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Strength of recommendation (SOR)

 A   Good-quality patient-oriented 
evidence

   B    Inconsistent or limited-quality 
patient-oriented evidence

   C   Consensus, usual practice,  
opinion, disease-oriented  
evidence, case series

PRACTICE  
RECOMMENDATIONS
❯ Start with conservative 
management of shoulder 
dislocation in patients older 
than 30 years and those with 
uncomplicated injuries.  B

❯ Discourage strict 
immobilization; its utility 
is debated and it may not 
change outcomes.  B

❯ Recommend a progressive 
rehabilitative program 
after the initial acute 
shoulder injury.  B

❯ Consider surgical 
management for patients 
younger than 30 years who 
have complicated injuries 
with bone or cartilage 
loss, rotator cuff tears, or 
recurrent instability or 
for the highly physically 
active individual.  B

Conservative or surgical 
management for that shoulder 
dislocation? 
A number of factors—including patient age and risk for 
recurrence—influence treatment choices. Here’s a closer 
look at what to consider.

The shoulder, or glenohumeral joint, is the most com-
monly dislocated large joint; dislocation occurs at a rate 
of 23.9 per 100,000 person/years.1,2 There are 2 types of 

dislocation: traumatic anterior dislocation, which accounts for 
roughly 90% of dislocations, and posterior dislocation (10%).3 
Anterior dislocation typically occurs when the patient’s shoul-
der is forcefully abducted and externally rotated. 

The diagnosis is made after review of the history and 
mechanism of injury and performance of a complete physi-
cal exam with imaging studies—the most critical component 
of diagnosis.4 Standard radiographs (anteroposterior, axillary, 
and scapular Y) can confirm the presence of a dislocation; 
once the diagnosis is confirmed, closed reduction of the joint 
should be performed.1 (Methods of reduction are beyond the 
scope of this article but have been recently reviewed.5) 

Risk for recurrence 
drives management choices
Following an initial shoulder dislocation, the risk of recurrence 
is high.6,7 Rates vary based on age, pathology after dislocation, 
activity level, type of immobilization, and whether surgery was 
performed. Overall, age is the strongest predictor of recur-
rence: 72% of patients ages 12 to 22 years, 56% of those ages 
23 to 29 years, and 27% of those older than 30 years experience 
recurrence.6 Patients who have recurrent dislocations are at 
risk for arthropathy, fear of instability, and worsening surgical 
outcomes.6 

Reducing the risk of a recurrent shoulder dislocation has 
been the focus of intense study. Proponents of surgical stabi-
lization argue that surgery—rather than a trial of conservative 
treatment—is best when you consider the high risk of recur-
rence in young athletes (the population primarily studied), 
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of first-time 
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the soft-tissue and bony damage caused by 
recurrent instability, and the predictable im-
provement in quality of life following surgery. 

In a recent systematic review and meta-
analysis, there was evidence that, for first-
time traumatic shoulder dislocations, early 
surgery led to fewer repeat shoulder disloca-
tions (number needed to treat [NNT] = 2-4.7). 
However, a significant number of patients 
primarily treated nonoperatively did not ex-
perience a repeat shoulder dislocation within 
2 years.2 

The conflicting results from randomized 
trials comparing operative intervention to 
conservative management have led surgeons 
and physicians in other specialties to take 
different approaches to the management of 
shoulder dislocation.2 In this review, we aim 
to summarize considerations for conserva-
tive vs surgical management and provide 
clinical guidance for primary care physicians. 

When to try conservative  
management 
Although the initial treatment after a trau-
matic anterior shoulder dislocation has been 
debated, a recent meta-analysis of random-
ized controlled trials showed that at least 
half of first-time dislocations are success-
fully treated with conservative management.2 
Management can include immobilization for 
comfort and/or physical therapy. Age will 
play a role, as mentioned earlier; in general, 
patients older than 30 have a significant de-
crease in recurrence rate and are good candi-
dates for conservative therapy.6 It should be 
noted that much of the research with regard 
to management of shoulder dislocations has 
been done in an athletic population. 

Immobilization may benefit some 
Recent evidence has determined that the du-
ration of immobilization in internal rotation 
does not impact recurrent instability.8,9 In 
patients older than 30, the rate of repeat dis-
location is lower, and early mobilization after  
1 week is advocated to avoid joint stiffness 
and minimize the risk of adhesive capsulitis.10 

Arm position during immobilization re-
mains controversial.11 In a classic study by Itoi 
et al, immobilization for 3 weeks in internal 

rotation vs 10° of external rotation was asso-
ciated with a recurrence rate of 42% vs 26%, 
respectively.12 In this study, immobilization in 
10° of external rotation was especially benefi-
cial for patients ages 30 years or younger.12 

Cadaveric and magnetic resonance im-
aging (MRI) studies have shown external 
rotation may improve the odds of labral tear 
healing by positioning the damaged and in-
tact parts of the glenoid labrum in closer 
proximity.13 While this is theoretically plau-
sible, a recent Cochrane review found in-
sufficient evidence to determine whether 
immobilization in external rotation has any 
benefits beyond those offered by internal 
rotation.14 A recent systematic review and 
meta-analysis found that immobilization in 
external rotation vs internal rotation after a 
first-time traumatic shoulder dislocation did 
not change outcomes.2 With that said, most 
would prefer to immobilize in the internal ro-
tation position for ease.

