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Abstract 

Background Frozen shoulder is an incapacitating disease that causes pain and limitation in the shoulder joint func-
tional capacity. This work aimed to assess the efficacy of ultrasound-guided combined intra-articular corticosteroids 
(CS) injection and suprascapular nerve block (SSNB) in pain control in patients with frozen shoulders.

Results Our prospective study included 40 patients, equally divided into two groups: group A; managed with com-
bined ultrasound (US) guided intra-articular corticosteroids injection (IACSI) and SSNB, and group B patients managed 
with US-guided SSNB. The visual analog scale score statistically significantly improved after both injections. This suc-
cess was maintained and showed mild improvement at 8-week intervals (with increased patient capability to do phys-
iotherapy after pain control). Similarly, improvement in the functional capacity of the shoulder joint was identified 
and assessed by the Oxford shoulder score (OSS) in both groups. Mean OSS was statistically significantly higher 
at 4-week intervals than before the nerve block for groups A and B. At 8 weeks interval, this favorable result was sus-
tained (p < .001).

Conclusions US-guided SSNB is an effective, radiation-free method to alleviate frozen shoulder-related pains. How-
ever, US-guided combined SSNB and IACSI was more effective than SSNB alone in both pain alleviation and improved 
shoulder joint function.
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Background
Frozen shoulder is an incapacitating condition. Shoul-
der pain, as well as restrictions on both active and pas-
sive range of motion in all directions. Because of fibrosis, 

thickness of the joint capsule, and adhesion to the head 
of the humerus, the glenohumeral joint’s range of motion 
is restricted. In almost all circumstances, frozen shoulder 
is self-limiting [1]. Before resolution, the natural course 
lasts 12–42  months. Chronic loss of shoulder mobility 
results in long-term impairment for 15% of the patients 
[2, 3].

Uncertainty surrounds the pathophysiology of frozen 
shoulder. According to a widely accepted idea, fibrosis 
results in the glenohumeral joint capsule thickening and 
tightening. The axillary fold is eliminated, joint volume 
is decreased, there is little synovial fluid present and 
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glenohumeral movement is restricted as a result of the 
capsule’s adhesions to the neck of the humerus [2].

Several treatment plans have been used as rest, non-
steroidal anti-inflammatory drugs (NSAIDs), physiother-
apy by active and passive mobilization, suprascapular 
nerve block (SSNB), intra-articular corticosteroid injec-
tion (IACSI), and surgical options like manipulation 
under anesthesia and capsular release either open or 
arthroscopic [2].

The aim of the current work was to assess the efficacy 
of US-guided combined IACSI and SSNB in pain control 
in patient with frozen shoulder.

Methods
Study population
This ethically approved prospective study was con-
ducted from May 2020 to July 2022 on 40 patients, aged 
< 18 years old, both sexes having painful frozen shoulder 
due to the presence of diffuse shoulder pain of more than 
4  weeks duration as well as decreased shoulder move-
ment in all directions. Exclusion criteria included focal 
shoulder pain due to bicipital tendinopathy or rotator 
cuff tear (radiologically proven by MRI), shoulder pain 
following surgery, fractures, or recent trauma, seri-
ous neurological or psychiatric disorders, anticoagulant 
medication use, and patients with radiologically proven 
neoplasms.

Patients were equally categorized into two groups: 
patients in group A received combined US-guided IACSI 
and SSNB block, while patients in group B received US-
directed SSNB block only.

All patients were subjected to: detailed history taking, 
personal and surgical history, adequate clinical examina-
tion by a physical medicine consultant, plain X-ray of the 
shoulder joint (AP view), and laboratory tests including 
bleeding profile and complete blood picture. A written 
consent was obtained from the patients or their relatives.

Visual analog scale (VAS) [4]
The pain was evaluated by VAS score (0 = no pain; 
10 = severe pain). The baseline data were recorded. Pain 
relief was classified as "excellent" if the pain is completely 
resolved or has decreased by 75% or more, "good" for a 
decrease of 50–74%, "fair" for a diminution of 25–49%, or 
"poor" for diminution of less than 25% or an increase in 
pain.

Oxford shoulder score (OSS) [5]
An established scoring system was employed to evalu-
ate the level of discomfort and disability brought on by 
shoulder pathology. It is composed of 12 questions and 
has five possible responses. The scoring method for the 
OSS had several modifications, the last one was in 2009, 

which stated that the 12 items are graded on a scale of 
0 (worst/most severe) to 5 (best/fewest symptoms). Con-
sequently, the overall score is between 48 and 0, with a 
lower score suggesting a greater level of disability.

US assessment: was done for all cases before interven-
tional procedures by two radiologists with five and ten 
years’ experience in musculoskeletal US to rule out pos-
sible shoulder pathologies which can mimic frozen shoul-
der pain as bursitis, tendinous tears, acromioclavicular 
osteoarthritis and joint effusion and a consultant of inter-
ventional radiology.

