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Table S1: Criteria for ultrasound-diagnosed disorders groups

Ultrasound diagnosis

Diagnostic criteria

Subacromial disorders

Calcifying tendinopathy

Tendinopathy

Rotator cuff tears
Partial-thickness tear

Full-thickness tear

Biceps pathology
Tear

Dislocation
Tendinopathy

Tenosynovitis

Dynamic impingement

Subacromial-subdeltoid bursitis

Presence of any of the following criteria: bursal effusion
>2mm, synovial proliferation, exhibition of Doppler
signal, or a teardrop-shaped distal end of the bursa.

Presence of hyperechoic foci, with or without a well-
defined acoustic shadow, or with a faint shadow in a
rotator cuff tendon.

Focally or diffusely thickened rotator cuff tendon with a
heterogeneous hypoechoic appearance.

Presence of any of the following criteria: bursal or
articular surface sided hypoechoic tendon discontinuity, or
intratendinous mixed hyperechoic and hypoechoic region.
Presence of any of the following criteria: focal tendon
thinning, complete tendon non-visualization, focal tendon
discontinuity with homogeneous echogenicity without
focal thinning, or inversion of the superficial bursa
contour and/or hyperechoic tissue.

An anechoic cleft in the tendon (partial or complete) with
fluid in the sheath or a non-visualisation.

Displacement over the lesser tuberosity and bicipital
groove (subluxation), or completely out of the bicipital
groove (dislocation).

Locally or diffusely thickened tendon with a
heterogeneous hypoechoic appearance.

Hypoechoic or anechoic thickened tissue with or without
fluid within the tendon sheath, and which may exhibit
Doppler signal.

Bunging of the bursa or supraspinatus tendon on the
coraco-acromial ligament, and/or anterior or lateral part
of the acromion during dynamic assessment.

Glenohumeral disorders

Adhesive capsulitis

Glenohumeral effusion

Rotator interval proliferation with/without glenohumeral
effusion without the presence of a rotator cuff tear.

Presence of effusion in the glenohumeral joint.

Other disorders

Acromioclavicular osteoarthritis

Presence of any of the following criteria: joint space
narrowing, osteophytes, effusion, or para-articular cysts.

References are provided at the end of this file , references [1-3], but also included in the main manuscript.




Table S2: Neurological feet examination procedures with diagnostic

criteria
Type of Procedure Diagnostic criteria
examination of
the feet
Inspection Procedure: Look for clawed foot, Presence of abnormality.

hammertoes, and Charcot foot
deformity, a bone deformity caused by
neuropathy.

Muscle weakness
test

Procedure: Test the flexion and
extension strength of the small toes,
and extension of the great toes.

Distal muscle weakness:
ranging from no muscle
contraction or any movement
possible to less strength than
expected.

Ankle reflex test

Tool: a reflex hammer.

Procedure: With the patient sitting, the
examiner dorsiflexes the foot and gently
strikes the Achilles tendon with the
reflex hammer.

In the absence of reflex, the test will be
repeated with reinforcement.

Abnormal reflex test: scored as
zero (absent with
reinforcement), one (present
but decreased), two (normal),
three (increased), or four
(increased with clonus).

Touch sensation
test

Tool: a Semmes-Weinstein
monofilament.

Procedure: The monofilament is placed
at four sites at the plantar side of the
foot; big toe, first, third and fifth head of
metatarsal bone. Repeat the test up to 3
times on an area when the patient does
not indicate they feel the monofilament.

Abnormal sensation: when the
patient feels the presence of
the buckling monofilament at
maximum 1 of the four
mentioned sites even after the
third time. .

Vibrating sensory
test

Tool: a 128-Hz Rydel-Seiffer tuning fork.
Procedure: The tuning fork is placed at
the dorsum of the interphalangeal joint
of the big toes. The patient is asked to
respond if he can no longer feel the
vibration. At this time, the vibration is
determined on the 9- point grading scale
(0/8-8/8) of the tuning fork.

Below 4 points is considered as
an abnormal vibration sense.

References are provided at the end of this file, references: [4-10], but also included in the main manuscript.




Table S3: Diagnostic criteria for stiff hand syndrome

Type of examination of the hand

Definition

Tabletop sign*

Inability to place the palms and fingers completely flat on
a horizontal surface

Prayer sign*

Inability to fully extend the fingers

* We considered a stiff hand syndrome present if at least one sign was positive; References are provided at the

end of this file, references: [11-13], but also included in the main manuscript.
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