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In contrast to the surgical treatment of chronic
shoulder instability, there are only scarce publica-
tions about the management after a first episode of
anterior shoulder dislocation and how to prevent the
evolution towards chronic instability. We present
here a review of the literature on this subject.
Particular attention is paid to recent studies about
the position of the arm during immobilisation.
According to recent views, it may be preferable to
immobilise the arm in external rather than internal
rotation, but this has to be confirmed by further clin-
ical studies. The issue of early arthroscopic stabilisa-
tion after a first  dislocation event in young athletic
patients is also discussed.
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INTRODUCTION

The shoulder is the most mobile joint of the
human body, offering the widest range of motion.
In return for this mobility, the gleno-humeral joint
is exposed to instability, as it has no inherent sta-
bility from the bony anatomy. Static stability of the
gleno-humeral joint is provided by the articular soft
tissues including the labrum, capsule and ligaments
and by the negative intra-articular pressure.
Instability can be defined as the inability to main-
tain the humeral head on the glenoid during a
movement and this phenomenon causes apprehen-
sion and/or pain (8, 10). Anterior dislocation is the
most common manifestation of instability and is

most often caused by trauma. Once the stabilising
structures such as the labrum have been injured
after a first episode, the risk of recurrence is higher
in young patients, especially in teenagers (34).

Most literature dealing with recurrent anterior
dislocation of the shoulder has addressed patho-
physiological or anatomical considerations (33, 34,

39, 41), whereas many surgical techniques including
arthroscopy (35, 43, 45) have been described. In con-
trast, there are only few studies on the position of
shoulder immobilisation after the first episode.
Until recently, the arm was undisputedly immo-
bilised in internal rotation.

THE LESION

Detachment of the labrum from the antero-inferior
rim of the glenoid, the so-called Bankart lesion (3),
is the most common lesion associated with first-
time anterior dislocation of the shoulder (35, 40).
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The detached labrum is the terminal insertion of the
inferior gleno-humeral ligament which is the major
structural restraint to the development of an anteri-
or instability (41). A mid-substance tear of the infe-
rior gleno-humeral ligament and capsule is less
common in young patients (32). The Bankart lesion
alone is not sufficient for a shoulder to dislocate.
Experimentally, Bigliani et al (4) and Speer et
al (39) found that significant plastic deformation 
of the inferior gleno-humeral ligament must occur
before the labrum is avulsed from its bony attach-
ment.

FACTORS OF RECURRENCE

Age at the first episode is the most significant
single factor that affects the rate of redislocation.
The pivotal study of Hovelius et al (18) confirms the
influence of age at the first occurrence. The recur-
rence rate decreased with age : 34% in patients less
than 22 years old, 28% in patients less than
29 years old and 9% in patients older than thirty
years. These findings were confirmed by numerous
authors (12, 15, 16, 24, 26, 27, 36-38, 42, 46). One of the
main reasons advocated is that there is a constant
avulsion of the labrum with poor self-healing
capacity in the young patient, whereas in older
patients, the incidence of capsular disruption with
good healing prognosis increases (10, 25, 32, 33).

The influence of associated lesions such as a
humeral head impression fracture or a greater
tuberosity fracture on the rate of recurrence has
also been studied. At the end of the dislocation, the
humeral head will be impacted by the antero-infe-
rior rim of the glenoid, causing a Hill-Sachs lesion,
first described by Malgaigne, a French surgeon in
the nineteenth century (29). Most anteriorly dislo-
cated humeral heads will have this impaction frac-
ture at their posterolateral side with a variable
depth (6). It is generally believed that this fracture
plays no role in recurrent instability unless it
involves more than 30% of the articular surface (12,

15, 18, 34, 35). The presence of an associated fracture
of the greater tuberosity is a good prognostic
factor : patients with this fracture after a shoulder
dislocation have less chance of redislocation (12, 15-

17, 36, 42).

IMMOBILISATION REVISITED

Duration of immobilisation

Currently a first time shoulder dislocation is
immobilised with a sling in a position of internal
rotation for a period of about 2 to 4 weeks.

Most authors conclude that the duration of
immobilisation does not influence the redislocation
rate (14, 16-18, 27, 30, 36, 46). However Rowe and
Sakellarides (34) found that absence of immobilisa-
tion had a detrimental effect on the recurrence rate
compared to a 3-week period of immobilisation.
Similarly, Kiviluoto et al (24) found a difference in
the redislocation rate according to the duration of
immobilisation in the patient group under 30 years
of age : immobilisation for one week gives a statis-
tically significant higher rate of redislocation than
immobilisation during three weeks. 