Before each procedure, shoulder pain severity assess-
ment was determined using VAS, and shoulder joint 
function capacity was done using OSS score; baseline 
values were recorded, twenty patients were subjected 
to combined US-guided SSNB and IACSI, and another 
twenty patients were subjected only to US-guided SSNB. 
Allocation of the cases was done by simple randomiza-
tion by computer-generated random numbers. Follow-
up at 4 and 8 weeks after the procedure using (VAS) and 
(OSS), the outcome measures the improvement in the 
level of pain and function as measured by VAS and OSS 
respectively from the baseline.

Interventional procedures
SSNB
The technique was performed under US guidance. The 
patient was placed in a sitting position with the hand 
resting on the opposite shoulder. A full sterile technique 
was performed. The skin was cleaned and draped in a 
normal sterile fashion. A 7–12 MHz high-frequency lin-
ear transducer was inserted into a sterile sheath. A small 
layer of sterile gel was placed between the draped ultra-
sound transducer and the skin. The ultrasound trans-
ducer was placed parallel to the scapular spine such that 
the scapular spine was visualized. The suprascapular 
fossa was located by moving the transducer cephalad. 
The suprascapular notch was located by slowly mov-
ing the ultrasound transducer laterally (while keeping 
the transducer in a transverse position) to visualize the 
supraspinatus muscle and the bone fossa underneath [6, 
7]. The suprascapular nerve was visualized as a round 
hyperechoic structure with an approximate diameter of 
2  mm, detected at 4  cm depth beneath the transverse 
scapular ligament in the suprascapular notch and seen 
adjacent to suprascapular artery which was identified by 
the color Doppler. [7]. Then, after skin anesthesia with 
lidocaine 1%, a 22-gauge, 3.5-inch, spinal needle was 
introduced at the selected, well-designed point of entry, 
along the ultrasound beam’s longitudinal axis. Due to its 
clear ultrasound visibility, this needle was selected. The 
entire route of the needle was shown [8]. The endpoint 
for injection was the needle tip close to the suprascapular 
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nerve in the suprascapular notch and adjacent to the 
suprascapular artery (confirmed by color Doppler). Aspi-
ration was performed to check that the needle wasn’t in a 
minor vascular branch then a mixture of levobupivacaine 
0.5% (6  ml), triamcinolone (TA) (40  mg) and lidocaine 
1% (2 ml) was injected. The injection and spread of local 
anesthetic were visualized subsequently. The injection 
was performed carefully to avoid reflux along the nee-
dle with real-time sonographic visualization of the dis-
tention of the suprascapular fossa [8, 9]. The needle was 
removed, and the field was cleaned with a small bandage 
placed on the puncture site Fig. 1.

Intra‑articular injection
For the IACSI injection, the patient laid in a semi-prone 
position with the painful shoulder up. A 7–12 MHz lin-
ear transducer was aligned along the axis of the mus-
culotendinous junction of the infraspinatus muscle to 
visualize the posterior glenoid rim along with the poste-
rior glenohumeral joint line. The transducer was adjusted 
to clearly display the humeral head and posterior glenoid 

labrum and rim outlines. A spherically curved echogenic 
line could be seen which was the articular cortex of the 
humeral head. Just medial to this line, a triangular echo-
genic structure which was the posterior glenoid rim. The 
cartilaginous posterior glenoid labrum appears as a tri-
angular structure of high echogenicity with proper trans-
ducer angulation. Following local anesthetic infiltration 
and skin antisepsis, a 22-gauge spinal needle was asep-
tically inserted under ultrasound guidance as it passed 
obliquely from the skin’s surface to the glenohumeral 
joint. Optimally, the needle’s bevel entered the joint space 
transverse to the humeral head’s curve and immediately 
deep to the Labrum’s free margin. After inserting the 
needle tip into the glenohumeral joint, an instantaneous 
sensation of capsular resistance was felt, followed by the 
perception of a space devoid of resistance. A 6 ml mix-
ture of TA (40  mg) (1  ml) and lidocaine 1% (5  ml) was 
injected. There was little to no resistance to injection 
when the needle tip was positioned correctly. Toward the 
end of a successful glenohumeral joint injection, the pos-
terior recess of the glenohumeral joint began to distend, 

Fig. 1 A Ultrasound posterior view of the suprascapular fossa (arrow). The tip of the 22-gauge spinal needle is advanced with its tip seen 
in the trapezius muscle (arrow). B Introduction of the spinal needle (white arrows) through the trapezius muscle then supraspinatus till it passes 
through transverse scapular ligament with tip seen in the suprascapular fossa. C Injection of the drug mixture and distention of the fossa (white 
arrow). D color Doppler image demonstrating suprascapular artery which is adjacent to suprascapular nerve
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multiple high-level echoes around the humeral head, and 
the joint capsule displaced away from the humeral head. 
Another indicator of successful intra-articular injection 
was direct visualization of the long head biceps tendon, 
being intra-articular, with free-flowing of fluid around it 
[10]. Finally, the field was cleaned with a small bandage 
placed on the puncture site Fig. 2.

