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ABSTRACTS 
Introduction: Frozen shoulder is a clinical condition marked by painful limitations in both active and passive shoulder 
movements. There are several therapeutic options available aimed at restoring mobility and alleviating pain for individuals 
suffering from frozen shoulder. A significant indicator of this condition is the restriction of shoulder movement in all directions, 
affecting both passive and active ranges of motion. 
Objective: To assess the effectiveness of intra-articular methylprednisolone injections in treating idiopathic frozen shoulder. 
Methodology: This descriptive case series study was carried out in the Department of Orthopaedics at Bolan Medical College 
in Quetta. The study included patients aged between 30 and 60 years, of both genders, who were diagnosed with unilateral 
idiopathic (primary) frozen shoulder, specifically in phases I and II, and had experienced symptoms for less than six months. 
Participants were required to have a University of California Los Angeles (UCLA) shoulder rating scale score of 27 or lower. A 
4cc injection was administered, consisting of 1cc of methylprednisolone (equivalent to 40mg) and 3cc of 2% lignocaine. The 
functional outcome was deemed acceptable according to the operational definition at the conclusion of the 12th week following 
the injection. 
Results: The average age of the patients was 43.10 years, with a standard deviation of 9.66 years. A significant portion of the 
cohort, 59 patients (67.80%), was male, while 28 patients (32.20%) were female. The mean duration of symptoms reported was 
3.58 months, with a standard deviation of 1.09 months. In most cases, 63 patients (72.40%) experienced symptoms for four 
months or less. A satisfactory functional outcome was noted in 52 patients, accounting for 59.80% of the total. 
Conclusion: A satisfactory functional result from intra articular injection of methylprednisolone was noted in 52 patients, 
accounting for 59.80%, who were diagnosed with idiopathic frozen shoulder. 
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INTRODUCTION 
Frozen shoulder is a medical condition marked by painful 
limitations in both active and passive range of motion.1 
 Frozen shoulder has typically been classified into two 
categories: primary (idiopathic) and secondary. The secondary 
type arises from pre-existing conditions, which may include 
diabetes mellitus, rotator cuff tendinopathy or tears, subacromial 
bursitis, biceps tendinopathy, recent shoulder surgery or trauma, 
as well as inflammatory diseases.2,3,4 
 The incidence of frozen shoulder is approximately 3 percent 
in the general population.5,6 Frozen shoulder is typically 
characterized as having three overlapping phases.7(1) In which 
there is progressive stiffening and loss of motion in the shoulder 
with increasing pain on movement, usually referred to as 'painful' 
phase. (2) In which there is a gradual decrease in pain but stiffness 
remains and there is considerable restriction in the range of 
movement, usually referred to as the stiffening or ‘freezing’ phase. 
(3) In which there is an improvement in range of movement, 
usually referred to as the resolution phase. 
 This includes rest, non-steroidalanti-inflammatory drugs, 
active and passive mobilization, physiotherapy, oral and intra-
articular corticosteroids, hydro-dilatation, manipulation under 
anesthesia, arthroscopic capsular release and suprascapular 
nerve block.8,9,10 
 Diagnosis, in both primary and secondary settings, is based 
on clinical examination and medical history. A key alerting feature 
is restriction of shoulder movement in all directions— passive and 
active range of movement.11 
 As per University of California Los Angeles (UCLA) shoulder 
rating scale at the end of 12th week, 15 (35. 7%) poor, 17 (40.5%). 
good and 10 (23.8%) patients with, frozen shoulder had excellent 
recovery (UCLA score of >27 was considered as good to excellent 
functional recovery).12 
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 The rationale of this study was that data on this topic is 
scarce and reported outcome assessed on different scales, 
therefore the present study is designed to assess functional 
outcome of frozen shoulder on validated scale and if the study 
shows acceptable outcome then the same modality was 
subsequently used in similar cases.  
 

