Clinical
Shoulder Pain in the
Urgent Care
Urgent message: Shoulder pain is not always “just another musculoskeletal complaint.” It may be referred pain indicating life-threatening conditions. Many patients use urgent care centers as sources of primary care.
Thus when we make an important diagnosis because of our methodical,
stepwise approach to examination, we have the opportunity to be the
providers who ultimately expedite diagnosis and care for these patients.
MIZUHO SPANGLER, DO, and MICHAEL B. WEINSTOCK, MD

houlder pain is the third most common musculoskeletal complaint seen in outpatient clinics in the United
States, with more than 14.7 cases per 1000 persons
reported each year.1 The most common causes of shoulder pain are trauma or overuse injuries involving the
rotator cuff or within the glenohumeral joint itself.1,2
Although in the vast majority of patients who present
to urgent care centers for shoulder pain there is an
underlying musculoskeletal etiology, we as clinicians
must recognize that there are many potentially catastrophic diagnoses that can present as referred pain to
the shoulder, including myocardial infarction, aortic
dissection, hemoperitoneum from solid organ injury,
and even a ruptured ectopic pregnancy. Thus, it is critical that we rapidly exclude life-threatening causes of
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shoulder pain before proceeding with further diagnostic
workups.
Having a methodical approach to the evaluation of
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shoulder pain is vital because it not only creates structure and organization for the broad differential diagnostic possibilities but also enables health-care providers to
quickly and efficiently ascertain the likely underlying
problem. The practical stepwise method discussed here
will allow you to quickly obtain a pertinent medical history and perform a focused physical examination. We
then further narrow down the diagnostic possibilities
by differentiating between traumatic and nontraumatic
causes, infectious from inflammatory, acute from subacute, and so on, each step eliminating potential extrinsic causes of pain. Last, we explore the possible organic
causes of pain arising from the glenohumeral joint itself
or from the surrounding extra-glenohumeral structures.
Although the anatomic accuracy in our diagnosis is not
vital, what is important is the exclusion of life-threatening
and limb-threatening causes of pain. Not only does this
stepwise method improve diagnostic accuracy and limit
risk to both the patient and the provider, but it also
enables you to provide the best treatment modalities
and final referral recommendations in your practice.
Consider the following clinical scenarios:
! Case 1: A 52-year-old construction worker presents
with left shoulder pain that started while he was
loading a heavy piece of equipment into his truck.
He tried resting and icing his shoulder, but this did
not provide relief; his pain is intermittent. He was
brought to the urgent care center by his wife after
he returned home and developed diaphoresis.
! Case 2: A 21-year-old woman with no significant
past medical history presents with sudden onset of
right shoulder pain that started abruptly this morning. She has no history of trauma. She states that
she had some menstrual-like cramping in her
abdomen the previous night, but she cannot recall
the date of her last menstrual period. She is otherwise healthy.
! Case 3: A 75-year-old man with a history of chronic
obstructive pulmonary disease presents with
chronic left shoulder pain. Your findings on his
musculoskeletal examination are unremarkable.
There is no history of trauma. On further questioning, he reports having had an intermittent cough,
unintentional weight loss, and night sweats for
more than 1 year.
! Case 4: A 28-year-old right-handed tennis player
with a history of shoulder injuries presents with
gradual onset of weakness in his right shoulder. He
reports having difficulty serving the ball during tennis games.
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We will use these 4 cases as a framework for discussing
the evaluation of shoulder pain.

