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Disclosure Slide

▪ None



The 4 Us of Life 

▪ Useful

▪ Unique

▪ Universe

▪ Unity: Being a part of something larger than yourself



COURSE OBJECTIVES

▪ Explain the risk factors for recurrent shoulder and patellar dislocations

▪ Describe the role of immobilization following a shoulder dislocation

▪ Apply selected joint reduction techniques into your clinical practice

▪ Describe the classification system for knee dislocations 

▪ Recognize the risk of neurovascular injury associated with joint dislocations

▪ Discuss the importance of early motion following a PIP finger dislocation

▪ Develop a rehabilitation program for an elbow dislocation

▪ Identify the life-threatening risks associated with a posterior SC joint dislocation



DISLOCATIONS COVERED TODAY
▪ Shoulder

▪ Knee: tibio-femoral

▪ Sternoclavicular

▪ Patella

▪ Elbow

▪ Finger



Only 25% of ball contacting glenoid 
socket at any given position

Ball 4x larger than tee

Negative pressure vacuum
Slit or venting increases 
translation 20-50%

Capable of 16,000 different 
positions in 1 degree increments

The Glenohumeral Joint



SHOULDER ANATOMY
Glenohumeral ligaments

▪ Coracohumeral lig
▪ Prevents downward humeral head displacement
▪ Limits ER btw 0-60 degrees abduction

▪ Superior GHL
▪ Prevents downward humeral head displacement
▪ Limits ER btw 0-60 degrees abduction

▪ Middle GHL
▪ Limits ER, anterior translation to 90 degrees ABD

▪ Inferior GHL
▪ Anterior band: anterior translation during ABD and ER
▪ Posterior band: stabilizes posterior translation during 

abduction and IR

Glenoid Labrum
▪ Deepens socket 50%

Chauvin NA, Saxena V, Kinsella SD et al. Evaluation of bone loss and the glenoid track. In: Kelly, J. Elite 
Techniques in Shoulder Arthroscopy. Switzerland: Springer International Publishing; 2016:67-79.



INCIDENCE 
▪ Highest rates

▪ Football, wrestling, ice hockey

▪ Adults highest incidence
▪ Male, 20s or 30s playing contact sports

▪ Pediatric highest age incidence
▪ 16 year old males

Owens BD, Agel J, Mountcastle SB, et al. Incidence of glenohumeral instability in collegiate athletics. Am J Sports Med 2009;37(9):1750–4. 
Cutts S, Premneh M, Drew S. Anterior shoulder dislocation. Ann R Coll Surg Engl. 2009;91:2-7.
Leroux T, Ogilvie-Harris D, Veillette C, et al. The epidemiology of primary && anterior shoulder dislocations in patients aged 10 to 16 years. Am J 
Sports Med. 2015; 43:2111–2117. 



RISK FACTORS FOR 
RECURRENCE
▪ Younger patients have a higher re-dislocation rate

▪ 10-20 years old 94% re-dislocation rate

▪ 20-30 years old 79% re-dislocation rate

▪ 30-39 years old 17-35% re-dislocation rate

▪ 40 and older 10-22% re-dislocation rate

Rowe C. Acute and recurrent anterior dislocations of the shoulder. Orthop Clin North Am. 1980;11:253-270.
Kane P, Bifano S, Dodson C, et al. Approach to the treatment of primary anterior shoulder dislocation: A review. The 
Physician and Sportsmedicine. 2015;43(1):54-64.



