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Clinical Assessment A1: The Problem with Diagnoses

Anterior shoulder dislocation 
[bookmark: _Int_2uo3cP9Z]Shoulder dislocations are a commonly seen injury in sports (Han et al., 2023). A study conducted by Han (2023) suggests that yearly 29.1 in 100,000 people dislocate their shoulder; 95%-97% have anterior dislocations. There are different types of anterior dislocations; they include subcoracoid, subglenoid, subclavian, infrathoracic and intraperitoneal (Khiami et al., 2015). These dislocations are common contact sports such as rugby, football and hockey, as well as gymnastics and trampolining (Sole et al., 2024). These injuries can become recurrent due to instability with a 50% reinjury risk for 20–30-year-olds (Carpinteiro & Barros, 2017). 
Subject signposts
The typical mechanism of injury for anterior shoulder dislocations is falling on an outstretched hand (FOOSH) or violent external rotation in abduction (Fennelly et al., 2020)This is because the position of the arm forces the humeral head out of the glenoid socket, which can result in injuring other structures such as the coracohumeral ligament (Hasebroock et al., 2019). Farooque (2014) conducted a case study on a 27-year-old man who fell and landed with his arm trapped underneath his body, dislocating his shoulder anteriorly with accompanying humeral shaft and scapula fractures. Shoulders are commonly dislocated; Sole (2024) suggests this may be due to the glenoid socket being shallow in comparison to the hip acetabulum increasing the risk of instability and reinjury.
Pain from dislocations is commonly described as an intense sharp pain in the shoulder that is aggravated by movement (Sole et al., 2024). Sole conducted a study on individuals who’ve had anterior shoulder dislocations, he states that pain was described as 10/10 on the pain scale, excruciating, sudden and unstable. A kickboxer stated that they were in excruciating pain and experienced an absence in sensation in their forearm, wrist and fingers (Murphy et al., 2022). Less commonly some individuals may have muscle spasms which can increase pain (Dala-Ali et al., 2014). 
In Farooque’s (2014) case study the individual had a traumatic anterior dislocation, he experienced a hemopneumothorax where blood and air collected in his chest cavity because of the pressure from the humeral head on his lungs. This showed in symptoms such as difficulty breathing and chest pain, symptoms such as these cannot be missed (Farooque et al., 2014). Individuals may also complain of a radiating pain down their arm, this is likely due to damage to the brachial plexus, which can be common (Gutkowska et al., 2020). 
In terms of aggravating factors, as previously mentioned fast movements and muscle spasms will increase pain (Sole et al., 2024). To ease the pain of a shoulder dislocation without relocating it can be difficult as this is the best way to ease pain, but this should only be done by a qualified individual in a safe manner and environment (Fennelly et al., 2020). However, managing pain can be done by the patient staying still, immobilising the shoulder with a sling or having someone else support the arm and moving carefully and slowly (Sole et al., 2024). 
In 24 hours, the pain pattern from a shoulder dislocation can vary (Sole et al., 2024). On the incident of the injury the pain will be severe, and the patient may be unable to move (Sole et al., 2024). The pain will likely be like this until the arm is relocated or reduced, these medical procedures put the humeral head back into the joint and this is the most effective pain relief (Fennelly et al., 2020). However, after relocation, the individual may experience deep dull aches in their shoulder and arm throughout the day due to tissue trauma (such as rotator cuff tears) and/or a feeling like they have a dead arm due to possible nerve damage (Gutkowska et al., 2020). An article by Mulligan (2015) suggests the pain after a shoulder relocation will be worse at nighttime due to pain, pressure from sleeping and inflammation, resulting in sleep disturbances, which is fairly common. In the morning, the shoulder will be stiff and weak (Mulligan et al., 2015). 
An article by Shah (2017) on pitch side dislocation management suggests NSAIDs are very useful as they help reduce pain and swelling in the shoulder. Ice is used for a similar purpose, as it constricts the blood vessels which reduces blood flow, and this helps reduce pain to the area, the cold can also reduce the risks of muscle spasms (Shah et al., 2017). Using a compression wrap or sling to support the shoulder is also useful as this reduces the risk of further injury to the shoulder as it is immobilised (Han et al., 2023).