Anatomy
The scapula, clavicle, proximal humerus, and its articulation in the glenoid fossa comprise the shoulder girdle.
The shoulder girdle involves 4 joints:
! The sternoclavicular joint
! The acromioclavicular (AC) joint
! The scapulothoracic joint
! The glenohumeral joint
Both the sternoclavicular and AC joints are smaller
fibrocartilaginous joints that provide anchoring to the
axial skeleton. The glenohumeral joint is a ball-andsocket joint that is cushioned within the glenoid fossa
by a capsule, and this articulation is what we commonly
refer to as the shoulder joint.
The shoulder joint has the largest range of motion of
any joint in the body, with impressive degrees of flexion, extension, abduction, adduction, circumduction,
and rotation of the upper extremities. However, this
mobility compromises its stability, making it vulnerable
to injury.2–4
The glenohumeral joint is held together by a complex
matrix of ligaments, tendons, muscles, and fascia. Most
notable are the tendons of the rotator cuff muscles: the
supraspinatus, infraspinatus, teres minor, and subscapularis, collectively referred to as the SITS muscles. The
interworking muscles, ligaments, and tendons all function together as a kinetic chain, and thus dysfunction
in one area can cause pathology in another.5

Musculoskeletal or Not?
When evaluating any patient presenting with shoulder
pain, first determine whether the patient appears clinically stable or unstable. Even though musculoskeletal
shoulder pain can cause significant pain and disability,
consider whether the patient appears pale, diaphoretic,
or presyncopal. Does their degree of pain correlate with
the mechanism of injury, or does it seem out of proportion? It is important to avoid going down the pathway
of diagnosis momentum, making sure instead to carefully consider potentially life-threatening etiologies of
pain.
Clinical Red Flags to Consider
If your patient has any of these red flags, consider immediate transfer to an emergency department.
! Acute nontraumatic pain: Sudden onset of pain
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without a history of trauma is worrisome. Referred
pain to the shoulder can occur because of myocardial infarction, diaphragmatic irritation from a ruptured ectopic pregnancy, splenic hematoma, subphrenic abscess, or other life-threatening concerns.2,3
Any neurovascular compromise: Beware of paresthesias or weakness in the extremities or any focal
findings that might raise your suspicion that this is
not simply musculoskeletal.
Traumatic open wound: Patients may not be willing to disclose a wound sustained during an argument, assault, or arrest, and thus it is important to
perform a thorough examination with the patient
disrobed above the waist.
Unstable vital signs: Hypotension and tachycardia
are particularly worrisome.
Abnormal electrocardiogram (ECG) findings
Pregnancy: Positive findings on a pregnancy test
should always give you pause and cause you to consider a ruptured ectopic pregnancy in the differential diagnosis, particularly if there is concomitant
pelvic pain, vaginal bleeding, and no history of a
confirmed intrauterine pregnancy on previous
imaging.

History of Present Illness
After excluding imminently life-threatening causes of
pain, we can then confidently proceed to obtaining a
more focused medical history to further narrow down
the differential diagnoses. Important questions to help
you delineate intrinsic from extrinsic causes include the
following:
! Is the pain acute or chronic?
• Acute: what, where, why, and when did the
patient notice the pain?
• Chronic: How long? Any previous injuries? Overuse injuries? Occupational injury? Sports injury?
! Is the pain traumatic or nontraumatic?
! What are the quality and character of the pain?
• Is it a dull pressure sensation that is regional and
exertional, felt across the chest and shoulder?
Get an ECG.
• Is it sharp pain that feels like it is tearing from
the scapula to the shoulder? Consider aortic dissection.
• Are there any other areas of the body that are
also painful at about the same time?
! Does pain occur at rest, or does it occur with movement? Which movement exacerbates the pain?
! Is the pain aggravated or alleviated by anything?
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! Are there any concerning associated symptoms
such as fever, redness, warmth, abdominal pain, or
back pain?

Past Medical History
It is also important to consider the patient’s past medical
history and surgical history.
! Social history: occupation, activities or sports
(tennis, football, golf), use of musical instruments
! Smoking, alcohol abuse, illicit drug abuse
! Previous trauma
! Previous injuries or surgeries
! Medications taken
! Comorbidities (diabetes mellitus, myasthenia
gravis, rheumatoid arthritis)
! Date of last menstrual period