RISK FACTORS FOR 
RECURRENCE

▪ Additional Risk Factors 
▪ Male

▪ Recurrence: 3 times more likely
▪ Bankart lesion

▪ Tear of anterior inferior labrum and IGHL
▪ 89-100% of shoulder dislocations 

▪ Bony Bankart lesion
▪ Bone loss anterior-inferior glenoid
▪ 5-56% of traumatic dislocations
▪ Recurrence: 3-4 times more likely to dislocate

Kane P, Bifano S, Dodson C, et al. Approach to the treatment of primary anterior shoulder dislocation: A review. The Physician and Sportsmedicine. 2015;43(1):54-64.
Kao JT, Chang CL, Su WR, et al. Incidence of recurrence after shoulder dislocation: a nationwide database study. J Shoulder Elbow Surg. 2018;27(8):1519-1525.
Lynch JR, Clinton JM, Dewing CB, et al. Treatment of osseous defects associated with anterior shoulder instability. J Shoulder Elbow Surg. 2009;18(2):317-328.

Right shoulder 3 to 6’oclock



RISK FACTORS FOR 
RECURRENCE

▪ Hill-Sachs lesion
▪ Medial to glenoid track 

increases chance of 
engagement

▪ Glenoid bone loss >20-25%

▪ Hyperlaxity
▪ 3 times more likely
▪ Beighton Score

Kane P, Bifano S, Dodson C, et al. Approach to the treatment of primary anterior shoulder dislocation: A review. The Physician and Sportsmedicine. 2015;43(1):54-64.
Olds M, Ellis R, Donaldson K, et al. Risk factors which predispose first-time traumatic anterior shoulder dislocations to recurrent instability in adults: a systematic 
review and meta-analysis. Br J Sports Med. 2015;49(14):913-922.
Yamamoto N, Itoi E, Abe, H, et al. Contact between the glenoid and the humeral head in abduction, external rotation, and horizontal extension. A new concept of 
glenoid track. J Shoulder Elbow Surg. 2007;16(5):649-656.





STATISTICS REVIEW

▪ Sensitivity
▪ Correctly identifies if condition is present

▪ Specificity 
▪ Correctly identifies if condition is not present

▪ 95% Confidence Interval
▪ Study applicability to real world
▪ Tires 30,000 miles (95% CI 28,000-33,000)

▪ P-Value
▪ Results by chance, p<.05

▪ Odds Ratio
▪ Likelihood

(95% CI 17,000- 40,000)



RISK FACTORS FOR 
RECURRENCE

▪ Predictive value of positive apprehension test

▪ Combat soldiers
▪ Men ages 17-27 years old

▪ 4 weeks of immobilization, then rehabilitation

▪ Apprehension test performed at 6 weeks post-injury
▪ 71% with positive apprehension test re-dislocated (p=.02)
▪ 37% with negative test re-dislocated
▪ Follow-up range 2-4 years

Safran O, Milgrom C, Radeva-Petrova D, et al. A. Accuracy of the anterior apprehension test as a predictor of risk for 
redislocation after a first traumatic shoulder dislocation. Am J Sports Med. 2010;38:972–975. 



IMMOBILIZE?

▪ Duration of sling use is controversial, ranges 1-6 weeks

▪ 1-3 weeks generally recommended for patient comfort
▪ Does not affect recurrence or outcome in young, athletic patients

▪ Some immobilization reduced recurrence rate at 1 year f/u, 
16-40 year olds
▪ Length of time (1-70 days) did not affect recurrence  

Kane P, Bifano S, Dodson C, et al. Approach to the treatment of primary anterior shoulder dislocation: A review. The Physician and Sportsmedicine. 2015;43(1):54-64.
Olds M, Ellis R, Donaldson K, et al. Risk factors which predispose first-time traumatic anterior shoulder dislocations to recurrent instability in adults: a systematic review 
and meta-analysis. Br J Sports Med. 2015;49(14):913-922.
Yamamoto N, Itoi E, Abe, H, et al. Contact between the glenoid and the humeral head in abduction, external rotation, and horizontal extension. A new concept of glenoid 
track. J Shoulder Elbow Surg. 2007;16(5):649-656.
Lin KM, James EW, Spitzer E, et al. Pediatric and adolescent anterior shoulder instability: clinical management of first-time dislocators. Curr Opin Pediatr. 2018;30:49-56. 



