
Introduction

Shoulder instability is a prevalent and complex orthope-
dic condition characterized by abnormal mobility of the 
humeral head within the glenohumeral joint. This condi-
tion manifests with pain, muscle weakness, and recurrent 
dislocations, occurring particularly frequently among 
young active individuals, athletes, and those who engage 
in repetitive overhead activities (1). Traumatic causes 
account for approximately 95% of shoulder dislocations, 
typically resulting from falls, impacts, or sudden move-
ments (2). In young patients, especially those under 20 
years of age, recurrence rates following initial dislocation 

may exceed 90%, underscoring the critical importance of 
early and effective treatment (2, 3). Chronic instability 
can lead to serious long-term complications including 
osteoarthritis, joint stiffness, and functional limitations 
(4). From an economic perspective, the management of 
shoulder instability creates a multibillion-dollar burden 
due to medical interventions, rehabilitation, and lost 
productivity (5). Therefore, accurate diagnosis and treat-
ment of shoulder instability are of paramount importance 
at both individual and societal levels (6). The history of 
shoulder instability traces back to the earliest medical 
records. The Edwin Smith Papyrus (circa 3000 BCE) 
contains information about the treatment of shoulder dis-
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Abstract
Objective: The shoulder joint is the most frequently dislocated joint in the human body due to its wide range of motion, accounting for 
approximately 50% of all joint dislocations. This study was designed to retrospectively evaluate the demographic characteristics, etiolog-
ical factors, treatment methods, surgical outcomes, and recurrence rates in patients with shoulder dislocation.

Materials and Methods: Between January 2008 and June 2014, 740 patients (1,063 presentations) who presented to the emergency 
department with shoulder dislocation were retrospectively reviewed. In addition to data obtained from the automation system, sup-
plementary information—including dominant hand, cause of dislocation, post-reduction recurrence, and surgical intervention—was 
collected via telephone from 248 reachable patients. The data were analyzed in terms of demographic characteristics, dislocation type, 
reduction method, and complications.

Results: The mean patient age was 37.7±19.2 years, with 74.3% being male. Dislocations occurred most frequently in the third decade 
of life (30.6%), in the dominant arm (64.5%), and in the right shoulder (58.1%). Falls were identified as the primary etiology in 69.8% of 
cases. Anterior dislocation was detected in 93.1% of cases, and 91.5% were successfully reduced in the emergency department without 
requiring general anesthesia. While the overall post-reduction recurrence rate was 53.2%, this rate decreased to 15.2% in surgically treat-
ed patients. Males were observed to have a significantly higher risk of recurrence.

Conclusion: Shoulder dislocations occur more frequently in young males, predominantly in the dominant arm and as anterior-type dis-
locations. Although surgical treatment significantly reduces recurrence rates, only a small proportion of patients opt for surgical interven-
tion. These findings highlight the need for more active consideration of surgical options in high-risk patients with recurrent dislocations.
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locations (7). Hippocrates (460 BCE) developed various 
reduction techniques using hands, heels, and wooden 
implements, and recommended cauterization to prevent 
recurrent dislocations (8). These methods remained in 
widespread use until the 19th century. During the 20th 
century, open surgical techniques such as the Putti-Platt 
procedure were developed, though these methods often 
restricted joint range of motion and increased osteoar-
thritis risk (4). The advent of arthroscopic techniques 
in the late 20th century enabled less invasive and more 
successful treatments, with arthroscopic Bankart repair 
now considered the gold standard for recurrent anterior 
instability (9). The shoulder complex consists of the gle-
nohumeral, acromioclavicular, sternoclavicular, and sca-
pulothoracic joints. The glenohumeral joint is the most 
mobile joint in the human body and also the most fre-
quently dislocated (10). The stability of this joint is main-
tained by static and dynamic stabilizers. Static stabilizers 
include the glenoid labrum, joint capsule, and ligaments; 
the labrum increases the depth of the glenoid cavity by 
up to 50% (11). Dynamic stabilizers comprise the rotator 
cuff muscles (supraspinatus, infraspinatus, teres minor, 
subscapularis), biceps tendon, and periscapular muscles 
(12). The deltoid muscle provides power for joint move-
ment and controls scapular position (13). The relatively 
small size of the glenoid cavity compared to the humeral 
head predisposes the joint to instability (10). Two main 
clinical types are recognized: TUBS (Traumatic, Unidi-
rectional, Bankart lesion, requiring Surgery) and AMB-
RII (Atraumatic, Multidirectional, Bilateral, Rehabilita-
tion/Inferior capsular shift) (14). Diagnosis is established 
through detailed patient history, physical examination, 
and imaging studies. Physical examination includes spe-
cialized tests such as the Sulcus Sign, Load and Shift 
Test, Apprehension Test, and Jobe Relocation Test (15). 
Imaging modalities include plain radiographs, CT, MRI, 
and MR arthrography; these techniques are critical for 
identifying associated injuries such as Bankart or Hill-
Sachs lesions (11). The management of shoulder instabil-
ity depends on the type and severity of instability, as well 
as the patient’s age and activity level. For initial disloca-
tions, particularly in elderly patients, conservative treat-
ment is preferred (16). This typically involves 3 weeks 
of immobilization followed by rehabilitation exercises 
(16). However, surgical intervention is often necessary 
in young patients due to their high risk of recurrence (2, 
3). The most common surgical procedure is arthroscopic 
Bankart repair, in which the torn labrum is reattached to 
the glenoid rim, with success rates exceeding 90% (17). 
The Latarjet procedure may be performed in patients 
with significant bone loss (3). Thermal capsulorrhaphy 
was previously used for multidirectional instability but 

