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SHOULDER INSTABILITY

Understanding Your Diagnosis and Treatment Options
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Normal shoulder

® WHAT IS SHOULDER INSTABILITY?

The shoulder is a ball-and-socket joint, but the socket is shallow. Much like a golf
ball resting on a tee. That shape gives the shoulder its remarkable range of motion,
but it also means the joint depends on soft tissue to stay stable. A rim of tissue
called the labrum deepens the socket, ligaments hold the joint together, and the
rotator cuff muscles squeeze the ball into place.

When the shoulder dislocates out the front, the labrum and the ligaments attached to
it are usually forn off the front of the socket. This is called a Bankart lesion. Once
those structures are damaged, the shoulder can become prone to dislocating again
with less and less force. Repeated episodes can also wear away bone from the
socket (glenoid bone loss) and create a dent in the ball (Hill-Sachs lesion), which
makes the joint progressively less stable.

Anterior dislocation

> HOW SHOULDER INSTABILITY DEVELOPS

Most instability begins with a traumatic dislocation, often in sport or from a fall, with the arm
out fo the side and rotated back. The majority of dislocations are anterior, meaning the ball
comes out the front of the socket. Less commonly the shoulder dislocates posteriorly, classically
after a seizure or electric shock, though most posterior dislocations follow an injury. Some
people are simply born with looser ligaments, which allows the shoulder to slip in more than
one direction without a clear injury (multidirectional instability). Putting a dislocated shoulder
back in place is called a reduction, and is often done in an emergency department with
sedation.

Age at the first dislocation is one of the strongest predictors of what happens next. Younger
patients, particularly adolescents and those returning to contact or collision sport, have a
considerably higher chance of dislocating again. Older patients (>40 y/o) who dislocate for

Bankart lesion

the first time are less likely to have recurrent instability, but more likely to have an associated
rotator cuff tear.

Common Symptoms | BGETAE Diagnosed u

e A dislocation requiring someone to put the shoulder back in o A detailed history of each episode, including how many, how

place, or one that reduces on its own

A feeling that the shoulder is slipping or about to come out,
especially with the arm overhead and rotated back

Apprehension or guarding during certain activities or
positions

Repeated episodes that occur with progressively less
force

Pain, weakness, or numbness that may follow an episode

they occurred, and how they were reduced

Physical examination, including tests for apprehension and
for the direction of instability

X-rays to assess the joint and look for fractures or bone
changes

MRI to evaluate the bony anatomy, labrum, ligaments, and
rotator cuff

CT scan or 3D MRI, which show bone loss from the socket
and the ball most accurately
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S PATTERNS OF SHOULDER INSTABILITY

PATTERN WHAT IT MEANS GENERAL APPROACH
(O] j First-time A single traumatic dislocation, most often out Depends heavily on age, sport, and bone loss to
d‘ dislocation the front of the socket. prevent recurrence
U . .. Repeated dislocations or a shoulder that slips ) L
Recurrent instability . . Surgical stabilization is usually recommended
d‘ out with progressively less force.

The ball slides partly out of the socket and

Oj Subluxation returns on its own, often with a feeling of Evaluated similarly to full dislocation
slipping.
Instability with Enough bone has worn from the socket or the
O%l significant bone ball that soft tissue repair alone is unlikely to A bone grafting procedure is generally needed
loss prevent recurrence
+ The shoulder is loose in more than one
(-Oj Multidirectional direction, often without a clear injury. Often in Physical therapy is the mainstay of treatment
22

ligamentously lax patients.

Why Bone Loss Changes the Plan

Each dislocation can shear a small amount of bone off the rim of the
socket (glenoid) and create an indentation in the back of the ball
(humerus). As that bone is lost, the socket becomes shallower and the
shoulder loses the bony containment that keeps it in place. This is
why the number of dislocations matters, not just whether the
labrum is torn.

Beyond a certain amount of bone loss, repairing the labrum alone is
unlikely to keep the shoulder stable, and rebuilding the bone
becomes necessary. This is the central question in planning your
surgery and it is why a CT scan is often obtained. Repeated
dislocations while waiting generally make the problem harder to

solve, not easier.

Normal socket Socket with bone loss
Adapted from Chen L, et al. Sci Rep. 2022 (CC BY 4.0)
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© YOUR TREATMENT OPTIONS
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There is no single right answer for every patient. The decision depends on your age, the number of dislocations you have had, how much
bone has been lost, the sport or work you are returning to, and your goals.

Nonoperative Treatment

A short period of rest and protection after a dislocation,
followed by structured physical therapy focused on the rotator
cuff and shoulder blade muscles that help hold the shoulder
centered. Activity modification is often part of the plan.

Return to sport without surgery:

e A sling is usually worn only for comfort for about 110 2
weeks, and therapy starts within days.

e Athletes who return in season can often play again at around
2 to 4 weeks if they have full motion, strength and the ability
to protect themselves, but there is a high likelihood of
another episode that season.

— Each additional dislocation also increases the risk that
a later surgery will fail and can wear away more
bone, which may change the type of surgery
needed.