❚ More research is needed. A Cochrane 
review highlighted the need for continued 
research.14 Additionally, most of the avail-
able randomized controlled trials to date 
have consisted of young men, with the major-
ity of dislocations related to sports activities. 
Women, nonathletes, and older patients have 
been understudied to date; extrapolating cur-
rent research to those groups of patients may 
not be appropriate and should be a focus for 
future research.2 

Physical therapy:  
The conservative standard of care
Rehabilitation after glenohumeral joint dis-
location is the current standard of care in 
conservative management to reduce the 
risk for repeat dislocation.15 Depending on 
the specific characteristics of the instabil-
ity pattern, the approach may be adapted to 
the patient. A recent review focused on the 
following 4 key points: (1) restoration of ro-
tator cuff strength, focusing on the eccentric 
capacity of the external rotators, (2) normal-
ization of rotational range of motion with 
particular focus on internal range of motion, 
(3) optimization of the flexibility and muscle 
performance of the scapular muscles, and (4) 
increasing the functional sport-specific load 
on the shoulder girdle. 

CONTINUED
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A common approach to the care of a pa-
tient after a glenohumeral joint dislocation is 
to place the patient’s shoulder in a sling for 
comfort, with permitted pain-free isometric 
exercise along with passive and assisted eleva-
tion up to 100°.16 This is followed by a nonag-
gressive rehabilitation protocol for 2 months 
until full recovery, which includes progressive 
range of motion, strength, proprioception, and 
return to functional activities.16 

More aggressive return-to-play protocols 
with accelerated timelines and functional 
progression have been studied, including in 
a multicenter observational study that fol-
lowed 45 contact intercollegiate athletes 
prospectively after in-season anterior gleno-
humeral instability. Thirty-three of 45 (73%) 
athletes returned to sport for either all or part 
of the season after a median 5 days lost from 
competition, with 12 athletes (27%) success-
fully completing the season without recur-
rence. Athletes with a subluxation event were 
5.3 times more likely to return to sport dur-
ing the same season, compared with those 
with dislocations.17 

Dynamic bracing may also allow for a 
safe and quicker return to sport in athletes18 
but recently was shown to not impact recur-
rent dislocation risk.19

❚ Return to play should be based on 
subjective assessment as well as objective 
measurements of range of motion, strength, 
and dynamic function.15 Patients who con-
tinue to have significant weakness and pain 
at 2 to 3 weeks post injury despite physical 
therapy should be re-evaluated with an MRI 
for concomitant rotator cuff tears and need 
for surgical referral.20 

When to consider surgical 
intervention
In a recent meta-analysis, recurrent dislo-
cation and instability occurred at a rate of 
52.9% following nonsurgical treatment.2 The 
decision to perform surgical intervention is 
typically made following failure of conser-
vative management. Other considerations 
include age, gender, bone loss, and cartilage 
defect.21,22 Age younger than 30 years, par-
ticipation in competition, contact sports, and 
male gender have been associated with an in-

creased risk of recurrence.23-25 For this reason, 
obtaining an MRI at time of first dislocation 
can help facilitate surgical decisions if the pa-
tient is at high risk for surgical need.26 

An increasing number of dislocations 
portends a poor outcome with nonoperative 
treatment. Kao et al demonstrated a second 
dislocation leads to another dislocation in 
19.6% of cases, while 44.3% of those with a 
third dislocation event will sustain another 
dislocation.24 Surgery should be considered 
for patients with recurrent instability events 
to prevent persistent instability and decrease 
the amount of bone loss that can occur with 
repetitive dislocations.

What are the surgical options?
Several surgical options exist to remedy the 
unstable shoulder. Procedures can range 
from an arthroscopic repair to an open stabi-
lization combined with structural bone graft 
to replace a bone defect caused by repetitive 
dislocations. 

❚ Arthroscopic techniques have become 
the mainstay of treatment and account for 
71% of stabilization procedures performed.21 
These techniques cause less pain in the early 
postoperative period and provide for a faster 
return to work.27 Arthroscopy has the ad-
ditional advantage of allowing for complete 
visualization of the glenohumeral joint to 
identify and address concomitant pathology, 
such as intra-articular loose bodies or rotator 
cuff tears.  

