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Introduction
Domain 3 (immediate / emergency care) of 
NATA description of athletic training services

My experience



Overview

Dislocation

Subluxation

Separation

Understand the 
Mechanism of injury 

and the
 Pathology of the Dislocated 

joint



Why Reduce it?

The quicker you reduce it the easier and less 
traumatic the reduction

Keep the athlete in a controlled environment

Minimize the athletes discomfort



Why NOT reduce it?
No x-ray

Fracture, fracture / dislocation

Position of dislocation

No analgesia / relaxation

Possibility of iatrogenic injury

Fracture

Nerve injury

Medico legal 



Dislocations I should mess with

Common dislocations

Recurrent

Finger / shoulder

Athlete preference

Controlled situations

Medical necessity 



Dislocations I should  
stabilize and transport

Uncommon dislocations

Wrist, spine, hip

Complicated dislocations

Fractures

Open wounds

Irreducible 

Skin Dimpling

Previous attempt at reduction

Prolonged interval from injury 

Uncontrolled environment



Finger Anatomy



Finger Dislocations
DIP / PIP

Dorsal more common than Volar

Volar plate / FDP blocks reduction

MCP

Dorsal due to hyperextension

Flex wrist push prox phalanx volarly

avoid traction / extension



DIP



PIP



MCP



Clinical Practice



Elbow Dislocations



Elbow

Common

80% posterolateral

Simple vs Complex

Reduction 



Knee Trauma Instability
Patella Dislocation



Patella, 
The Knee Dislocation you can reduce



Shoulder Anatomy

•  Static restraint 
– Bony Glenoid 
– Humeral head 
– Labral depth 
– Capsuloligamentous  

•  SGHL 
•  MGHL 
•  IGHL 
•  Axillary pouch 
•  CHL 

33-34%         43-46%          20-24%  



Shoulder Anatomy

•  Static restraint 
– Bony Glenoid 
– Humeral head 

•  ~1/3 of the humeral surface is in contact with the 
glenoid at any time 

– Labral depth 
– Capsuloligamentous  

•  SGHL 
•  MGHL 
•  IGHL 
•  Axillary pouch 
•  CHL 



Shoulder Anatomy
Capsulo-Ligamentous Structures:  Labrum 
•  Fibrocartilaginous 

thickening 

•  Increases Glenoid depth 
by 50% 

•  �Chock block� preventing 
abnormal translation 

•  Stability increased by 20% 

•  Increases shoulder�s 
ability to withstand 
excessive external 
rotation forces by 32% 



Shoulder Anatomy

•  Static restraint 
– Bony Glenoid 
– Humeral head 
– Labral depth 
– Capsuloligamentous  

•  SGHL 
•  MGHL 
•  IGHL 

– Anterior band is main constraint to 
 ant. translation in abd / ER 

•  Axillary pouch 
•  CHL 





Shoulder Anatomy

•  Dynamic Restraint 
– Rotator cuff musculature 

•  Subscap – passive restraint to 
anterior translation 

•  Concavity-compression 
– LHB tendon 

•  Rodosky, Harner, Fu AJSM 1994 
–  LHB contributes to anterior stability by 

resisting torsional forces 

•  Kumar et al JBJS 1990 & CORR 
1989 

– Depresses & prevents proximal 
migration of the humeral head 



Shoulder Dislocations

 TUBS 

Anterior

Forced abduction / ER

AMBRI 

Voluntary

•  Glenohumeral joint is the most commonly 
dislocated major joint 
– ~ ½ of anterior dislocations occur in ages 15-19 
– ~3:1 male : female ratio 



Shoulder Dislocations



HILL SACHS LESION



Reduction Techniques

Broad Strokes

Muscular issues

Scapular issues



Kocher



Traction-Countertraction

http://file://localhost/users/micah/desktop/fully%20dislocated%20shoulder%20undergoing%20reduction.flv


Fares



Spaso



Stimson



CLARIFICATIONS

4 TRUTHS



#1.  If your athlete dislocates their shoulder, they are 
going to do it again

•  Overall recurrence ranges from 33-67% 
•  Rhee et al Clinics Orthopaedic Surgery 2009 

– Young male athletes: 55-82% 
•  Boileau et al JBJS 2006 & Calvo et al JBJS-Br 

2005 
– Risk factors for recurrent instability 

•  Young age 
•  Athletic activity 
•  Male sex 
•  Bony Bankart 

 





The prognosis after an anterior 
shoulder dislocation in a young patient, 
particularly a young athlete, is poor, 
with recurrence rates >80%.

Henry and Genung showed a recurrent dislocation rate of 

88% in 121 athletes aged ~32 years. 

McLaughlin and MacLellan reported a recurrence rate of

95% in 181 patients aged approx 20 years 

Recurrent dislocation: 

96%  first Dislocation before age 30 years 

Nonrecurrent dislocation: 

90% of which occurred after age 30 years. 

Simonet and Coifed reported a recurrence rate of  

82% in athletes aged 30 years 

30% nonathletes aged 30 years.

Rowe  reported a recurrence rate of 

94% in 53 patients aged ~20 years, 

79% in 64 patients aged 21-30 years, 

50% in 16 patients aged 30-40 years, 

14% in 188 patients aged >40 years. 



#2.  We may be too cavalier about finishing the season

stabilization. 

73% Return the same season 
27% complete the season without subsequent instability events. 
No difference in the recurrence rate whether a subluxation or 
dislocation.
The long-term outcomes and consequences associated with 
recurrent instability events in these patients who return to play 
remain unclear. 



#3.  Reliable outcomes when surgically repaired 
after first dislocation

(97%) (Perthes-Bankart lesion) 

1 HAGL 

1 had an interstitial capsular tear adjacent to the 
intact glenoid labrum. 

57 of 63 patients had Hill-Sachs lesions; none were 
large.

6 SLAP tears 

0 rotator cuff tears. 

53 nonoperatively treated patients, 48 (90%) have 
developed recurrent instability. 



At the United States Military Academy,a previousstudydemonstrateda recurrence rate of92%,despitea periodofimmobilizationfollowedbya supervised 
rehabilitation program. 

The success rate of 86% in this series is encouraging. 

Despite our patients being young athletes, arthroscopic treatment was effective in significantly reducing recur- rence rates 



We are doing Bankart repairs more 
arthroscopically than open

There are less complications with 
arthroscopic surgery



#4.  When they dislocate again the damage is more 
severe and the treatment more complicated









We discovered that the number of instability episodes 
statistically influenced the development of postoperative 
arthritis

This finding may argue for earlier surgery to prevent 
numerous instability episodes. 

#4.  When they dislocate again the damage is more 
severe and the treatment more complicated



#4.  When they dislocate again the damage is more 
severe and the treatment more complicated





Thank You
QUESTIONS? 


