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Bending the Elbow During Shoulder Flexion Facilitates Greater
Scapular Upward Rotation and a More Favorable Scapular Muscle

Activation Pattern
Alon Rabin, Brakha R. Tabi, Timothy L. Uhl, and Zvi Kozol

Context: Decreased scapular upward rotation (UR) and diminished activation of the serratus anterior (SA) and lower trapezius
(LT) are often observed among patients with subacromial impingement syndrome. Maintaining the elbow fully flexed during
shoulder flexion may limit glenohumeral motion due to passive insufficiency of the triceps brachii and therefore facilitate greater
scapular UR and increased scapular muscle activation. Objectives: To compare scapular UR, SA, upper trapezius (UT), middle
trapezius, and LT activation levels between shoulder flexion with the elbow extended (Flexion-EE) to shoulder flexion with the
elbow fully flexed (Flexion-EF). This study hypothesized that Flexion-EFwould result in greater scapular UR, greater SA and LT
activation, and a lower UT/SA and UT/LT activation ratio compared with Flexion-EE.Design:Cross-sectional study. Setting:A
clinical biomechanics laboratory. Participants: Twenty-two healthy individuals. Main Outcome Measures: Scapular UR and
electromyography signal of the SA, UT, middle trapezius, and LT, as well as UT/SA and UT/LT activation ratio were measured
during Flexion-EE and Flexion-EF. Results: Flexion-EF resulted in greater scapular UR compared with Flexion-EE (P < .001).
Flexion-EF resulted in greater SA activation, lower UT activation, and a lower UT/SA activation ratio compared with Flexion-EE
(P < .001). Conclusions: Fully flexing the elbow during shoulder flexion leads to increased scapular UR primarily through
greater activation of the SA. This exercise may be of value in circumstances involving diminished scapular UR, decreased
activation of the SA, and an overly active UT such as among patients with subacromial impingement syndrome.

Keywords: scapula, subacromial impingement syndrome, serratus anterior, trapezius

Scapular dysfunction including diminished upward rotation
(UR), posterior tilt, and medial rotation may lead to secondary
subacromial impingement among athletes or overhead workers.1–3

A possible cause for insufficient scapular UR is impaired function
of the primary movers of the scapula, namely the serratus anterior
(SA), upper trapezius (UT), and lower trapezius (LT). Accordingly,
decreased activation of the SA and LT along with increased
activation of the UT has often been reported among patients
with subacromial impingement syndrome (SAIS).4 Decreased
strength of the SA and LT has also been linked to decreased
scapular UR among healthy athletes.5 These findings have sparked
an interest in the development of exercises for promoting greater
activation of the SA and LT while avoiding excessive activation of
the UT. Several scapular muscle strengthening exercises have been
suggested to promote optimal UT/LT and UT/SA activation ratios
(ie, greater LT or SA activation relative to UT activation).6,7 Others
have suggested motor control strategies consisting of conscious
correction of scapular position during shoulder movement. Accord-
ingly, cueing the scapula into a more retracted position has
typically induced greater activation of the trapezius muscle with
a less consistent effect on UT/LT and UT/SA activation ratios.8–10

Cueing the scapula into a more protracted position has typically led
to increased SA activation,11,12 and consequently a lower UT/SA
activation ratio.11 Finally, cueing the scapula into a more elevated
position (shoulder shrug) has been associated with greater UT

activity,12,13 and consequently a less favorable (higher) UT/LT
activation ratio.13

Another approach to increase scapular muscle activation as
well as to promote greater scapular UR is to limit glenohumeral
joint excursion during motion of the entire shoulder complex.
Given that shoulder movement occurs simultaneously at the ster-
noclavicular, scapulothoracic, and glenohumeral articulations,14

restricting movement of the glenohumeral joint may lead to
compensatory increased scapulothoracic movement with an asso-
ciated increased activation of the scapular upward rotators. Bend-
ing the elbow during shoulder flexion is one way of restricting
glenohumeral motion presumably due to passive insufficiency of
the triceps brachii.15 Furthermore, the attachment of the long head
of the triceps to the inferior glenohumeral capsule,16,17 may further
limit glenohumeral joint excursion when the elbow is fully bent.

The purpose of this study was to assess the effects of bending
the elbow during shoulder flexion on scapular UR range of motion
as well as scapular muscle activation. We hypothesized that flexing
the shoulder while maintaining the elbow fully flexed would result
in a greater scapular UR, greater SA and LT activation, and a lower
UT/SA and UT/LT activation ratio.

Methods

Participants

A sample of convenience comprised of 22 healthy participants
(7 females) was recruited from a university campus. Themean (SD)
age, height, and weight of participants were 26.8 (8.8) years, 173.9
(6.9) cm, and 74.2 (12.7) kg, respectively. Twenty (91%) partici-
pants were right-hand dominant. Inclusion criteria were being
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18 years or older, shoulder flexion range of motion ≥160°, and full
elbow flexion range of motion on both sides. Participants were
excluded if they currently or over the previous 2 years had
shoulder or elbow pain, a previous history of shoulder or elbow
dislocation, fracture, or surgery. Participants were also excluded if
they had a history of any neurological condition affecting either
upper-extremity. The study was approved by the Institutional
Review Board of Ariel University, and all participants provided
informed consent prior to participating in any of the procedures of
the study.