has fallen out of favor due to high failure rates (18). Post-
operative rehabilitation is crucial for restoring joint range 
of motion, strength, and stability, and generally includes 
periods of immobilization followed by passive and ac-
tive exercises along with strengthening protocols (19). 
This study aims to examine the demographic and clinical 
characteristics of patients with shoulder instability, their 
rates of emergency department visits, and post-treatment 
recurrence rates. By analyzing data from patients treated 
at our institution over the past five years, we will identify 
risk factors for recurrence and evaluate the effectiveness 
of current treatment protocols (20). Additionally, we will 
investigate the role of advanced imaging techniques in 
identifying associated lesions and guiding surgical de-
cision-making (58, 64). The findings of this study will 
contribute to the existing body of knowledge on shoul-
der instability management and aid in the development 
of future clinical guidelines (21). Due to its high preva-
lence and recurrence rates, shoulder instability remains 
an important research topic in orthopedics. This thesis 
seeks to improve understanding and management of this 
condition through examination of patient demographics, 
clinical characteristics, and treatment outcomes (5). Ear-
ly diagnosis, appropriate treatment, and effective reha-
bilitation are critically important for optimizing patient 
outcomes (22). 

Materials and Methods

This study was conducted at Bağcılar Training and Re-
search Hospital Emergency Department after obtaining 
ethics committee approval. The study was designed retro-
spectively. Patients diagnosed with shoulder dislocation 
in the emergency department between February 2009 and 
June 2014 were included in the study. Patient records were 
retrieved from the hospital information system using ICD 
codes for shoulder dislocation, and through contact infor-
mation obtained, patients were reached by phone to col-
lect data on age, sex, side of dislocation, location where 
reduction was performed, dominant arm, presence of re-
current dislocations, post-reduction surgical intervention, 
causative event, associated pathologies, and post-reduc-
tion complications. Among the causative events, assault 
and sports injuries were classified as direct trauma. Ad-
ditionally, classifications included traffic accidents, falls, 
and non-traumatic forced joint movements. All patients 
were contacted by phone using the contact information 
available in hospital records. Telephone contact was es-
tablished with 248 patients, who were questioned about 
whether they underwent surgery at our hospital or another 
center following the procedure, whether recurrent disloca-
tion occurred, and whether any complications developed. 
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Data were analyzed using SPSS 20.0 for Windows soft-
ware package. Continuous data were expressed as mean 
and standard deviation, while categorical data were pre-
sented as percentages and numbers. Normal distribution 
of continuous variables was assessed using histograms 
and the Kolmogorov-Smirnov test. For normally distrib-
uted data, the Student’s t-test was used to compare means, 
while the Mann-Whitney U test was used for non-normal-
ly distributed data. Differences between categorical vari-
ables were evaluated using the Chi-square test. A p-value 
<0.05 was considered statistically significant.