IMMOBILIZATION LONG-TERM 
OUTCOMES
▪ At 2, 5, 10 and 25-year follow-up, younger age 

affected recurrent dislocation rates but not 
length of immobilization 

▪ In patients <30 years old, no significant 
difference in recurrence occurred between 
those immobilized for 1 week or less (41%) 
compared to those immobilized 3 weeks or 
longer (37%)

▪ Those who refrain from sports and full activities 
longer (≤ 6 weeks vs ≥ 6 weeks) have greater 
satisfactory results.

Hovelius L, Eriksson K, Fredin H, et al. Recurrences after initial dislocation of the shoulder. Results of a prospective study of treatment. J Bone Joint Surg Am. 1983;65:343–9.
Hovelius L, Augustini BG, Fredin H, Johansson O, Norlin R, Thorling J. Primary anterior dislocation of the shoulder in young patients. A ten-year prospective study. J Bone Joint Surg Am. 1996;78:1677–84.
Hovelius L, Olofsson A, Sandstrom B, et al. Nonoperative treatment of primary anterior shoulder dislocation in patients forty years of age and younger. A prospective twenty-five-year follow-up. J Bone 
Joint Surg Am. 2008;90:945–52. 
Paterson W, Throckmorton T, Koester M, et al. Position and duration of immobilization after primary anterior shoulder dislocation: a systematic review and meta-analysis of the literature. J Bone Joint Surg 
Am. 2010;92:2924–2933.



WHAT AFFECTS LOWER 
RECURRENCE?
▪ Open humeral physis 

▪ ≤ 13 years old skeletally immature: 
▪ 33% recurrence

▪ 14-17 years old
▪ 90% recurrence

▪ Greater tuberosity fracture
▪ 7x less likely for recurrence 
▪ Decreased ER ROM

Owens BD, Agel J, Mountcastle SB, et al. Incidence of glenohumeral instability in collegiate athletics. Am J Sports Med. 2009;37(9):1750–4.
Olds M, Ellis R, Donaldson K, et al. Risk factors which predispose first-time traumatic anterior shoulder dislocations to recurrent instability in adults: a systematic 
review and meta-analysis. Br J Sports Med. 2015;49(14):913-922.
Owens BD, Dickens JF, Kilcoyne KG, et al. Management of mid-season traumatic anterior shoulder instability in athletes. J Am Acad OrthopSurg. 2012; 20:518 – 526.



PREDICTIVE CLINICAL EXAM 
TESTS
▪ Apprehension Test

▪ Sensitivity 68-88%
▪ Specificity 95%*

Lizzio VA, Meta F, Fidai M, et al. Clinical evaluation and physical exam findings in patients with anterior shoulder 
instability. Curr Rev Musculoskeletal Med. 2017;10(4):434-441.
Lo IK, Nonweiler B, Woolfrey M, et al. An evaluation of the apprehension, relocation, and surprise tests for anterior 
shoulder instability. Am J Sports Med. 32(2):301-307.

▪ Relocation Test
▪ Sensitivity 57-85%
▪ Specificity  87-100%*

▪ Surprise Test
▪ Sensitivity 85-92%*
▪ Specificity 87-89% 

▪ Combining all 3
▪ PPV 94%*
▪ NPV 72%



THE CUNNINGHAM TECHNIQUE

▪ Patient must sit up straight

▪ Hand on clinician’s shoulder, elbow bent relaxed

▪ Clinician applies gentle traction at elbow

▪ Massage trapezius, deltoid, biceps 3 seconds each

Cunningham N. A new drug free technique for reducing anterior shoulder dislocations. Emerg Med (Fremantle). 2003 Oct-Dec;15(5-6):521-4.
Cunningham NJ. Techniques for reduction of anteroinferior shoulder dislocation. Emerg Med Australas. 2005 Oct-Dec;17(5-6):463-71.