Sample size calculation was performed using G*Power (ver-
sion 3.1; Heinrich Heine University Düsseldorf, Düsseldor, Ger-
many). Based on the intent to detect a moderate effect size (≥0.25)
for SA activation between the different shoulder flexion conditions
using a 2-tailed test, a P value ≤ .05 and a desired power (β) of 80%,
the required sample size was estimated to be 21 participants.

Examiners

Data collection was performed by 2 licensed physical therapists:
one with over 35 years of experience in teaching kinesiology,
electromyography (EMG), and neurological rehabilitation, while
the other with over 20 years of experience in teaching and
managing musculoskeletal disorders.

Procedures

Following informed consent and documentation of demographic
information, participants were taught the 2 exercises to be per-
formed in the study. Both exercises were performed bilaterally to
120° of shoulder flexion, and all measurements were performed on
the dominant side of each participant. The order of exercise
condition (shoulder flexion with the elbow flexed [Flexion-EF]
or extended [Flexion-EE]) was randomized based on a preprepared
sequence (WWW.random.org).

1. Flexion-EE: From a standing position with the arms by the side
and the elbows extended, participants were asked to flex both
shoulders forward while maintaining the elbows straight and
the thumbs pointing up (Figure 1A).

2. Flexion-EF: From a standing position with both arms by the
side and the elbows fully flexed, participants were asked to flex

both shoulders forward while maintaining their elbows point-
ing forward throughout the motion (Figure 1B).

In order to reach a consistent forward flexion angle during the
Flexion-EE, participants were first asked to flex their shoulder to
120° with elbows extended while facing a wall. Shoulder flexion
angle was measured by an Acumar™ digital inclinometer (model
ACU 360; Lafayette instrument Company, Lafayette, IN) placed
over the dorsal aspect of the arm just distal to the deltoid tuberos-
ity.18 The wall was marked with a 1-cm-thick black tape at a level
corresponding to the participant’s index finger. In order to reach a
consistent forward flexion angle during the Flexion-EF, partici-
pants were asked to flex their shoulders to 120° with the elbows
fully flexed while facing the wall. Flexion angle was similarly
measured with the digital inclinometer, and the wall was marked
with a centimeter black tape corresponding the participant’s olec-
ranon process. Once both wall marks were placed, each participant
practiced flexing his/her shoulder to the appropriate level under
each motion condition (Flexion-EE and Flexion-EF) until he/she
could consistently achieve a sagittal plane shoulder angle of 120°.

Scapular Upward Rotation

Scapular URwasmeasured using the EasyAngle electric goniometer
(Meloq AB, Stockholm, Sweden). This measurement has been
previously shown to possess good intrarater and interrater reliability
as well as moderate validity compared with 3D motion capture.19

First, the rectangular base of the device was placed along the spine of
the scapula with its lateral corner corresponding to the posterolateral
corner of the acromion (Figure 2A). The device was zeroed with the
participant assuming a relaxed standing position with the arms by the
side and the elbows extended. The device was then removed, and
the participant flexed his/her arm to the 120° position using the
designated exercise condition (Flexion-EE and Flexion-EF). The
electric goniometer was then repositioned over the exact same
location to measure scapular UR which was recorded in degrees
(Figure 2B). This procedure was repeated on all participants by a
second examiner to determine interrater reliability of the measure-
ment as performed in this investigation. The intraclass correlation
coefficient and 95% confidence interval for scapular UR was .71
(.42–.87) for Flexion-EE and .80 (.57–.91) for Flexion-EF, repre-
senting good to excellent interrater agreement.20

Figure 1 — (A) Shoulder flexion with the elbow extended. (B) Shoulder
flexion with the elbow fully flexed.

Figure 2 — (A) Scapular upward rotation—Starting position. (B) Scapular
upward rotation—Final position.
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Scapular Muscle Electromyography

Scapular neuromuscular activity of the UT, middle trapezius (MT),
LT, and SA was measured via surface EMG during the 2 shoulder
flexion exercise conditions. First, participants’ skin was prepared
for surface electrode placement, shaved if needed, lightly debrided
with fine sandpaper, and cleaned with alcohol.21,22 Wireless EMG
sensors (Delsys Inc, Natick, MA) with a fixed interelectrode
distance of 10 mm were placed in parallel to the muscle fibers
of the UT, MT, LT, and SA. For the UT, electrodes were placed
halfway between the seventh cervical vertebra spinous process and
the posterior tip of the acromion along the UT muscle fibers.23 For
the MT, electrodes were placed on a horizontal line halfway
between the root of spine of the scapula and the third thoracic
spinous process.6 For the LT, electrodes were placed obliquely
upward and laterally along a line between the intersection of the
spine of the scapula with the vertebral border of the scapula and the
seventh thoracic spinous process.6 For the SA, electrodes were
placed with the arm flexed 125° over the seventh intercostal space
and in parallel to the muscle fibers just anterior to the fibers of the
latissimus dorsi.24 Electrode placement and quality of the EMG
signal were visually verified through resisted contraction of all
instrumented muscles. As a normalization procedure, the EMG
amplitude from each muscle was collected during two 5-second
maximum voluntary isometric contractions (MVIC) with a 30-
second rest interval in between. For the MVIC of the UT, the
participant was seated in an upright position with the tested
shoulder abducted 90° in the frontal plane and the thumb pointing
up.25 Resistance was applied by the examiner just proximal to the
participant’s elbow. For the MVIC of the MT, the participant
abducted the arm to 90° while in a prone lying position with the
thumb pointing up while resistance was applied by the examiner
just proximal to the elbow.26 For the MVIC of the LT, the
participant abducted the arm to approximately 140° in line with
the fibers of the LT while in a prone lying position with the thumb
pointing up. Resistance was applied by the examiner just proximal
to the elbow.26 For the MVIC of the SA, the participant flexed the
shoulder 125° in the sagittal plane with full scapular protraction
while seated upright.7 Resistance was applied by the examiner just
proximal to the elbow and over the lateral border of the scapula.
The same examiner (A.R.) performed all MVIC trials.