Physical Examination
The physical examination is best performed using a stepwise methodical approach to avoid missing pitfalls. It is
easy to be distracted by an impressive abrasion or laceration to the shoulder and miss a devastating underlying
neurovascular injury if the examination procedure is
not an established routine. The following is a careful,
focused approach to the physical examination that can
be performed at the bedside in minutes:
1. Inspection: The shoulder should be evaluated first,
with inspection from all directions—anteriorly,
posteriorly, and laterally—to look for asymmetry
or deformity along the shoulder girdle.3 Using the
opposite shoulder as a comparison is always helpful. It is important to note any skin changes (lacerations, abrasions, erythema, ecchymosis) and
asymmetry due to soft-tissue swelling, hematomas,
or obvious bony deformities. An “empty sulcus
sign” is typically seen with shoulder dislocation.
2. Palpate: Next, it is important to use your tactile
skills to feel for focal tenderness, crepitus, warmth,
or edema. Location of maximal pain may assist in
diagnosis.
3. Range of motion: It is important to evaluate
patients using both active and passive range-ofmotion testing to determine areas of limitation and
to rule out dislocation. Noting limitations to the
degree of motion in comparison with the unaffected
side can help isolate the problem area.2,3 Active
range-of-motion testing should ideally be performed
with the patient in a seated position to eliminate
contributions of other large muscle groups that
could alter your examination findings.3 Severe pain
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Table 1. Important Extrinsic Causes of Acute Shoulder Pain
System

For proper vascular evaluation, assessment of
the brachial, radial, and ulnar pulses is in order.
If there is evidence of a weak pulse, expanding
hematomas, pallor, or cool extremities, your
suspicion for a serious vascular injury should be
very high, warranting immediate transfer of the
patient to an emergency department for further
evaluation with computed tomography angiography and for vascular surgery consultation.

Diagnosis
Acute coronary syndrome
Pulmonary embolism

Cardiac

Thoracic aortic dissection
Myocarditis
Cardiac tamponade
Pneumothorax

Stepwise Methodical Approach

Pneumonia
Pulmonary

Masses or tumor
Thoracic outlet syndrome
Pleural effusion
Any intra-abdominal hemorrhage from liver or spleen
lacerations, or ruptured ectopic pregnancy
Abdominal aortic aneurysm

Abdominal

Gallbladder, pancreas, or gastric disease
Renal colic
Splenic hematoma
Subphrenic abscess
Cervical spine injury

Neurologic

Nerve impingement
Cerebrovascular accident
Transient ischemic attack
Herpes zoster

Infectious

Cellulitis
Necrotizing fasciitis

with micromotion or reluctance to move the joint
at all is a clinical red flag for a septic joint.
4. Neurovascular: Performing a thorough sensorimotor examination is vital. Begin by evaluating the dermatomes along C5–T1 with light touch and pinprick sensory testing. Each of these dermatomes
correlates to the associated nerve root of the brachial
plexus and can help isolate damage. C5 and C6 can
be tested along the lateral arm and forearm, respectively. C7 and C8 correlate to the tips of the middle
and little fingers, respectively, and C8–T1 tests the
medial forearm and arm. The trapezius, deltoid,
biceps, thumb extensors, finger flexors, and interossei muscles should all be included in motor-strength
testing, comparing suspected weakness with the
strength of the contralateral side.2,3
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After gaining significant information from the
pertinent history and a thorough and focused
physical examination, we can finally proceed
to the following 4-step approach to determine
the most likely cause of pain.5
Step 1: Traumatic Versus Nontraumatic
History
When there is an acute traumatic history for
the present condition, plain radiographs (xrays) can eliminate both benign and worrisome
traumatic diagnoses5:
! Clavicle fracture (medial,* middle, lateral)
! Proximal humerus fracture
! Glenohumeral joint dislocation (anterior
most common; posterior*)
! AC joint separation
! Sternoclavicular joint separation*
! Scapular fracture* (usually due to high impact
and associated with concomitant injuries)

