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First time Anterior Shoulder Dislocation: Rationale for
Treatment
Shirish S Pathak1, Gaurav Waghmare¹
Abstract
Anterior traumatic glenohumeral joint dislocation is the most common dislocation in the human body. The definitive management
of first-time anterior shoulder dislocation remains controversial. The traditional conservative treatment of closed reduction and
immobilisation has shown high recurrence rates in the young athletic male population involved in contact sports. This has led to an
increased interest and trend amongst shoulder surgeons to offer early operative stabilisation after first dislocation itself. This article
reviews current literature about recurrence rates after conservative versus operative treatment of first time shoulder dislocation. It
also highlights key issues of defining the high risk group for recurrence after conservative treatment, compares the outcomes of
surgery for first versus recurrent shoulder dislocations and also mentions complications of early surgery. Article also discusses an
evidenced based treatment algorithm for the treatment of a first time anterior shoulder dislocation.
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Introduction
The glenohumeral joint is the most
mobile articulation in the body and the
most commonly dislocated diarthroidal
joint. Anterior traumatic dislocation of
the shoulder represents 96% of all
shoulder dislocations[1]. This instability
of the glenohumeral joint ranges from
subtle increased laxity to recurrent
dislocation.
The definitive management of first-time
anterior shoulder dislocation (FTASD)
remains controversial. Traditionally,
treatment consisted of initial immobilization, ranging from four to six
weeks, followed by intensive functional
rehabilitation. However, in view of the
high recurrence rates associated with this
approach, there has been an interest in
determining whether immediate surgical
intervention is able to lower the rate of
recurrent shoulder dislocation and to
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improve the patient’s quality of life.
Malhotra et al in their study comprehensively surveyed all members of the
British Elbow and Shoulder Society
(BESS) to determine their preferred
methods of treating young patients with
traumatic, anterior shoulder dislocation
once in 2002 and later in 2009 and found
that the numbers who now potentially
offer stabilization surgery to FTASD
virtually doubled from 35% to 68%. This
increase in surgical treatment is due to
the studies supporting arthroscopic
bankarts repair (ABR) over conservative
treatment when it comes to decreased
risk of recurrence[2].
This article critically reviews available
literature about recurrence rates after
conservative treatment of FTASD and
the superiority of ABR over conservative
treatment modality for the same.
In this review article we decided to
answer the following questions :1. What is the definition of “high risk
groups” when it comes to incidence
and high recurrence of anterior
shoulder dislocation?
2. What are the recurrence rates after
conservative treatment of first time

shoulder dislocator?
3. Are the recurrence rates significantly
different after surgical treatment of firsttime anterior shoulder dislocation
compared to recurrent shoulder (≥2
dislocations)?
4. What are the widely accepted
management modalities and the recent
evidence to support the same?
Pathology
Approach to a young patient with
FTASD should be broadly classified into
2 groups based on the etiology namely
1) traumatic and 2) atraumatic
During traumatic anterior dislocation,
the humeral head is displaced in an
anteroinferior manner; thus stretching
the capsuloligamentous components,
often resulting in a “essential lesion”
termed as a Bankart lesion [3]. Other
lesions that may be associated with
traumatic anterior dislocations include
Hill-Sachs lesions, superior labral tears
from anterior to posterior (SLAP),
capsular tears, rotator cuff tears and
glenoid rim fractures[4].
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contact or collision sports, or who
required overhead occupational use of
the arm, were more likely to have redislocation of the shoulder than their less
active peers, or older patients. However,
even in the highest-risk group, only
approximately half of the patients with
shoulder re-dislocation requested for
surgical treatment within the follow-up
period. Thus, they concluded an early
surgery based on the presumption of
future dislocations, unhappiness and
disability was not justified through this
study[5].
Overall recurrence after ABR is low but it
is not that far behind of conservative
treatment.
Chapus et al performed a prospective
study with a Ten-year follow-up of acute
arthroscopic Bankart repair for initial
anterior shoulder dislocation in young
patients less than 25 years of age and
found a recurrence rate of 35%[23].
Linde et all in a study showing Long-term
results after arthroscopic shoulder
stabilization in an 8- to 10-year follow-up
reported a re-dislocation rate of 35%.
The presence of a Hill-Sachs defect and
the use of less than 3 suture anchors
showed to increase the chance of
recurrence [24]. Flinkkila et al investigated the long-term results of arthroscopic Bankart repair over a minimum of
10 years followup and Nearly 30% of
patients had recurrence of instability
after arthroscopic Bankart repair.
Patients aged ≤20 years did poorly with
nearly 54% of the patients having
recurrence. It was advocated that
alternative stabilization techniques
should probably be considered for these
patients.
Thus the re-dislocation rates after ABR in
the available literature are ranging
between 3% and 41%[24,25,26].
The real comparison should be between
the recurrence rate in cases of ABR done
for FTASD and that for ≥2 dislocations.
Panzram et al in a retrospective study
published the mid-term to long-term
results of primary ABR for traumatic
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anterior shoulder instability. In the study
patients who sustained only one episode
of subluxation/dislocation prior surgery
(group A) had a recurrence rate of 21% as
compared to group B (22% recurrence
rate) which includes patients with more
than one episode, thus showing that ABR
after multiple dislocations does not
signif icantly af fect the outcome.
However, those patients with more than
5 episodes of dislocation prior to surgery
showed a recurrence rate of as high as
35%[27]. In another study, marshal et al
studied the outcomes after ABR in
Patients with first-time versus recurrent
dislocations found that postoperative
instability rate was 29% in the first-time
dislocation group and 62% in the
recurrent dislocation group[28].
From these studies, it seems that
operative treatment for a FTASD in a
young population may reduce
recurrence, improve outcome, and avoid
the frequent necessity of open
reconstructive procedures in patients
who suffer from recurrent instability and
co n co m i t a n t g l e n o i d b o n e l o s s.
Although the rate of recurrence is high in
the young active population, it is not
unacceptably high. A sizable number of
patients may be treated surgically
unnecessarily leading to “over treatment”.
There is calculated risk if one offers
conser vative treatment after first
dislocation and remains vigilant for
subsequent recurrence.
If all FTASD are operated upon, then to
prevent one patient from sustaining a
redislocation, 4.7 patients would need to
be operated and subjected to a risk of
operative complications which can easily
be avoided by a conservative trial, as
quoted by Robinson et al[6].
Complications occurring after surgery
can delay or hinder return to athletic
activity. Common issues after shoulder
stabilization procedure include nerve
injury, chondrolysis, hardware failure,
decreased strength or range of motion,
persistent pain, degenerative arthritis,
infection, and subscapularis

