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Case Study
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Abstract.	 [Purpose] A young female with first-time traumatic shoulder dislocation showed a good outcome at 
the 1 year follow-up in returning to work and sports after undergoing a combination of exercise therapy and psy-
chological intervention. [Participant and Methods] A 24-year-old female who worked as an occupational therapist 
and played badminton for recreation had dislocated her shoulder in a fall. We evaluated her compliance with home-
exercise, range of motion, return to work, fear of movement, sports activity level, and instability of shoulder joint 
using the modified Rowe score at each timepoint necessary. During early sessions of the physical therapy, the range 
of motion and instability score for the shoulder joint were poor. We treated her using a phase-based approach, and 
subsequently, added the Watson program to restore normal kinematics. Because of a psychological problem during 
middle sessions of the physical therapy, we provided psychological education and support. [Results] At the final ses-
sion of the therapy, her compliance with home-exercise was good. She had achieved almost a full range of motion. 
The fear of movement decreased, and she could play sports again. The modified Rowe score improved from 5 to 85. 
[Conclusion] As a conservative treatment for patients with first-time traumatic shoulder instability, a combination 
of therapeutic exercise and psychological intervention may be useful.
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INTRODUCTION

Shoulder dislocation is a common traumatic injury in young athletes, particularly in people who play contact sports1). It 
is usually treated operatively because first-time traumatic shoulder dislocation sometimes develops into recurrent dislocation 
with conservative treatment2–4). There are few reports that evaluate the outcome treated conservatively, while there are 
many studies that investigate the outcome for patients after operative treatment5–7). Although some patients are prescribed 
conservative treatment due to this not being indicated, there will be high risk of recurrent dislocation, particularly in the 
acute phase, and it sometimes affects activities of daily life and sports participation. The risk factors of recurrent instability 
include professions that need overhead movement, psychological weakness (e.g. fear of reinjury), and timepoints to return to 
play sports3). In the case of conservative treatment, contracture and restriction of range of motion (ROM) may not be caused. 
However, patients sometimes experience weakness of muscles and pain during activities of daily living. Clinically, physical 
therapy is usually prescribed as a part of conservative treatment. However, there is still insufficient evidence about it for 
patients after traumatic shoulder instability.

On the other hand, previous studies have described conservative treatment for patients with non-traumatic multidirectional 
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shoulder instability8, 9).
Although patients with multidirectional shoulder instability have usually had a poor course of treatment in past traditional 

treatments, recent studies have demonstrated better outcomes with the Watson program that consist from six stage therapeutic 
exercise10–12). Though the etiology and cause of traumatic shoulder instability and non-traumatic multidirectional instability 
are quite different from each other, the concept of functional recovery is similar with regard to the dynamic centralization of 
the humeral head in its proper position during shoulder movement.

In this case report, we present a good outcome with returning to work and sports by a combination of exercise therapy 
and psychological intervention for a young female who suffered a first-time traumatic shoulder dislocation due to a fall, with 
1 year follow-up.

PARTICIPANT AND METHODS

The participant was a 24-year-old female who has no family or past history. Her profession was occupational therapist. 
She played badminton at a recreational level before the injury. She injured her left shoulder when she fell. After examination 
by an orthopedic doctor, she was diagnosed with traumatic shoulder instability. Although her condition was an operative in-
dication, she was treated conservatively after providing informed consent to the doctor. She was also recommended operative 
treatment if she had a recurrent dislocation of her shoulder joint. During the first 3 weeks after injury, the patient’s shoulder 
was protected with a sling and bust-band. The doctor prescribed physical therapy as a conservative therapy. The participant 
received an explanation about this study and provided informed consent, according to the ethical principles of the Declaration 
of Helsinki.

For the early sessions of physical therapy, a phase-based approach was executed13). The approach consists of 5 phases, and 
usually requires 3 months to restore shoulder function after traumatic shoulder instability. Removing the sling and bust-band 
was allowed during physical therapy in phase 1. Since the participant felt moderate pain and there was a risk of recurrent 
dislocation, the range of motion was not measured. Soft-tissue massage and muscle strength exercises using muscles other 
than shoulder muscles (elbow and wrist joints) were performed.

