

TABLE 3
Sensitivity and Specificity Statistics

of Predicting Variablesa

Predicting Variable Sensitivity Specificity PLR

Posterior displacement
of IFA, �16.4 mm

92.9 (76.5-99.1) 50.0 (18.7-81.3) 1.86

Posterior tipping, �3.3� 82.1 (63.1-93.9) 60.0 (26.2-87.8) 2.05
No. of predictor

variables present
1þ 100 (15.8-100) 88.9 (73.9-96.9) 9.0
2þ 43.7 (19.8-70.1) 100 (84.6-100)

aValues in parentheses represent 95% CIs. IFA, inferior angle
of the scapula; PLR, positive likelihood ratio.

Figure 3. The receiver operator characteristic curve analysis of (A) posterior displacement of inferior angle (IFA) and (B) average
posterior tipping during arm elevation.
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IFA distance (inferior angle prominence) with anterior soft
tissue tightness, such as the pectoralis minor, which limits
scapular movement. Our findings emphasize the impor-
tance of scapular position during shoulder evaluation. On
the other hand, the optimal cutoff value of 3.3� of scapular
posterior tipping may not be easily measured in a clinical
setting or courtside. The use of a scapular assistance test to
assist scapular posterior tipping during arm elevation may
alleviate shoulder symptoms in a population with insuffi-
cient posterior tilt. It can be used as a clinical method to
confirm posterior tipping movement.30 A device that can
measure posterior tilt in a clinical setting or courtside
should be developed in the future.

The likelihood ratio statistics were used to express the
importance of this model. When the participants meet the
prediction rule criteria, a PLR expresses the change in odds
favoring success.29 In the current study, the probability of
success was 95% if both variables were present, compared
with only 78% for 1 variable. Therefore, almost all indivi-
duals with an IFA larger than 16.4 mm and scapular pos-
terior tilt less than 3.3� will respond to the early conscious
control program. For clinical implications, posterior dis-
placement of the IFA measured by scapulometer and insuf-
ficient posterior tipping of the scapula confirmed by
scapular assistance test should be considered as clinical
factors before choosing conscious control of scapular orien-
tation as an intervention program. However, the applica-
tion of these results should be cautious due to limited
variance explained by this model. Other potential factors
should be found and investigated in a future study.

The limitations of the study should be mentioned. First,
an immediate program of scapular conscious control may
have limited effects on scapular kinematics, muscle activa-
tion, shoulder pain, and dysfunction. Many participants
had shoulder symptoms only when they performed sports-
specific movements, so we were unable to identify the
effects of the control program on reducing pain and improv-
ing function immediately after the program. We used a
1-trial intervention first to confirm the appropriate direc-
tion of the intervention for improving muscle balance. The
effect of a progressive conscious control program and the
potential factors of improvement of scapular kinematics,
muscle balance, shoulder pain, and dysfunction should be
investigated in a long-term intervention and follow-up. Sec-
ond, the regression model may have been influenced by the
limited sample size. For this reason, we chose an appropri-
ate number of variables for the model to avoid the effect.26

Third, the scapular control program progressed only to 90�

of arm elevation rather than to the functional range above
90�. The choice of 90� was due to the appropriate dosage for
early intervention. Fourth, conscious control with and
without video feedback may be a confounding factor. How-
ever, we found that the number of successes and failures
were similar between participants with and without video
feedback. Using this factor as a predictor, it was not a sig-
nificant factor in the regression model. Finally, the partici-
pants were mostly young and participated in overhead
sports, and they had sufficient cognition to comprehend
how to control the scapula. The generalization of the find-
ings of this study to elderly individuals is uncertain.

CONCLUSION

According to the final model, overhead athletes with sub-
acromial pain and scapular medial border prominence who
met 2 criteria (posterior displacement of IFA �16.4 mm,
scapular posterior tipping during arm elevation �3.3�) at
baseline demonstrated a 95% probability of success to
improve the UT/SA ratio at 90� of the conscious control
program of scapular orientation in our sample. Excessive
posterior displacement of the IFA measured by scapul-
ometer and insufficient posterior tipping of the scapula con-
firmed by scapular assistance test should be considered
potential clinical factors before choosing conscious control
of scapular orientation as an intervention program. The
applications of our results should be cautious due to the
limited variance of our model. Objective clinical tests to
identify scapular posterior tipping should be further
investigated.

