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N
ineteen seventy-two was a memorable year. The average price 
of a home was $27 600 in the United States and £7400 in 
the United Kingdom. It was the year of Bloody Sunday in 
Northern Ireland. It was the year the world watched in awe 

as Mark Spitz won 7 gold medals in the Olympics and was horrified 
by the terrorist atrocities at the same Olympics. It was the year the 
digital watch was introduced and the year the first handheld scientific
calculator, the HP-35, became avail-
able and was on every scientist’s wish 
list, costing a mere $395! It was the 
year Dirty Harry was playing in movie 
theatres and Roberta Flack’s “The First 
Time Ever I Saw Your Face” was on ev-
eryone’s lips. It was also the year that 
Don McLean’s “American Pie” was the 
number 1 US hit for 4 weeks and the 
whole world was trying to decipher its 
meaning. That same year, President 
Nixon visited China and ended a quar-
ter century of no diplomatic ties, and the 
famous American orthopaedic surgeon, 
Charles Neer, published his seminal 
paper, “Anterior Acromioplasty for the 
Chronic Impingement Syndrome in the 
Shoulder: A Preliminary Report.”27

This wasn’t a robust scientific paper. 
By today’s terms, we might call it a blog. 
However, this “blog” changed the direc-
tion of orthopaedic practice for the next 
half century. Neer argued that a primary 
cause of shoulder pain was attrition of the 
supraspinatus tendon and related struc-
tures, such as the subacromial bursa, 
from the overlying acromion, especially 
when the arm was elevated, a position 

that is commonplace in throwing sports, 
swimming, the building industry, hair 
dressing, and myriad other human ac-
tivities. In 1983, he wrote, “95% of tears 
of the rotator cuff are caused by impinge-
ment.”28 Neer recommended surgical 
removal to stop the impingement, and 
over the last half century, based on the 
available statistics,11,32 it could be argued 
that millions of people around the globe 
would have undergone acromioplasty 
surgery to stop this portion of the bone 
impinging onto the soft tissues located in 
the subacromial space. Others followed,2 
implicating the shape of the acromion as 
a causative factor in the impingement 
process, with a type 3, downward-sloping 
or hooked acromion predisposing the in-
dividual to a higher risk of impingement 
and symptoms, due to increased narrow-
ing and encroachment onto the subacro-
mial space.2

However, against the tide of subacro-
mial decompression surgery there has 
been dissent, and the relationship be-
tween the acromion and symptoms has 
been challenged. Henkus et al9 reported 
that at 2.5-year follow-up, removal of the 

acromion and bursectomy were no more 
beneficial than a bursectomy alone, and 
in a recent 12-year follow-up, the same 
findings were reported.13

Narrative challenges to the subacro-
mial impingement theory have been 
published,17,19-23 arguing that the anatomy, 
pathology, poor relationship between 
imaging and symptoms, and equivalent 
outcomes obtained with other interven-
tions, such as exercise, even in the pres-
ence of a type 3 acromion, compellingly 
dispute the relevance of the acromion 
as initially hypothesized. Lewis17,22 hy-
pothesized that the reported benefits of  
acromioplasty may not be due to removal 
of the anteroinferior aspect of the acro-
mion, but rather to the many weeks of 
“relative rest” and to the graduated and 
incremental rehabilitation following sur-
gery.5,24 Lewis17,19,22 also hypothesized that 
the benefits of the surgery may be due to 
the potential benefits of a placebo effect. 
A substantial body of clinical research 
now suggests that the reported outcomes 
of many elective orthopaedic surgical 
procedures may be attributable to such a 
response.8,10,26,29,30

The findings of the recently pub-
lished Can Shoulder Arthroscopy Work 
(CSAW) study1 have substantially con-
firmed these earlier hypotheses. In this 
randomized 3-group trial, acromio-
plasty was reported to be no more ben-
eficial than investigational arthroscopy 
and no intervention at 6-month and 
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1-year follow-ups. Although pressured 
saline would have been introduced into 
the shoulder in the investigational ar-
throscopy group, it was designated as 
a placebo, as no bone or soft tissue was 
removed. These findings substantially 
challenge the rationale behind the pro-
posed biomechanical benefit of subacro-
mial decompression surgery and may 
herald the end of the era for this proce-
dure. At the very minimum, they should 
challenge surgeons, health funding bod-
ies, insurance providers, clinicians, the 
media, and those contemplating surgery 
to reflect on the published literature.

The evidence unequivocally demon-
strates that an exercise program is as 
effective as surgery for what has been 
termed subacromial impingement syn-
drome at 1-, 2-, 4-, 5-, and 10-year fol-
low-ups,7,12 and is as effective as surgery 
for partial-thickness rotator cuff tears.15 
There is also evidence that 75% of people 
experiencing symptoms attributed to an 
atraumatic full-thickness rotator cuff 
tear who undergo an exercise program 
will not require surgery.14 There is also 
evidence that surgical outcomes for full-
thickness rotator cuff tears are not related 
to the “success” of the surgery.3,4 Howev-
er, there is a fairly large “elephant in the 
room” here: if surgery can be a placebo, 
exercise could be a placebo as well, or 
both interventions may only be mapping 
the natural course of the condition as the 
patient’s symptoms regress to the mean.18 
We need to better understand the effect 
of our nonsurgical interventions, and 
more research, much more, is needed. 
However, proponents of evidence-based 
practice would advocate that if there are 
2 interventions of equal clinical effective-
ness (even if the basis for that outcome 
is uncertain), then the choice of the eco-
nomically competitive treatment should 
dominate that of the more expensive in-
tervention, allowing the finite resources 
to be directed in a more appropriate 
manner. Furthermore, activity- and exer-
cise-based interventions have significant 
and important health benefits.16 Differ-
ent exercise programs may have different 

outcomes,31 and, although manual ther-
apy may only have a short-term effect31 
and provide no difference in functional 
outcome measurements (Shoulder Pain 
and Disability Index [SPADI] and the 
shortened version of the Disabilities of 
the Arm, Shoulder and Hand question-
naire [QuickDASH]), its addition might 
improve patient-perceived success at 4 
weeks and 6 months, and acceptability 
of symptoms at 4 weeks.25

Finally, what should we call this con-
dition? Impingement is inappropriate; 
an aberrant acromion is not pushing 
down onto the underlying tissues. It is 
important to consider that an individu-
al’s decision to undergo surgery is most 
strongly predicted by the individual’s low 
expectation that physical therapy could 
be of benefit6; therefore, framing the 
need for surgery around an unsubstanti-
ated pathoanatomical model may add to 
this low expectation. A term that suggests 
that exercise as an intervention might be 
of benefit, without the need for surgery 
as a first-line treatment, may motivate 
the individual to participate in an ac-
tive management strategy. This, together 
with the uncertainty pertaining to the 
acromial theory, was the main reason the 
term rotator cuff–related shoulder pain 
was suggested.19 This body of research 
should compel all health practitioners to 
speak with one voice, using carefully con-
structed language that does not introduce 
yellow flags by implicating structures 
that do not appear to be the cause of the 
symptoms. t
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