MATERIALS AND METHODS 
Study was started after seeking approval from 20st June 2021 to 
21st May 2023 at the Department of Orthopaedics at Bolan Medical 
College in Quetta. Permission for data collections was duly sought 
from the Institutional Review Board of Bolan Medical College. 
Confidentiality of data of patients was maintained strictly. Patients 
were selected from OPD of ward BMC, once they fulfilled the 
inclusion criteria. All the data of the patient was collected and 
recorded in the Proforma after getting an informed and written 
consent. Patients will then be shifted to day care procedure room. 
Informed consent was obtained and patients were made as 
comfortable as possible. Sterile technique was utilized and gloves 
worn. A 4cc preparation (1cc methylprednisolone equal to 40mg 
and 3cc lignocaine 2%) was made. The affected shoulder is 
palpated until the distal, lateral and posterior edges of the 
acromion are identified and marked (e.g. thumbnail or marker). 
The skin should be cleaned with alcohol swabs or chlorhexidine 
and allowed to dry completely. Topical anesthesia such as 
lignoacaine (lidocaine) was applied to anaesthetize the shoulder 3-
5 min was allowed to ensure that the area is sufficiently 
anaesthetized before injecting the preparation. A 22-gauge IV 
cannula, was inserted inferior to the posterolateral corner of the 
acromion, aiming the needle medially and slightly anteriorly under 
the acromion with the tip directed to the under surface of the 
acromion. The needle was then being advanced to the joint cavity. 
Prior to injection, the plunger withdraw, which may return synovial 
fluid and confirm the correct location. This was also ensured that a 
blood vessel has not been entered. The preparation was injected. 
An adhesive strip was used to cover the injection site after the 
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procedure. The procedure was performed by surgeon having more 
than 2 years of orthopaedic experience. After the procedure, 
patients was advised to limit activity for 24 hours and counselled to 
use ice and analgesia. Patients were taught to start active home 
exercises after 24 hours. OPD follow ups were carried out at 3rd, 
6th, 9th and 12th week of injection. Functional outcome was labelled 
as acceptable as per operational definition at the end of 12th week 
of injection. 
Data Analysis: The data was entered and analyzed into statistical 
package for social sciences (SPSS version 11). Frequency and 
percentage was computed for categorical variable such as gender, 
and functional outcome. Mean and standard deviation was 
computed for age, duration of the symptoms and university of 
California Los Angeles scores. Effect modifier was controlled by 
stratification of age, gender and duration of symptoms through chi 
square test. P value ≤ 0.05 was taken as significant. 
 

RESULTS 
Mean age of the patients was 34.09 ±7.33 years. (Table 1), There 
were 114 (65.50%) patients with <45 years of age. (Figure 1), 
Majority 118 (67.80%) patients were males and 56 (32.20%) were 
females. (Figure 2), Mean duration of symptoms was 2.34 
±1.09months. (Table 2) 
 In majority of the patients 126 (72.40%), duration of 
symptoms was ≤4 months. (Figure 3) 
 Mean UCLA score was 15.90 ±2.89. (Table 3) 
 Acceptable functional outcome was observed in 104 
(59.80%) patients. (Figure 4) 
 Cross-tabulation was done to see the effect of age, gender 
and duration of symptoms on the outcome. Chi-square test was 
applied. Results are shown in table 4-6.   
 
Table 1: Age of the patients 

Mean ±SD Minimum Maximum 

34.09 ±7.33 31 60 

 

 
Figure 1: Age groups 

 

 
Figure 2: Gender Distribution 

Table 2: Duration of symptoms (in months) 

Mean ±SD Minimum Maximum 

2.34 ±1.09 2 5 

 

 
Figure 3: Duration of Symptoms (in months) 

 
Table 3: University of California Los Angeles Scores 

Mean ±SD Minimum Maximum 

15.90 ±2.89 23 33 

 

 
Figure 4: Acceptable Functional Outcome 

 
Table 4: Comparison of age with Functional Outcome 

 
Age (in years) 

Functional Outcome 
Total p-value* 

Yes No 

<45 72 (69.2) 26 (60) 114(65.5) 

0.242 ≥45 32 (30.8) 28 (40) 60 (34.5) 

Total 104 (100) 70 (100) 174 (100) 

N(%),*chi-square test applied taking p-value ≤0.05 significant 

 
Table 5: Comparison of gender with Functional Outcome n=87 

Gender 
Functional Outcome 

Total p-value* 
Yes No 

Male 70 (67.3) 28 (68.6) 98 (67.8) 

0.701 Female 34 (32.7) 26 (31.4) 60(32.2) 

Total 104 (100) 54(100) 158(100) 

n(%),*chi-square test applied taking p-value ≤0.05 significant 

 
Table 6: Comparison of duration of symptoms with Functional Outcome 

Duration of 
symptoms (in 
months) 

