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Objectives

• Discuss outcomes of operative and non 
operative treatment of 1st time shoulder 
dislocations

• Discuss long term outcomes of  shoulder 
instability

• Discuss return to play/return to sport 
considerations in shoulder instability





US Naval Academy



“The Physical 
Mission”

• Graduation 
Requirements:

• Swimming
• Wrestling
• Boxing
• Martial arts

• Obstacle Course
• Endurance Course
• Biannual Physical 

Testing

• 33 varsity sports
• 14 club sports
• 1500 varsity athletes

• All students must play 
varsity, club, or 
intramural sport





Goals

• 1st Time 
Dislocation

• In Season 
Decision 
Making

• Posterior Tears



1st Time Dislocation

What is the optimal management?



“My shoulder is out!”

• 19 y/o M

• Walks into clinic

• Herndon Climb

• Shoulder dislocation

• Reduced in clinic

• Now what?



Operative vs Non Operative



• 40 patients, recreational and competitive sports

• Mean 22 years old

• Randomized
– Non-operative: 3 weeks sling 

• Allow RTP 4 months contact

– Arthroscopic (transglenoid) repair:  w/in 4 weeks
• Allow RTP 4 months contact



Return to Sport* Recurrence* WOSI^

Arthroscopic 95% 16% 86.3%

Non-operative 95% 47% 69.8%

p value: -- .03 0.03

*RTS and Recurrence after 4 months supervised rehabilitation before contact activities
^ WOSI score at 3 yr follow up



Non-operative Recurrence

Collision athletes and military cadets:

Citation Population Recurrence

Wheeler Arthroscopy. 1989 Military/Cadets 82%

Arciero AJSM. 1994 Military/Cadets 80%

Bottoni AJSM. 2000 Military/Cadets 75%

Sachs JBJS. 2007 Collision 56%

LeClere Sport Health. 2013 Collision 42%



Significantly Less Recurrence with Surgery

4 vs 95% 3 vs 56%
18 vs 60%







Should we make them “earn” surgery?





Going “LT Kaffee” style…



There is now strong evidence 
to operate on young, active 
first time dislocators.





• 63 surgical patients

– 97% Bankart

– 22% bony Bankart

– 89% Hill Sachs

– 10% SLAP

• 53 non op patients

– 90% with recurrent 
instability



• Prospectively followed a 
class of cadets at West 
Point

• 27 first time 
dislocations

• Bankart: 96%

• Hill Sachs: 93%

• Bony Bankart 
11%



• Pathology not limited to Bankart and Hill-Sachs
– Combined labral tears

– Panlabral tears

– RCT

• Underscores needs for aggressive evaluation of 1st time 
subluxation & dislocation events…



Recurrent Instability Associated Pathology

270 Degree
8%

SLAP-Bankart
24%

Anterior-

Posterior
18%

Bankart
50%

USMA 2003-2009

• USMA cadet population

• 50% (171/338) Anterior instability 
events were isolated Bankart tears

 -Dickens et al. Phys Sports Med. 2012 



433 surgical patients over 8 
year period with 2 year follow 
up 

35% have combined lesions



Prospective evaluation of 91 surgical patients

4 categories → increasing # of instability events

Stepwise progression of labrum-ligament injury
1. Bankart
2. Bankart-Perthes extending to IGHL
3. ALPSA 
4. Labral and capsular degeneration



• MRA Study of 144 patients
– 33 primary 

– 111 recurrent

•  Sig higher % Bankarts and ALPSAs in recurrent
– 2x Bankarts

– 5x ALPSA 













Stay with me…



Increasing evidence…

• 122 patients

– 33 fist time dislocators

– 89 matched recurrent

• Worse in Recurrent

– Higher failure rate

– Higher apprehension 
rate

– More bone loss

– Lower satisfaction with 
ADLs



Time from first 
dislocation to 
surgery is a 
SIGNIFICANT RISK 
FACTOR FOR 
FAILURE OF 
SURGERY!



Shoulder Alphabet Soup



• 77 surgical pts

• Median f/u 3 
years

• Significantly 
higher failure rate 
with GLAD lesions



GLAD Lesion





• 26 ALPSA repairs 
compared to 67 Bankarts

• ALPSA = 3x number of 
dislocations (12.3 vs 4.9)

• ALPSA with significantly 
higher failure rate
– (19.2 vs 7.4%)



 ALPSA Lesions Are Associated with High Rate of Early Repair Failure
Benjamin W Hoyt MD, Buddy G Yow MD, Cory A Riccio MD, Zachary J Bloom MD, John-Paul Rue MD, Jon F Dickens MD, Lance E LeClere MD

• ALPSA lesions?