Once the EMG setup and normalization was completed,
participants were asked to perform 3 consecutive repetitions of
each exercise condition in random order to minimize effects of
learning and fatigue. Forward flexion to 120° was performed at a
constant rate using a metronome set at 40 beats per minute. A rest
period of 2 minutes was given between exercise conditions.

EMG Data Processing

The EMG signal was collected using a Delsys Trigno system and
analyzed using Delsys EMGworks® (Delsys, NA) acquisition
software. All raw EMG data were collected at a sampling rate
of 2000 Hz. The raw data were band-pass filtered between 30 and
500 Hz using a finite impulse response filter and then further
smoothed using root mean square method with a window length of
125 ms and window overlap of 62.5 ms. The MVIC was deter-
mined by identifying the highest activity during a 500-ms window
during one of the two 5-second MVIC for each tested muscle. The
average root mean square of the total arc of motion (concentric and
eccentric phase) of the 3 test repetitions was normalized based on
the MVIC and expressed as %MVIC for each muscle under each
movement condition. Finally, 2 muscle activation ratios were

calculated by dividing the normalized EMG activity of the UT
by that of the SA (UT/SA activation ratio) and by dividing the
normalized EMG activity of the UT by that of the LT (UT/LT
activation ratio).

Statistical Analysis

Descriptive statistics were used to summarize scapular UR, muscle
activation levels, and activation ratios with measures of central
tendency and dispersion. Nonparametric analyses were performed
as assumptions for normal distribution were not met based on
Shapiro–Wilks tests for all dependent measures. Separate Wil-
coxon signed-rank tests were performed to assess for differences in
scapular UR, scapular muscle (UT, MT, LT, and SA) activation
levels, and scapular muscle activation ratios (UT/SA and UT/LT)
between Flexion-EE and Flexion-EF. All analyses were performed
using SPSS (version 21; SPSS Inc, Chicago, IL) with an a priori
level of significance of P ≤ .05.

Results

Scapular Upward Rotation

Scapular UR as measured by each examiner under the different
shoulder flexion conditions is summarized in Table 1. Statistically
significant greater scapular UR was measured by each examiner
during Flexion-EF compared with Flexion-EE (P < .001).

Muscle Activation Levels

The normalized muscle activation measurements and muscle acti-
vation ratios are summarized in Table 2. The UT activation was
significantly lower (P < .001), while SA activation was signifi-
cantly greater (P < .001) during Flexion-EF compared with Flex-
ion-EE. No differences were found in activation levels of the MT
and LT between exercise conditions. The UT/SA activation ratio
was significantly lower during Flexion-EF compared with Flexion-
EE (P < .001), while the UT/LT activation ratio did not differ
between exercise conditions.

Discussion

Maintaining the elbow fully flexed during shoulder flexion results
in greater scapular UR, increased activation of the SA, decreased
activation of the UT, and a resultant lower UT/SA activation ratio
compared with Flexion-EE. These findings support the hypothesis

Table 1 Scapular UR and Reliability for the 2 Shoulder
Flexion Conditions

Variable Flexion-EE Flexion-EF

Examiner 1, deg 32.3 (4.4) 37.6 (6.7)a

Examiner 2, deg 32.5 (5.1) 37.1 (5.5)a

ICC (95% CI) .71 (.42–.87) .80 (.57–.91)

MDC90,
b deg 6.0 6.3

Abbreviations: CI, confidence interval; EE, shoulder flexion with the elbow
extended; EF, shoulder flexion with the elbow flexed; ICC, intraclass correlation
coefficient; MDC, minimal detectable change; UR, upward rotation. Note: The
values are presented as mean (SD).
aSignificantly greater than Flexion-EE (P < .001). bCalculated based on the
formula: MDC90 = SD ×

p
(1 − ICC) ×

p
2 × 1.65.
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of this study and suggest fully flexing the elbow during shoulder
flexion may be a useful exercise to promote greater scapular UR
primarily through enhanced activation of the SA.