May be appropriate if:

e You had a first dislocation and are older or not returning to
contact sport

e Your instability is multidirectional and related to generalized
looseness

e There is little or no bone loss and your shoulder feels stable
day to day

¢ You prefer to avoid surgery and the recovery it requires

" Surgical Treatment ‘

When there is little bone loss, an arthroscopic Bankart repair
reattaches the torn labrum and ligaments to the rim of the socket
using small anchors. When significant bone has been lost, the
socket itself needs to be rebuilt. Options include a bone graft,
such as a distal tibial allograft, or a Latarjet procedure, which
transfers a piece of bone from the shoulder blade. A
remplissage, which fills in the dent on the back of the ball, may
also be added to reduce the risk of the shoulder dislocating
again in both scenarios.

Often recommended if:

e You have had recurrent dislocations or subluxations

¢ You are young and returning to contact or collision sport
even after a first dislocation

e There is meaningful bone loss from the socket or the ball

¢ Instability limits your work, sport, or daily activities

Q  For multidirectional instability without a clear injury,

) physical therapy is the primary treatment and is
offen successful. For young athletes affer a traumatic
dislocation, the risk of recurrence is high enough that

stabilization is frequently discussed early.
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£ RECOVERY AND RETURN TO SPORT

Recovery and Return to Activity Risks to Understand
TYPICAL RETURN TO SPORT AFTER SURGERY e Though rare, instability can recur after either
Contact sports ~6—9 months procedure. Recurrence is more likely in

younger patients and those returning to
Surgery 3mo 6 mo 9 mo ..
collision sport.

e You will wear a sling for several weeks after either type of surgery to S |  external rotation i
. ¢ Some loss of external rotation is common,
protect the repair or allow the bone graft to heal. particularly after bone grafting procedures

e Motion is restored gradually, followed by strengthening. Pushing range ) . )
. . ¢ Bone grafting procedures carry additional risks
of motion too early can compromise the result. i
related to graft healing and the hardware used

e Sport-specific rehabilitation usually begins around 3 months. Throwing to hold it.

typically starts around 4% months and throwing from the mound around 6 o ) . )
e Other risks include stiffness, infection, nerve
months. Contact sports usually return at about 6 to 9 months. These are o ]
. L irritation, and problems related to anesthesia.
estimates that vary from person to person, and clearance is guided by o . ; o
This will be discussed in more detail prior to

surgery.

strength, motion, and confidence rather than time alone.

e Most patients regain a stable shoulder and return to their activities, though . L )
. ¢ Smoking and nicotine use and consistent
some lose a small amount of external rotation. X ) ;
marijuana use are associated with poorer

e Rehabilitation is the single most important factor you control! healing.
(N RN J
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Dislocation and Chronic Shoulder Instability. Ortholnfo. randomised controlled trial. BMJ. 2024.

* Adam M, et al. Arthroscopic Bankart repair for the acute anterior shoulder dislocation: systematic * Alentorn-Geli E, et al. Age- and time-specific management of traumatic anterior shoulder instability:
review and meta-analysis. Int Orthop. 2018. 2024 ESSKA-ESA formal consensus, part 2. Knee Surg Sports Traumatol Arthrosc. 2026.

* Bulleit CH, et al. Risk factors for recurrence following arthroscopic Bankart repair: systematic ® SinghM, et al. Distal tibial allograft for anterior shoulder instability: systematic review and meta-
review. | Shoulder Elbow Surg. 2024. analysis. Am | Sports Med. 2025.

®  Warner T, et al. Risk factors for recurrent instability after arthroscopic Bankart repair in pediatricand ~ ®  Frank RM, et al. Latarjet versus distal tibial allograft: matched cohort analysis. Am | Sports Med.
adolescent patients: systematic review. Am | Sports Med. 2025. 2018.

®  Abdul-Rassoul H, et al. Return to sport after surgical treatment for anterior shoulder instability: ® GilatR, etal. Latarjet versus free bone block procedures: systematic review and meta-analysis. Am
systematic review. Am | Sports Med. 2019. Sports Med. 2021.

® Entessari M, et al. Management of labral tears associated with glenohumeral instability in athletes. ® Cho CH, etal. Complications related to Latarjet stabilization: systematic review. Am | Sports Med.
Curr Rev Musculoskelet Med. 2026. 2023.
Notes

This handout is for education and does not replace the discussion with your surgeon. Ask Dr. Tummala about anything that applies to your specific
shoulder.

Sai Tummala, MD
Sports Medicine and Shoulder Surgery

Dr. Sailesh Tummala is an orthopaedic surgeon at Stanford Health Care E E
and a clinical assistant professor at Stanford University School of o g
Medicine with fellowship training in sports medicine and shoulder

surgery. A former collegiate basketball player, he cares for athletes and E
active patients of all ages and emphasizes nonoperative care while also -

Website Stanford profile

Vs offering minimally invasive and complex reconstructive surgery. He has ) i
& 9 Y P gery saitummalamd.com  profiles.stanford.edu

/ authored more than 100 peer-reviewed papers and has received grant
funding for his research. He assists with teams at all levels across the
Bay Area, including the Stanford men’s basketball and football teams.
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