– What is the postoperative course and what are the 
expected 5+ year outcomes after repair for ALPSA lesions?

– Can this information be used to guide treatment and/or 

counseling for patients with ALPSA lesions?

• subjective subluxation and dislocation, recurrence of pain consistent 
with instability, or functionally limiting apprehension. 

• Overall 17% failure rate at 5 yr 
f/u

• High rate of associated lesions

• Eight failures at median 15 
months post-index procedure

• 75% of failures occurring before 
two years 

• High rate of failure after 
revision repair (3/8, 37.5%) 

 

A

A

B

B

C



Keys to success—Keep it from 
happening in the first place!

Predictors of failure: 
• ALPSA
• >1 dislocation
• >6 months of instability

32% Failure rate in ALPSA
20% Revision rate
ALPSA avg preop dislocations: 3
 * Avg for Bankart: 1

1 year follow up
15% Failure rate in ALPSA
ALPSA avg preop dislocations: 12.3
 





Game Changer



• 73 shoulders

• “Quartiles” of bone loss

• 13.5% bone loss or 
more = CLINICAL 
FAILURE WOSI SCORE!!!

• Even if no recurrent 
instability!



“Each additional dislocation 

increased the odds of developing 

any glenoid bone loss by 81%, and 

those of developing a lesion >10% 

by 157%”

“Increased frequency of dislocations 

is the strongest factor leading to 

glenoid bone defects”



Do you really want to leave it alone?

• Taylor

– 22% bony Bankart in 1st 
time dislocation

• Rugg

– Double the incidence of 
bone loss with 2-5 
dislocations compared to 
a single dislocation



• 139 patients

• Most common bone 
loss is attritional

• Cannot “key in” and 
reconstitute

• More attritional loss 
with longer symptom 
duration



• ”Key in” fragment: 6% failure rate

• Pure bone loss: 60% failure rate



Reasonable conclusion

More Instability 
events or time

More Attritional 
Bone Loss

(Provencher)

Higher failure rates

•Recurrent instability

•WOSI Score  (Tokish)



• 167 open Bankarts

• Onset of OA correlates with number of 
instability events pre-op



570 surgically treated 
shoulders

Rate of post op OA = 19.7%

Increased # of dislocations = 
Increased rate of OA







Recap…

• More dislocations

– More ALPSAs

– More glenoid bone loss

– More Hill-Sachs lesions

– Bigger labral tears

– More cartilage injuries

– Worse WOSI scores

– Higher failure rates

– More OA

Surgery…



Do I t…?

• % Recurrence
• No proven difference 

in outcomes (…yet)
• Loss of time/$$$$ in 

pro athletes

More ALPSAs
More glenoid bone loss
More Hill-Sachs lesions
Bigger labral tears
More cartilage injuries
More OA
Worse WOSI scores
Higher failure rates

SURGERY

No Surgery



“Can I play?”

• 21 y/o slotback

• 1st dislocation 

• Reduced in locker room

• 3 weeks before Army Navy



• 30 patients, contact and noncontact sports 

• Mean 16 years old

• 90% return to sport
– Subjective: all athletes a “same or near same level” 

• Mean time lost from sport: 10 days



• 45 patients
– 38 first time instability

• 75% return to sport
– Average RTP 5 days

• 66% completed season

• 63% of those that returned 
had another event



Subluxation Vs. Dislocation

Subluxation
42%

Dislocation
58%

Subluxation
• Median RTP 3 days

• 76% completed the 
season p=0.282

Dislocation
• Median RTP 7 days

• 56% completed the 
Season

Subluxation 5.3x more likely to return to sport compared to dislocations 

(95%CI 1.00. 28.07; p=0.049)



For every 1 point 
higher the WOSI at 
the time of injury, 5% 
more likely to RTP

1 point on SST = 3% 
more likely to RTP

Predictors of Return to Sport
For every 10 points 
higher on WOSI at 
the time of injury, 
returned 1.5 days 
faster



• Followed same 
cohort in subsequent 
season

• Sig better results in 
patients treated with 
surgery 



• 1 NFL Team

• 1980-2008

• 328 players (2 yr min)

• 13.1% incidence

• Compared:

– 1st time

– Non Op Tx

– Op Tx





What about bone loss?