Note: Diagnoses marked with an asterisk (*)
are considered serious injuries with a high likelihood of concomitant injuries because of the force
required to cause fracture at these sites. They almost
always warrant further workup and possibly subspecialty
consultation. These patients should be stabilized, the
joint should be immobilized, and the patient should be
transferred immediately to an emergency department.
For glenohumeral concerns, a three-view shoulder
series (including anteroposterior, lateral, and axillary
views) is recommended. If the pain is localized to extraarticular areas, consider obtaining plain films of the clavicle, sternum, or the chest.
If the diagnosis is elusive after review of plain radiographic films, proceed to step 2.
Step 2: Intrinsic Versus Extrinsic Pain
Determining whether the shoulder pain is originating
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intrinsically from the shoulder or instead from an extrinsic location
is likely the most important step.5 The list of extrinsic causes can be
extensive; however, important ones to consider are noted in Table 1.
Most extrinsic causes of shoulder pain can easily be eliminated
by the medical history and physical examination findings. If these
life-threatening or limb-threatening causes of extrinsic disease are
ruled out and you believe the etiology of pain is intrinsic to the
shoulder itself, then proceed to step 3.
Step 3: Extra-glenohumeral Versus Glenohumeral Cause
The extra-glenohumeral causes of shoulder pain are typically easier to
diagnose or exclude, so we review them first.5

Extra-glenohumeral Causes
! Biceps tendinitis or tear: Pain is usually localized to the anterolateral shoulder and radiates down the ipsilateral arm. It is typically aggravated with any overhead activity, and at night.
• Maneuvers:
– Yergason test (where the elbow is flexed at 90° and the forearm is supinated against resistance)2
– Speed test (with the shoulder flexed at 90° and the elbow in
extension, the forearm is supinated against resistance)2
• Treatment:
– Rest
– Ice
– Nonsteroidal anti-inflammatory drugs (NSAIDs)
– A sling for comfort
– Referral to an orthopedic surgeon
! AC joint osteoarthritis: The AC joint itself is a complex matrix
of capsular and extracapsular ligaments that help secure it to the
surrounding muscular structures.2–4 This joint is vulnerable to
osteoarthritis caused by aging and degeneration of the AC joint
or by prior trauma.
! Scapulothoracic bursitis: Irritation and inflammation of the
bursa underlying the scapula and overlying adjacent ribs. Patients
complain of a painful popping sensation behind their shoulder
blade that is made worse with any overhead movement.6,7 Pain
can be elicited with palpation posterior to the scapula. Treatment
is conservative: NSAIDs and referral to the patient’s primary-care
physician.

Glenohumeral Causes
Intrinsic glenohumeral causes of shoulder pain can be somewhat
more difficult to differentiate and require a little more thought.5
! Glenohumeral septic arthritis: This usually results from
hematogenous spread and manifests clinically with erythema,
warmth, joint fullness (effusion), and severe pain with even the
smallest micromotion. Transport for emergency arthrocentesis
and intravenous antibiotics should be arranged.
! Glenohumeral osteoarthritis: Much like the AC joint, the gleno-
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“Seen most commonly in patients
with diabetes and in middle-aged
women, frozen shoulder is
thought to be due to prolonged
periods of shoulder
immobilization and to lack
of activity.”

