
 Simplifying Shoulder Rehab: 
Using the Shoulder Symptom 

Modification Procedure
Jason Soncrant, DPT, SCS, CSCS, FAAOMPT


jsoncrant1971@gmail.com

 Simplifying Shoulder Rehab: Using the 
Shoulder Symptom Modification Procedure

Summary: Shoulder rehab can be complicated and frustrating 
as there are many variables to consider.  A busy clinician 
needs evidenced-based tools to help quickly make an 
accurate clinical diagnosis and get results fast. The Shoulder 
Symptom Modification Procedure may be the tool that solves 
this problem.  This is a 2-hour lecture-lab session to learn the 
principles of the Shoulder Symptom Modification Procedure 
(SSMP).  The SSMP is a patient-centered procedure to guide 
the clinician in a systematic process to thoroughly examine all 
key structures that may contribute to shoulder pain.  Once the 
key structures have been identified a matched intervention will 
be suggested by the SSMP to get rapid symptom relief. This 
includes examination of the thoracic spine, scapulothoracic 
joint and glenohumeral joint. After examination techniques are 
covered we will learn interventions that include taping, 
exercise and manual therapy anywhere along the upper 
quarter.  Participants should dress in appropriate clothing that 
allows easy access to the thoracic spine, and shoulder 
complex.  It may be helpful if participants bring a yoga mat, 
small hand weight, and exercise band.

Objectives
1. A concise review of normal and abnormal shoulder biomechanics. 

2. Evidence-based review regarding the dilemma of solely relying on 
imaging and common special tests to guide treatment. 

3. Use the SSMP to make a clinical diagnosis based on Patient Response 
Method. 

4. Use the SSMP to develop a patient-centered treatment plan to improve 
shoulder function including taping, manual therapy, and exercise for the 

thoracic spine, scapulothoracic and glenohumeral joints. 

5. Efficiently rule out specific shoulder conditions that may not respond to 
use usual rehab interventions. 

6. Develop evidence-based progressive shoulder strengthening program.



1. Shoulder Symptom Modification 
Procedure (SSMP) - Diagnosis6,7

1. First, find the north 
star to guide you.  

1. Define the 
comparable sign 

(asterisk)8–10 

2. The goal is to 
change the 

comparable sign-
ASAP.8–10 

3. Regional 
Interdependence11

1. Shoulder Symptom Modification 
Procedure (SSMP) - Thoracic Kyphosis



1. Shoulder Symptom Modification 
Procedure (SSMP) - Scapular Position

(change start position-no assistance)4,6,7



1. Shoulder Symptom Modification Procedure 
(SSMP) - HH Depression Flexion Sit or Stand



1. Shoulder Symptom Modification 
Procedure (SSMP) - Neuromodulation

1.Spinal mobilizations 

2.Dry needling 

3.Soft tissue mobilization 

4.Neurodynamic Mobilizations 

SSMP-Intervention:  Impairment Based 
Regional Corrective Procedures: Manual 
Therapy: Taping and Mobility Exercises

1.Thoracic Spine8,10,17–19 

1.Seated upper and mid-thoracic mobilization 

2.Seated thoracic sidebending and rotational 
mobilization 

3.Self Mobilization 

4.Taping  

•

SSMP-Intervention:  Impairment Based 
Regional Corrective Procedures: Manual 
Therapy: Taping and Mobility Exercises

1.Scapula 

1.Sidelying scapular mobilization8,9 

2.Taping7  

3.Resistance20–22
 

•



SSMP-Intervention:  Impairment Based 
Regional Corrective Procedures: Manual 
Therapy: Taping and Mobility Exercises

1.Humeral head 

1.Joint Mobilization23–26 

2.Corrective A/P or P/A with shoulder fixation 
belt                                           

3.Taping27

1. Evidence-Based Strength Training for the Upper 
Quarter 

Progressive rotator cuff strengthening28–35

1. Evidence-Based Strength Training for the Upper Quarter 

Progressive rotator cuff strengthening28–35

1.Early Phases 

1.Low Compression Motions: 
Theraband pull down, Adduction, 
Rows 

1.  Low resistance, pain-free 
ROM 

2.An isometric contraction in the 
painful directions  

1.15-30 seconds, 80% effort, 3-5 
reps, 1-2 x day



1. Evidence-Based Strength Training for the Upper Quarter 

Progressive rotator cuff strengthening28–35

1. Early Phases 
2. Torso and upper arm supported isotonics  

1. Light load, 3-5 sets, 20-30 reps, 5-7 x 
day, QD  

2. Seated Supported ER  

3. Prone ER  

2. Shoulder ROM  

1. Pain-free ROM 10 -20 reps, 2-3 sets 

2. Table (0-45 degrees) Hand Slides 
Flexion, scaption, abduction  

3. Shoulder ROM Wall Slides or single 
flexion or scaption 

 

