SHOULDER INSTABILITY
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Instability of the shoulder can occur from a sinigi@ry or as the result of repetitive activity
such as overhead sports. Dislocations of the dleoalre an extreme form of instability where the
humeral head (ball portion of the joint) comes completely oditloe glenoid (socket of the joint). This
commonly occurs in a forward and downward direcbabcan occur in a backward direction. Most
dislocations occur as a result of a forceful rotaf the shoulder as someone falls or attempts to
grab/hit something. This could be a fall onto atstretched arm, an attempted football tackle, or
volleyball spike.

When a shoulder dislocates, jbent capsule stretches and tHabrum may tear. Theapsule
is the envelope of the joint made up of lininguisgFigure 1). The capsule has folds in it whicke
up ligaments. Thiabrum is a rim of cartilage that surrounds the sockeufe 2). The labrum and
capsule play important roles in shoulder stabdityng with the surrounding muscles. There is & ver
limited capacity for the labrum and capsule to Heedk to their previous state once they have been
stretched or torn (Figure 3). This can lead tsiséent instability, especially in young people.
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Because labral tears do not usually heal in thaimal anatomic position and the joint capsule is
stretched, surgery is recommended if nonoperateagrhent such as physical therapy is not successful
The surgery involves repairing the torn labrum agltening the stretched joint capsule (Figure k).
patients who are young, the risk of redislocatian be as high as 90% with nonoperative treatment.
Therefore, in select patients, surgery may be recended after a first-time dislocation. The
redislocation rate after surgery is as low as 5%oaspared to as high as 90% without surgery in this
patient population. As patients get older, theylass likely to dislocate repeatedly. An experezh
sports medicine orthopedic surgeon can help patigetide which treatment options are best for them.
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Arthroscopic view of repaired labrum




Surgical Treatment

Surgery for shoulder instability involves repagithe torn labrum and/or tightening the stretche
joint capsule. The labrum can be torn in variolas@s around the socket and some tears have specifi
terms such as “Bankart” or “SLAP” tears (Figure Ghey may also occur in combination. Labral
repair is the general term. Based on the locaifdhe labral tear, specific repairs are called kzaih
Reconstruction or SLAP repairs. Currently, mosthelse repairs are accomplished arthroscopically by
qualified surgeons. Arthroscopy allows the surgeowvisualize the joint and perform surgery through
small incisions (Figure 5).
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Arthroscopic Shoulder Surgery

The labrum is repaired to the glenoid with suturehers after preparing the glenoid. Suture ancams
devices that are imbedded in the bone and haveesusttached that are passed around and tiedtmver t
labrum to hold it firmly to the glenoid (Figure 8J.he labrum requires blood to heal. The boneglon
the glenoid is prepared to create a bleeding/hgaésponse prior to repairing the labrum (Figure7).
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In the past, most surgeons repaired these tedropen surgery using large incisions (Figure 9)
Open surgery is still utilized and can achieve gmemililts. There is some question in the orthopedic
community as to which approach is most succes#flthough there is some controversy regarding this
most experts feel good results can be achievedeititier method, depending on the expertise of the

surgeon.
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My preference is the arthroscopic approach (led). The advantages of this are that the
anatomy is very clearly seen and restored precitiedye is less pain and scar formation, and
rehabilitation is easier. The procedure is donamoutpatient basis which means patients go hbme t
same day. It is done with a general anesthetombination with an Interscalene block (Figure 11).
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The anesthesiologist places an anesthetic inrdeeabove the shoulder to numb the shoulder
and arm. This helps with pain control after suygard allows the anesthesiologist to administes tds
a general anesthetic. The majority of patientgddghe recovery room feeling good and take pain
medicine for several days to a week.

Rehabilitation

Patients wear a shoulder immobilizer (similar wliag) for approximately six weeks (Figure
12). Physical therapy starts one week after syrged involves passive motion (no use of your own
muscles) with limitations on how far the shouldenioved for the first several weeks. This progess
gradually to active motion at six weeks after suygeStrengthening exercises eventually start alftisr
and become more aggressive. Return to sportaigdlygl-6 months after surgery.
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Shoulder Immobilizer

Surgical Risks/Alternatives

Any surgery involves risk. The risks associatéith shoulder instability surgery include
infection, damage to blood vessels and nervegjgtke associated with anesthesia, and the risk of
making the shoulder too tight or not tight enough.

The alternative to surgery involves physical thgrand possibly a period of early
immobilization. These methods may be appropriateértain patients as mentioned above.




