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Abstract—Frozen shoulder is as an inflammatory condition which 
causes fibrosis of the glen humeral joint capsule and is accompanied 
by gradually progressive stiffness and significant restriction of range 
of motion. It is mostly seen in middle age, females with a steep rise in 
diabetic population. Conventional management includes 
rehabilitation, surgical correction and intra-articular 
corticosteroids, all associated with some side-effects while providing 
incomplete relief. Herein we describe a case of frozen shoulder 
(stage-I) secondary to diabetes. There was an overwhelming effect 
seen with hijamah (cupping) therapy with Roghan Surkh of Hamdard 
Laboratories (India) in 15 sittings on alternate days, without any 
adverse effects and the results were persistent. The effect is attributed 
to circulatory changes induced by cupping therapy, medicinal effect 
of Roghan Surkh and the massaging effect of gliding cupping. 
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Introduction 

Frozen shoulder, also referred to as adhesive capsulitis or 
periarthritis of the shoulder joint, is a chronic fibrosing 
condition which develops gradually as restricted shoulder 
motion progressing to almost negligible range of movement in 
the affected shoulder. (1) It is described as an inflammatory 
condition which causes fibrosis of the glen humeral joint 
capsule and is accompanied by gradually progressive stiffness 
and significant restriction of range of motion (typically 
external rotation), persisting for more than 3 months. (2) 

The condition mainly affects older population, most likely in 
40-60 years age-group, with a female predominance. 
According to the results of a longitudinal study, females are 
1.6 times more likely to suffer from frozen shoulder as 
compared to males. (1) The prevalence of frozen shoulder 
among the general population is reported between 2-4%, 
however, a significantly higher prevalence is noted in diabetic 
population, around 10-20% and upto 36% in some studies. (3) 
The significance of these findings can be deciphered from the 
fact that it has been suggested that patients having idiopathic 
frozen shoulder may be considered at a higher risk of 
developing diabetes mellitus, and may be screened 

appropriately. (4) When adjusted for all confounding factors 
including HbA1c level, it was found in a recent study that 
patients taking oral hypoglycemic drugs and having long-
standing diabetes (more than 10 years) had a higher 
prevalence of frozen shoulder. (5) In clinical presentation, the 
non-dominant extremity is typically found to be involved, 
while some studies report bilateral involvement in 6-50% of 
patients, but the involvement is rarely simultaneous. (3)  

Since the condition is mostly seen in long-standing diabetics, 
especially those dependant on insulin, it is believed that that 
long-term supplementation of insulin, along with fluctuating 
insulin levels increase the risk of developing periarthritis of 
the shoulder joint. The underlying pathology in frozen 
shoulder is demonstrated to be the presence of fibroblasts and 
my fibroblasts which lay down a dense matrix of collagen 
type-I and type-III within the joint capsule. It hence contracts 
leading to the characteristic symptoms of pain and stiffness. 
(6) Some studies support the involvement of collagen in the 
path physiology. It is believed that high blood glucose levels 
accelerate certain ageing processes, which eventually lead to 
cross-linking between adjacent molecules, such as collagens. 
These are more resistant to degeneration and accumulate in the 
joint capsule. (3) It is, however, still not understood what 
triggers the onset. (7) Psychological factors are also thought to 
play a role in the development of periarthritis and subsequent 
immobility. Patients having a low tolerance to pain, and 
refusing to take personal initiative in disease management 
have a higher chance of developing the condition. (3) Since 
the treatment of diabetes mellitus involves a lot of self-care, 
(8) it may be possible that such patients may have the same 
attitude towards diabetes management, thereby aggravating 
the underlying pathology. 

The conventional management of frozen shoulder involves 
pain management, intra-articular corticosteroid injections and 
exercise programs to increase the range of motion. If such 
supervised therapy fails after 6 months, manipulation under 
anesthesia may be performed, or a surgical arthroscopic 
release may be done. (3) However, all treatments carry their 
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adverse effects such as inferior recovery; humeral fractures, 
rotator cuff tears, glen humeral dislocations, and injuries to the 
axillary nerve after manipulation under anesthesia. Also, the 
symptom relief was much less in diabetic subjects. (9) Even 
with standard treatment, recovery takes about 1-3 years. (2) 

Case report 

Case: A 53 year old female diabetic patient presented to the 
Majeedia Unani Hospital out-patient department with right 
shoulder pain and restricted range of movement. She was a 
housewife having a largely sedentary lifestyle, and was 
suffering from diabetes form last 7 years; however, she had 
been on regular monitoring and treatment. The pain had 
started insidiously approximately 5 months back and she had 
been prescribed oral and topical analgesics by her family 
physician. She had only transient relief with the medications, 
while the restriction of movement advanced over time. At our 
out-patient department, the patient reported a dull, continuous 
ache in the right shoulder joint, which made it impossible for 
her to abduct or externally rotate her arm. On passive 
movement, the forward flexion was 90 degrees while external 
rotation was only 15 degrees and that too was painful. The 
patient was unable to dress and wash herself, and also reported 
waking up in at night if she accidentally rolled over to her 
right side during sleep. At the time of presentation, the blood 
glucose and glycated haemoglobin were within the normal 
range, and therefore she was advised to continue on her anti-
diabetic medication. The X-ray of the affected shoulder 
revealed no significant changes and the S. Uric Acid and 
arthritic profile (Rh Factor, S. Calcium and CRP) were within 
normal range. 