Statistical analysis
Statistical analysis was performed using SPSS v28 (IBM©, 
Armonk, NY, USA). Shapiro–Wilk test and histograms 
were used to assess the normality of the data distribu-
tion. Quantitative parametric data were given as mean 
and standard deviation (SD) and analyzed by unpaired 
t-test. Quantitative nonparametric data were expressed 
as the median and interquartile range (IQR) and ana-
lyzed by Mann–Whitney test. Qualitative variables were 
estimated as frequency and percentage (%) and analyzed 
by Chi-square test or Fisher’s exact test. ANOVA was 
used with repeated measures to compare more than two 
dependent groups, followed by adjusted post hoc pair-
wise comparisons for the significant repeated measures 
comparison. P value was considered statistically signifi-
cant at < 0.05.

Results
Demographics data
The 40 patients included with agonizing frozen shoul-
der symptoms in our study showed no statistically sig-
nificant differences between groups A and B regarding 

demographic data, duration, shoulder injected, and major 
predisposing factors. Details are shown at (Table 1). 

Clinical success in terms of patients’ pain scores 
according to VAS before injection, 4- and 8-week postin-
jection was achieved and showed statistically signifi-
cant improvement after both injections (P < 0.001). The 
baseline mean VAS score was 8.43 ± 0.59 and 7.85 ± 0.86 
for group A and group B; respectively and decreased to 
3.63 ± 0.39 and 4.30 ± 0.64; respectively for both groups 
at 4  weeks intervals. This success was maintained and 
showed mild improvement at 8-week intervals (with 
the increased patient capability to do physiotherapy 
after pain control) to reach a mean of 3.53 ± 0.44 and 
4.23 ± 0.68 for both groups; respectively Table 2.

Similarly, the functional capacity of the shoulder joint 
was assessed by OSS in both groups before injection, 4 
weeks, and 8 weeks postinjection. Mean OSS was statis-
tically significantly higher (p < 0.001) at 4-week intervals 
(38.50 ± 1.54) and (37.35 ± 1.09) than before the nerve 
block (25.40 ± 1.88) and (26.60 ± 1.31) for group A and B; 
respectively. At 8 weeks interval, this favorable result was 
sustained (p < 0.001) and showed mild improvement to 
reach mean (41.65 ± 1.18) and (37.80 ± 0.89); respectively 
with more pain control achieved (allowing more compli-
ance for physiotherapy) Table 2).

Pain improvement represented by a decrease in VAS 
score showed statistical significance between both groups 
from baseline (p < 0.001 at 4- and 8-week intervals). 
Group A showed a mean reduction of 4.8 and 4.9 points 
at 4 and 8 weeks respectively compared to 3.55 and 3.63 
points in group B Table 3, Fig. 3A.

Fig. 2 A posterior view of the glenohumeral joint with introduction of the needled tip intra-articular with in the joint cavity (white arrows). B 
Anterior view of glenohumeral joint post injection of the drug mixtures with distention of the joint cavity (white arrow)



Page 5 of 9Shaaban et al. Egypt J Radiol Nucl Med          (2024) 55:187  

Functional capacity improvement was represented by 
an increase in OSS in both groups from baseline. Simi-
larly, at OSS, both groups showed significantly better 
results (the mean was 13.1 and 16.25 in group A and 
10.75 and 11.2 in group B) at 4 and 8 weeks respectively 
along the study interval. (p < 0.001 at all periods) Table 3, 
Fig. 3B.

Discussion
Frozen shoulder is an incapacitating condition that 
causes pain and limitation in the shoulder joint. In 
1934, "Frozen Shoulder" phrase was coined by Codman. 
He spoke of a gradually developing shoulder condition 

that was uncomfortable, stiff, and made sleeping on the 
affected side difficult [11].

The aim of this work was to test the efficacy of ultra-
sound-guided combined intra-articular corticosteroid 
injection and suprascapular nerve block in pain control 
of frozen shoulder.