STIMSON TECHNIQUE

▪ Hanging in forward flexion

▪ 10 lbs
▪ Or downward manual traction

Cunningham NJ. Techniques for reduction of anteroinferior shoulder dislocation. Emerg Med Australas. 2005 Oct-Dec;17(5-6):463-71.



TO REDUCE or NOT?
▪ Comply with state practice act
▪ Plan of Care
▪ Priorities

▪ Avoid neurovascular complications
▪ Reduce the joint as atraumatically as possible

▪ Caution: Do not try to reduce if…
▪ A fracture or posterior dislocation is suspected
▪ Older patient (greater risk of fracture)
▪ Children (growth plates)

▪ Instead...
▪ Splint in comfortable position and refer
▪ Multiple attempts not recommended



RARE COMPLICATIONS
▪ Axillary artery laceration

▪ 1-2% of cases
▪ Most ages 50 and older
▪ Hypotension
▪ Absent distal pulses, cool limb, capillary refill

▪ Axillary nerve injury
▪ Wide range of frequency in literature
▪ 5-48%
▪ Risk factors:

▪ Delay in reduction >2 hours
▪ Associated fracture  - humerus or scapula

▪ Fracture rate with dislocation is 18%
▪ Fracture doubles risk

▪ Age 
▪ >40 one study showed 65% incidence

Avis D, Power P. Axillary nerve injury associated with glenohumeral dislocation; a review and algorithm for treatment. EOR. 3(3):70-77.
Cunningham NJ. Techniques for reduction of anteroinferior shoulder dislocation. Emerg Med Australas. 2005 Oct-Dec;17(5-6):463-71.



NON-OPERATIVE MANAGEMENT

▪ Scoring criteria (PRIS)
▪ www.margieolds.com

▪ Tampa Scale of Kinesiophobia score
▪ https://orthotoolkit.com/tampa-scale/

▪ SPADI
▪ https://orthotoolkit.com/spadi/

▪ Risk Factors for Recurrence
▪ Bony Bankart lesion
▪ Age 16-25
▪ Dominant shoulder
▪ Elevated Tampa Scale of Kinesiophobia score
▪ Elevated Shoulder and Disability Index score (SPADI)

Olds M, Ellis R, Kersten P. Predicting Recurrent Instability of the Shoulder (PRIS): a valid tool to 
predict which patients will not have repeat shoulder instability after first-time traumatic anterior 
dislocation. J Orthop Sports Phys Ther. 2020;50(8):431–437.

http://www.margieolds.com/
https://orthotoolkit.com/tampa-scale/
https://orthotoolkit.com/spadi/


RECOVERY



RECOVERY
Metronome, 
begin 30 bpm, 
progress to 70

Lift-off: 
10 second 
isometric hold, 
3-5 reps

Side hold, 10 second isometric holds 10 reps, circles

W to Y lower trapezius exercise 

Start Finish
Belly Press 
isometric hold

Olds M, Uhl TL. Current Clinical Concepts: Nonoperative Management of 
Shoulder Instability. J Athl Train. 2024 Mar 1;59(3):243-254.



RETURN THE SAME SEASON?
▪ 45 US Military, Naval, Air Force D1 athletes

▪ Instability event 

▪ No patient was immobilized

▪ Rehab began first day after injury 

▪ 73% returned same season

▪ Sublux median 3 days, dislocation median 7 days

▪ 27% successfully completed season without 
recurrence, 27% unable to return 

▪ Subluxations 60% recurrence

▪ Dislocation 70% recurrence 

▪ Quick summary
3 out of 4 returned the same season

3 out of 4 had recurrence 

70% finished the season 

Dickens JF, Owens BD, Cameron KL, Kilcoyne K, Allred CD, Svoboda 
SJ, Sullivan R, Tokish JM, Peck KY, Rue JP. Return to play and 
recurrent instability after in-season anterior shoulder instability: a 
prospective multicenter study. Am J Sports Med.