1. Evidence-Based Strength Training for the Upper Quarter 

Progressive rotator cuff strengthening28–35

1.Intermediate Phases- 

1.Start increasing load and GHJ 
compression 

2. Increase ROM, planes and joints  

3.Load moderate, 3-5 sets, 8-15 reps to 
fatigue, 3-5 days, QD  

1.Lateral Raise Full Can 

1.Sidelying Pain-free ROM  

2.Standing Full Can pain-free ROM  

3.PNF Pattern 

  

 

1. Evidence-Based Strength Training for the Upper Quarter 

Progressive rotator cuff strengthening28–35

1.Intermediate Phases- 
                            b. Standing self-supported 90/90 ABD/ER
    c. ER 0/90
    d. Shoulder Press
     i. Supine free weight narrow bench press
     ii. Supine free weight wide (90 abduction) bench press
     iii. Pallof Press single or double arm
     iv. Push Up Progression wall > table > floor 
  

 



1. Evidence-Based Strength Training for the Upper Quarter 

Progressive rotator cuff strengthening28–35

1.Intermediate Phases- 

                                   e. Landmine press with bar or band or med ball
    g. Arnold press
    h. Cable row to overhead press 
  

 

1. Evidence-Based Strength Training for the Upper Quarter 

Progressive rotator cuff strengthening28–35

1. Intermediate Phases- 

1. Start increasing load and GHJ 
compression 

2. Increase ROM, planes and joints  

3. Load moderate, 3-5 sets, 8-15 reps to 
fatigue, 3-5 days, QD  

1. Lateral Raise Full Can 

1. Sidelying Pain-free ROM  

2. Standing Full Can pain-free 
ROM 

3. PNF Pattern

1. Evidence-Based Strength Training for the Upper Quarter 

Progressive rotator cuff strengthening28–35

1. Intermediate Phases- 

                    b. Standing self-supported 90/90 ABD/ER
    c. ER 0/90
    d. Shoulder Press
     i. Supine free weight narrow bench press
     ii. Supine free weight wide (90 abduction) bench press
     iii. Pallof Press single or double arm
     iv. Push Up Progression wall > table > floor



1. Evidence-Based Strength Training for the Upper Quarter 

Progressive rotator cuff strengthening28–35

1.Intermediate Phases- 

                    f. Landmine press with bar or band or med ball
    g. Arnold press
    h. Cable row to overhead press

1. Evidence-Based Strength Training for the Upper Quarter 

Progressive rotator cuff strengthening28–35

1.Scapular Stability21,36,37 

1.Seated self inferior glide  

2.Low Row  

3.Lawnmower  

4.Robbery

1. Evidence-Based Strength Training for the Upper Quarter 

Progressive rotator cuff strengthening28–35

1.Interval Sport Training38–40 

1.Based on sports 
demand and task  

2.Step by step 
progression based on 
tolerance  

3.Soreness rules



Screening for Specific 
Conditions
•Glenohumeral 

Instability 

•Bicipital 
Tendonitis 

•Adhesive 
Capsulitis 

•Cervical 
radiculopathy

Screening for Specific 
Conditions

1.Glenohumeral Instability  

1.Anterior Instability  

1.Apprehension test  

2.Relocation test 

3.Surprise Test 

2.Posterior Instability  

1.Kim Test 

2.Jerk Test



Screening for Specific 
Conditions

1.Bicipital Tendonitis7,41–43 

1.Anteromedial shoulder pain that may refer 
along the radial nerve distribution  

2.LHB tenderness  

3.Localized and concordant pain with Speed, 
Yergason’s test ( low Sp & SN)

Screening for Specific 
Conditions

1.Adhesive Capsulitis43  

1.No gold standard 

2.Global loss of shoulder motion 
active and passive 

3.Staging

https://www.google.com/url?
sa=i&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwiOn_WqxZPiAhVkneAKHRCsAmsQjRx6BAgBEAU&url=https%3A%2F%2Fwww.doldmd.com%2Fadhesive-capsulitis-frozen-

shoulder&psig=AOvVaw2rWj5QUq2gkape3GOE4VIh&ust=1557666198610661

https://images.app.goo.gl/77GEwfr2JL49SDsS9
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Screening for Specific 
Conditions

1.Cervical Radiculopathy44–46 

1.Test Item cluster by Wainer et al 

1.Cervical rotation < 60 degrees to the involved side  

2.(+) Spurling Test  

3.(+) Cervical Traction test 

4.(+) ULTT A Medina Nerve Bias  

            2. Shoulder Abduction Test44,46
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