REFERENCES

1. Abrams GD, Renstrom PA, Safran MR. Epidemiology of musculoskel-

etal injury in the tennis player. Br J Sports Med. 2012;46(7):492-498.

2. Borstad JD, Ludewig PM. The effect of long versus short pectoralis

minor resting length on scapular kinematics in healthy individuals.

J Orthop Sports Phys Ther. 2005;35(4):227-238.

3. Chester R, Smith TO, Hooper L, et al. The impact of subacromial

impingement syndrome on muscle activity patterns of the shoulder

complex: a systematic review of electromyographic studies. BMC

Musculoskelet Disord. 2010;11:45.

4. Clarsen B, Bahr R, Andersson SH, et al. Reduced glenohumeral rota-

tion, external rotation weakness and scapular dyskinesis are risk fac-

tors for shoulder injuries among elite male handball players: a

prospective cohort study. Br J Sports Med. 2014;48(17):1327-1333.

5. Cools AM, Declercq GA, Cambier DC, et al. Trapezius activity and intra-

muscular balance during isokinetic exercise in overhead athletes with

impingement symptoms. Scand J Med Sci Sports. 2007;17(1):25-33.

6. De Mey K, Danneels L, Cagnie B, et al. Scapular muscle rehabilitation

exercises in overhead athletes with impingement symptoms: effect of

a 6-week training program on muscle recruitment and functional out-

come. Am J Sports Med. 2012;40(8):1906-1915.

7. De Mey K, Danneels LA, Cagnie B, et al. Conscious correction of

scapular orientation in overhead athletes performing selected shoul-

der rehabilitation exercises: the effect on trapezius muscle activation

measured by surface electromyography. J Orthop Sports Phys Ther.

2013;43(1):3-10.

8. Deng S, Chen K, Ma Y, et al. The influence of test positions on clinical

assessment for scapular dyskinesis. PM R. 2017;9(8):761-766.

9. Du WY, Huang TS, Hsu KC, et al. Measurement of scapular medial

border and inferior angle prominence using a novel scapulometer: A

reliability and validity study. Musculoskelet Sci Pract. 2017;32:

120-126.

10. Ellenbecker TS, Cools A. Rehabilitation of shoulder impingement syn-

drome and rotator cuff injuries: an evidence-based review. Br J Sports

Med. 2010;44(5):319-327.

11. Hanley JA, McNeil BJ. The meaning and use of the area under a

receiver operating characteristic (ROC) curve. Radiology. 1982;

143(1):29-36.

12. Hickey D, Solvig V, Cavalheri V, et al. Scapular dyskinesis increases

the risk of future shoulder pain by 43% in asymptomatic athletes: a

systematic review and meta-analysis. Br J Sports Med. 2018;52(2):

102-110.

13. Huang HY, Lin JJ, Guo YL, et al. EMG biofeedback effectiveness to

alter muscle activity pattern and scapular kinematics in subjects with

and without shoulder impingement. J Electromyogr Kinesiol. 2013;

23(1):267-274.

8 Huang et al The Orthopaedic Journal of Sports Medicine



14. Huang TS, Du WY, Wang TG, et al. Progressive conscious control of

scapular orientation with video feedback has improvement in muscle

balance ratio in patients with scapular dyskinesis: a randomized con-

trolled trial. J Shoulder Elbow Surg. 2018;27(8):1407-1414.

15. Huang TS, Huang HY, Wang TG, et al. Comprehensive classification test

of scapular dyskinesis: A reliability study. Man Ther. 2015;20(3):427-432.

16. Huang TS, Ou HL, Huang CY, et al. Specific kinematics and associ-

ated muscle activation in individuals with scapular dyskinesis.

J Shoulder Elbow Surg. 2015;24(8):1227-1234.

17. Kibler WB, Ludewig PM, McClure P, et al. Scapular Summit 2009:

introduction. July 16, 2009, Lexington, Kentucky. J Orthop Sports

Phys Ther. 2009;39(11):A1-A13.

18. Lin JJ, Yang JL. Reliability and validity of shoulder tightness measure-

ment in patients with stiff shoulders. Man Ther. 2006;11(2):146-152.

