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Introduction
Understanding the complex biomechanics of the scapula can guide the shoulder specialist in the clinical evaluation. While x-rays and MRI/MRA can reveal structural pathologies, a functional evaluation of scapular movement can reveal muscular dysfunctions that respond well to physiotherapy. This presentation aims at giving an overview of the empiric, analytic and science based knowledge of the complex function of the scapula-thoracic joint with emphasis on clinical evaluation, goals of rehabilitation and caretaking of the postoperative painful shoulder.
The clinical relevance of scapular dysfunction
Scapula dysfunction or dyskinesis is often a result of an imbalance between the trapezius muscle and the serratus anterior muscle (SA). A lack of control of scapular movement leads to biomechanical changes in the glenohumeral joint. This results in a relative narrowing of the subacromial space, disturbances in the direction of the muscle pull, and a change in tension relationship of the ligaments. Scapular dysfunction may stress key structures in shoulder pain and shoulder instability syndromes. A dysfunctional scapula may be associated with: 1) posterior-superior impingement, 2) subacromial impingement, 3) anterior gleno-humeral joint instability, 4) subcoracoid impingement, and 5) long head of biceps tendinopathy. Scapular dysfunction is seen in all overhead athletes who present with shoulder pain – The Disabled Throwing Shoulder.
The reason for the importance of detecting this dysfunction is that there is a great deal of rehabilitation potential in all patients with scapular dysfunction. The patient with pain and scapular dysfunction has: a) Anterior or antero-lateral shoulder pain, b) a painful arc, c) Scapular dyskinesis, d) positive scapula assistant test (Kiblers Maneuver), e) In the resting position malposition of the scapula compared to the unijured side, f) possible increased thoracic kyphosis, and g) possible associated truncal instability. By analysing muscle function the following points are often seen: a) a weak serratus anterior, b) a too tight pectoralis minor, c) a too short/tight upper trapezius, and d) weakness of the lower trapezius.

The painful postoperative patient

In my practice this is the patient with longstanding shoulder pain, possible associated cervical pain, stressful office-work or work in the industry, long term sick leave, and too late or too aggressive physio intervention. They all exhibit severe scapular dysfunction, and they are at high risk of becoming failures if physiotherapeutic intervention with correction of scapular dysfunction is delayed.
Conclusion
Scapular dysfunction is seen in many patients with shoulder pain syndromes. The clinician should be aware of disturbances in scapular function that can be treated non-operatively. 