dysfunction[29]. Further Pelet et
al.found that Bankart procedure does not
prevent the development of glenohumeral degenerative arthritis [30].
Role of open procedures/ latarjet
procedure
An arthroscopic-only Bankart should be
planned only if Glenoid bone loss is
<15%, and humeral head lesions are "on
track". If there is greater bone loss,
adjunct or open procedures should be
performed[31].
A systematic review study to compare the
outcomes of Bankart repairs vs. the open
L atar jet procedure for recurrent
instability of the shoulder demonstrated
that the Latarjet procedure is a viable and
possibly superior alternative to the
Bankart repair, offering greater stability
for recurrent instability of the
shoulder[32]. Hardy et al in their study
concluded that the number of episodes of
dislocation before surgery does not affect
postoperative instability rates and reoperation rates after the Latarjet procedure.
The rates of recurrence were 4.8% in the
first-time dislocation group versus 3.65%
in the recurrent dislocation group[33].
Blonna et al compared in a case controlmatched manner the 2 techniques of
ABR and open bristow-latarjet procedure with particular emphasis on return
to sport after surgery and concluded that
ABR using anchors provided better
return to sport and subjective perception
of the shoulder compared with the open
Bristow-Latarjet procedure in the
population studied. R ecur rence,
however was higher in the ABR group
[34].
Latarjet procedure is indicated in cases of
high risk group with significant glenoid
bone loss, and recurrent instability after
failed ABR treatment.
Consensus from Neer Circle of ASES:
The considerable controversy with
regards to the treatment of FTASD is true
even among surgeons with considerable
experience in the field. The following

61| Journal of Clinical Orthopaedics | Volume 6 | Issue 1 | Jan-Jun 2021 | Page 60-64

www.jcorth.com

Pathak SS & Waghmare G
Atraumatic shoulder dislocations usually
present with ligamentous laxity, have
bilateral presentations with midrange
instability and are treated conservatively
with shoulder rehabilitation.
Risk factors for recurrent shoulder
instability
Extrinsic risk factors of recurrent
shoulder instability include overhead
athletes[5], athletes in collision sport[6]
or military personnel[7]. Intrinsic risk
factors include hypermobility[8,9,10]
and age[11].
Young age and male sex are frequently
identified as risk factors for recurrent
instability[6]. However, definition of
young is not well defined in these
literatures. Some studies mention <20
years as young while others classify <30
years as young and having a high risk for
recurrence of shoulder dislocation.
In patients younger than 20 years of age,
recurrent dislocation rates have been
reported as high as 90% in the athletic
population. The rate of recurrence drops
to between 50% and 75% in patients 20 to
25 years of age[12,13,14].
Studies have shown that the lower limit in
adolescents predisposing to highest rate
of recurrence is set at 14 years[15].
The general trend of recurrence goes on
decreasing as we go higher in age groups.
In patients older than 40 years, anterior
dislocation is associated with lower rates
of instability, but high rates of rotator cuff
tears. The incidence of rotator cuff tears
in patients older than 40 years at the time
of initial dislocation is 15% and the
incidence climbs to 40% in patients older
than 60 years of age[14].
Emergency management
Acute traumatic shoulder dislocations
commonly presents in the emergency
room. Detailed history-taking and
clinical examination especially for
confirming neuro vascular status both
before and after attempting reduction is
of paramount importance in order to rule
out axillary nerve, brachial plexus or

