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— Abstract —

The Weight Lifters’ Shoulder

In-Ho Jeon, M.D. and Hee-Soo Kyung, M.D.

Deparmment of Orthopaedic Surgery, School of Medicine,
Kyungpook National University, Daegu, Korea

Purpose: Weight lifting is a good training to control body weight, to cotrect body shape and to relieve stress. How-
ever if the training is continued by inadequate training method and technique, the risks of the shoulder injuries are
relatively high.

Main Subjet: The rotator cuff injury is the most common disorder to wright lifters and often results from the train-
ing program of upright row, military press and pectoral deck. The chances of subacromial impingement in these pos-
tures are high because the shoulder rotates under the acromion at 90 abduction state.

Shoulder instability in weight lifters can develop due to various causes. Repeated microtrauma and excessive
abduction and external rotation may result in laxity of the anterior capsular structure, ligament and muscles. Behind
the neck and bench press are high risk training postures. Other than those injuries, idiopathic osteolysis of distal clav-
icle, acromioclavicular separation, pectoralis major muscle rupture, and triceps muscle rupture may develop.

Conclusion: The best treatment option of the shoulder injury to weight lifters is to eliminate the possible risk ele-
ments for the weight lifters in training program and to provide proper and prompt treatment as soon as possible.
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(musculotendinous)®] A8 &4, 78 3T
Zo] gz, EAMe wEHE njA &4 (micro-
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AMe 25 FFF(rotator cuff impinge-
ment syndrome), ¥& &7 F3¥T(thoracic
outlet syndrome) E¥ 35 85°] 1 47t 2
& gk, 2 9o =8x ¢A 99 A2 =5
8 (distal clavicle osteolysis)\} &= @A
B3] (acromioclavicular separation)””, &<
9] 4 (pectoralis major rupture), AF =
94 (triceps rupture), AzE #-S 4
(glenoid fracture), 2&2 &7 Fo| LAY
F ot} A= w4 9= &4 (chronic weight
lifting injury)& #=3 oy FAH3 7]
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Fig. 1-A, B. Upright row: Gripping the weight at prone position and lifting the weight to the level of the chest keep-
ing the elbow higher than the hands. Internal rotation at forced abduction squeeze the rotator cuff mus-

cles under the acromial space.



At 71, £49 g0 gl AR F2E9 1) H2I0IE 2= (upright row)
38 WAE WA A olFstedolltt. g A whe do) FHu Luighe BEo g A BB
SeAN E3kA BFE e ABd A dalM 2 29 ARG A 4AF whES 1 AR

AH B = 3} 7] Eolgdtt, F2 F3d 22 (elbow flex-
o) ZA#A 3¢ Z(shoulder abductor)°] &

=M B st=tl AW A2 (anterior deltoid)@ o] %

=
L

2) UE|E2] =2 A(military press)

AN £4L A5 A /Mg &3 &4 Uukd el W (conventional) ¥ & H2Zsl= W
2 58] b 2 £F AAoM 2 €4 (behind neck type)o]l Sl AL o7 9o
o] &Ea&tc}, Hojgx wAo2 Eojgele 230/t (Fig. 2).

Fig. 2-A, B, C. Military press: Two types of military
press; one is for conventional (A, B) and
the other for behind the neck type (C).
Lifting the weight from the shoulder up to
the head. Forced external rotation at full
abduction increases risk of subacromial
impingement and increases the tension in
the anterior structure of the shoulder.
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Fig. 3-A, B. Pectoral deck: This can strengthen the pectoralis major, however the humeral head rotates under the sub-
acromial space during the exercise.

Fig. 4-A, B. Behind the neck or behind the neck latissimus dorsi: This exercise typically increases the tension in the
anterior capsule, anterior cuff and anterior inferior glenohuemral ligament when the weight is pulled
down behind the neck, which causes abduction and excessive external rotation.