19. Ludewig PM, Cook TM. Alterations in shoulder kinematics and asso-

ciated muscle activity in people with symptoms of shoulder impinge-

ment. Phys Ther. 2000;80(3):276-291.

20. Michener LA, Snyder Valier AR, McClure PW. Defining substantial

clinical benefit for patient-rated outcome tools for shoulder impinge-

ment syndrome. Arch Phys Med Rehabil. 2013;94(4):725-730.

21. Michener LA, Walsworth MK, Doukas WC, et al. Reliability and diag-

nostic accuracy of 5 physical examination tests and combination of

tests for subacromial impingement. Arch Phys Med Rehabil. 2009;

90(11):1898-1903.

22. Mottram SL. Dynamic stability of the scapula. Man Ther. 1997;2(3):

123-131.

23. Myklebust G, Hasslan L, Bahr R, et al. High prevalence of shoulder

pain among elite Norwegian female handball players. Scand J Med

Sci Sports. 2013;23(3):288-294.

24. Ou HL, Huang TS, Chen YT, et al. Alterations of scapular kinematics

and associated muscle activation specific to symptomatic dyskinesis

type after conscious control. Man Ther. 2016;26:97-103.

25. Paletta GA Jr, Warner JJ, Warren RF, et al. Shoulder kinematics with

two-plane x-ray evaluation in patients with anterior instability or rota-

tor cuff tearing. J Shoulder Elbow Surg. 1997;6(6):516-527.

26. Peduzzi P, Concato J, Kemper E, et al. A simulation study of the

number of events per variable in logistic regression analysis. J Clin

Epidemiol. 1996;49(12):1373-1379.

27. Plummer HA, Sum JC, Pozzi F, et al. Observational scapular dyskin-

esis: known-groups validity in patients with and without shoulder

pain. J Orthop Sports Phys Ther. 2017;47(8):530-537.

28. Posner M, Cameron KL, Wolf JM, et al. Epidemiology of Major League

Baseball injuries. Am J Sports Med. 2011;39(8):1676-1680.

29. Sackett DL.The rational clinical examination. A primer on the preci-

sion and accuracy of the clinical examination. JAMA. 1992;267(19):

2638-2644.

30. Seitz AL, McClure PW, Finucane S, et al. The scapular assistance test

results in changes in scapular position and subacromial space but not

rotator cuff strength in subacromial impingement. J Orthop Sports

Phys Ther. 2012;42(5):400-412.

31. Timmons MK, Thigpen CA, Seitz AL, et al. Scapular kinematics and

subacromial-impingement syndrome: a meta-analysis. J Sport Reha-

bil. 2012;21(4):354-370.

32. Tsuruike M, Ellenbecker TS, Hirose N. Kerlan-Jobe Orthopaedic

Clinic (KJOC) score and scapular dyskinesis test in collegiate base-

ball players. J Shoulder Elbow Surg. 2018;27(10):1830-1836.

33. Wanivenhaus F, Fox AJ, Chaudhury S, et al. Epidemiology of injuries

and prevention strategies in competitive swimmers. Sports Health.

2012;4(3):246-251.

34. Warner JJ, Micheli LJ, Arslanian LE, et al. Scapulothoracic motion in

normal shoulders and shoulders with glenohumeral instability and

impingement syndrome. A study using Moire topographic analysis.

Clin Orthop Relat Res. 1992;285:191-199.

35. Weon JH, Kwon OY, Cynn HS, et al. Real-time visual feedback can

be used to activate scapular upward rotators in people with scap-

ular winging: an experimental study. J Physiother. 2011;57(2):

101-107.

36. Wu G, van der Helm FC, Veeger HE, et al. ISB recommendation on

definitions of joint coordinate systems of various joints for the report-

ing of human joint motion—Part II: shoulder, elbow, wrist and hand.

J Biomech. 2005;38(5):981-992.

The Orthopaedic Journal of Sports Medicine Clinical Factors of Scapular Control 9



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 175
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50286
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 175
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50286
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 175
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50286
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /CreateJDFFile false
  /Description <<
    /ENU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice


		2020-11-26T20:16:19+0530
	Preflight Ticket Signature