isolated nerve injury [16]. Radiological
assessment with 2 orthogonal
radiographs will confirm the diagnosis
and help to identify associated fractures
before attempting reduction. There is no
consensus about the technique of closed
reduction, but gentle attempt at closed
reduction under painkiller cover is
advised. It is recommended that closed
reduction should be done under short
general anesthesia with adequate muscle
relaxation to avoid iatrogenic soft tissue
and bony injuries.
Post reduction clinical examination and
radiographs are mandatory to confirm
successful reduction. Post reduction true
anteroposterior view of the shoulder is
very important to avoid missing any
associated fractures of greater tuberosity,
bony bankarts or Hill Sachs lesion. In
case of associated bony injuries or
immediate recurrence of instability
following closed reduction, further
investigations in the form of CT scan and
MRI are advisable. Bony bankart or
glenoid bone loss should not be missed
and should be tackled surgically in order
to avoid unacceptable recurrence
rates[17]. After closed reduction of a
glenohumeral dislocation, patients are
placed in a simple shoulder sling in
internal rotation traditionally. Some
recent reports, have suggested that
immobilization in a position of humeral
external rotation may result in a lower
rate of recurrence compared with traditional immobilization in internal
rotation, but may cause issues with
compliance owing to the discomforting
position of the upper extremity[18,19].
Role of conservative treatment
A prospective multicenter study of 25
years follow-up by Hovelius et al[13]
found that 43% of the patients aged 12 to
40 with a primary anterior shoulder
dislocation who had been treated
nonoperatively either had not redislocated or had become stable over
time. They concluded from these
findings that immediate surgery for the

treatment of all FTASD aged 25 years or
younger would result in a rate of
unnecessary operations of at least 30%,
or possibly 50% if one considers the
number of shoulders that became stable
over time. In another study, the natural
history of 131 first-time dislocators
revealed that approximately half had no
additional instability event within a 5year follow-up period, and the other half
had 1 or more redislocations [5].
Robinson et al performed a prospective
cohort study of 252 patients ranging from
15 to 35 years old who sustained an
anterior glenohumeral dislocation and
were treated with sling immobilization,
followed by a physical therapy program.
They found that instability developed in
55.7% of the shoulders within the first
two years after the primary dislocation
and increased to 66.8% by the fifth year.
The younger male patients were most at
risk of instability[3].
Conservative treatment conferred a
recurrence rate of over 50% which is still
relatively high and hence some researchers have investigated the role of
arthroscopic treatment in first-time
shoulder dislocations.
Role of arthroscopic stabilization for
ftasd
Arciero and colleagues reported a 14%
failure in the operatively treated group
compared with an 80% failure rate in the
nonoperative group [20]. Several other
studies reported significantly lower
recurrence rates following arthroscopic
Bankart repair when compared with
nonoperative treatment. Additionally,
patients treated surgically demonstrated
a superior outcome compared with the
nonoperative group using a quality of life
assessment [21,22].
Sachs et al tried to identify patients at
high risk for recurrence and whether
these high-risk patients were best served
by immediate surgical stabilization by
prospectively following up on 131
patients for five years. They found that
younger patients who were involved in
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conclusions were derived from the first
consensus process of the Neer Circle of
the American Shoulder and Elbow
Surgeons on treatment of the patient
with a FTASD[35].
1. Experts do not believe that surgery
should be a standard for all patients with
first time dislocations.
2. Contact athletes, at the end of their
competitive season, age >14 with apprehension and meaningful bone loss had
very high levels of recommending
surger y (>90%) with ver y strong
recommendations to do so.
3. Non-athletes of all ages without
apprehension, and without meaningful
bone loss had extremely low levels of
surgical recommendation (<6%), with
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very strong recommendations against
surgery.
4. Patient features that strongly influenced surgery were meaningful bone loss
and apprehension.
5. Age followed a distribution such that
<14 and >30 years old were less likely to
have surgery
Authors Opinion and conclusion:
After considering all the available
literature, the author feels that nonoperative treatment still remains the first
treatment option for FTASD in majority
of patients.
In cases associated with greater tuberosity fracture, bony bankarts or in highrisk individuals (overhead and contact

sport athletes and military personnel)
within the age group of 14-30 years the
option of surgical stabilization should be
offered as a viable option owing to the
relatively high recurrence rate in such
patients after conservative treatment. At
the same time decision of surgery should
be individualized and jointly taken after
adequate counselling and discussion
regarding benefits and complications of
the procedure with the patient, parents
and coach.
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