Examination: The patient was in the stage-I (freezing stage) 
(2) at the time of presentation. On examination, the right glen 
humeral joint active range of movement were-in adducted 
position external rotation was 10 degrees, forward flexion 70 
degrees, and abduction 45 degrees. The passive range of 
movement was 90 degrees in forward flexion and 15 degrees 
in external rotation, although she experienced significant pain 
during the manipulation (Table-1). The left arm was examined 
and was found to be within normal limits. There was no 
muscular or neurological deficit. On general examination, the 
patient was obese (weight 80 kg), afebrile, in good general 
health with no nutritional deficiency. There was no history of 
trauma or surgical history/ long term medication. Systemic 
examination was within normal limits. The temperament of 
the patient was found to be damvi (sanguineous) with an 
inclination towards balghami (phlegmatic). 

Table 1: Degree of improvement of the right shoulder range of 
motion (ROM) with cupping therapy 

Day ROM Abduction Flexion 
External 
Rotation 

0 day 
Active 45 70 10 
Passive 43 90 15 

10th Day Active 60 80 20 

Passive 70 90 45 

20th Day 
Active 100 100 90 
Passive Full Full Full 

30th Day 
Active Full Full Full 
Passive Full Full Full 

 
Intervention: Following the examination, we decided to treat 
the patient on the line of treatment of tahajjur-e-mafasil 
(concretion/ stiffening of joints) in Unani medicine.  The 
patient was advised hijamah mutaharrika (gliding cupping/ 
massage cupping therapy) over the affected joint and adjacent 
area o alternate days. The therapy was not conducted daily as 
the gliding movement causes some friction over the skin, and 
may have lead to blisters/ eruptions if carried out daily. Hence, 
a break was advisable in between the sessions. For assisting 
the gliding, we used Roghan Surkh (a Unani pharmacopoeial 
polyhedral oil). Gliding cupping was done all over the right 
shoulder, scapular region, upper arm up to the clavicular area 
for 7-10 minutes till the skin developed bright flushing. After 
that cups were applied covering the entire area and kept in 
place for 3-5 minutes till mild bruising developed. The patient 
was advised to continue with her normal activities and no 
specific precaution was required except continuing regular 
medication. Each sitting took about 15-20 minutes and no 
adverse effect or discomfort was reported at any stage. The 
patient showed signs of relaxation from the very first day due 
to massaging movements and gradually continued to improve 
on each subsequent visit. By 20th day (10th sitting) she had 
complete passive movement and by 30th day (15th visit) she 
could freely move her arm in all directions without any 
assistance or experiencing any pain. The patient was 
subsequently asked to follow at a month’s interval or if any 
remission occurred. She followed for about 6 months after the 
therapy without any remission, and did not follow after that. 

Discussion 

It is apparent from the case report that hijamah therapy has a 
significant role to play in the management of frozen shoulder, 
specifically in diabetic subjects. The mechanism of action is 
evidently manifold-(a) Circulatory changes induced by 
cupping therapy, (b) medicinal effect of Roghan Surkh and (c) 
massaging effect of gliding cupping. 

Circulatory changes: Cupping causes uplifting of skin inside 
the domes created by vacuum cups, and the negative pressure 
causes retention of local fluids inside the upliftings. The 
negative pressure also helps in breaking tissue adhesions, if 
any. The collection of fluids inside the skin domes causes 
dilution of inflammatory fluids, with possible relief of muscle 
tension and dilution and local redistribution of nociceptive 
mediators. Hence, the nerve endings are bathed in the filtered 
fluid, which produces a strong anti-inflammatory effect 
immediately. After removal of cups, the immediate decrease 
in negative pressure causes increased perfusion of the area 
which diverts the noxious substances from the affected area. 
Hence, the analgesic effects last longer. The perfusion of 
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affected area with fresh oxygenated blood also leads to 
improved healing at the site of pathology. (10) 

Roghan Surkh: Roghan Surkh is a Unani pharmacopoeial 
preparation which has anti-inflammatory, analgesic and anti-
arthritic activity. (11) Roghan Surkh manufactured by 
Hamdard Laboratories, India was procured from the market 
and used for the cupping therapy. It contains drugs such as 
Ushna, Sandal Surkh, lehsun, Darchini, Haldi and Sarson etc. 
which have anti-inflammatory, analgesic and joint rest orating 
properties.  