humeral joint is also predisposed to arthritic
changes. Although glenohumeral arthritis predominantly occurs in elderly
patients, it can occur in
younger patients who
have sustained repetitive
injuries to the joint
because of dislocations or
direct trauma. A trial of
NSAIDs, a sling for comfort, and a referral for physical therapy and rehabilitation are recommended.
! Shoulder impingement syndrome: Patients can
develop impingement syndromes for 2 reasons:
(1) an increase in the volume of structures (muscle
hypertrophy or inflammation) or (2) decreased
available space within the joint due to osteophyte
formation, fibrous tissue buildup, or anatomic
derangements. Patients classically experience pain at
night and often describe it as feeling like a toothache
within the shoulder.4 Impingement can be clinically
diagnosed with positive findings for the Neer sign
(pain upon forcible flexion of the arm) or the
impingement test (10 mL of 1% lidocaine is injected
into the subacromial space, and the Neer maneuver
is repeated).2–4 If there is relief of pain after injection,
this suggests impingement. Treatment involves rest,
NSAIDs, avoidance of overhead motion, and alternating shoulder exercises.
! Subacromial bursitis: This is inflammation of the
bursa in response to irritation from the surrounding
structures, commonly associated with impingement
syndrome.3 On examination, abduction of the arm to
70° to 100° will elicit pain in the lateral shoulder. It
may be difficult to distinguish subacromial bursitis
from impingement syndrome; however, the treatment
is the same: conservative with NSAIDs and referral.
! Rotator cuff tear and tendinopathy: These conditions are commonly seen in athletes with a history of
repetitive overhead throwing (as in baseball or tennis)
or in general populations of persons older than 40
years. Rotator cuff tendinopathy and tears lie along
the same spectrum of disease. Patients with these conditions present with marked pain and inability to
abduct the upper extremity.
• Drop arm test: Findings are positive if the arm is
passively abducted and the patient cannot actively
hold it up against gravity.
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• The supraspinatus test:
The patient abducts the arm
to 90°, and the examiner
applies a downward force
against the arm while having the patient attempt to
resist the force and maintain position.
• Apley scratch test: The
patient attempts to touch
the superior and inferior
aspects of the contralateral
scapula. Findings are positive if the patient is not
able to do so.2–4

Treatment in the urgent care center is the same for
tears and tendinopathy and involves ice, NSAIDs, and
referral to physical therapy for rehabilitation in 1 to 2
weeks.
! Adhesive capsulitis (frozen shoulder): This condition results from capsular thickening and contraction
of the glenohumeral joint, limiting mobility. On
examination, patients will demonstrate a very limited
range of motion both passively and actively in all
directions, particularly in abduction. Seen most commonly in patients with diabetes and in middle-aged
women, frozen shoulder is thought to be due to prolonged periods of shoulder immobilization and to
lack of activity.2–4 Treatment is aimed at alternating
shoulder exercises with rest, use of NSAIDs, and referral to rehabilitation and orthopedics.
! Glenohumeral instability and dislocations: Shoulder instability is a relatively common problem and
can present in varying degrees of severity, from mild
subluxation all the way to a complete dislocation of
the glenohumeral joint. Although glenohumeral
instability most commonly occurs in athletes with
overhead trauma, it can also occur in nonathletes
with repetitive microtrauma. Anterior instability is
the most common (95%) type of instability; however,
dislocations of the glenohumeral joint can occur in 4
directions: anterior, posterior, inferior (luxatio erecta),
and superior.2–4 All dislocations require an immediate
neurovascular examination with particular attention
to the axillary nerve innervation along the lateral
aspect of the upper arm.
! Anterior dislocations: On examination, patients
with anterior dislocations will have an abducted,
externally rotated arm. They will be unable to cross
their chest with the affected arm to touch their con-
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tralateral shoulder. They may demonstrate positive
findings on the apprehension test, which is the most
sensitive special test for detecting shoulder instability.
Placing the patient in a supine position, the examiner
places anterior force on the humerus with external
rotation. Apprehension (i.e., pain) with a sensation
of subluxation is considered a positive finding.2,4
! Posterior instability: Patients with posterior instability
present with a flexed, adducted, and internally rotated
arm that they are unable to externally rotate.2–4 They
may have positive findings for the sulcus sign: In a
seated position, the examiner places downward traction on the arm, creating a sulcus between the humerus
and acromion.
Select patients with acute anterior shoulder dislocations can potentially undergo closed reduction performed by urgent care clinicians trained and experienced with shoulder-reduction techniques that do not
require anesthesia. However, other clinicians may prefer
to defer to the emergency department for further case
management. This decision is best left to the clinician’s
discretion and is based on clinician preference, the
patient’s comorbidities, the patient’s ability to cooperate
with reduction with minimal anesthesia, acuity of dislocation, and other practical concerns.
Clinical Correlations Advised
Case 1
This case involved a 52-year-old construction worker
who presented with left shoulder pain that started while
he was loading a heavy piece of equipment into his
truck. He tried resting and icing his shoulder but could
not obtain relief for his intermittent pain. His wife took
him to the urgent care center because she noted that his
pain had significantly worsened and that he was
diaphoretic and nauseated at home.
There are a number of red flags in this medical history, and your examination findings are relatively unremarkable. You apply the stepwise approach5:
! Step 1: traumatic or nontraumatic? The fact that
this patient’s pain began with exertion but without
clear trauma is concerning. Although it is quite possible that he strained his rotator cuff, the fact that
his pain comes and goes and is now worse with
exertion is a red flag. Furthermore, the benign findings on his musculoskeletal examination do not
directly correlate to any obvious intrinsic causes.
! Step 2: intrinsic or extrinsic? Given the red flags
that the patient’s history provides, you astutely
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obtain an ECG before proceeding to step 3. The
ECG demonstrates concerning evidence of acute
myocardial infarction. Before proceeding with the
rest of your urgent care workup, you determine that
an acute coronary syndrome must first be ruled out,
and you appropriately give him an aspirin while
your staff arranges transport to an emergency
department.
Case 2
This case involved a 21-year-old woman with no significant past medical history who presented with right
shoulder pain that suddenly began 1 hour prior to her
arrival at the urgent care center. She had no history of
trauma. She stated that she had some menstrual-like
cramping in her abdomen the preceding night, but she
could not recall the date of her last menstrual period.
She is otherwise healthy.
! Step 1: traumatic or nontraumatic? The patient
has no history of trauma; however, you are concerned with her overall clinical appearance. She
does not appear to be in an unstable condition, but
she looks pale. While you wait for her vital signs
and before you examine her, you ask your staff to
perform a bedside test for urine level of human
chorionic gonadotropin. Walking back from the
bathroom, the patient has a syncopal episode. She
is now hypotensive, and her pregnancy test is
quickly done, with positive results.
! Step 2: intrinsic or extrinsic? Your clinical gestalt
that the patient’s appearance was a bit concerning
was accurate, and she is now clinically unstable. You
rush to examine her. Your findings on examination
of her shoulder are unremarkable, yet her abdomen
is tense, tender, and diffusely peritoneal. You are
strongly suspicious that a ruptured ectopic pregnancy
is causing intra-abdominal hemorrhage. The blood
within the peritoneum has caused irritation along
the diaphragm, causing referred pain to the shoulder.
Given this possibly life-threatening extrinsic cause,
you stop at this step and call 911. Given her hypotensive, unstable state, you also transfer her care to the
accepting emergency department physician and make
clear your concerns about hemorrhagic shock due
to a ruptured ectopic pregnancy. The emergency
physician consults the obstetrician before the patient
arrives, and the patient is appropriately taken to an
operating room minutes after arrival. Using the intrinsic-versus-extrinsic approach allowed you to recognize
red flags first, which saves the patient’s life.

