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— Abstract —

Painful Jerk Test: A Predictor of Success in Nonoperative Treatment of
Posteroinferior Instability of the Shoulder

Seung-Ho Kim, M.D., Woong-Kyo Jeong, M.D., Jae-Chul Park, M.D., Jun-Sic Park, M.D., Irvin Oh, M.D.

Department of Orthopaedic Surgery Sungkyunkwan University School of Medicine,
Samsung Medical Center, Seoul, Korea

The purposes of this study were to evaluate the presence or absence of pain with the jerk test as a predictor of the
success of nonoperative treatment for posteroinferior instability of the shoulder and to identify pathologic lesion
responsible for the pain in the jerk test. Eighty-nine shoulders(81 patients), which had posteroinferior instability with
positive posterior clunk in the jerk test, were nonoperatively treated. The patients were divided into two groups with
respect to the presence of pain in the jerk test: painless jerk group(54 shoulders) and painful jerk group(35 shoulders).
Response to the nonoperative treatment was evaluated after at least 6 months rehabilitation program. Patients who did
not respond to the rehabilitation underwent arthroscopic examination to identify any pathologic lesion. The painful
Jerk group had higher failure rate with nonoperative treatment (p<0.001). In the painless jerk group, fifty shoulders
(93%) responded to rehabilitation program after a mean of 4 months. Four shoulders(7%) were unresponsive to the
rehabilitation. In the painful jerk group, five shoulders(16%) were successful with the rehabilitation while the other
thirty shoulders(84%) failed. All 34 shoulders, which were unresponsive to the rehabilitation, had a variable degree of
posteroinferior labral lesions. In conclusion, the jerk test is a hallmark for predicting the prognosis of nonoperative
treatment in the posteroinferior instability. Shoulders with symptomatic posteroinferior instability and a painful jerk
test have posteroinferior labral lesion.
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Table 1. Grading of return to activity

Grade Amount of limitation % of previous function Assessment
0 no limitation 100%

I mild limitation 90% ~ 100% satisfactory
1I moderate limitation 80% ~89%

I severe limitation 70% ~79%

S unsatisfacto:
v very severe limitation <69% B

Fig. 1. The jerk test. (A) Axial force is applied on the arm in 90-degree abduction and internal rotation. (B) The arm
is horizontally adducted while maintaining the axial load.
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Table 2. Desmographic Data.

Variable Painless Group Painful Group
Patient Number 48 (54 shoulders) 33 (35 shoulders)
Age (year) 24 (19~31) 25 (18~29)
Sex (M/F) 31/17 26/7
Symptom Duration (year) 3.8+4(1.5~9.5) 32+36(1~59)
Dominant extremity 29 (60%) 24 (73%)
Minor trauma incidence 16 (30%) 14 (40%)
Sports 12 (25%) 11 (33%)
Sulcus sign Grade 1 17 (31%) 14 (40%)
Grade 2 28 (52%) 17 (49%)
Grade 3 9 (17%) 4 (11%)
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Table 3. Clinical outcome of Painless Group
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Variable Pre-op. (95% CI%) Follow-up (95% CI*) P value
Mean Shoulder score (points)
UCLA' 2444 (23~25) 3343 (32~34) <0.001
ASES! 68+ 13 (65~72) 92+ 8 (90~95) <0.001
Rowe’ 5011 (47~33) 93 410 (90~96) <0.001
Mean pain score 03.6+3.1 (3.2~3.9) 02+05(0.1~04) <0.001
Mean activity return (percent) 42415 (38~46) 93+ 14 (89~97) <0.001
* CI: confidence interval
': The rating system of the University of California at Los Angeles.
*: The American Shoulder and Elbow Surgeons Shoulder Index
5. The rating system of Rowe et al.
Table 4. Clinical outcome of Painful Group
Variable Pre-op. (95% CI*) Follow-up (95% CI*) P value
Mean Shoulder score (points)
UCLA' 2343 (22~24) 2745 (25~28) 0.001
ASES! 65412 (61~69) 72+16 (67~78) 0.038
Rowe'" 52412 (48~56) 69+ 15 (64~75) <0.001
Mean pain score 35+1.4(3.0~4.0) 23+1.8(1.7~3.0) 0.008
Mean activity return (percent) 4117 (35~47) 61119 (55~68) <0.001

*: CI: confidence interval

': The rating system of the University of California at Los Angeles.
*: The American Shoulder and Elbow Surgeons Shoulder Index

¥: The rating system of Rowe et al.
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Fig. 2. Four type of labral lesion of the posteroinferior instability. (A) Type I: Incomplete detachment. (B) Type II:
Marginal crack or Kim’s lesion. (C) Type III: Chondrolabral erosion. (D) Type 1V: Flap tear.
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pathologic posteroinferior labral lesion (arrow).
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