In our study, we preferred to use US to guide our pro-
cedures over fluoroscopy for different reasons. First, all 
studies showed no significant privilege for fluoroscopy 
over ultrasonography in image guidance for shoulder 
injections. Moreover, fluoroscopy would be time-con-
suming and carries radiation exposure. Furthermore, as 
mentioned before ultrasound has diagnostic potential 

Table 1 Comparison of demographic data, duration, shoulder injected, and major predisposing factors between the two groups

SSNB suprascapular nerve block, IQR interquartile range, DM diabetes mellitus

Group A combined 
(n = 20)

Group B SSNB (n = 20) P

Sex Male 5 (25.0%) 8 (40.0%) 0.311

Female 15 (75.0%) 12 (60.0%)

Age (years) Mean ± SD 48.85 ± 4.30 54.35 ± 7.85 0.025

Median (IQR) 49.5 (46.5–51.0) 55.0 (49.0–59.0)

Duration (months) Mean ± SD 6.95 ± 1.28 6.65 ± 0.88 0.391

Median (IQR) 7.0 (6.0–8.0) 7.0 (6.0–7.0)

Side injected Right 11 (55.0%) 12 (60.0%) 0.749

Left 9 (45.0%) 8 (40.0%)

Major predisposing factors DM 5 (25.0%) 3 (15.0%) FEp = 0.695

Heavy shoulder duty 14 (70.0%) 15 (75.0%) 0.723

Table 2 The improvement in VAS and OSS before and 4 and 8 weeks after injection

SSNB suprascapular nerve block, IQR interquartile range, VAS visual analog scale, OSS oxford shoulder score. p1 p value for comparison between Before injection and 1 
Month, p2 p value for comparison between Before injection and 2 Month

*: significant P value

VAS P

Before 1 Month 2 Month

Combined (Group A) (n = 20) Mean ± SD 8.43 ± 0.59 3.63 ± 0.39 3.53 ± 0.44  < 0.001*

p1 < 0.001*
Median (IQR) 8.50 (8.0–9.0) 3.50 (3.50–4.0) 3.50 (3.0–4.0)

p2 < 0.001*

SSNB (Group B) (n = 20) Mean ± SD 7.85 ± 0.86 4.30 ± 0.64 4.23 ± 0.68  < 0.001*

p1 < 0.001*
Median (IQR) 8.0 (7.50–8.0) 4.50 (4.0–4.75) 4.25 (3.50–4.75)

p2 < 0.001*

OSS

 Combined (Group A) (n = 20) Mean ± SD 25.40 ± 1.88 38.50 ± 1.54 41.65 ± 1.18  < 0.001*

p1 < 0.001*

Median (IQR) 25.0 (24.0–27.0) 38.5 (37.0–40.0) 42.0 (40.0–42.5) p2 < 0.001*

 SSNB (Group B) (n = 20) Mean ± SD 26.60 ± 1.31 37.35 ± 1.09 37.80 ± 0.89  < 0.001*

Median (IQR) 27.0 (25.5–28.0) 37.5 (37.0–38.0) 38.0 (37.5–38.0) p1 < 0.001*

p2 < 0.001*
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for frozen shoulder and is readily available and easily 
accessible.

Numerous studies have shown that combining cor-
ticosteroids with local anesthetics may be beneficial to 
elongate the efficacy of nerve blockage up to 2 times and 
significantly decrease pain scores [12, 13]. We performed 
SSNB with a mixture of levobupivacaine 0.5% (7 mL), tri-
amcinolone (40 mg), and lidocaine 1% (2 ml). The study 
demonstrated the efficacy of this combination conducted 
by Jung et al. [14] who used a similar mixture of 9.5 ml 
bupivacaine and 0.5  ml triamcinolone injection. They 
preferred to use bupivacaine due to its superior effective-
ness, prolonged effect, and milder motor blockage.

Despite being the most often used long-lasting local 
anesthetic, bupivacaine has been linked to some cardiac 
and central nervous system toxicities [15, 16]. Recently, 
compared to bupivacaine, ropivacaine has been touted 
as a potential medication with fewer side effects on the 
cardiovascular and nervous systems [17]. However, in 
the current study, no cardiovascular adverse effects were 

encountered as we were cautious to do aspiration before 
all injections to make sure the needle bevel wasn’t in a 
minor vessel which is the main cause of such possible 
complications.

A randomized, double-blind clinical study by Mardani-
Kivi et  al. [18] revealed that at one-month interval 
adhesive capsulitis pain was successfully reduced with 
bupivacaine SSNB. These results agreed with our findings 
in improvement in patients’ pain and functional capacity 
represented as improvement in OSS and VAS scores at 4 
and 8 weeks interval in SSNB group.