Motor control interventions are often used to improve scapular
movement and muscle activation patterns. These interventions
require clinicians to identify scapular position and/or movement
abnormalities (ie, lack of scapular UR), which are then typically
addressed in 2 stages. First, patients are taught to assume optimal
scapular orientation, and second, this new scapular orientation is
integrated into shoulder motion in progressively increased arcs of
motion or levels of difficulty.27–29 While changes in movement and
muscle activation patterns have been observed following motor
control exercises,28,30 these interventions carry certain limitations
such as heavy reliance on therapist clinical observation skills and
patient motor learning capabilities, as well as the need for constant
feedback requiring extensive therapist contact.30 Furthermore, it has
previously been shown that clinical improvement following exercise
interventions among patients with SAIS is not contingent upon
changes in scapular kinematics.31,32 Unlike motor control training,
the Flexion-EF is a relatively simple movement task that can be
performed immediately to result in increased scapular UR and SA
activation. The enhanced scapular UR and SA activation are most
likely imposed due to a restricted glenohumeral motion, thusmaking
the Flexion-EF more similar to a constraint induced movement
intervention rather than a motor control one. By performing the
Flexion-EF, participants are required to actively mobilize their
scapula into greater UR most likely through increased activation
of the SA. This may prove useful among patients with SAIS who
have been shown to present with decreased scapular UR,33,34

decreased SA activation,3 and increased activation of the UT.3,35

The Flexion-EF may possess several advantages over other
exercises purported to promote optimal scapular muscle activa-
tion ratios. For example, the UT/SA activation ratio measured
during the Flexion-EF seems considerably smaller than that
previously reported for the push-up plus.7 Furthermore, the short
lever arm used in the Flexion-EF may make it more suitable for
use earlier in the rehabilitation process compared with the body
weight resistance applied during the push up plus. Adding
scapular protraction to shoulder flexion has also been shown to
increase SA activation and promote a lower UT/SA activation
ratio.11,13 However, the Flexion-EF results in similar muscle
activation effects while avoiding some of the undesirable effects
of increased scapular protraction including hyperactivation of
the deltoid and a decreased ability to generate shoulder muscle
strength.13,36,37 Finally, since Flexion-EF also resulted in

increased scapular UR, it may possess a better choice in patients
demonstrating diminished scapular UR.3,33,34

A less expected finding of this study was the decreased
activation of the UT during Flexion-EF. Castelein et al38 similarly
reported lower UT activation when shoulder elevation was per-
formed with the elbow bent.38 The shorter lever arm of the Flexion-
EF may have reduced muscular demands for shoulder elevation
requiring less activation of the UT.

Although our hypothesis regarding the effect of elbow
flexion on SA activation was confirmed, activation of the LT
did not increase during the Flexion-EF. This may be because of
the more dominant role the SA compared with the LT during
sagittal plane shoulder elevation39–41 Second, the Flexion-EF
may have involved a greater degree of horizontal adduction
compared with the Flexion-EE, as participants attempted to
maintain the tip of their elbow pointing forward during this
exercise. Shoulder horizontal adduction in a standing position
has been previously shown to increase SA activation,26,42–44

while simultaneously decrease LT activation.42,44

This study has several limitations. First, our sample was
comprised of young and healthy individuals, and it is unknown
whether similar muscle activation levels or scapular UR would
occur among clinical populations. Second, the EMG amplitudes
measured in this study were relatively low and may not be
sufficient to invoke strength gains. This is most likely due to
the lack of additional loads during both exercises, which were by
design as the movement pattern was the primary question to be
answered. A similar study investigating scapular muscle activa-
tion during a standing press-up exercise against minimal resis-
tance (0.5 kg) found similar EMG activity in the SA (29% [13%]
MVIC), UT (24% [8%] MVIC), and LT (9% [5%] MVIC).45 The
relatively low EMG values may have also resulted from averag-
ing muscle activity over the entire arc of motion as opposed to
only during 1 segment (eg, concentric or eccentric). Third,
although differences in scapular UR between Flexion-EE and
Flexion-EF are comparable and sometimes even exceed those
found between healthy individuals and patients with SAIS, the
magnitude of these differences still falls within the boundaries of
the measurement error as determined in this study.3,34,35 Thus,
despite comparable interrater reliability with a previous investi-
gation using a similar measurement,19 confidence in these differ-
ences is still somewhat limited. Finally, differences in muscle
activation patterns between the 2 exercises should not necessarily
be attributed to differences in scapular UR. Other scapulothor-
acic or glenohumeral kinematic differences between exercises
may provide alternative explanations.

Conclusions

Bending the elbow during shoulder flexion results in increased
scapular UR, along with greater activation of the SA, decreased
activation of the UT, and a more favorable UT/SA activation ratio.
These findings suggest Flexion-EF may be a useful exercise for
promoting increased scapular UR preferentially through increased
activation of the SA. This may be desirable among certain clinical
populations such as patients with SAIS.

References

1. Ellenbecker TS, Cools A. Rehabilitation of shoulder impingement
and rotator cuff injuries: an evidence-based review. Br J Sports Med.

Table 2 Scapular Muscle Activation (%MVIC) and
Activation Ratio During Each Shoulder Flexion
Condition

Muscle Flexion-EE Flexion-EF P value

SA, %MVIC 12.2 (7.90) 18.2 (9.20) <.01

UT, %MVIC 11.7 (6.60) 4.10 (6.40) <.01

MT, %MVIC 1.72 (1.70) 1.94 (1.50) .51

LT, %MVIC 3.94 (7.20) 3.80 (4.10) .10

UT/SA activation ratio 0.96 (0.65) 0.21 (0.39) <.01

UT/LT activation ratio 2.16 (5.62) 1.18 (3.10) .06

Abbreviations: EE, shoulder flexion with the elbow extended; EF, shoulder flexion
with the elbow flexed; IQR, interquartile range; LT, lower trapezius; MVIC,
maximal voluntary isometric contraction; MT, middle trapezius; SA, serratus
anterior; UT, upper trapezius. Note: The values are presented as Median (IQR).