Functional Outcome 
Total p-value* 

Yes No 

≤4 80 (76.9) 46 (65.7) 126 (72.4) 

0.130 >4 24 (23.1) 24 (34.3) 48 (27.6) 

Total 104 (100) 70 (100) 174 (100) 

n(%),*chi-square test applied taking p-value ≤0.05 significant 

 

DISCUSSION 
Numerous approaches exist for the treatment of frozen shoulder, 
each reporting varying degrees of success. Symptoms associated 
with frozen shoulder tend to improve significantly when deep 
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heating is used in conjunction with stretching exercises. In 
contrast, superficial heating alone has proven to be less effective.16 
 Traditionally stretching exercises have been used to stretch 
the shoulder capsule. Continuous passive motion has shown more 
promising results as compared to this traditional practice.17 
 The combination of oral steroids, non-steroidal anti-
inflammatory drugs, and physiotherapy offers effective pain relief, 
typically lasting no longer than six weeks.11 In this study, a 
satisfactory functional outcome was noted in 52 patients, 
representing 59.80%. According to the University of California Los 
Angeles (UCLA) shoulder rating scale at the conclusion of the 12th 
week, 15 patients (35.7%) were classified as poor, 17 patients 
(40.5%) as good, and 10 patients (23.8%) with frozen shoulder 
achieved excellent recovery, with a UCLA score exceeding 27 
indicating good to excellent functional recovery.12 
 Dudkiewicz I et al. (2004) conducted a study involving 54 
patients, with an average follow-up period of 9.2 years, and 
concluded that conservative primary treatment for frozen shoulder, 
specifically physiotherapy and intra-articular steroid injections, 
proved to be an effective long-term treatment approach.19,20 In the 
research by Dierks and Stevens, seventy-seven patients with 
idiopathic frozen shoulder were evaluated to compare the 
outcomes of exercising within pain limits versus undergoing 
intensive physical therapy. The findings indicated that patients who 
engaged in exercise within their pain thresholds experienced better 
results than those who received intensive physical therapy.21 
 Farrell CM et al, reported that, in patients with persistent 
severe stiffness, manipulation of shoulder under general 
anaesthesia improves range of movement at shoulder joint for a 
mean period of 15 years after treatment.22 Some authors have 
claimed that this does not add to the benefit of exercise program.21 

 It included 27 patients of frozen shoulder (Adhesive 
Capsulitis) using guidelines issued by the Dutch College of 
General Practitioners.22,23 

 Frozen shoulder predominantly affects women in their 50s, 
often impacting the non-dominant arm, and can present bilaterally 
in up to 34% of cases.24 
 The incidence is even greater among individuals with insulin-
dependent diabetes, reaching 36%, and there is a higher likelihood 
of bilateral shoulder involvement.25 
 A randomized, placebo-controlled trial assessed the efficacy 
of physiotherapy alone versus a single intra-articular steroid 
injection administered under X-ray guidance. The findings 
indicated that while supervised physiotherapy alone offers limited 
benefits, combining it with a steroid injection significantly alleviates 
both pain and disability.26,27 

 Research by Van der Wind demonstrated that steroid 
injections administered by a general practitioner were more 
effective than physiotherapy alone after six weeks.28 
 A meta-analysis examining the efficacy of intra-articular 
steroids revealed that treatment success is influenced by the 
duration of symptoms, indicating that patients who receive 
injections earlier in their condition tend to experience faster 
recovery.29 
 In a similar vein, another study demonstrated that 
administering corticosteroid injections during the initial stages of 
adhesive capsulitis enables patients to regain mobility before the 
onset of severe fibrosis.30 
 Rizk conducted a study comparing four different treatment 
approaches: intra-articular methylprednisolone combined with 
lidocaine, intra-articular lidocaine alone, intrabursal 
methylprednisolone with lidocaine, and intrabursal lidocaine. The 
findings indicated no significant difference in pain scores or 
shoulder mobility at 24 weeks between the intra-articular 
methylprednisolone plus lidocaine and lidocaine alone.31 
 There is ongoing discussion regarding the effectiveness of 
single versus multiple injections. Evidence suggests that up to 
three injections can be beneficial, while the advantages of four to 
six injections remain limited.32 