3) #EH HA(pectoral deck) Hely, I HelE B9 QA AN d8s F

HEH HIE ol &3 FFoR F &o) A el Sz dREE @Yol I g
255 djFZ(pectoralis major) 2 23 & 5 ¥ 7174 AW FF & (anterior chest mus-
RE EFolt} (Fig. 3). cle)3} ATA 9 T8 ARF <A

ol AAle A#A-e] 90° HHE HefollA &  (scapular stabilizer muscle)#e] ¥z32 A
Fol o]FoA7] W ERFAon IAAMNF dHor A F9 ZHol oA AL FIAAA
AEsA-A FE5(Impinge)E 7FsAdel Boh. ¢ ¥z3} (in-coordination of scapulotho-
53] 347 (supraspinatus tendon)?] & % racic articulation)y} ©}%+ &%Z(scapulotho-



Fig. 5. At full abduction and external rotation, the
humeral head moves not in the scapular plane
but in the coronal plane which shifts the humeral
head anteriorly causing hyperangulation. This
may lead to anterior laxity.

racic dysfunction, dyskinesia)o] 243tz A
BEE B3 vEEHd ol ALY, I o
21g ARl e £44S Jobe T 249 ok
o MY dhed, 8o g3 AAA
At FxEo] A (stretching) H1, ol n
Al &4 (microtruma)e.2 AZAFo] ThA] Aur
w4 7 87 (angulation)e] A sHct,

AL #He dx Ml slo] BE 3 ABd
ETEe 3483, HE 9 F(overhead
activity) 22 <3lsle %o Al @)
OE A w2 S oo] g
2ol 53] HA#E FH9 T3 dHs 2%
(dynamic stabilizer)g Z3tA171E Ao &
sttt WA Heed WHos g AFen,
2o A9 434 A7t sHEc 1w
HomE T85 d8s] 93 dSgAd An
&% 38 ZEods fy A% % =20
# (stretching: 53] ¥ A9 Fo] Ut}

2. At Y (Anterior Shoulder Instability)
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%9 olgoz Aug}.
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BE9e F4 A EEE wHez
TAAL thae) - Aol wo] WAz,

1) Hlst2l= 4l (behind the neck E= behind
the neck latissimus dorsi)

o 99 9rlE ZAM B HE JRAT)e
o] F AAlA 53] G471 e & Hz 9
AATe FANA AP BE3 93)Ho]
FaE 1 o2 gk Aw #Auty A A, &
gekekId] (inferior glenohumeral ligament)
o =3 JFE o] A Fig. 4). H2e

AF F 57] 2de] ST P}

2) HIF| Zef|A(bench press)

BAZE AR, 93HE AeHdA AgE A
(scapular plane) °] o}zl #A4 (coronal
plane)olX &Fo] o|Fojxm A TFr}F A
Wo g olF3HA A=d Z4¥A (hyperangula-
tion)o] o] Fx}H(Fig. 5).

2 E<P¥ A (chronic instability) & 37]zF
o WA ZY2E 3R HAAHo] M A
go] A &Holm HHEAQ A4S FAFo] LAY
g} ols EJ AEHE THA% uRAAQ
0%4E op13tA €
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(instability test)Z b Z=go] Hul Uiy
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[e]
_ry T
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3 H?l H4Z = 838 (diopathic osteolysis
of distal clavicle)
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Az E A 971, @Al 97
(recreational weight lifting), 34 ZAJAt
(heavy overhead worker), &% &7] 7|4 &
AZH(pneumatic tool-worker) oA E3A LAY
stx, 1 HeHEs v HE o A R
Zo| 7} B F F4E oplsE vA 3HY,
T oo ogh A, dxMH QI A A7AA Q)
ooz olatAQl ¥R W ARZ o
o2 3 TR A7 e &447 Fodute] A
B, Az 2Ef 2 JFow HEI #A
gz 4% 984 473 €5 ieer &
2F7F WA =HUA Z 34 FYo] Fage] #
Agka geiAd U, vlA Au)AE Raldl 9
3PH &A3) 8} (demineralization), A& FF
(subchondral cyst), 99 A& #2(erosion
of distal clavicle)&ol TER} ",
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*q fRan g Y.
AR AN, Ge PN BYY AR WY
34 g, A9 AT PAske T2 2 F
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¥ Zanca view £ © &3 @A £ g
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idiopathic massive osteolysis)¢t & L1

F4% (multiple myeloma)& 7,.}%5}]0]: =il
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}= (Pectoralis major muscle rupture)
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29 HZ(clavicular) Fa5e A9 F4&
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ALY HodeELe A& 289 g
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e (teres major)olyt HiFétZ (subscapu-
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5. A2 TkE(Triceps muscle rupture)
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