Elbow Flexion Scapular Upward Rotation 149

JSR Vol. 31, No. 2, 2022
Brought to you by UNIVERSITY OF KENT | Unauthenticated | Downloaded 03/07/23 05:24 PM UTC



2010;44(5):319–327. PubMed ID: 20371557 doi:10.1136/bjsm.
2009.058875

2. Cools A, Struyf F, De Mey K, Maenhout A, Castelein B, Cagnie B.
Rehabilitation of scapular dyskinesis: from the office worker to the
elite overhead athlete. Br J Sports Med. 2014;48(8):692–697.
PubMed ID: 23687006 doi:10.1136/bjsports-2013-092148

3. Ludewig PM, Cook TM. Alterations in shoulder kinematics and
associated muscle activity in people with symptoms of shoulder
impingement. Phys Ther. 2000;80(3):276–291. PubMed ID:
10696154

4. Struyf F, Cagnie B, Cools A, et al. Scapulothoracic muscle activity
and recruitment timing in patients with shoulder impingement
symptoms and shoulder instability. J Electromyogr Kinesiol.
2014;24(2):277–284. PubMed ID: 24389333 doi:10.1016/j.
jelekin.2013.12.002

5. Seitz AL, McClelland RI, Jones WJ, Jean RA, Kardouni JR. A
comparison of change in 3D scapular kinematics with maximal
contractions and force production with scapular muscle tests between
asymptomatic overhead athletes with and without scapular dyskin-
esis. Int J Sports Phys Ther. 2015;10(3):309–318. http://www.ncbi.
nlm.nih.gov/pmc/articles/pmc4458918/.

6. Cools AM, Dewitte V, Lanszweert F, et al. Rehabilitation of scapular
muscle balance: which exercises to prescribe? Am J Sports Med.
2007;35(10):1744–1751. PubMed ID: 17606671 doi:10.1177/0363
546507303560

7. Ludewig PM, Hoff MS, Osowski EE, Meschke SA, Rundquist PJ.
Relative balance of serratus anterior and upper trapezius muscle
activity during push-up exercises. Am J Sports Med. 2004;32(2):
484–493. PubMed ID: 14977678 doi:10.1177/0363546503258911

8. De Mey K, Daneels LA, Cagnie B, Huyghe L, Seyns E, Cools AM.
Conscious correction of scapular orientation in overhead athletes
performing selected shoulder rehabilitation exercises: the effect on
trapezius muscle activation measured by surface electromyography. J
Orthop Sports Phys Ther. 2013;43(1):3–10. PubMed ID: 23160271
doi:10.2519/jospt.2013.4283

9. Huang HY, Lin JJ, Guo YL, Wang WT, Chen YJ. 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. PubMed ID: 23123099 doi:10.1016/j.
jelekin.2012.09.007

10. 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. PubMed
ID: 27525356 doi:10.1016/j.math.2016.07.013

11. Jung SH, Jeon IC, Hwang UJ, Kim JH, Kwon OY. The effect of a
combination of scapular protraction with resistance and forward
flexion of the shoulder on serratus anterior muscle activity. Phys
Ther Korea. 2014;23(4):55–62. doi:10.12674/ptk.2016.23.4.055

12. Weon JH, Kwon OY, Cynn HS, Lee WH, Kim TH, Yi CH. Real-time
visual feedback can be used to activate scapular upward rotators in
people with scapular winging: an experimental study. J Physiother.
2011;57(2):101–107. PubMed ID: 21684491 doi:10.1016/s1836-
9553(11)70020-0

13. Contemori S, Panichi R, Biscarini A. Effects of scapular retraction/
protraction position and scapular elevation on shoulder girdle
muscle activity during glenohumeral abduction. Hum Mov Sci.
2019;64:55–66. PubMed ID: 30660072 doi:10.1016/j.humov.
2019.01.005

14. Ludewig PM, Phadke V, Braman JP, Hassett DR, Cieminski CJ,
LaPrade RF. Motion of the shoulder complex during multiplanar
humeral elevation. J Bone Joint Surg Am. 2009;91(2):378–389.
PubMed ID: 19181982 doi:10.2106/jbjs.g.01483

15. Gajdosik RL, Hallett JP, Slaughter LL. Passive insufficiency of two-
joint shoulder muscles. Clin Biomech. 1994;9(6):377–378. doi:10.
1016/0268-0033(94)90069-8

16. Eiserloh H, Drez D Jr, Guanche CA. The long head of the triceps: a
detailed analysis of its capsular origin. J Shoulder Elbow Surg.
2000;9(4):332–335. PubMed ID: 10979531 doi:10.1067/mse.2000.
106466

17. Nasu H, Baramee P, Kampan N, Nimura A, Akita K. An anatomic
study on the origin of the long head of the triceps brachii. JSES Open
Access. 2019;3(1):5–11. doi:10.1016/j.jses.2019.01.001

