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The gluteus medius (Gmed) is commonly written about, strengthened and blamed for many conditions,
and rightfully so. After all, the Gmed plays a role in pelvic stability, hip motor control and lower-
quarter dynamic movements. This muscle stabilizes the pelvis and lumbar spine, and can move the hip
in abduction, internal rotation, external rotation, extension and even flexion. The deltoid, on the other
hand, is hardly written about and never really blamed for conditions – although it absolutely should be.

Deltoid Biomechanics and Patterns of Dysfunction

Functionally, the deltoid can be divided into three sections: anterior, lateral (middle) and posterior.
The anterior deltoid abducts, flexes, internally rotates and horizontally adducts the humerus. The
middle deltoid abducts and slightly flexes the arm and posterior deltoid. Much like the posterior fibers
of the Gmed play a significant role in hip motion, the deltoid plays a role in almost all shoulder
motions, including movements involving the AC joint, GH joint and scapulothoracic joint.

Neumann1 describes the posterior deltoid as a humeral adductor in anatomical position, an external
rotator in the horizontal plane, and a humeral extensor in the sagittal plane. Therefore, a lack of
abduction could contribute to a weak anterior and middle deltoid, and/or a tight or facilitated posterior

deltoid. Oscar2 adds that the posterior fibers, when becoming the prime movers of external rotation,
create anterior humeral glide, decentrating the glenohumeral joint and limiting posterior glide.

http://www.daviddarling.info/encyclopedia/D/deltoid_muscle.html


Oscar also describes that the middle or lateral deltoid can become overactive or dominate with
associated supraspinatus inhibition. This dysfunction can lead to increased superior glide of the
humerus and contribute to glenohumeral impingement syndrome. GH impingement leads to
supraspinatus injury and the cycle of reciprocal inhibition continues. The anterior deltoid can pull the
shoulder into a rounded position, contributing to rounded shoulders and creating an imbalance of the

shoulder external rotators and posterior capsule.2

During performance of the shoulder abduction functional screen, an overactive levator scapulae and/or
upper trapezius can cause superior movement of the shoulder girdle. Ipsilateral cervical lateral flexion
represents a failure of this screen and also suggests overactivity of the levator and upper trap. This
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repetitive motion can inhibit and decrease the activity of the deltoid.

In chronic shoulder abduction dysfunction, postural findings of deltoid inhibitions can be observed.
Page states that the deltoid is atrophied in patients presenting with impingement and exhibits lower

levels of EMG activation.3 Lack of deltoid tone presents as oblique flattening in the anterior lateral
shoulder.

Rehabbing the Dysfunctional Deltoid: Exercise Options

From a rehabilitation standpoint, the dysfunctional deltoid responds clinically with small, simplistic
exercises. Large movements and lever arms increase the activity of the tonic musculature and feed the
patient's dysfunction. Bent-elbow isometric shoulder abduction at 0-15 degrees and side-lying 5-15-
degree arm raises can activate the deltoid and supraspinatus, while limiting the overactivity of the
levator and trap. Standing shoulder extension self-mobilizations focusing on not rolling the humeral
head forward or gliding superior can help stretch the anterior deltoid and AC joint, while activating
the posterior fibers. Deltoid retraining may prove to be as vital as Gmed exercises in rehabilitation.
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