Table 2: Constituents of Roghan Surkh (11,12) 

Constitue
nt 

Botanical 
name 

Family 
Part 
used 

Action 

Ushna  
Usnea 
longissima 
Asch. 

Usneaceae Whole 

Musakkin-e-
A’sab 
(desensitizes/ 
calms nerves), 
musakkin = 
soothing (13) 

Burada 
Sandal 
Surkh   

Pterocarpus 
santalinus 
Linn. 

Leguminos
ae  

Heartwoo
d powder 

Musakkin 
(soothing) (13) 

Kuchla   
Strychnos 
nuxvomica 
Linn. 

Loganiace
ae 

Seed 

Local analgesic 
for 
hypersensitive 
conditions (14) 

Dar Hald 
neem 
kofta   

Berberis 
aristata DC. 

Berberidac
eae 

Semi-
crushed 
Root 

Anti-
inflammatory 
on local 
application (14)

Kaiphal   
Myrica nagi 
Thunb 

Myricacea
e 

Bark  

Muharrik 
(stimulant), 
muhallil 
(resolvent), 
dafae-tashannuj 
(anti-
spasmodic) (13)

Narkachur  

Curcuma 
zeodaria 
(Christm.) 
Roscoe 

Zingiberac
eae 

Rhizome 

Contains 
camphor (14) 
which enhances 
the efficacy of 
analgesics (15) 

Haldi  
Curcuma 
longa Linn. 

Zingiberac
eae 

Rhizome 

Muhallil 
(resolvent) and 
musakkin 
(analgesic) (13) 

Barg-e-
Aakh 
Sabz 

Calotropis 
gigantea (L.) 
Dryand 

Asclepiada
ceae 

Fresh 
leaves 

Muhallil 
(resolvent) and 
musakkin 
(analgesic) on 
local 
application. 
(13)  

Lehsun 
Allium 
sativum 
Linn.  

Liliaceae Bulbs 

Muhallil 
(resolvent) and 
musakkin 
(analgesic) (13) 

Roghan 
Sarson 

Brassica rapa 
L. 

Cruciferae Seed oil 

Used as 
liniment for 
rheumatic pains 
(14) 

Roghan 
Rayi 

Brassica 
nigra (Linn.) 
K. Koch 

Brassicace
ae / 
Cruciferea
e 

Seed oil 
Muhammir 
(increases 
perfusion) (13) 

Roghan 
Darchini 

Cinnamomu
m verum 
J.Presl  

Lauraceae Bark oil 

Muhammir 
(increases 
perfusion) and 
muharrik 
(stimulant) (13) 

Roghan 
Laung 

Syzygium 
aromaticum 
Merr & L.M. 
Perry 

Myrtaceae  
Flower 
bud oil 

Muhammir 
(increases 
perfusion), 
musakkin 
(analgesic), 
mukhaddir 
(anaesthetic) 
(13) 

 
Massaging effect of gliding cupping: The massaging 
movement causes increased arterial flow, breaking of 
underlying adhesions, and induces muscle relaxation. It is also 
proven that massage leads to a feeling of well-being by 
reducing functional stress and also improves immunological 
markers and decreases cytokine production. (16)  In a recent 
study, massage with Zingiber officinale oil was found to be 
effective in reducing knee stiffness, pain intensity and 
enhanced physical function in patients of knee osteoarthritis. 
(17) Manual stimulation in massage is theorized to cause 
centrally mediated effects, manifested as increase in the 
latency to mechanical stimulation, in addition to an 
endogenous release of oxytocin both in plasma and the 
periaquaductal grey matter in response to peripheral afferent 
massage-like stimulation, which may be probably mediated 
through the Aβ-fibres, which shows cumulative effects with 
repeated treatments. The increase in this latency could also be 
attributed to activation of touch-sensitive C-fibres 
consequently causing long-term effects at synaptic level. (18) 
Hence, the effects are brought about in a holistic manner with 
a combination of several factors. 

Conclusion 

The results of the above case study are highly encouraging. 
Hijamah mutaharrika caused complete cure in frozen shoulder 
associated with diabetes. The treatment was free of adverse 
events and caused no discomfort to the patient. In addition, the 
therapy is completely holistic, simple to administer, has a 
negligible cost and is practically free of adverse effects. 
Clinical evidence and scientific studies also validate the 
efficacy and safety of the procedure. Hence, it is concluded 
that cupping therapy may be considered as a first-line 
treatment in all cases of frozen shoulder, especially in diabetic 
patients. 
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