Maeda et al (28) found that in rugby players the
time course between the first and the second dislo-
cation was longer if the shoulder was initially immo-
bilised for 4 weeks or more, compared to another
similar group immobilised for less than 3 weeks.

Position of immobilisation

Before the pivotal studies of Itoi et al (19, 20),
immobilisation in internal rotation was not ques-
tionable despite the absence of experimental data to
support this position (18, 24, 35, 38). Considering that
the recurrence rate remained high and that there was
no consensus on the duration of immobilisation,
these authors examined the optimal position of the
shoulder in order to obtain approximation of the
torn edges of the inferior gleno-humeral ligament.
They found on a cadaver study that provided that
the arm was adducted, both internal and external
rotation were able to coapt the lesion. However, it
was also observed that subscapularis tension in the
front of the Bankart lesion favoured the application
of the labrum against the glenoid. This observation
was further verified in human volunteers and
patients with an initial dislocation. Separation and
displacement of the anteroinferior labrum were
measured with magnetic resonance imaging. They
concluded that external rotation of the arm reposi-
tioned a Bankart lesion better than internal rotation.
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After this experimental work, Itoi et al (21) con-
ducted a prospective clinical study in 40 patients to
determine if immobilisation with the arm in exter-
nal rotation could prevent or decrease the recur-
rence rate. Provisional results are supportive for the
arm being held for three weeks in external rotation
as with a mean follow-up of 15 months, they found
30% of redislocation in the internal rotation group
compared to no recurrence for the patients immo-
bilised in external rotation.

Another confirmation of this hypothesis came
from Miller et al (31), who found in a cadaveric
study that the contact force between the glenoid
and the labrum increased with progressive external
rotation of the arm.

Hart and Kelly (13) further support this concept
as they arthroscopically observed a better approxi-
mation of the detached labrum to the glenoid in
external rotation.

A possible drawback of maintaining the arm in
external rotation is discomfort. This position needs
a bulky supportive device (with belts and straps)
that might discourage compliance to the treatment.
Itoi et al (21) found that a position of 30° of exter-
nal rotation was not well tolerated by the patients.
In contrast, patients felt comfortable with an
amount of 10° of external rotation and this position
still gives a positive contact force between the
Bankart lesion and the glenoid. In the clinical study
of Itoi et al (21), there was no significant difference
in compliance between immobilisation in internal
or external rotation. Respectively five and four
patients discontinued their immobilisation after
one week on their own decision.

At this stage, we need more clinical and radiolog-
ical studies with a longer follow-up and larger
patients cohorts to confirm the conclusions of Itoi
and his group, but it may be possible that in a near
future, first-time shoulder dislocators will be immo-
bilised in external rather than internal rotation.

EARLY STABILISATION IN YOUNG
ATHLETIC PATIENTS

Because age is the most prominent factor in pre-
dicting redislocation, surgery is considered earlier
in young patients. Arthroscopic stabilisation in

patients younger than 30 years remains controver-
sial but has been advocated by Wheeler et al (45). In
another prospective study, Arciero et al (1) found
80% of recurrence in a non-operated group 
compared to 14% in the arthroscopically treated
group.  Kralinger et al (26) came to similar conclu-
sions. There is a consensus only for the younger
(< 30 years) high-level athletes returning to com-
petition. They are considered good candidates for
immediate surgical treatment after a first episode of
anterior shoulder dislocation (2, 5, 7, 9, 11, 22, 23, 44,

45).
However, these studies compared conventional

immobilisation versus surgical stabilisation but no
comparison has been made so far with immobilisa-
tion in external rotation.

CONCLUSION

It is evident that strict immobilisation for three
weeks is mandatory in order to diminish the risk of
recurrence after a first episode of anterior shoulder
dislocation in young adults. The influence of the
position of shoulder immobilisation on the recur-
rence rate needs to be studied on more patients and
with longer follow-up. Should the preliminary
results of Itoi and his group be confirmed, then
immobilisation in internal rotation may be aban-
doned. In such event, early arthroscopic stabilisa-
tion in young high-level athletes should perhaps no
longer be recommended.
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