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The Scapula ha its influences in an important way in: motion, muscular performance, motor control and 
shoulder posture, (2nd International Consensus about the Scapula, Lexington, Kentucky, 2013).1 

Physiologically, the scapula is the stable base, where the muscles that contribute to the dynamic stability, 
arm movement and mechanically originate; an adequate scapula-humeral rhythm (a coordinated 
movement pair between the scapula and the humerus) is required to allow a proper glenohumeral 
alignment and maximize the joint stability.2  

 

DYSKINESIA DEFINITION 

 

Dyskinesia is the alteration of the normal scapular kinematics. Dis: Alter. Kinetic Movement. This term 

involves a loss of normal control of the scapular movement,3 and it is also related to alterations in position 

and scapular movement4. 

DYSKINESIA CAUSES 

2nd International Consensus about the Scapula, Lexington, Kentucky, 20135 

• Bone causes: Thoracic kyphosis, unconsolidated clavicle fractures or poor union. 

• Joint causes: Severe acromioclavicular instability, acromioclavicular osteoarthritis, instability and 

/or joint damage of the gelohumeral joint. 

• Neurological causes: Cervical radiculopathy, injury to the long thoracic nerve or accessory spinal 

cord, in this case called the winged scapula (due to neural damage). 

• Soft Tissue Causes: - Lack of flexibility, intrinsic muscular issues, shortening/rigidity of the 

pectoralis minor6 and of the biceps short portion (generate an anterior scapular tilt)7, - Lack of 

flexibility of the posterior tissues of the shoulder, which can generate a shoulder internal rotation 

deficit and a wind up that ends up limiting still more the internal rotation range and the horizontal 

abduction. – Alterations on the activation of the peri-scapular muscles, - Activation deficit and 
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muscle strength of the anterior serrate generates a decrease of the posterior tilt and superior 

scapular rotation for normal elevation; which is closely related to episodes of pinching and 

shoulder pain and, hence, dyskinesia8. – Alteration of the force couple of the upper and lower 

trapezius, and produces dysfunction in the superior rotation and in the posterior tilt. The alteration 

of the scapular movement9 and scapular position diminish the linear measurements of the 

subacromial space10, decrease of the rotator cuff strength11, tension of the anterior glenohumeral 

ligaments12. 

  

CLÍNICAL EVALUATION OF DYSKINESIA 

There are several methods of evaluating dyskinesia, some using equipment such as inclinometers, 

topographers, electromagnetic accessories, very sophisticated for access the daily clinic. 

There are also manual observation techniques sometimes including manual scaling (SRT: Scapular 

Retraction / Reposition test).13 

The first scapula consensus, in 200914, and the second Consensus in 201315, was recommended as the 

best option for the clinical evaluation of dyskinesia, the dynamic scapular dyskinesia test. 

 

DYNAMIC SCAPULAR DYSKINESIA EVALUATION 

Kibler and Colbs; described the test in 200216, which consists of a visual classification system, in which 

the user to examine performs at least 3 elevations in the scapula-humeral flexion level and 3, in the 

coronal abduction level maintaining the thumbs upwards. 

In both flexion and abduction, the user performs using hand weights ranging from 1 to 2.5 kilos, 

depending on the weight and body mass of the patient. 

The test evaluator position himself behind the user to examine, in order to be able to observe the 

elevations carefully. 

The evaluated user stands. 

 

1. The dyskinesia found will be graduated in: 

• Normal: Symmetrical, smooth, harmonic lift in concentric and eccentric. The scapula remains 

stable and with a minimal movement between 30 and 60 degrees of elevation, after this range, 
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rotates superiorly smooth and continuous and in the descent also rotates inferiorly harmonic and 

smooth. There is no evidence of winging or any abnormality. 

• Sutil or Slight: Slight or questionable evidence of abnormality, not consistent. 

• Obvia: Clear presence with marked findings of dyskinesia, at least 3/5 of the ROM; either 

dysrhythmia or winging (1inch or 2.54cms, or more displacement of the chest wall). 

2. The findings of dyskinesia described in the test can be of two types: 

• Winging Abnormality: The media border and/or lower angle of scapula move posteriorly, away 

from the chest wall. 

• Dysrhythmia: The scapula demonstrates premature or excessive elevation or protraction, non-

smooth movement, non-fluid movement or sprocket movement (during stops) during elevation 

or during descent, or also rapid lower rotation during descent of the arm. 

3. The final scale of the tests is based on the combination or the tests of the flexion and abduction 

movement: 

• Normal Movement: Both movement tests are normal or one movement is normal and the other 

is subtle or slight abnormality. 

• Subtle or mild Abnormal: Both the flexion and abduction tests have subtle or mild abnormalities. 

• Obvious Abnormality: On or two tests, or flexion or abduction, is graded in an obvious 

abnormality. 

Kibler and Colbs, reported the reliability of the test, based on the visual classification system for capsular 

dysfunction, which defined three types of movement abnormalities17: 

Type I: Prominence of the lower angle 

Type II: Medial Edge Prominence 

Type III: Excessive elevation of medial upper border 

Type IV: Scapular movement, normal, symmetrical. No dyskinesia. 

 



 

www.lilianarozo.cl 

4 

 

Figure n.10 TEST DE DYNAMIC SCAPULAR DYSKINESIA EVALUATION 

Mc Clure, Philip, Tate, Angela, Kareha, Stephen. A clinical implicatiots for identifying Scapular Dyskinesis. Part 1: 
Reliability. Journal of Atletic Training, 2009;44(2):160-164. www.nata.org/jat 

 

This test evaluates the performance of muscle recruitment mainly of the muscles of the anterior serratus, 

middle and lower trapezius in its function of stabilizing the scapula against the thorax during elevations. 

Any dysfunction of the musculoskeletal system of the upper trunk room; should consider performing the 

scapular dyskinesia test and dynamic scapula control (serratus anterior, middle and lower trapezius, 

infraspinatus and their relationships in the force couple activation) as well as; of the coappliers of the 

humeral head: rotator cuff: supraspinatus, infraspinatus, minor round, subscapular and long portion of 

the biceps, among others. 
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