Results 

The patients’ mean age was 37.7 ± 19.2 years, with 545 
males (74.3%) and 189 females (25.7%). The mean age of 
female patients was 55.3 ± 19.9 years, while the mean age 
of male patients was 31.6 ± 14.6 years. The mean age of 
female patients was significantly higher than that of male 
patients (p < 0.001).

Shoulder dislocations were most frequently observed 
in the third decade of life. Similarly, the highest recur-
rence rates also occurred in this decade. A marked decline 
in both incidence and recurrence rates was observed be-
yond the sixth decade.

Table 2 presents the characteristics of shoulder dislo-
cations in reachable patients. Among these patients, falls 
were the most common cause of dislocation, occurring 
in 173 cases (69.8%). Dislocations were most frequent-
ly observed in the right arm (58.1%), and in 62.9% of 
patients, the dislocation occurred in their dominant arm. 
The anterior direction was the most common dislocation 
type (93.1%).

Table 1. Age distribution by decades of shoulder dislocations in reachable patients

Number of patients Percentage (%) Number of recurrences Recurrence rate (%)

0-9 Age 1 0.4 1 0.8

10-19 Age 38 15.3 24 18.2

20-29 Age 69 27.8 50 37.9

30-39 Age 45 18.1 25 18.9

40-49 Age 29 11.7 16 12.1

50-59 Age 22 8.9 6 4.5

60-69 Age 21 8.5 6 4.5

70-79 Age 17 6.9 3 2.3

80-89 Age 6 2.4 1 0.8

Table 2. Characteristics of Shoulder Dislocations in Reachable 
Patients

Number of 
Cases

Percentage  
(%)

Cause of Dislocation

Falls 173 69.8

Motor vehicle accidents 18 7.3

Direct trauma 25 10.1

Non-traumatic forced joint 
motion

32 12.9

Side of Lesion

Right 144 58.1

Left 95 38.3

Bilateral             9 3.6

Dislocation Type

Anterior 231 93.1

Posterior 12 4.8

İnferior             5 2.0

Dominant Side 
Involvement?

Dominant 156 62.9

Non-Dominant 92 37.1

Number of dislocation 
episodes

1 121 48.8

2 25 10.1

>2 102 41.1

Table 3. Reduction-Related Data in Reachable Patients with 
Shoulder Dislocations

Number of 
Cases

Percentage  
(%)

Location of reduction

Emergency Department 227 91.5

Operating Room 21 8.5

Recurrence status

Recurrence present 132 53.2

No recurrence 116 46.8

Post-Reduction Surgery

Surgical intervention perform 33 13.3

No surgical intervention 215 86.7

Postoperative Recurrence Rate

Recurrence occured 5 15.2

No recurrence 28 84.8
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Among the accessible patient cohort, 227 shoulder 
dislocations (91.5%) were successfully reduced in the 
emergency department, while 21 cases (8.5%) required 
reduction in the operating room. As detailed in Table 4, 
the distribution by dislocation type revealed that all infe-
rior dislocations were managed in the emergency setting, 
whereas only one posterior dislocation necessitated oper-
ating room intervention. Statistical analysis demonstrated 
no significant association between reduction location and 
dislocation type (p=0.573).

Reachable patients were asked whether their shoulder 
dislocation recurred after reduction; 132 patients (53.2%) 
reported recurrence, while 116 (46.8%) reported no recur-
rence. It was observed that the likelihood of redislocation 
is high after experiencing a shoulder dislocation once. 
Among reachable patients, 13.3% underwent surgery af-
ter reduction. Recurrent shoulder dislocation occurred in 
5 (15.2%) of the surgically treated patients. The recur-
rence rate was lower in those who had surgery. Addition-
ally, postoperative recurrence was identified in 4 patients 
under 40 years of age compared to only 1 patient over 40. 
Fourteen patients (5.6%) had a proximal fracture accom-
panying their shoulder dislocation. In 7 of these patients 
(50%), the fractured bone was the humerus.

Recurrent shoulder dislocation was present in 31.0% 
of female patients compared to 62.1% of males, demon-
strating significantly higher recurrence rates in male pa-
tients (p<0.001).