Intra-articular corticosteroid injection had been used 
as a conventional therapy for symptoms control in adhe-
sive capsulitis patients [10]. Intra-articular corticosteroid 
injection was usually carried out without image guidance; 
however, Soh et  al. [19] in a study carried out in 2011 
showed that, when compared to blind (landmark-based) 
injections, and individuals who had image-guided US 
injections experienced a statistically significantly higher 
improvement in shoulder discomfort and function at six 

Table 3 Comparison between combined IACSI and SSNB and SSNB groups according to decrease in VAS from baseline and increase 
in OSS from baseline

SSNB suprascapular nerve block, IQR interquartile range, VAS visual analog scale, OSS oxford shoulder score. p1 p value for comparison between Before injection and 1 
Month, p2 p value for comparison between Before injection and 2 Month

*significant P value

Group A combined (n = 20) Group B SSNB (n = 20) P

Decrease in VAS from baseline

 Baseline-4 weeks Mean ± SD 4.80 ± 0.55 3.55 ± 0.90  < 0.001*

Median (IQR) 5.0 (4.50–5.0) 3.50 (3.0–4.25)

 Baseline-8 weeks Mean ± SD 4.90 ± 0.53 3.63 ± 0.92  < 0.001*

Median (IQR) 5.0 (4.50–5.25) 4.0 (3.0–4.25)

Increase in OSS from baseline

 Baseline-4 weeks Mean ± SD 13.10 ± 2.22 10.75 ± 1.37  < 0.001*

Median (IQR) 13.50(12.0–14.50) 10.0 (10.0–12.0)

 Baseline-8 weeks Mean ± SD 16.25 ± 2.07 11.20 ± 1.40  < 0.001*

Median (IQR) 17.0 (15.0–17.0) 11.0 (10.0–12.0)

Fig. 3 Bar Chart: comparison between combined IACSI and SSNB and SSNB groups according to decrease in VAS (A) and increase in the OSS (B) 
from baseline (at 4- and 8-week intervals)
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weeks. Better soft tissue infiltration and intra-articular 
medication administration were possible with image-
guided (ultrasound) corticosteroid injections.

However, we performed IACSI on the glenohumeral 
joint under ultrasound guidance and through a poste-
rior approach. In the same manner as the SSNB injec-
tion, we combined a corticosteroid and a local anesthetic. 
The benefits of local anesthetic include rapid pain relief 
from intra-articular pathology, dilution of the steroid 
drug, and reduction or avoidance of the postinjection 
flare [20, 21]. Jorgensen Jørgensen et al. [22] revealed an 
additional positive benefit of combining the steroids with 
local anesthetic for intra-articular injection, who demon-
strated considerable instant pain improvement that was 
maintained for two weeks.

Intra-articular corticosteroid injection short-term 
effectiveness was primarily supported by previous sys-
tematic assessments of their utilization. Koh [23] showed 
that corticosteroid injection was more effective than 
physical therapy and watchful wait in the short term (up 
to 8 weeks).

In the current study, we assessed the effect of combined 
treatment techniques and we found that both SSNB and 
IACSI are effective methods in pain control and adhesive 
capsulitis’ functional results. When comparing the results 
obtained after the combined technique and SSNB alone, 
we found that the application of the combined technique 
(SSNB and IACSI) was significantly more effective than 
SSNB alone in improving pain and functional status as 
measured by OSS and VAS ratings at 4-week and 8-week 
follow-ups.

To the best of our knowledge, the outcomes of SSNB 
alone and SSNB paired with IACSI have not been explic-
itly compared in the literature. Jung et al. [14] concluded 
that combining SSNB and IACSI treatment led to greater 
improvements in function visual analog scale (FVAS) and 
American Shoulder and Elbow Surgeons score compared 
with IACSI alone, and this favorable result was main-
tained up to 10 months post-intervention.

In our study, we found that patients who gained the 
benefit most were those who performed injections in 
the early stage or freezing phase of the disease, in cases 
where pain was the main symptom. This will provide 
early and better resolution of the symptoms, prior to 
engaging in physical treatment or home exercise. Thus, 
helping the patient to be pain-free during physiotherapy, 
subsequently yields more discipline in exercises and bet-
ter long-term outcomes.

During the current study, throughout the procedure 
and the whole follow-up period, neither group experi-
enced any notable side effects.

In several researches, the detrimental clinical con-
sequences of intra-articular glenohumeral steroid 

injections were extensively examined. Transient pain fol-
lowing injection made up the majority of the local side 
effects (11.7% of corticosteroid injections) [24].

The second-most often reported negative effects were 
skin shrinkage and depigmentation (4%). Although the 
majority of the side effects are extremely rare and tem-
porary, atrophic skin changes and depigmentation can 
sometimes be permanent, and the patient must be 
informed before performing the procedure. Although 
tendon ruptures following steroid injections have been 
clinically documented, this side event was not recorded 
in any studies [25].

Gas gangrene is a rare but serious complication. Yangco 
et al. [26] disclosed a case of gas gangrene brought on by 
an intra-articular steroid injection. The causative organ-
isms in this instance were Escherichia coli and Clostridia 
species.