RETURN THE SAME SEASON?
▪ Contraindications

▪ Dominant arm in overhead or throwing athlete

▪ Failure of non-operative treatment/brace wear

▪ Recurrent dislocator

▪ Large or engaging Hill-Sachs lesion

▪ Humeral avulsion of GH ligament lesion (HAGL)

▪ Large capsular tear

Ward JP, Bradley JP. Decision making in the in-season athlete with shoulder instability. Clin J Sports Med. 2013;32(4):685-696.



STERNOCLAVICULAR 
DISLOCATION
▪ Medial clavicle physes last to close 20-25 years old

▪ Anterior 9x more common, males

▪ Posterior life-threatening 
▪ Airway, vascular, mediastinal structures

▪ Carotid artery, trachea, subclavian vein, jugular vein, 
superior vena cava, brachiocephalic vein

▪ Some 1mm away

▪ Medical emergency

▪ Transport seated

▪ CT scan

Brown L, Tamburini LM. Traumatic Sternoclavicular Dislocations in Athletes: Diagnosis, Indications for Surgical Reconstruction, 
and Guide for Return to Play. Clin Sports Med. 2023 Oct;42(4):713-722.



STERNOCLAVICULAR 
DISLOCATION

Brown L, Tamburini LM. Traumatic Sternoclavicular Dislocations in Athletes: Diagnosis, Indications for Surgical Reconstruction, 
and Guide for Return to Play. Clin Sports Med. 2023 Oct;42(4):713-722.



KNEE DISLOCATION
▪ Multi-ligament injury

▪ Both cruciates and a collateral most common
▪ 60-80% of cases

▪ Beware the spontaneously reduced dislocation

▪ Risk of neurovascular injury
▪ Popliteal artery

▪ Unrecognized ischemia 8+ hours, 86% amputation rate
▪ Peroneal nerve

Richter DL, Bankhead CP, Wascher DC, Treme GP, Veitch A, Schenck RC Jr. Knee Dislocation (KD) IV Injuries of the Knee: 
Presentation, Treatment, and Outcomes. Clin Sports Med. 2019 Apr;38(2):247-260.



KENNEDY CLASSIFICATION
▪ Named for position of tibia relative to the femur

*highest rate of 
vascular injury

Medina O, Arom GA, Yeranosian MG, Petrigliano FA, McAllister DR. Vascular and nerve injury after knee dislocation: a 
systematic review. Clin Orthop Relat Res. 2014 Sep;472(9):2621-9.



KENNEDY CLASSIFICATION

Medina O, Arom GA, Yeranosian MG, Petrigliano FA, McAllister DR. Vascular and nerve injury after knee dislocation: a 
systematic review. Clin Orthop Relat Res. 2014 Sep;472(9):2621-9.



SCHENCK CLASSIFICATION

▪ Based on number of 
ligaments ruptured

highest rates 
of vascular 
injury

Medina O, Arom GA, Yeranosian MG, Petrigliano FA, McAllister DR. Vascular and nerve injury after knee dislocation: a 
systematic review. Clin Orthop Relat Res. 2014 Sep;472(9):2621-9.



VASCULAR AND NERVE INJURY
▪ Study: 862 patients with knee dislocations

▪ 18% vascular injury 95% CI 13-22%
▪ 12% of those required amputation

▪ Prolonged ischemia, infection, failed repair, 
complete NV injury

▪ Normal pulses do not rule out vascular injury
▪ Can later develop thrombosis
▪ Angiography, ABI, duplex ultrasound

▪ Highest rates of vascular injury
▪ Combined ACL, PCL, MCL (32%)
▪ Posterior dislocations (25%)

▪ 25% peroneal nerve injury

Medina O, Arom GA, Yeranosian MG, Petrigliano FA, McAllister DR. Vascular and nerve injury after knee dislocation: a 
systematic review. Clin Orthop Relat Res. 2014 Sep;472(9):2621-9.