JUCM T h e J o u r n a l o f U r g e n t C a r e M e d i c i n e | J u n e 2 0 1 5

15

S H O U L D E R PA I N I N T H E U R G E N T C A R E

Case 3
This case involved a 75-year-old man with a history of
chronic obstructive pulmonary disease for more than 1
year who presented with chronic left shoulder pain.
When you obtained further details of his medical history, you found that the patient has had an intermittent
cough, unintentional weight loss, and night sweats for
over 1 year. You move on to a focused physical examination, finding nothing remarkable on inspection, palpation, a check for range of motion, or neurovascular
evaluation. He has no red flags in his history thus far, so
it is appropriate to proceed with the following steps:
! Step 1: traumatic or nontraumatic? His pain is
not caused by trauma.
! Step 2: intrinsic or extrinsic? At this point, you
are still unsure. Components in his presentation
that bother you include a chronic cough, weight
loss, and night sweats. These components, together
with unremarkable examination findings, prompt
you to obtain a chest x-ray. While you wait for his
radiographs, you proceed to step 3.
! Step 3: glenohumeral or extra-glenohumeral? Findings on his detailed shoulder examination are confirmed
to be normal. You can exclude all glenohumeral causes.
You examine the chest x-ray and note a large left apical
mass. Given his otherwise normal examination findings,
his pain is likely extrinsic, referred from the mass. After
reassuring him and stressing the importance of close follow-up, you appropriately advise him to promptly see
his primary-care physician the following morning, and
the patient is subsequently referred to oncology.