❚ Open repair was the mainstay of treat-
ment prior to development of arthroscopic 
techniques. Some surgeons still prefer this 
method—especially in high-risk groups— 
because of a lower risk of recurrent disloca- 
tion.28 Open techniques often involve de-
tachment and repair of the upper subscapu-
laris tendon and are more likely to produce 
long-term losses in external rotation range of  
motion.28 

❚ Which one is appropriate for your 
patient? The decision to pursue an open or 
arthroscopic procedure and to augment with 
bone graft depends on the amount of glenoid 
and humeral head bone loss, patient activity 
level, risk of recurrent dislocation, and sur-
geon preference. 

For the nonathletic population, the timing 
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of injury is less critical and surgery is typically 
recommended after conservative treatment 
has failed. In an athletic population, the timing 
of injury is a necessary consideration. An inju-
ry midseason may be “rehabbed” in hopes of 
returning to play. Individuals with injuries oc-
curring at the end of a season, who are unable 
to regain desired function, and/or with peri-
articular fractures or associated full-thickness 
rotator cuff tears may benefit from sooner sur-
gical intervention.21 

Owens et al have described appropriate 
surgical indications and recommendations 
for an in-season athlete.21 In this particular 
algorithm, the authors suggest obtaining an 
MRI for decision making, but this is specific 
to in-season athletes wishing to return to 
play. In general, an MRI is not always indi-
cated for patients who wish to receive con-
servative therapy but would be indicated for 
surgical considerations. The algorithm other-
wise uses bone and soft-tissue injury, recur-
rent instability, and timing in the season to 
help determine management.21  

Outcomes:  
Surgery has advantages …
Recurrence rates following surgical interven-
tion are considerably lower than with conser-
vative management, especially among young, 
active individuals. A recent systematic review 
by Donohue et al demonstrated recurrent in-
stability rates following surgical intervention 
as low as 2.4%.29 One study comparing the 
outcome of arthroscopic repair vs conser-
vative management showed that the risk of 
postoperative instability was reduced by 20% 
compared to other treatments.7 Furthermore, 
early surgical fixation can improve quality of 
life, produce better functional outcomes, de-
crease time away from activity, increase pa-
tient satisfaction, and slow the development 
of glenohumeral osteoarthritis produced 
from recurrent instability.2,7

❚ Complications. Surgery does carry in-
herent risks of infection, anesthesia effects, 
surgical complications, and surgical failure. 
Recurrent instability is the most common 
complication following surgical shoulder sta-
bilization. Rates of recurrent instability after 
surgical stabilization depend on patient age, 
activity level, and amount of bone loss: males 

younger than 18 years who participate in con-
tact competitive sports and have significant 
bone loss are more likely to have recurrent 
dislocation after surgery.23 The type of surgi-
cal procedure selected may decrease this risk. 

While the open procedures decrease risk 
of postoperative instability, these surgeries 
can pose a significant risk of complications. 
Major complications for specific open tech-
niques have been reported in up to 30% of 
patients30 and are associated with lower lev-
els of surgeon experience.31 While the healing 
of bones and ligaments is always a concern, 
1 of the most feared complications following 
stabilization surgery is iatrogenic nerve inju-
ry. Because of the axillary nerve’s close prox-
imity to the inferior glenoid, this nerve can 
be injured without meticulous care and can 
result in paralysis of the deltoid muscle. This 
injury poses a major impediment to normal 
shoulder function. Some procedures may 
cause nerve injuries in up to 10% of patients, 
although most injuries are transient.32 

Bottom line 
Due to the void of evidence-based guidelines 
for conservative vs surgical management of 
primary shoulder dislocation, it would be 
prudent to have a risk-benefit discussion with 
patients regarding treatment options. 

❚ Patients older than 30 years and those 
with uncomplicated injuries are best suited 
for conservative management of primary 
shoulder dislocations. Immobilization is de-
bated and may not change outcomes, but a 
progressive rehabilitative program after the 
initial acute injury is helpful. Risk factors for 
failing conservative management include re-
current dislocation, subsequent arthropathy, 
and additional concomitant bone or soft- 
tissue injuries. 

❚ Patients younger than 30 years who 
have complicated injuries with bone or car-
tilage loss, rotator cuff tears, or recurrent 
instability, and highly physically active indi-
viduals are best suited for surgical manage-
ment. Shoulder arthroscopy has become the 
mainstay of surgical treatment for shoulder 
dislocations. Outcomes are favorable and 
dislocation recurrence is low after surgical 
repair. Surgery does carry its own inherent 
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risks of infection, anesthesia effects, compli-
cations during surgery, and surgical failure 
leading to recurrent instability.                JFP
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