VASCULAR INJURY
▪ Ankle Brachial Index (ABI)

▪ Normal 1.0-1.4

▪ 80 to 95% sensitive, 80 to 90% specific
▪ For vascular injuries requiring surgery

Medina O, Arom GA, Yeranosian MG, Petrigliano FA, McAllister DR. Vascular and nerve injury after knee dislocation: a systematic 
review. Clin Orthop Relat Res. 2014 Sep;472(9):2621-9.

38 patients with knee dislocation
11 ABI <.9, underwent arteriography, all 11 had popliteal artery injury

Example: Ankle BP 90, arm BP 120 = .75



PATELLA DISLOCATION

▪ Risk factors
▪ TT-TG distance >20 mm
▪ Patella alta
▪ Trochlear dysplasia
▪ Female

▪ Reduction
▪ Passive knee extension
▪ Medially-directed pressure on patella

▪ Recurrence 
▪ 10-90%
▪ 7x more likely
▪ Age

Pascual-Leone N, Ellis HB, Green DW. Patellar instability: will my patella dislocate again? Curr Opin Pediatr. 2022 Feb 1;34(1):76-81.

Beware the spontaneously 
reduced patella

Check for effusion the next day



▪ Vitamin D Roles
▪ Muscle development
▪ MPFL collagen health 

▪ Vitamin D deficiency females 10-25 yo
▪ 40% increase in patella instability 

▪ Other associated poorer outcomes
▪ Rotator cuff, hip, knee surgeries May/June 2024 Issue



SIMPLE ELBOW DISLOCATION

Always disrupted
Usually 
disrupted

Usually no bony disruption
Terrible Triad Injury



SIMPLE ELBOW DISLOCATION

Lateral Ulnar 
Collateral Ligament



SIMPLE ELBOW DISLOCATION
▪ 5-7 days immobilization at 90 degrees

▪ Begin overhead AROM if stable and radiographically congruent
▪ Overhead: gravity compression improves                                                             

stability and tracking

▪ Then removable splint 
▪ Possible extension block if apprehensive for 3-4 weeks

▪ Goal full ROM 6-8 weeks
▪ Avoid varus load
▪ Avoid flexion contracture 

▪ Begin strengthening 6-8 weeks
▪ Avoid posterior forces 

Initial gravity-loaded ROM

Avoid varus first 4-6 weeks

Armstrong A. Simple elbow dislocation. Hand Clin. 2015:521-531.
Pipicelli JG, King GJW. Rehabilitation of Elbow Instability. Hand Clin. 2020 Nov;36(4):511-522.



SIMPLE ELBOW DISLOCATION
▪ Supine overhead flexion, extension AROM 10-

15 reps every 2 hours initially 

▪ Begin gentle passive flexion & extension 
ROM at 3-4 weeks
▪ Safe arc zone
▪ Hold 5-10 seconds each direction
▪ Passive rotations at >90 flexion at 4-6 weeks

▪ Isometrics 
▪ 5 reps, 5-10 second hold, 5 times a day

▪ Joint mobs
▪ Grade I at 2 weeks
▪ Grades II and III at 4 weeks
▪ Grade  III and IV at 6-8 weeks

Armstrong A. Simple elbow dislocation. Hand Clin. 2015:521-531.
Pipicelli JG, King GJW. Rehabilitation of Elbow Instability. Hand Clin. 2020 Nov;36(4):511-522.



SIMPLE ELBOW DISLOCATION

Radiographic Drop Sign > 4mm



PIP JOINT ANATOMY
▪ Proper collateral ligaments

▪ Medial, lateral stability in flexion

▪ Accessory collateral ligaments
▪ Medial, lateral stability in extension

▪ Volar plate
▪ Resistance to hyperextension, dislocation

▪ Central slip extensor tendon 
▪ Weaker than volar plate 
▪ Why dorsal dislocations more common 

Miller EA. Management of finger joint dislocation and fracture-dislocations in athletes. Clin J Sports Med 39  2020: 423-442.