 De Jong et al. noted that the effectiveness of steroid 
injections is dependent on the dosage administered. In a specific 
case,33 six patients (22.2%) required a second injection, as frozen 
shoulder in diabetic individuals tends to be more severe and 
resistant to treatment.34A study conducted in South Korea 
concluded that enhanced targeting of the intra-articular space 
through ultrasound guidance can yield improved 
outcomes.35Compared to traditional palpation-guided techniques, 
ultrasound guidance resulted in a 43.0% reduction in procedural 
pain (p < 0.001), a 58.5% decrease in absolute pain scores at the 
two-week mark, and a 75% reduction in VAS pain scores.36 
 Most patients with primary frozen shoulder have no history of 
shoulder trauma. They usually give a history of insidious onset of 
pain, followed by a loss of motion. Night and rest pain are common 
in the early stages. Patients who suffer from secondary frozen 
shoulder often give a history of known diabetes mellitus.37 
 The prevalence of frozen shoulder among diabetic patients 
is reported to range from 10% to 36%. Additionally, several other 
conditions have been linked to frozen shoulder, which may assist 
in the diagnostic process. These include hyperthyroidism, 
hypothyroidism, hypoadrenalism, Parkinson’s disease, 
cardiovascular disease, and a prior history of stroke.38 
 A history of recent surgical procedures, including cardiac 
surgery, neurosurgery, and radical neck dissection, has been 
linked to the onset of secondary frozen shoulder. In the initial 
stages of this condition, the primary symptom is pain that occurs at 
the limits of shoulder movement. Patients in stages 1 and 2 
typically report tenderness upon palpation of both the anterior and 
posterior shoulder capsules, along with pain that radiates to the 
deltoid insertion. As the condition progresses, mild disuse atrophy 
may be observed in the deltoid and supraspinatus muscles. 
Additionally, there may be widespread tenderness upon palpation 
of the glenohumeral joint, which can also extend to the trapezius 
and interscapular regions.39 
 The spread of this tenderness into the neck and upper back 
is attributed to the protective splinting of the affected shoulder. A 
complete loss of external rotation is recognized as a characteristic 
sign of frozen shoulder.40 
 It is crucial to determine whether this loss of external rotation 
is present in both active and passive movements. If passive 
external rotation is intact while active external rotation is absent, 
the possibility of a rotator cuff tear should be investigated. In cases 
of severely affected frozen shoulder, most movement is observed 
at the scapulothoracic joint, with extension and horizontal 
adduction being the least impacted by the disease process.41 
 The literature indicates that intra-articular injections provide 
superior pain relief compared to physiotherapy, analgesics, or 
placebo treatments. A review from the Cochrane database also 
suggests that while these injections may offer short-term benefits, 
the effects are often modest and may not be sustained over time. 
However, their efficacy is enhanced when combined with other 
treatment modalities, as demonstrated by the research conducted 
by Carrette et al.42,43,44 
 Research demonstrated that the combination of intra-
articular steroids and physiotherapy significantly enhanced 
shoulder range of motion compared to the use of either treatment 
alone. More recent findings indicate that a combination of 
triamcinolone steroids and a distension of 21 ml per injection 
yielded comparable results to manipulation under anaesthesia 
after two years. This implies that the outpatient procedure they 
proposed can achieve similar outcomes while minimizing the risks 
associated with anaesthesia-related manipulation. 
 

CONCLUSION 
A satisfactory functional result from intra-articular injection of 
methylprednisolone was noted in 104 patients, accounting for 
59.80%, who were diagnosed with idiopathic frozen shoulder. 
 
 



A. Hameed, A. U. K. Kakar, K. Khan et al 

 
P J M H S  Vol. 17, No. 10, October, 2023   145 

REFERENCES 
1. Richards DP, Glogau AI, Schwarts M, Harn J. Relation between 

adhesive capsulitis and acromial morphology. Arthroscopy. 
2004;20:614-9.  

2. McLaughlin HL. On the frozen shoulder. Bull Hosp Joint Dis. 
1951;12(2):383- 93.  

3. Lundberg BJ. The frozen shoulder. Clinical and radio graphical 
observations. The effect of manipulation under general anesthesia. 
Structure and glycosaminoglycan content of the joint capsule. Local 
bone metabolism. Acta Orthop Scand Suppl. 1969;119:1-59.  

4. Binder AI, Bulgen DY, Hazleman BL, Tudor J, Wraight P. Frozen 
shoulder: an arthrographic and radionuclear scan assessment. Ann 
Rheum Dis. 1984;43(3):365,69.  