Discussion

Shoulder dislocation is a medical problem as ancient as 
our historical records of medicine. It was described during 
Ancient Egyptian and Hippocratic eras, with treatment 
approaches emerging concurrently with medical history 
(8). The shoulder joint is the most mobile joint in the hu-
man body and is at higher risk of injury compared to other 
joints (23). The humeral head’s articular surface is four 
times larger than the glenoid fossa’s articular surface, and 
its “ball-and-socket” configuration - combined with the 
joint capsule’s accommodating elasticity - provides ex-
tensive range of motion. Consequently, the shoulder joint 
is the most frequently dislocated joint in the body due to 
its high susceptibility to trauma. In patients with shoulder 

dislocation, fear of recurrence may lead to limitations in 
daily activities and occupational performance (22). The 
reported prevalence of shoulder dislocation in adults aged 
18-70 is 1.7% (24). Shoulder dislocation occurs more fre-
quently in males (21). Simonet et al. demonstrated higher 
incidence rates in males compared to females, particularly 
among young male patients (25). Michael et al. reported 
that 71.8% of dislocations occurred in males, with peak 
incidence between 20-29 years (47.8%) and 15-29 years 
(46.8%), identifying young age and male sex as risk fac-
tors (5). Taş et al. found 96.5% male predominance in 
21-30 year-olds versus 66.7% females in 61-70 year-olds 
(20). Owens et al.’s US military study identified signifi-
cant demographic risk factors: male sex, Caucasian race, 
military service, junior rank, and age <30 years (26). 
Hazmy et al. reported 77% male cases (27), while Yeap 
et al. documented 71.4% males and 28.6% females, with 
peak incidence in males aged 21-30 (28). Owens et al.’s 
9-month study of 4,141 military academy students iden-
tified 117 new dislocations (86.3% male, 13.7% female) 
(29). Our study similarly showed 74.3% male and 25.7% 
female cases, with peak incidence at 20-29 years (27.8%), 
confirming young male sex as a risk factor. Michael et al. 
reported falls (58.8%) as the most common mechanism, 
with 47.7% occurring at home and 34.5% during sports/
recreation; 48.3% of injuries occurred during sports/lei-
sure activities (5). Taş et al. attributed 74.5% of dislo-
cations to falls (20). Hazmy et al. reported etiologies as: 
falls (37%), traffic accidents (23%), sports injuries (17%), 
and pathological causes (13%) (27). Yeap et al. found 
falls (particularly in patients ≥40 years) and motor vehi-
cle accidents (predominantly younger patients) as main 
causes (28). Te Slaa et al. reported 37% sports-related and 
28% home-related injuries (30). Owens et al. document-
ed 43.6% contact and 41% non-contact mechanisms (29). 
Our study similarly showed falls (69.8%) as the leading 
cause, followed by forced joint motion (12.9%), direct 
trauma (10.1%), and traffic accidents (7.3%). Hazmy et 
al. reported 68% right-sided dislocations (27), while our 
study found 58.1% right, 38.3% left, and 3.6% bilateral 
cases. Antero-inferior dislocations comprise 95% of cas-
es, with 3% posterior and 2% other types (26). Taş et al. 
reported 93.4% anterior dislocations (20), Hazmy et al. 
96.2% , Yeap et al. 98% anterior vs 2% posterior, and 

Table 4. Distribution of Shoulder Dislocation Types by 
Reduction Location in Accessible Patients

Emergency Department Operating Room

Anterior 211 20

Posterior 11 1

İnferior 5 0

Table 5. Distribution of Recurrent Shoulder Dislocation by 
Gender

Recurrence 
status

Sex

Female Male Total

No 49 67 116

Yes 22 110 132

Total 71 177 248
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Owens et al. 80.3% anterior, 10.3% posterior, and 9.4% 
multidirectional. Our findings were consistent: 93.1% an-
terior, 4.8% posterior, and 2% inferior dislocations.