PIP FINGER DISLOCATIONS

▪ Range from benign to disabling
▪ Most are dorsal

▪ Simple dislocations reduced, buddy tape, RTP

▪ Volar PIP dislocations special concern
▪ Potential central slip injury
▪ Splint in extension to avoid boutonniere deformity 

▪ PIP fracture-dislocations 
▪ Possible ORIF

Miller EA. Management of finger joint dislocation and fracture-dislocations in athletes. Clin 
J Sports Med 39  2020: 423-442.



JOINT REDUCTION TECHNIQUES



PIP DISLOCATIONS

Arora R, Lutz M, Fritz D, et al. Dorsolateral dislocation of the proximal interphalan-geal joint: closed reduction and early active 
motion or static splinting; a retrospective study. Arch Orthop Trauma Surg 2004;124(7):486–8. 

Dorsal

Most common

Volar

Possible extensor 
tendon injury

Assess collateral 
stability post-reduction

Lateral



TREATMENT

▪ Early motion
▪ Stiffness common
▪ Begin 2-3 days post-injury
▪ Study: early motion vs 4 weeks immobilization

▪ 92% vs 36% regained full motion

▪ Buddy taping

▪ Imaging 

Arora R, Lutz M, Fritz D, et al. Dorsolateral dislocation of the proximal interphalangeal joint: closed reduction and early 
active motion or static splinting; a retrospective study. Arch Orthop Trauma Surg 2004;124(7):486–8. 



PIP FRACTURE-DISLOCATION
▪ Stability: percentage of joint surface involved

▪ Stable 
▪ Buddy taping
▪ Early motion, RTP as pain permits
▪ Immediate active ROM

▪ Avoid aggressive PROM initial post-injury period
▪ 3-4 weeks: passive ROM, wean from tape

▪ Tenuous
▪ Dorsal blocking splint

▪ Unstable
▪ Operative treatment

Arora R, Lutz M, Fritz D, et al. Dorsolateral dislocation of the proximal interphalangeal joint: closed reduction and early 
active motion or static splinting; a retrospective study. Arch Orthop Trauma Surg 2004;124(7):486–8. 



A WORD ABOUT 
MCP JOINT DISLOCATIONS

▪ Hyperextension of index finger most common, dorsal

▪ Avoid traction, apply volar pressure for dorsal dislocation

▪ Chinese finger trap

▪ May not be reducible 
▪ Entrapped volar plate, sesamoid

O'Neill ES, Qin MM, Chen KJ, Hansdorfer MA, Doscher ME. Dislocation of the 
metacarpophalangeal joint of the index finger requiring open reduction due to the presence of 
an intra-articular sesamoid bone. SAGE Open Med Case Rep. 2021 Jun 3;9.



SUMMARY
▪ Younger, male patients and those with a Bankart lesion, large Hill-Sachs lesion, glenoid 

bone loss, joint laxity or a positive apprehension sign have a higher shoulder re-
dislocation rate. 

▪ Immobilization length of time or method does not affect shoulder re-dislocation 
recurrence, chronic instability or patient outcomes. 

▪ Beware the posterior SC joint dislocation, transport seated.

▪ Knee dislocations carry 18% vascular injury rate, 25% peroneal nerve injury rate. 
Consider a spontaneously reduced knee dislocation when 2 or more ligaments injured. 

▪ Most PIP finger dislocations occur dorsally, use Tufskin when reducing.

▪ Patients with shoulder dislocations may return to play the same season after 
rehabilitation and bracing if no contraindications, however 40% will have a recurrence. 

▪ Goal for simple elbow dislocations full ROM 6-8 weeks, avoid flexion contracture.



Thank you!
cchristy@eccrsd.us
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