5. Tighe CB, Oakley WS Jr. The prevalence of a diabetic condition and 
adhesive capsulitis of the shoulder. South Med J. 2008;101,(6):591-
95.  

6. Bridgrnan JF. Periarthritis of the shoulder and diabetes mellitus. Ann 
Rheum Dis. 1972; 31(1):69-71.  

7. Dias R, Cutts S, Massoud S. Frozen shoulder. BMJ. 2005;331:1453-
6.  

8. Favejee MM, Huisstede BM, Koes BW. Frozen shoulder: the 
effectiveness of conservative and surgical interventions systematic 
review. Br J Sports Med. 2011;45;49-56.  

9. Saqlain HA, Zubari A, Taufiq I. Functional outcome of frozen shoulder 
after manipulation under anesthesia. J Pak Med Assoc. 2007;57:181-
5.  

10. Lorbach 0, Anagnostakos K, Scherf C, SeilR, Kohn D, r Pape D. Non-
operative management of adhesive capsulitis of the shoulder: oral 
cortisone application versus intra-articular cortisone injections. J 
Shoulder Elbow Surg. 2010;19:472-9.  

11. Ahinad I, Askar Z, Durrani Z, Idrees M, Ayaz M, Hakim A. 
Intraarticular injection of methylprednisolone for idiopathic frozen 
shoulder. Pak J Med Sci 2009;17:16-8.  

12. Bal A, Eksioglu E, Gulec B, Aydog E, Gurcay E, Cakci A. 
Effectiveness of corticosteroid injection in adhesive capsulitis. Clin 
Rehabil. 2008;22:503-12.  

13. Buchbinder R, Green S, Forbes A, Hall S, Lawler G. Arthrographic 
joint distension with saline and steroid improves function and reduces 
pain in patients with painful stiff shoulder; results of a randomized, 
double blind, placebo controlled trial. Ann Rheum Dis. 2004;63:302-9.  

14. Ozkan K, ozcekic N, sarar S, Cefit H, Ozkan FU, Unay K. 
Suprascapular nerve block for treatment of frozen shoulder. Saudi J 
Aanaesth 2012;6:52-5. 

15. New Zealand guidelines group. The diagnosis and management of 
soft tissue shoulder injuries and related disorders. Wellington: new 
Zealand guidelines group;2004. 

16. Leung MS, Cheing GL. Effects of deep and superficial heating in the 
management of frozen shoulder. J Rehabil Med 2008; 40:145-50. 

17. Buchbinder R, Green S, Youd JM, Johnston RV. Oral steroids for 
adhesive capsulitis. Cochrane Database Syst Rev 2006 Oct 18: 
CD006189 

18. Widiastuti-Samekto M, Sianturi GP. Frozen shoulder syndrome: 
comparison of oral route corticosteroid and intra-articular 
corticosteroid injection. Med J Malaysia 2004; 59:312-6. 

19. Diercks RL, Stevens M. Gentle thawing of the frozen shoulder: a 
prospective study of supervised neglect versus intensive Physical 
therapy in seventy seven patients with frozen shoulder syndrome 
followed up for two years. J Shoulder Elbow Surg 2004; 13:499-502. 

20. Kivimäki J, Pohjolainen T, Malmivaara A, et al. Manipulation under 
anaesthesia with home exercises versus home exercises alone in the 
treatment of frozen shoulder: a randomized, controlled trial with 125 
patients. J Shoulder Elbow Surg 2007; 16:722-6.) 

21. Van der Windt DA, Koes BW, de Jong BA, Bouter LM. Shoulder 
disorders in general practice; incidence, patient characteristics and 
management. Ann Rheum Dis 1995;54:959-64.  

22. Bakker Jf, deJongh L, Jonquiere M, Mens J, Oosterhuis WW, 
Poppelaars A, et al. Standaard Schouder K lachten[Practice 
guidelines for shoulder complaints] Huisarts Wet 1990;33:196-202.  

23. Placzek JD, Roubal PJ, Freeman DC, Xulig K, Nasser S, Pagett BT. 
Long term effectiveness of translational manipulation for adhesive 
capsulitis. Clin Ortho 1998;356:181-91.  

24. Chambler AFW, Carr AJ. Aspects of current management: the role of 
surgery in frozen shoulder. J Bone Joint Surg 2003;85:789-95.  