! Step 1: traumatic or nontraumatic? The patient
cannot recall a recent acute traumatic injury. When
you obtain further history, he reports playing tennis 5 days a week, which heightens your suspicion
for overuse injury due to microtrauma. You continue your evaluation.
! Step 2: intrinsic or extrinsic? After reviewing a
long list of potential extrinsic causes, you find that
the patient has no evidence of infectious, cardiac,
pulmonary, abdominal, or neurologic red flags that
would explain his discomfort.
! Step 3: glenohumeral or extra-glenohumeral? A
focused physical examination demonstrates
marked pain within the right glenohumeral joint
itself. You perform special tests to further elucidate
limitations in range of motion of his affected arm.
You find that he has difficulty abducting the upper
extremity and cannot actively hold it up or against
resistance, confirming a positive finding on the
drop arm test. You now strongly suspect a rotator
cuff tear, and in view of the patient’s medical history and your findings on physical examination,
this diagnosis seems likely. He has no apparent lifethreatening or limb-threatening issues. You administer an intramuscular injection of an NSAID, provide appropriate rest instructions, and treat him
with a temporary sling. You advise him to see his
primary-care physician for magnetic resonance
imaging, and he subsequently is referred to an
orthopedic surgeon for rotator cuff repair.

Conclusion
This case illuminates an important point: Although
the diagnosis of a new lung mass is not a typical urgent
care diagnosis, nor is it expected in the urgent care setting, urgent care clinicians are often first-line health-care
providers. Many patients use urgent care centers as
sources of primary care. Thus when we recognize important clinical red flags (e.g., chronic cough, weight loss,
and night sweats) because of our methodical approach
to examination, we have the opportunity to be the
providers who ultimately expedite diagnosis and care
for these patients.
Case 4
This case involved a 28-year-old right-handed tennis
player with a history of shoulder injuries who presented
with gradual-onset weakness in his right shoulder. He
reported having difficulty serving the ball during tennis
games.
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In all of these clinical cases, the patients benefited from
the use of our stepwise approach to the evaluation of
shoulder pain in the urgent care setting. First, potentially life-threatening causes of extrinsic shoulder pain
must be quickly eliminated. This can be achieved at the
bedside by obtaining a thorough medical history and
performing a focused, structured physical examination.
Any red flags encountered in the history or examination
should trigger an expedited order for workups that will
either support or disprove your suspicion, such as ECG
to detect an acute coronary syndrome or a urine pregnancy test to rule out an ectopic pregnancy.
Without notable red flags for concerning extrinsic
causes of shoulder pain, we can then proceed in a stepwise fashion to further narrow down the diagnostic possibilities. Differentiating traumatic from nontraumatic
causes is the initial step. The next step is narrowing
down these possibilities even further by deciphering
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whether the cause is intrinsic versus extrinsic and then,
finally, glenohumeral versus extra-glenohumeral.
Obtaining the exact anatomic diagnosis in the urgent
care setting should not be our primary goal. What matters most is excluding life-threatening causes, and then
appropriately addressing pain and giving exercise
instructions or rest recommendations, and finally
arranging for follow-up care and providing referrals.
Finally, remember that despite our prompt turnaround efforts, we are often the first or only providers
of health care for patients. Because of poor access to
health care, many patients rely on urgent care centers
as their point of entry. We are not expected to be comprehensive in our workup, nor are we required to diagnose obscure and rare diseases. However, seizing the
unique opportunity that urgent care offers to make a
life-changing difference in our patients’ lives is rewarding. Before you reflexively give a musculoskeletaloriented diagnosis and treatment plan to your next
patient with shoulder pain, take a moment to stop and
consider the stepwise methodical approach described
here. Using it may make the difference between life
and death. ■
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