18. Kolber MJ, Vega F, Widmayer K, Cheng MS. The reliability and
minimal detectable change of shoulder mobility measurements using
a digital inclinometer. Physiother Theory Pract. 2011;27(2):176–
184. PubMed ID: 20690872 doi:10.3109/09593985.2010.481011

19. Silverson OA, Cascia NG, Hettrich CM, Heebner NR, Uhl TL. The
reliability and validity of a clinical assessment tool to measure
scapular motion in all three anatomical planes. J Athl Train.
2020;56(6):586–593. doi:10.4085/276-20

20. Fleiss JL. Statistical Methods for Raters and Proportions. 2nd ed.
New York, NY: John Wiley & Sons; 1981.

21. Basmajian JV, De Luca CJ, Butler JP. Apparatus, Detection, and
Recording Techniques. Muscle Alive, Their Functions Revealed by
Electromyography. Baltimore, MD:Williams &Wilkins; 1985:19–64.

22. Clancy EA, Morin EL, Merletti R. Sampling, noise-reduction and
amplitude estimation issues in surface electromyography. J Electro-
myogr Kinesiol. 2002;12(1):1–16. PubMed ID: 11804807

23. McLean L, Chislett M, Keith M, Murphy M, Walton P. The effect of
head position, electrode site movement and smoothing window in the
determination of a reliable maximum voluntary activation of the
upper trapezius muscle. J Electromyogr Kinesiol. 2003;13(2):169–
180. PubMed ID: 12586522 doi:10.1016/s1050-6411(02)00051-2

24. Ekstrom RA, Bifulco KM, Lopau CJ, Andersen CF, Gough JR.
Comparing the function of the upper and lower parts of the serratus
anterior muscle using electromyographic analysis. J Orthop Sports
Phys Ther. 2004;34(5):235–243. PubMed ID: 15189015 doi:10.
2519/jospt.2004.34.5.235

25. Schuldt K, Harms-Ringdahl K. Activity levels during isometric test
contractions of neck and shoulder muscles. Scan J Rehabil Med.
1998;20(3):117–127.

26. Ekstrom RA, Donatelli RA, Soderberg GL. Surface electromyo-
graphic analysis of exercises for the trapezius and serratus anterior
muscles. J Orthop Sports Phys Ther. 2003;33(5):247–258. PubMed
ID: 12774999 doi:10.2519/jospt.2003.33.5.247

27. Struyf F, Nijs J, Mollekens S, Jeurissen I, Truijen S, Mottram S,
Meeusen R. Scapular-focused treatment in patients with shoulder
impingement syndrome: a randomized clinical trial. Clin Rheumatol.
2013;32(1):73–85. PubMed ID: 23053685 doi:10.1007/s10067-012-
2093-2

28. Worsley P, Warner M, Mottram S, et al. Motor control retraining
exercises for shoulder impingement: effect on function, muscle
activation, and biomechanics in young adults. J Shoulder Elbow
Surg. 2013;22(4):e11–e19. PubMed ID: 22947240 doi:10.1016/j.jse.
2012.06.010

29. Watson L, Warby S, Balster S, Lenssen R, Pizzari T. The treatment of
multidirectional instability of the shoulder with a rehabilitation
program: part 1. Shoulder Elbow. 2016;8(4):271–278. PubMed ID:
27660660 doi:10.1177/1758573216652086

30. Roy JS, Moffet H, Hebert LJ, Lirette R. Effect of motor control and
strengthening exercises on shoulder function in persons with
impingement syndrome: a single-subject study design. Man Ther.
2009;14(2):180–188. PubMed ID: 18358760 doi:10.1016/j.math.
2008.01.010

150 Rabin et al

JSR Vol. 31, No. 2, 2022
Brought to you by UNIVERSITY OF KENT | Unauthenticated | Downloaded 03/07/23 05:24 PM UTC