Without proper medical/surgical treatment, shoulder 
dislocations carry high recurrence risk (31). Taş et al. re-
ported 82.7% first-time vs 17.3% recurrent cases, noting 
younger age in recurrent cases (20). Hazmy et al. doc-
umented 73.6% first-time dislocations (27), Yeap et al. 
69.2% vs 30.8% recurrent (28). Te Slaa et al. reported 
26% 4-year recurrence probability, with 64% recurrences 
in patients <20 vs 6% in >40 year-olds, and no signifi-
cant sport participation difference (31). Our study showed 
53.2% overall recurrence (20% in <20 year-olds, 57.9% 
in <30 year-olds), with higher rates in males (62.1%) 
vs females (31.0%), confirming increased recurrence in 
younger patients.

Taş et al. performed 79.3% reductions in ED vs 20.7% 
under general anesthesia (20). Hazmy et al. achieved 
92.4% successful closed reductions, with 7.6% requir-
ing surgical reconstruction (27). Yeap et al. successfully 
reduced 97% without general anesthesia (28). Our study 
similarly showed 91.5% ED closed reductions vs 8.5% 
OR procedures under general anesthesia. Yeap et al. iden-
tified greater tuberosity fractures in 16.9% of patients 
(half aged 41-50) (28). Te Slaa et al. reported fracture-as-
sociated dislocations in 19% and nerve injuries in 21% 
(31). Our study found associated fractures in 5.6% of dis-
locations, 50% involving the humerus.

Conclusion

The study determined that shoulder dislocation occurs 
more frequently, particularly in young males, with falls 
being the most common cause, and predominantly mani-
fests as anterior dislocation. Dislocations were observed 
more commonly in the dominant limb and right shoulder 
region. However, the vast majority of cases were suc-
cessfully reduced in the emergency department without 
requiring general anesthesia and without complications. 
Male sex was identified as a risk factor for recurrent dis-
location. The recurrence rate was found to be significant-
ly lower in patients who underwent surgical treatment 
compared to those who did not. Nevertheless, despite 
this positive effect of surgery in reducing recurrence, it 
is noteworthy that the rates of surgical intervention after 
dislocation remain considerably low

References
1.	 Allen AA, Warner JP.  Shoulder instability in the ath-

lete. Orthop Clin North Am. 1995;26(4):487-504.
2.	 Rowe CR. Prognosis in dislocations of the shoulder. J Bone 

Joint Surg Am. 1956;38-A(5):957-977.

3.	 Hovelius LK, Sandström BC, Rosmark DL, et al. Long-term 
results with the Bankart and Bristow-Latarjet procedures: 
recurrent shoulder instability and arthropathy. J Shoulder 
Elbow Surg. 2001;10(5):445-452.

4.	 Konig DP, Rutt J, Treml O, Hackenbroch MH. Osteoarthri-
tis and recurrences after Putti-Platt and Eden-Hybbinette 
operations for recurrent dislocation of the shoulder.  Int 
Orthop. 1997;21(1):72-76.

5.	 Zacchilli MA, Owens BD.  Epidemiology of shoulder dis-
locations presenting to emergency departments in the 
United States. J Bone Joint Surg Am. 2010;92(3):542-549.

6.	 Neer CS 2nd, Foster CR. Inferior capsular shift for involun-
tary inferior and multidirectional instability of the shoul-
der: a preliminary report. J Bone Joint Surg Am. 1980;62(6): 
897-908.

7.	 Hippocrates.  Injuries of the shoulder. Dislocations.  Clin 
Orthop Relat Res. 1989;(246):4-7.

8.	 Hippocrates. On the articulations. The genuine works of 
Hippocrates. Clin Orthop Relat Res. 2002;(400):19-25.

9.	 Bankart AS. Recurrent or habitual dislocation of the shoul-
der joint. Clin Orthop Relat Res. 1993;(291):3-6.

10.	 Sarrafian SK. Gross and functional anatomy of the shoul-
der. Clin Orthop Relat Res. 1983;173:11-19.

11.	 Cooper DE, O’Brien SJ, Warren RF.  Supporting layers of 
the glenohumeral joint: an anatomic study.  Clin Orthop 
Relat Res. 1993;(289):144-155.

12.	 Peat M.  Functional anatomy of the shoulder com-
plex. Phys Ther. 1986;66(12):1855-1865.

13.	 Jobe CM. Gross anatomy of the shoulder. In: Rockwood 
CA, Matsen FA, eds. The Shoulder. 2nd ed. WB Saunders; 
1998:34-97.