Facial flushing, inhibition of the hypothalamic–pitui-
tary–adrenal axis, and higher blood glucose levels as a 
result of enhanced hepatic gluconeogenesis are examples 
of possible systemic side effects [27].

Septic arthritis is the most worrisome complica-
tion related to intra-articular corticosteroid injections. 
A study conducted by Geirsson et  al. [28] in Iceland 
between 1990 and 2002, found a 2 to 1 male-to-female 
ratio and a mean age of 70 years. Uncontrolled diabetes, 
immunosuppression, rheumatic, and osteoarthritis are 
significant risk factors.

Some laboratory studies show that CS and local anes-
thetics may have chondrotoxic effect when used alone 
and when used in combination. According to clinical 
data, chondrolysis resulting from intra-articular local 
anesthetic use was reported mostly after shoulder sur-
gery and resulting from continuous infusions into the 
glenohumeral joint however, no sufficient available data 
about long-term side effects of single intra-articular ster-
oid injection [29].

Limitations
First, there are still a limited number of patients enrolled, 
which may have impacted the statistical power. Second, 
the majority of our patients had varying levels of educa-
tion, socioeconomic status, and concomitant conditions 
like thyroid insufficiency and stroke, which could have 
affected their subjective perception of pain relief.

Conclusions
US-guided SSNB with a mixture of CS and local anes-
thetic is an effective, radiation-free method to alleviate 
frozen shoulder-related pains. When compared, com-
bined SSNB and IACSI is more effective than SSNB alone 
in both pain alleviation and improved shoulder joint 
function.
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CS  Corticosteroids
SSNB  Suprascapular nerve block
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IQR  Interquartile range

Acknowledgements
Not applicable

Author contributions
The study’s design was settled down by all authors, and they all were involved 
in the writing process and revisions on the initial drafts of the paper. EHA and 
MME designed the work, acquisition, and data analysis. Material preparation, 
data collection, and analysis were done by SED, EHA, OEE, and RE. All authors 
read, revised, and approved the final manuscript.

Funding
This research received no specific grant from any funding agency.

Availability of data and materials
The datasets used and/or analyzed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Approval was obtained for this prospective study from the institutional review 
board and the Research Ethics Committee of the faculty of Medicine, Alexan-
dria University.

Consent for publication
An informed written consent was obtained from all patients included in this 
study.

Competing interests
The authors declare that they have no competing interests.

Received: 14 May 2024   Accepted: 12 September 2024

References
 1. Kim DH, Kim YS, Kim BS, Sung DH, Song KS, Cho CH (2020) Is frozen shoul-

der completely resolved at 2 years after the onset of disease? J Orthop Sci 
25(2):224–228. https:// doi. org/ 10. 1016/j. jos. 2019. 03. 011

 2. Hand C, Clipsham K, Rees JL, Carr AJ (2008) Long-term outcome of frozen 
shoulder. J Shoulder Elbow Surg 17(2):231–236. https:// doi. org/ 10. 1016/j. 
jse. 2007. 05. 009

 3. Mertens MG, Meeus M, Noten S, Verborgt O, Fransen E, Girbes EL 
et al (2022) Understanding the clinical profile of patients with frozen 
shoulder: a longitudinal multicentre observational study. BMJ Open 
12(11):e056563. https:// doi. org/ 10. 1136/ bmjop en- 2021- 056563

 4. Waldburger M, Meier JL, Gobelet C (1992) The frozen shoulder: diagnosis 
and treatment. Prospective study of 50 cases of adhesive capsulitis. Clin 
Rheumatol 11(3):364–368. https:// doi. org/ 10. 1007/ bf022 07194

 5. Børglum J, Bartholdy A, Hautopp H, Krogsgaard MR, Jensen K (2011) 
Ultrasound-guided continuous suprascapular nerve block for adhesive 
capsulitis: one case and a short topical review. Acta Anaesthesiol Scand 
55(2):242–247. https:// doi. org/ 10. 1111/j. 1399- 6576. 2010. 02370.x

 6. Walmsley S, Osmotherly PG, Walker CJ, Rivett DA (2013) Power Doppler 
ultrasonography in the early diagnosis of primary/idiopathic adhesive 

capsulitis: an exploratory study. J Manipulative Physiol Ther 36(7):428–
435. https:// doi. org/ 10. 1016/j. jmpt. 2013. 05. 024

 7. Tandon A, Dewan S, Bhatt S, Jain AK, Kumari R (2017) Sonography in 
diagnosis of adhesive capsulitis of the shoulder: a case-control study. J 
Ultrasound 20(3):227–236. https:// doi. org/ 10. 1007/ s40477- 017- 0262-5