http://www.ncbi.nlm.nih.gov/pubmed/20371557?dopt=Abstract
https://doi.org/10.1136/bjsm.2009.058875
https://doi.org/10.1136/bjsm.2009.058875
http://www.ncbi.nlm.nih.gov/pubmed/23687006?dopt=Abstract
https://doi.org/10.1136/bjsports-2013-092148
http://www.ncbi.nlm.nih.gov/pubmed/10696154?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/24389333?dopt=Abstract
https://doi.org/10.1016/j.jelekin.2013.12.002
https://doi.org/10.1016/j.jelekin.2013.12.002
http://www.ncbi.nlm.nih.gov/pmc/articles/pmc4458918/
http://www.ncbi.nlm.nih.gov/pmc/articles/pmc4458918/
http://www.ncbi.nlm.nih.gov/pubmed/17606671?dopt=Abstract
https://doi.org/10.1177/0363546507303560
https://doi.org/10.1177/0363546507303560
http://www.ncbi.nlm.nih.gov/pubmed/14977678?dopt=Abstract
https://doi.org/10.1177/0363546503258911
http://www.ncbi.nlm.nih.gov/pubmed/23160271?dopt=Abstract
https://doi.org/10.2519/jospt.2013.4283
http://www.ncbi.nlm.nih.gov/pubmed/23123099?dopt=Abstract
https://doi.org/10.1016/j.jelekin.2012.09.007
https://doi.org/10.1016/j.jelekin.2012.09.007
http://www.ncbi.nlm.nih.gov/pubmed/27525356?dopt=Abstract
https://doi.org/10.1016/j.math.2016.07.013
https://doi.org/10.12674/ptk.2016.23.4.055
http://www.ncbi.nlm.nih.gov/pubmed/21684491?dopt=Abstract
https://doi.org/10.1016/s1836-9553(11)70020-0
https://doi.org/10.1016/s1836-9553(11)70020-0
http://www.ncbi.nlm.nih.gov/pubmed/30660072?dopt=Abstract
https://doi.org/10.1016/j.humov.2019.01.005
https://doi.org/10.1016/j.humov.2019.01.005
http://www.ncbi.nlm.nih.gov/pubmed/19181982?dopt=Abstract
https://doi.org/10.2106/jbjs.g.01483
https://doi.org/10.1016/0268-0033(94)90069-8
https://doi.org/10.1016/0268-0033(94)90069-8
http://www.ncbi.nlm.nih.gov/pubmed/10979531?dopt=Abstract
https://doi.org/10.1067/mse.2000.106466
https://doi.org/10.1067/mse.2000.106466
https://doi.org/10.1016/j.jses.2019.01.001
http://www.ncbi.nlm.nih.gov/pubmed/20690872?dopt=Abstract
https://doi.org/10.3109/09593985.2010.481011
https://doi.org/10.4085/276-20
http://www.ncbi.nlm.nih.gov/pubmed/11804807?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12586522?dopt=Abstract
https://doi.org/10.1016/s1050-6411(02)00051-2
http://www.ncbi.nlm.nih.gov/pubmed/15189015?dopt=Abstract
https://doi.org/10.2519/jospt.2004.34.5.235
https://doi.org/10.2519/jospt.2004.34.5.235
http://www.ncbi.nlm.nih.gov/pubmed/12774999?dopt=Abstract
https://doi.org/10.2519/jospt.2003.33.5.247
http://www.ncbi.nlm.nih.gov/pubmed/23053685?dopt=Abstract
https://doi.org/10.1007/s10067-012-2093-2
https://doi.org/10.1007/s10067-012-2093-2
http://www.ncbi.nlm.nih.gov/pubmed/22947240?dopt=Abstract
https://doi.org/10.1016/j.jse.2012.06.010
https://doi.org/10.1016/j.jse.2012.06.010
http://www.ncbi.nlm.nih.gov/pubmed/27660660?dopt=Abstract
https://doi.org/10.1177/1758573216652086
http://www.ncbi.nlm.nih.gov/pubmed/18358760?dopt=Abstract
https://doi.org/10.1016/j.math.2008.01.010
https://doi.org/10.1016/j.math.2008.01.010


31. McClure PW, Bialker J, Neff N, Williams G, Karduna A. Shoulder
function and 3-dimensional kinematics in people with shoulder
impingement syndrome before and after a 6-week exercise program.
Phys Ther. 2004;84(9):832–848. PubMed ID: 15330696 doi:10.
1093/ptj/84.9.832

32. Camargo PR, Alburquerque-Sendin F, Avila MA, Haik MN,
Vieira A, Salvini TF. Effects of stretching and strengthening
exercises, with and without manual therapy, on scapular kinemat-
ics, function, and pain in individuals with shoulder impingement:
a randomized controlled trial. J Orthop Sports Phys Ther. 2015;
45(12):984–997. PubMed ID: 26471852 doi:10.2519/jospt.2015.
5939

33. Turgut E, Duzgun I, Baltaci G. Scapular asymmetry in participants
with and without shoulder impingement syndrome; a three-dimen-
sional motion analysis. Clin Biomech. 2016;39:1–8. doi:10.1016/j.
clinbiomech.2016.09.001

34. Endo K, Ikata T, Katoh S, Takeda Y. Radiographic assessment of
scapular rotational tilt in chronic shoulder impingement syndrome. J
Orthop Sci. 2001;6(1):3–10. PubMed ID: 11289583 doi:10.1007/
s007760170017

35. Diniz Lopes A, Timmons MK, Grover M, Mesquita Ciconelli R,
Michener LA. Visual scapular dyskinesis: kinematics and muscle
activity alterations in patients with subacromial impingement syn-
drome. Arch Phys Med Rehabil. 2015;96(2):298–306. doi:10.1016/j.
apmr.2014.09.029

36. Smith J, Dietrich CT, Kotajarvi BR, Kaufman JR. The effect of
scapular protraction on isometric shoulder rotation strength in normal
subjects. J Shoulder Elbow Surg. 2006;15(3):339–343. PubMed ID:
16679235 doi:10.1016/j.jse.2005.08.023

37. Smith J, Kotajarvi BR, Padgett DJ, Eischen JJ. Effect of scapular
protraction and retraction on isometric shoulder elevation strength.
Arch Phys Med Rehabil. 2002;83(3):367–370. PubMed ID:
11887118 doi:10.1053/apmr.2002.29666