• 50 division one football 
players

• <13.5% bone loss = no 
recurrence

• >13.5% bone loss = 
100% recurrence

• More instability events

– More bone loss

– Bigger tears

– More anchors



“Can I play?”

• 21 y/o slotback

• 1st dislocation 

• Reduced in locker 
room

• 3 weeks before Army 
Navy





Don’t Forget About Posterior…



Clinical Scenario

• Starting Left Tackle, Senior

• Dominant UE

• H/o posterior pain

• Strongest on Team

– Decreased bench press 

• + Kim/+Jerk

• Normal Cuff Strength



• Retrospective review
– USNA, Walter Reed

• 2013-2015 MRIs
– <40 y/o

– Isolated posterior tear

– MRA confirmed

• Minimum 2 year f/u



Variables

• Injury vs insidious

• Instability vs pain

• Hx dislocation?

• Strength changes?

• Kim

• Jerk

• Load and Shift

• Apprehension

• Glenoid Version

• Chondrolabral version

• HH subluxation ratio

• Size of tear

• Labral Height

• Glenoid Depth

• Glenoid Dysplasia

• Bone Loss



Results

• 159 shoulders

• Min 2 year follow up

• 48.4% Rate of Surgical Tx

– 77 surgery

– 82 non operative



Examination  Findings: INSTABILITY!

Does Not Predict 
Surgery

• Kim and Jerk Tests

• Rotator cuff strength

Predicts Surgery

• + Load Shift

• + Apprehension





Do it…?

• % Recurrence
• No proven difference 

in outcomes (…yet)
• Loss of time/$$$$ in 

pro athletes

More ALPSAs
More glenoid bone loss
More Hill-Sachs lesions
Bigger labral tears
More cartilage injuries
More OA
Worse WOSI scores
Higher failure rates

SURGERY

No Surgery



Glenoid Bone Loss and Hill Sachs



Beware of Bone Loss!

• USNA and Walter 
Reed

• 66 shoulders 
– Isolated posterior 

tear

• F/u 26mos

• 2 groups based on 
bone loss
– Minimal: <13.5%

– Moderate: >13.5%



Moderate Bone Loss=BAD!!

Minimal Bone Loss 

(n=57)

Moderate Bone 

Loss (n=9)

P-Value

10 Complaint: Pain vs. Instability 80.7% (46/57) 22.2% (2/9) <0.001

Glenoid Retroversion -4.30 -11.5 0.01

Pain at last follow up 31.6% (18/57) 88.9% (8/9) 0.0017

Revision Posterior Stabilization 7% (4/57) 33% (3/9) .0017



Conclusions

• 14% of posterior 
instability patients 
had moderate bone 
loss

• With bone Loss 
– More instability

– Higher re-op risk

– More pain at final f/u

• Bone loss associated 
with increased 
retroversion and 
higher failure rates!



Clinical Scenario

• Starting Left Tackle, Senior

• H/o vague posterior pain

• + Kim/+Jerk

• Normal Cuff Strength

• What to do????



• 10 football players in season

• 7 returned to play same 
season

• RTP  1-7 days

• 5/7 had repeat instability

• 7/10 had surgery in post 
season



Posterior In Season: Ongoing…

• 2018 Varsity football season at USNA/USAFA
– 13 new onset posterior labral tears

• 4.3% of roster

– 84% returned to play (11/13)

– 69% completed season (9/13)

– 46% surgery (6/13)

– 54% non op treatment (7/13) 

https://www.trbimg.com/img-5a26c393/turbine/ac-cs-navy-evan-martin-20171204



My opinion…



USNA Treatment Approach

• Anterior, 1st time dislocation, under 25
– Arthroscopic Bankart

• Anterior, with minimal bone loss (<10%)
– Arthroscopic Bankart

• Anterior, with moderate bone loss (10-20%)
– Open Bankart with capsular shift for contact athletes
– Arthroscopy with remplissage

• Anterior revision, with less than 20% bone loss
– Open  capsular shift, with Bankart repair

• Anterior with >20% bone loss
– Latarjet



USNA Treatment Approach

• Posterior, new onset, no bone loss
– Attempt rehab

– +/- SAI

• Posterior, minimal bone loss
– Arthroscopic labral repair and capsulorrhaphy

• Revision posterior
– Arthroscopic revision

• Posterior with bone loss
– Scope distal tibia allograft



Summary 

• CAN attempt non-operative treatment

– Should we?

• Non-operative treatment CAN work in-season

– Should we?

• Evidence is starting to show that we shouldn’t 
wait



Thank You
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