 8. Rookmoneea M, Dennis L, Brealey S, Rangan A, White B, McDaid C et al 
(2010) The effectiveness of interventions in the management of patients 
with primary frozen shoulder. J Bone Joint Surg Br 92(9):1267–1272. 
https:// doi. org/ 10. 1302/ 0301- 620x. 92b9. 24282

 9. Ko K-P, Kang D-H, Shin B-K (2017) The proximal approach in an 
ultrasound-guided suprascapular nerve block. J Korean Orthop Assoc 
52(6):521–528

 10. Zwar RB, Read JW, Noakes JB (2004) Sonographically guided gleno-
humeral joint injection. AJR Am J Roentgenol 183(1):48–50. https:// doi. 
org/ 10. 2214/ ajr. 183.1. 18300 48

 11. Zuckerman JD, Rokito A (2011) Frozen shoulder: a consensus definition. J 
Shoulder Elbow Surg 20(2):322–325. https:// doi. org/ 10. 1016/j. jse. 2010. 07. 
008

 12. Parrington SJ, O’Donnell D, Chan VW, Brown-Shreves D, Subramanyam R, 
Qu M et al (2010) Dexamethasone added to mepivacaine prolongs the 
duration of analgesia after supraclavicular brachial plexus blockade. Reg 
Anesth Pain Med 35(5):422–426. https:// doi. org/ 10. 1097/ AAP. 0b013 e3181 
e85eb9

 13. Vieira PA, Pulai I, Tsao GC, Manikantan P, Keller B, Connelly NR (2010) 
Dexamethasone with bupivacaine increases duration of analgesia in 
ultrasound-guided interscalene brachial plexus blockade. Eur J Anaesthe-
siol 27(3):285–288. https:// doi. org/ 10. 1097/ EJA. 0b013 e3283 350c38

 14. Jung TW, Lee SY, Min SK, Lee SM, Yoo JC (2019) Does combining a supras-
capular nerve block with an intra-articular corticosteroid injection have 
an additive effect in the treatment of adhesive capsulitis? A comparison 
of functional outcomes after short-term and minimum 1-year follow-up. 
Orthop J Sports Med 7(7):23–27. https:// doi. org/ 10. 1177/ 23259 67119 
859277

 15. Nociti JR (2017) Ropivacaína: o mais novo anestésico local completa 20 
anos. Rev Dor 18(4):289–290. https:// doi. org/ 10. 5935/ 1806- 0013. 20170 
117

 16. Tanz RD, Heskett T, Loehning RW, Fairfax CA (1984) Comparative cardio-
toxicity of bupivacaine and lidocaine in the isolated perfused mamma-
lian heart. Anesth Analg 63(6):549–556

 17 Kaur A, Singh RB, Tripathi RK, Choubey S (2015) Comparision between 
bupivacaine and ropivacaine in patients undergoing forearm surgeries 
under axillary brachial plexus block: a prospective randomized study. J 
Clin Diagn Res 9(1):Uc01-6. https:// doi. org/ 10. 7860/ jcdr/ 2015/ 10556. 5446

 18. Mardani-Kivi M, Nabi BN, Mousavi MH, Shirangi A, Leili EK, Ghadim-Limu-
dahi ZH (2022) Role of suprascapular nerve block in idiopathic frozen 
shoulder treatment: a clinical trial survey. Clin Shoulder Elb 25(2):129–139. 
https:// doi. org/ 10. 5397/ cise. 2021. 00661

 19. Soh E, Li W, Ong KO, Chen W, Bautista D (2011) Image-guided versus 
blind corticosteroid injections in adults with shoulder pain: a systematic 
review. BMC Musculoskelet Disord 12(3):137–139. https:// doi. org/ 10. 
1186/ 1471- 2474- 12- 137

 20. Bensa A, Salerno M, Moraca G, Boffa A, McIlwraith CW, Filardo G (2024) 
Intra-articular corticosteroids for the treatment of osteoarthritis: a system-
atic review and meta-analysis on the comparison of different molecules 
and doses. J Exp Orthop 11(3):e12060. https:// doi. org/ 10. 1002/ jeo2. 
12060

 21. Martin CL, Browne JA (2019) Intra-articular corticosteroid injections for 
symptomatic knee osteoarthritis: what the orthopaedic provider needs 
to know. J Am Acad Orthop Surg 27(17):758–766. https:// doi. org/ 10. 
5435/ jaaos-d- 18- 00106

 22. Jørgensen TS, Graven-Nielsen T, Ellegaard K, Danneskiold-Samsøe B, 
Bliddal H, Henriksen M (2014) Intra-articular analgesia and steroid reduce 
pain sensitivity in knee OA patients: an interventional cohort study. Pain 
Res Treat 3:710–790. https:// doi. org/ 10. 1155/ 2014/ 710490