14.	 Silliman JF, Hawkins RJ.  Classification and physical di-
agnosis of instability of the shoulder.  Clin Orthop Relat 
Res. 1993;(291):7-19.

15.	 Çalış M, Akgün K, Birtane M.  Diagnostic values of clini-
cal diagnostic tests in subacromial impingement syn-
drome. Ann Rheum Dis. 2000;59(1):44-47.

16.	 Itoi E, Hatakeyama Y, Kido T, et al.  A new method of 
immobilization after traumatic anterior dislocation 
of the shoulder: a preliminary study.  J Shoulder Elbow 
Surg. 2003;12(5):413-415.

17.	 Gill TJ, Micheli LJ, Gebhard F, et al. Bankart repair for ante-
rior instability of the shoulder: long-term outcome. J Bone 
Joint Surg Am. 1997;79(6):850-857.

18.	 Wall MS, Warren RF. Complications of shoulder instability 
surgery. Clin Sports Med. 1995;14(4):973-1000.

19.	 Wickiewicz TL, Pagnani MJ, Kennedy K. Rehabilitation of 
the unstable shoulder. Sports Med Arthrosc Rev. 1993;1(3): 
227-235.

20.	 Taş M, Canbora MK, Köse Ö, Eğerci ÖF, Gem M.  Demo-
graphic and clinical characteristics of traumatic shoul-
der dislocations in an urban city of Turkey: a retro-
spective analysis of 208 cases.  Acta Orthop Traumatol 
Turc. 2013;47(3):147-152.

21.	 Green A.  Acute and chronic shoulder dislocations. In: 
Galatz LM, ed.  Orthopaedic Knowledge Update: Shoulder 
and Elbow. 3rd ed. AAOS; 2008:83-91.

22.	 Burkhead WZ Jr, Rockwood CA Jr. Treatment of instabili-
ty of the shoulder with an exercise program. J Bone Joint 
Surg Am. 1992;74(6):890-896.



Eurasian Journal of Critical Care. 2025;7(2): 39-44
Demographic and Clinical Analysis of Shoulder  
Dislocations in the Emergency Department44

23.	 Senbursa G, Baltacı G, Atay A. Comparison of conservative 
treatment with and without manual physical therapy for 
patients with shoulder impingement syndrome: a pro-
spective, randomized clinical trial. Knee Surg Sports Trau-
matol Arthrosc. 2007;15(7):915-921.

24.	 Hovelius L.  Incidence of shoulder dislocation in Swe-
den. Clin Orthop Relat Res. 1982;(166):127-131.

25.	 Simonet WT, Melton LJ 3rd, Cofield RH, Ilstrup DM.  Inci-
dence of anterior shoulder dislocation in Olmsted Coun-
ty, Minnesota. Clin Orthop Relat Res. 1984;(186):186-191.

26.	 Owens BD, Dawson L, Burks R, Cameron KL.  Incidence 
of shoulder dislocation in the United States military: de-
mographic considerations from a high-risk population. J 
Bone Joint Surg Am. 2009;91(4):791-796.

27.	 Hazmy CH, Parwathi A. The epidemiology of shoulder dis-
location in a state-hospital: a review of 106 cases. Med J 
Malaysia. 2004;59(Suppl F):19-23.

28.	 Yeap JS, Lee DJ, Fazir M, Borhan TA, Kareem BA. The ep-
idemiology of shoulder dislocations in Malaysia.  Med J 
Malaysia. 2004;59(Suppl F):19-23.

29.	 Owens BD, Duffey ML, Nelson BJ, et al. The incidence and 
characteristics of shoulder instability at the United States 
Military Academy. Am J Sports Med. 2007;35(7):1168-1173.

30.	 Matthes G, Horvath V, Seifert J, et al. Oldie but goldie: Bris-
tow-Latarjet procedure for anterior shoulder instability. J 
Orthop Surg. 2007;15(1):4-8.

31.	 te Slaa RL, Wijffels MP, Brand R, Marti RK. The prognosis 
following acute primary glenohumeral dislocation. J Bone 
Joint Surg Br. 2004;86(1):58-64.


