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Epidemiology
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Epidemiology

. Two Peaks in incidence: in 43D and 6680
years of age

njuries in young people usually due to sport.

njuries in older group due to falls around the
nouse.

ncidence of about 20 per 100,000.
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Mechanism
In sports, often occurs when a posterior
force Is directed onto an abducted arm, or
with a fall onto an outstretched arm.
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Inferior dislocation
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Recognition
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Reduction
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Reduction

Make sure the weight
IS off the floor.
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. Luxatio Erecta

Reduction
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Post reduction treatment

. Sling, immobilization
with ROM as tolerated

. Progressive return to

sports as pain allows
. Prophylactic bracing
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Factors Related to
Redislocation

, Age
. Activity
. Anatomic factors [

UGHSTON




Recurrence of Dislocation In
Relation to Age
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Anterior.dislocation of the shoulder
IN teenagers and young adults

. 55% 2 or more <22
. 37% 2 or more 229
. 12% 2 or more >29

Hovelius
J bone JoinGurg1987
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24°( DislocationsHovelius

. Over half had recurrent dislocations
. Half of recurrences had surgical treatment

Quoted in Rockwood/Matsen®
Edition B vorston




24°( DislocationsHovelius

. Only half of the recurrences treated
nonoperatively were stable at 10 years

_ Immobilization did not effect the rate of
recurrences
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Prognosis in Anterior
Shoulder Dislocation

. 116 Shoulder Dislocations
i 33% recurrence

i 66% <20

i 40% 2040

i 80% Athletes <20

I 30% nonathletes <20

William T. Simonet M.D.
Robert H.Cofield, M.D.
AJSM, Vol. 12, No. 1, 1984
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DoesimmobilizationHelp ?



Natural History of
Glenohumeral
Dislocation-Revisited

. 121 Athletes
. 62 Immobilized
(90% redislocate)

. 59 Not immobilizeo
(85% redislocate)

Jack H. Henry, M.D.
John A. Genung, M.D.
AJSM, Vol. 10, No. 3, 1082 |[HJEiSeN




Treatment in External
Rotation?

. Short term followup of dislocations treated

INn ER sling showed decreased redislocation
rate but poor compliance, and poor usage by
emergency room staff.
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The Pathology and
Treatment of Recurrent
Dislocation of the
Shoulder Joint.

Bankart
Br J Surg 1938



NOrdinary di sl ocati on
commonest of all dislocations of the joints.
It is caused by a fall on the abducted arm. In
extreme abduction the neck of the humerus
Impacts against the acromion process, and
then by leverage, the head is forced through
the lowest and weakest part of the capsule
between the subscapularis and triceps
muscl eé
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n | have now exposed
recurrent dislocatiomamely, detachment

of the glenoid ligament from the anterior
margin of the glenoid cavityat operation In
27T consecutive cases
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Essential Lesion

/\Labrum

A Bankart lesion=" |
occurs in the lower
part of the labrum.




Arthroscopic evaluation of acute
initial anterior shoulder dislocations

Baker, Uribe, Whitma
AJSM Vol 18. No
1990