 23. Koh KH (2016) Corticosteroid injection for adhesive capsulitis in primary 
care: a systematic review of randomised clinical trials. Singapore Med J 
57(12):646–657. https:// doi. org/ 10. 11622/ smedj. 20161 46

 24. Page MJ, Green S, Kramer S, Johnston RV, McBain B, Chau M et al (2014) 
2014) Manual therapy and exercise for adhesive capsulitis (frozen shoul-
der. Cochrane Database Syst Rev 8:112–118. https:// doi. org/ 10. 1002/ 
14651 858. Cd011 275

https://doi.org/10.1016/j.jos.2019.03.011
https://doi.org/10.1016/j.jse.2007.05.009
https://doi.org/10.1016/j.jse.2007.05.009
https://doi.org/10.1136/bmjopen-2021-056563
https://doi.org/10.1007/bf02207194
https://doi.org/10.1111/j.1399-6576.2010.02370.x
https://doi.org/10.1016/j.jmpt.2013.05.024
https://doi.org/10.1007/s40477-017-0262-5
https://doi.org/10.1302/0301-620x.92b9.24282
https://doi.org/10.2214/ajr.183.1.1830048
https://doi.org/10.2214/ajr.183.1.1830048
https://doi.org/10.1016/j.jse.2010.07.008
https://doi.org/10.1016/j.jse.2010.07.008
https://doi.org/10.1097/AAP.0b013e3181e85eb9
https://doi.org/10.1097/AAP.0b013e3181e85eb9
https://doi.org/10.1097/EJA.0b013e3283350c38
https://doi.org/10.1177/2325967119859277
https://doi.org/10.1177/2325967119859277
https://doi.org/10.5935/1806-0013.20170117
https://doi.org/10.5935/1806-0013.20170117
https://doi.org/10.7860/jcdr/2015/10556.5446
https://doi.org/10.5397/cise.2021.00661
https://doi.org/10.1186/1471-2474-12-137
https://doi.org/10.1186/1471-2474-12-137
https://doi.org/10.1002/jeo2.12060
https://doi.org/10.1002/jeo2.12060
https://doi.org/10.5435/jaaos-d-18-00106
https://doi.org/10.5435/jaaos-d-18-00106
https://doi.org/10.1155/2014/710490
https://doi.org/10.11622/smedj.2016146
https://doi.org/10.1002/14651858.Cd011275
https://doi.org/10.1002/14651858.Cd011275


Page 9 of 9Shaaban et al. Egypt J Radiol Nucl Med          (2024) 55:187  

 25. Gaujoux-Viala C, Dougados M, Gossec L (2009) Efficacy and safety of 
steroid injections for shoulder and elbow tendonitis: a meta-analysis of 
randomised controlled trials. Ann Rheum Dis 68(12):1843–1849. https:// 
doi. org/ 10. 1136/ ard. 2008. 099572

 26 Yangco BG, Germain BF, Deresinski SC (1982) Case report. Fatal gas gan-
grene following intra-articular steroid injection. Am J Med Sci 283(2):94–
98. https:// doi. org/ 10. 1097/ 00000 441- 19820 3000- 00008

 27. Cole BJ, Schumacher HR Jr (2005) Injectable corticosteroids in modern 
practice. J Am Acad Orthop Surg 13(1):37–46. https:// doi. org/ 10. 5435/ 
00124 635- 20050 1000- 00006

 28. Geirsson AJ, Statkevicius S, Víkingsson A (2008) Septic arthritis in Iceland 
1990–2002: increasing incidence due to iatrogenic infections. Ann 
Rheum Dis 67(5):638–643. https:// doi. org/ 10. 1136/ ard. 2007. 077131

 29. Gulihar A, Robati S, Twaij H, Salih A, Taylor GJ (2015) Articular cartilage and 
local anaesthetic: a systematic review of the current literature. J Orthop 
12(Suppl 2):S200–S210. https:// doi. org/ 10. 1016/j. jor. 2015. 10. 005

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1136/ard.2008.099572
https://doi.org/10.1136/ard.2008.099572
https://doi.org/10.1097/00000441-198203000-00008
https://doi.org/10.5435/00124635-200501000-00006
https://doi.org/10.5435/00124635-200501000-00006
https://doi.org/10.1136/ard.2007.077131
https://doi.org/10.1016/j.jor.2015.10.005

	Ultrasound-guided combined intra-articular corticosteroids injection and suprascapular nerve block for pain control in patients with frozen shoulder
	Abstract 
	Background 
	Results 
	Conclusions 

	Background
	Methods
	Study population
	Visual analog scale (VAS) [4]
	Oxford shoulder score (OSS) [5]
	Interventional procedures
	SSNB
	Intra-articular injection

	Statistical analysis

	Results
	Demographics data

	Discussion
	Limitations

	Conclusions
	Acknowledgements
	References