38. Castelein B, Cagnie B, Parlevliet T, Cools A. Superficial and deep
scapulothoracic muscle electromyographic activity during elevation
exercises in the scapular plane. J Orthop Sports Phys Ther.
2016;46(3):184–193. PubMed ID: 26868896 doi:10.2519/jospt.
2016.5927

39. Inman VT, Saunders JB, Abbott LC. Observations of the function of
the shoulder joint. 1944. Clin Orthop Relat Res. 1996;330:3–12.
PubMed ID: 8804269 doi:10.1097/00003086-199609000-00002

40. Tsuruike M, Ellenbecker TS. Adaptation of muscle activity in
scapular dyskinesis test for collegiate baseball players. J Shoulder
Elbow Surg. 2016;25(10):1583–1593. PubMed ID: 27265682 doi:10.
1016/j.jse.2016.03.004

41. Moseley JB, Jobe FW, PinkM, Perry J, Tibone J. EMG analysis of the
scapular muscles during a shoulder rehabilitation program. Am J
Sports Med. 1992;20(2):128–134. PubMed ID: 1558238 doi:10.
1177/036354659202000206

42. Ishigaki T, Yamanaka M, Hirokawa M, et al. Rehabilitation exercises
to induce balanced scapular muscle activity in an anti-gravity posture.
J Phys Ther Sci. 2014;26(12):1871–1874. PubMed ID: 25540485
doi:10.1589/jpts.26.1871

43. Jung SH, Hwang UJ, Kim JH, Gwak GT, Kwon OY. Effects of
horizontal shoulder abduction and adduction on the activity and
strength of the scapular protractors. J Electromyogr Kinesiol.
2017;37:155–159. PubMed ID: 29102878 doi:10.1016/j.jelekin.
2017.10.011

44. Miyasaka J, Arai R, Ito T, et al. Isometric muscle activation of the
serratus anterior and trapezius muscles varies by arm position: a pilot
study with healthy volunteers with implications for rehabilitation.
J Shoulder Elbow Surg. 2017;26(7):1166–1174. PubMed ID:
28131688 doi:10.1016/j.jse.2016.11.010

45. Uhl TL, Muir TL, Lawson L. Electromyographical assessment of
passive, active assistive and active shoulder rehabilitation exercises.
PM R. 2010;2(2):132–141.

Elbow Flexion Scapular Upward Rotation 151

JSR Vol. 31, No. 2, 2022
Brought to you by UNIVERSITY OF KENT | Unauthenticated | Downloaded 03/07/23 05:24 PM UTC

http://www.ncbi.nlm.nih.gov/pubmed/15330696?dopt=Abstract
https://doi.org/10.1093/ptj/84.9.832
https://doi.org/10.1093/ptj/84.9.832
http://www.ncbi.nlm.nih.gov/pubmed/26471852?dopt=Abstract
https://doi.org/10.2519/jospt.2015.5939
https://doi.org/10.2519/jospt.2015.5939
https://doi.org/10.1016/j.clinbiomech.2016.09.001
https://doi.org/10.1016/j.clinbiomech.2016.09.001
http://www.ncbi.nlm.nih.gov/pubmed/11289583?dopt=Abstract
https://doi.org/10.1007/s007760170017
https://doi.org/10.1007/s007760170017
https://doi.org/10.1016/j.apmr.2014.09.029
https://doi.org/10.1016/j.apmr.2014.09.029
http://www.ncbi.nlm.nih.gov/pubmed/16679235?dopt=Abstract
https://doi.org/10.1016/j.jse.2005.08.023
http://www.ncbi.nlm.nih.gov/pubmed/11887118?dopt=Abstract
https://doi.org/10.1053/apmr.2002.29666
http://www.ncbi.nlm.nih.gov/pubmed/26868896?dopt=Abstract
https://doi.org/10.2519/jospt.2016.5927
https://doi.org/10.2519/jospt.2016.5927
http://www.ncbi.nlm.nih.gov/pubmed/8804269?dopt=Abstract
https://doi.org/10.1097/00003086-199609000-00002
http://www.ncbi.nlm.nih.gov/pubmed/27265682?dopt=Abstract
https://doi.org/10.1016/j.jse.2016.03.004
https://doi.org/10.1016/j.jse.2016.03.004
http://www.ncbi.nlm.nih.gov/pubmed/1558238?dopt=Abstract
https://doi.org/10.1177/036354659202000206
https://doi.org/10.1177/036354659202000206
http://www.ncbi.nlm.nih.gov/pubmed/25540485?dopt=Abstract
https://doi.org/10.1589/jpts.26.1871
http://www.ncbi.nlm.nih.gov/pubmed/29102878?dopt=Abstract
https://doi.org/10.1016/j.jelekin.2017.10.011
https://doi.org/10.1016/j.jelekin.2017.10.011
http://www.ncbi.nlm.nih.gov/pubmed/28131688?dopt=Abstract
https://doi.org/10.1016/j.jse.2016.11.010

	Bending the Elbow During Shoulder Flexion Facilitates Greater Scapular Upward Rotation and a More Favorable Scapular Muscle Activation Pattern
	Repository Citation

	Bending the Elbow During Shoulder Flexion Facilitates Greater Scapular Upward Rotation and a More Favorable Scapular Muscle Activation Pattern
	Digital Object Identifier (DOI)

	JSR-2021-0116 146..151

