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Learning
Objectives

Introductions:

Dr. Danie! G. Stewart,

PT, DPT

Define shoulder instability and differentiate
it from laxity

Understand static vs dynamic stabilizers
of the shoulder

Perform structured ROM and strength
assessment

Utilize ActivForce 2 for objective strength
measurement

Integrate findings into clinical
decision-making



Agenda

Introduction: Understanding Shoulder Instability
Clinical presentations
Classifications
Mechanisms of injury
Common causes and risk factors
Clinical Assessment
o Range of Motion (ROM)
m Shoulder IR/ER, Flexion/Extension,
Abduction/Adduction
o Muscle Testing
m Shoulder IR/ER, Abduction/Adduction
Case Study
o Data Review and Analysis
Treatment and Rehabilitation Strategies
Q&A



Understanding
Shoulder Instability



What is Shoulder Instability?

e Symptomatic excessive humeral head
translation

e Failure of static and/or dynamic
restraints

e Presents with pain, apprehension,
weakness, or recurrent subluxation

e May occur after trauma or repetitive
microstress



Clinical Presentations

Scapular winging or anterior tilt
Excessive ER at rest

Muscle atrophy (infraspinatus fossa)
Apprehension during abduction + ER

Dynamic scapular dyskinesis often
contributes to recurrent symptoms.



Joint Laxitiy Shoulder Instability

e Increased passive joint motion e Symptomatic excessive humeral
e (Often congenital or generalized head translation
e Typically asymptomatic e Associated with pain, apprehension, or
e No pain, apprehension, or subluxation
functional limitation e Functional limitation during activity
e May be present bilaterally e Often history of trauma or repetitive
VS. stress

e May lead to recurrent episodes

Note: Laxity becomes instability when it
produces symptoms.



Classifications of Shoulder Dislocations

e Anterior (<90% of cases) — abduction
+ ER mechanism

e Posterior — flexion + adduction + IR load

e Multidirectional (MDI) — symptomatic laxity
in =2 directions

e Traumatic vs atraumatic onset

Note:

Anterior instability often damages anterior labrum
(Bankart lesion).

Posterior instability common in contact sports
or weightlifters.



Static Stabilizers Dynamic Stabilizers

e Glenoid labrum deepens socket by e Rotator cuff compresses humeral
~50% head into glenoid

e Capsule and glenohumeral ligaments e Subscapularis resists anterior
limit end-range translation translation

e |Inferior glenohumeral ligament (IGHL) e Infraspinatus & teres minor resist
complex stabilizes at 90° abduction posterior/anterior shear

e Negative intra-articular pressure adds VS. e Scapular stabilizers maintain
passive stability glenoid alignment

e Neuromuscular control coordinates

Static stabilizers become more important timing

at end ranges.

IGHL anterior band resists anterior Dynamic control is the primary focus of

translation in ABER. conservative PT management.



Mechanisms of Injury

e Traumatic dislocation
(high force event)

e Repetitive overhead loading
(throwing, swimming)

e Microtrauma causing capsular
attenuation

e Generalized hypermobility
conditions

Overhead athletes often develop
anterior instability due to repetitive
ER stress.

Click here to watch video.



http://www.youtube.com/watch?v=FG1eOrZSvdI
https://www.youtube.com/watch?v=FG1eOrZSvdI

Common Causes

Overhead athletes (baseball, volleyball,
swimming)

Contact athletes (football, rugby)
Weightlifters (bench press, overhead press)
Patients with history of traumatic dislocation
Individuals with generalized joint
hypermobility



Risk Factors

e Previous shoulder dislocation
or subluxation

e Repetitive overhead loading

e Capsular laxity or connective
tissue disorders

e Rotator cuff weakness
(especially ER deficit)

e Scapular dyskinesis

e Poor neuromuscular control

Click here to watch video.



http://www.youtube.com/watch?v=H8TyXqVMwds&t=78
https://www.youtube.com/watch?v=H8TyXqVMwds&t=78s

Clinical Assessment:
Range of Motion



Shoulder Internal and External Rotation

Can be tested in seated position with device
strapped.



Shoulder Abduction

Can tested in seated or supine position with device
strapped on the arm before movement.

Shoulder Flexion

Can tested in seated or supine position with device
strapped on the arm before movement.



Shoulder Horizontal Abduction & Adduction

Can tested in seated or supine position
with device strapped on the arm before
movement.



Clinical Assessment:
Muscle Testing



Shoulder Internal & External Rotators

Can be tested in seated or prone
position.



Shoulder Abductors (Scaption)

Can be tested in seated position.



Case Study: Judoka



Clinical Presentation



‘Special Tests’



ARoM & Strength Output



Differential Diagnosis



Diagnostic Findings



Athlete & MDT Discussions

Medics / Surgeon

Looks like a Posterior Dislocation.
Surgeon encourages full range

of motion pre-op. Avoid any stress
to posterior capsule.

Athlete

Understands findings of scan.
Athlete happy to see consultant.
Initial thoughts: Progressing well
& feels can manage without an op.



Planning



Working on RoM: Shoulder Specific

Passive & Active Assisted

Shown: Gi Assisted Pulleys

Measured Pre & Post using ActivForce



Shoulder RoM: IR/ER/GRID



Working on RoM: Thoracic Moblity

Measuring Tx Rotation with ActivForce Tx Mobility Exercises



Restore Control through Range



Outer Range Control: Incorporating Trunk



Load Bearing Demands



Upper Limb Y-Excursion Test



Rotator Cuff Perturbations



Landing Confidence & Variables



Importance of Testing



Training & Competing Worldwide

Benefits of time spent out of country for athletes:

e Comps & Camps
e Train with best judokas in the world
e Up to 6 months out of country per year

e Significant Challenge for Sports Science &
Medicine Departments



Activ Force: ASH Test



Traditional Battery of Testing - Not Feasible

e Adapted Technique using ActivForce

e Vald Force Frame Testing in Gym



Testing Benefits
Why Do We Test in British Judo?

e |dentify deficits & asymmetries
e Compare to baseline & squad
e Realities & Motivation for Athlete

Is Rehabilitation Working?
Where do we need to focus?
e \Where are they more ‘vulnerable’?

e Confidence: All Parties
Objective markers for coaches
Can’t fake numbers!



Join Grow Physio Academy



16 Sports Injury Management Guides
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Summary &
Questions?

@activforce @activforce @ActivForce activbody-inc.


https://www.youtube.com/@ActivForce
https://www.facebook.com/people/ActivForce/61559792488703/
https://www.linkedin.com/company/activbody-inc./
https://www.instagram.com/activforce/
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