Objective Signposts
Typically, during an anterior shoulder dislocation, it will be very difficult to do an objective assessment as moving the arm is unsafe (Shah et al., 2017). In terms of range of motion, the arm cannot be moved actively or passively (Shah et al., 2017). This is because of ligament damage and muscle guarding which is where the surrounding muscles contract involuntarily in an attempt to protect structures (Barreto et al., 2025). Another reason for poor range will be the position of the humeral head as now it's pushed forward and catches on the front of the glenoid joint; the position of the humeral head is a symptom that should not be missed (Barreto et al., 2025). 
After around 2 weeks, shoulder range of motion should be ready to assess (Liew et al., 2021). Range can still be limited due to rotator cuff or other soft tissue damage (Han et al., 2023). A study by Liew (2021) identified that an individual may not have full range in any overhead movements, abduction and flexion as well as internal or external rotation. Inability to perform active ranges will result in regression of the exercises, then assisted exercises with the uninjured arm will help improve range (Liew et al., 2021).
Immediately after a shoulder dislocation, it will be unsafe to try and perform a manual muscle test (Shah et al., 2017). After range of motion is restored and the patient's pain has reduced it will be safe to start performing manual muscle tests (Liew et al., 2021). The rotator cuff muscles should be the first muscles tested, importantly subscapularis as it is the largest of the 4 rotator cuff muscles and is essential for stability, the muscle may present as weaker due to the shoulder being immobilised or if it is damaged it will present weak, with pain or soreness (Liew et al., 2021). Other muscles to test would consist of long head of biceps and deltoid (Liew et al., 2021).
Ligament stress tests will look for instability and weakness (van Spanning et al., 2023). Van Spanning (2023) suggests using the Hyperabduction test, where the arm is moved into maximal abduction, this stresses the inferior glenohumeral ligaments. A positive result for this test is the shoulder exceeding 105 degrees which suggests laxity in the ligament (van Spanning et al., 2023). There are other tests such as the Sulcus sign, however, it is difficult to directly stress and test shoulder ligaments as the anatomy of the shoulder is to complex (van Spanning et al., 2023).
On palpation of an immediate anterior dislocation, the deltoid muscle will have an unusual contour (Shah et al., 2017). Palpation will also show an empty glenoid fossa (Khiami et al., 2015). This is because of the humeral head which the therapist should be able to feel anteriorly (Shah et al., 2017). It's important to check the radial pulse as this indicates if blood is or is not circulating to the rest of the arm (Shah et al., 2017). Around 1% of patients will suffer with vascular complications from the axillary artery, checking radial pulse is important to catch this early, symptoms include limb ischemia, hypotension or diminished/absent pulse in wrist (Shah et al., 2017). In a clinic environment, palpation may show that the shoulder is still swollen, there will most likely be bruising as well due to tissue trauma, but bony alignment should be as normal (Dala-Ali et al., 2014). Some people may experience damage to the brachial plexus so as the therapist palpates, they may experience tingling or numbness, this can happen in 45%-48% of cases (Han et al., 2023). 
[bookmark: _Int_PQoB2nnX]Much like manual muscle tests, it's unsafe to perform special tests immediately after a dislocation due to the risk of increasing damage (Shah et al., 2017). However, in a clinical environment, there are some tests that can be done to determine damage, pain and instability (Law et al., 2022). For example, the Anterior Drawer test which tests for instability and laxity in the shoulder (Law et al., 2022). There is also the Apprehension test where the shoulder is put into horizontal abduction, and the therapist looks for signs of pain or fear in the patients face or if the patient voices fear (Law et al., 2022). Fennelly (2020) suggests using functional tests like the patient reaching behind their back, putting on a jacket, reaching overhead or throwing a ball which involve shoulder extension and/or abduction. 
In a hospital environment, a patient will usually have imaging on their injured shoulder to assess the injury itself (Han et al., 2023). An anteroposterior X-ray is necessary before attempting to relocate, while a second axillary view X-ray will show the direction and diagnosis of the dislocation (Han et al., 2023).  X-rays also identify fractures in other bones which may impact treatment and rehabilitation (Fennelly et al., 2020). An MRI may also be necessary to detect instability from lesions such as Hill-Sachs (Kompel et al., 2017) or Bankart lesions which are seen in 83% of anterior dislocations (Han et al., 2023). Doctors may also consider CT scans to look for alternations or defects in the shape of the humerus or clavicle (Kompel et al., 2017). 
Shoulder dislocations are usually easily diagnosed due to obvious symptoms such as the position of the humeral head (Shah et al., 2017). However, due to the complex structure of the joint, there are associated differential injuries that should also be considered (Han et al., 2023). For example, other acute injuries such as rotator cuff tears which can present similarly in a clinical setting (Han et al., 2023). Neuropraxia can also be a differential diagnosis as this is nerve pain which can be caused by dislocations but also by fractures, direct impact to the shoulder or general pressure on the nerves (Han et al., 2023). A third possible differential diagnosis could be anterior glenoid or greater tuberosity fractures (Han et al., 2023). These are a few examples, this is because of similar clinical presentations such as pain, weakness on muscle and special tests and sleep disturbances (Liew et al., 2021). However, specific tests and presentations will lead to these different diagnoses, for example, the drop arm test identifies rotator cuff tears (Gutkowska et al., 2020).
Missing a shoulder dislocation or not treating it correctly can have a significant impact on the patient (Gonai et al., 2023). Gonai (2023) states that not relocating a shoulder or relocating a shoulder incorrectly increases the risk of muscle spasms, nerve compression and artery compression. Han’s (2023) study identified 2% of people will suffer with arterial injuries. Without blood circulation from the axillary artery to the rest of the arm, the tissue will start to die due to a lack of oxygen and if this continues, the patient will lose their arm (Gonai et al., 2023). Compression of the axillary nerve can cause a loss of sensation and functional loss of the deltoid muscle, continued compression can cause permeant nerve damage (Han et al., 2023). 

Importance of Referrals
Sometimes, it is necessary for a patient to go for surgery or imaging, this is where referrals come into play (Boissonnault & Ross, 2012). It's important to refer for the patients' best interests (Anyanwu et al., 2015). A clinician may refer to help confirm a diagnosis, if the patient has underlying conditions or to identify a symptom which can lead to a more detailed diagnosis that they can provide, this links to ethics as referring ensures that the patients best interests are always kept in mind (Anyanwu et al., 2015). Referrals may also be necessary when a patient's symptoms are getting worse, there are new or unusual symptoms or there are poor responses to treatment (Boissonnault & Ross, 2012). Anytime an injury is out of a clinician's scope of practice, they should refer (Anyanwu et al., 2015).  For example, referring a patient with a shoulder dislocation for an X-ray or MRI to confirm diagnosis and look for other possible resulting injuries (Kompel et al., 2017). To refer someone, it's important to inform the patient they’re being referred, identify the reason for referral and use create a referral letter through the appropriate means to the appropriate service (Peterson et al., 2021). 
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