25. Harrast M, Rao A. The stiff shoulder. Phys Med Rehabil Clin North 
Am 2004;15:557-573.  

26. Hannafin JA, Chiaia TA. Adhesive capsulitis: a treatment approach. 
Clin Orthop 2000;372:95-109.  

27. Neviaser JS. Adhesive capsulitis of the shoulder. J Bone Joint Surg 
1945;27:211-22.  

28. Simmonds FA. Shoulder pain: with particular reference to the ‘frozen 
shoulder. Bone Joint Surg [Br] 1949;31-B:426-32.  

29. Lundberg Bi. The frozen shoulder. Acta Orthop Scand 1969;119:1-59.  
30. Tighe CB, Oakley WS Jr. The prevalence of a diabetic condition and 

adhesive capsulitis of the shoulder. South Med J 2008;101:591-5.  
31. Dudkiewicz I, Oran A, Salai M, Palti R and Pritsch M. Idiopathic 

adhesive capsulitis:long term results on conservative treatment. Isr 
Med Assoc J 2004;6:524-6.  

32. Sheridan MA, Hannafin JA. Upper extremity:emphasis on frozen 
shoulder.Ortho Clin North Am 2006;37:531-9.  

33. Marx RG, Malizia RW, Kenter K, Wickiewicz TL, Hannafin JA. Intra-
articular Corticosteroid Injection for the Treatment of Idiopathic 
Adhesive Capsulitis of the Shoulder. HSS J 2007;3:202-7.  

34. Griggs SM, Ahn A, Green A. Idiopathic adhesive capsulitis. A 
prospective functional outcome study of nonoperative treatment. J 
Bone Joint Surg Am 2000;82-A(10):1398-407.  

35. Carette S, Moffet H, Tardif J, Bessette L, Morin L, Fremont P, et al. 
Intraarticular corticosteroids, supervised physiotherapy, or a 
combination of the two in the treatment of adhesive capsulitis of the 
shoulder: a placebo-controlled trial. Arthritis Rheum 2003;48:829-838.  

36. Van der Windt DA, Koes BW, Deville W, Boeke AJP, de Jong BA, 
Bouter LM. Effectiveness of corticosteroid injections versus 
physiotherapy for treatment of painful stiff shoulder in primary care: 
randomised trial. BMJ 1998;317:1292-6.  

37. Hazelman BD. The painful stiff shoulder. Rheumatol Phys 
Med1972;11:413- 21.  

38. Rizk T, Pinals R, Talaiver A. Corticosteroid injections in adhesive 
capsulitis: investigation of their value and site. Arch Phys Med 
1991;72:20-22.  

39. Shah N, Lewis M. Shoulder adhesive capsulitis: systematic review of 
randomized trials using multiple corticosteroid injections. Br J Gen 
Pract 2007;57:662-7.  

40. De Jong BA, Dahmen R, Hogeweg JA, Marti RK. Intra-articular 
triamcinolone acetonide injection in patients with capsulitis of the 
shoulder: A comparative study of two dose regimes. Clin 
Rehab1998;12:211-5.  

41. Griggs SM, Ahn A, Green A. Idiopathic adhesive capsulitis. A 
prospective functional outcome study of nonoperative treatment. J 
Bone Joint Surg Am2000;82A:1398-407.  

42. Lee HJ, Lim KB, Kim DY, Lee KT. Randomized controlled trial for 
efficacy of intarticular injection for adhesive capsulitis: 
ultrasonography-guided versus blind technique. Arch Phys Med 
Rehab 2009;90:1997-2002.  

43. Sibbitt WL, Peisajovich A, Michael AA. Does sonographic needle 
guidance affect the clinical outcome of intraarticular injections? J 
Rheumatol 2009;36:1892-902.  

44. Richards DP, Glogau AI, Schwarts M, Harn J. Relation between 
adhesive capsulitis and acromial morphology. Arthroscopy 
2004;20:614-9. 

 
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------ 
This article may be cited as: Hameed A, Kakar AUK, Khan K, Rehman AU, Adil I, Khan S: The Efficacy of Intra-Articular Methylprednisolone Injections in 
Treating Idiopathic Frozen Shoulder: Descriptive Case Series Study. Pak J Med Health Sci, 2023; 17(10): 142-145. 

 