Passive ROM exercises were performed with due consideration not to increase pain in phase 2. The participant was also 
instructed in pendulum exercises. Soft-tissue massage and muscle strengthening exercises were continued in this phase. 
Cryotherapy was not administered because the participant was rejected due to the cold season at the time. She returned to 
work gradually, confined to desk work. The modified Rowe score as an evaluation for shoulder instability was measured at 
each month14). It varies between 0 to 100, where 100 represents no instability in the shoulder joint. The score was only 5 at 
1 month after injury (Table 1).

The ROM of the shoulder joint was restored gradually. The passive ROM of shoulder flexion improved from 85° to 
130°, and shoulder abduction from 80° to 115° in phase 3. The participant complained of shoulder pain, which indicated 
shoulder impingement during activities of daily life. Active ROM exercises were also performed mildly, with attention not 
to over-contract outer muscles around the shoulder joint and not to cause pain. In the early stages, the participant was in-
structed in active ROM exercises below 90° and was checked to see whether she used trick motion or not. After her shoulder 
achieved good kinematics of the shoulder joint below 90°, she was allowed to perform overhead motion and exercises. The 
scapula-thoracic muscle exercise was also performed to achieve stability and coordination. An inner muscle exercise was 
recommended to restore the normal kinematics of the shoulder to around 90° flexion or abduction. In this phase, the Watson 
program was also prescribed to regain better function of the shoulder joint10–12). The Watson program is an exercise program 
for multi directional shoulder instability that focus on the motor control of scapula. The control is emphasized during the 
exercises. Duration of the program is usually 3–6 month. The frequency of physical therapy was about 4 sessions a week 
because compliance of exercises is essential in this phase. The participant could make progress in the Watson program from 
stage 1 to 3 during this time. She returned to work to provide occupational therapy for patients who needed little physical 
assistance during therapy.

The passive ROM of the shoulder joint improved additionally. The passive ROM of shoulder flexion improved from 
130° to 140°, and shoulder abduction from 115° to 135° in phase 4. The complaints about shoulder pain during movement 

Table 1.	 The Rowe scores on each timepoint

Timepoints after injury 1 month 3 months 6 months 9 months 12 months
Function score 0 20 35 35 35
Pain score 5 5 5 5 10
Stability score 0 15 15 30 30
Motion score 0 0 10 10 10
Total score 5 40 65 80 85
Riccio et al.13) 45 55 65 N/A 75

The Rowe total score varies between 0 to 100, where 100 represents no instability in the shoulder joint.
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decreased during this phase, restoring the normal kinematics of the shoulder joint. Isometric or dynamic muscle exercises 
around the shoulder joint were performed. The participant was also instructed in plyometric exercises with low load. The 
cross body stretch and the sleeper stretch, known as stretch methods for posterior shoulder tightness, were also instructed, 
with due consideration to avoid pain. The frequency of physical therapy was almost 3 sessions a week during this phase. 
She made progress in the Watson program from stage 4 to 5 during this month. Inner muscle exercises at the 2nd or 3rd 
position on the shoulder joint were instructed to regain the dynamic stability of the shoulder over 90° flexion or abduction. 
The participant felt little discomfort or fear of dislocation when she was examined with the apprehension test. Physical 
therapy sessions were provided about 3 times a week. This phase continued for almost 4 weeks. She could return to work 
to administer occupational therapy to patients who needed a little assistance during therapy. The modified Rowe score was 
lower than average at 3 months after injury (Table 1).

Four months post-injury, she had progressed into the early part of phase 5. The active and passive ROM had improved 
with time (Table 2). Rhythmic stabilization of muscles around the shoulder was added to the physical therapy program. 
Self-stretching for latissimus dorsi and teres minor muscles was taught because she complained of a feeling of stretch at the 
site at the end of ROM during flexion of the shoulder joint. She made progress in the Watson program from stage 6 in this 
phase. She was instructed in the proper movement for transferring inpatients who need heavy assistance. Outer muscles and 
scapula-thoracic muscles were also recommended to reinforce performance for working. She received physical therapy ses-
sions about 2 times a week. At the beginning of this phase, compliance with self-exercise at home was poor. She was educated 
again about the importance of self-exercise using the ARCS model to activate motivation15). In summary, the model consists 
of attention, relevance, confidence, and satisfaction strategies. The compliance of self-exercise improved uneventfully. The 
modified Rowe score improved at about the standard level at 6 months after injury (Table 1).

After confirming negative signs on the apprehension test, the participant made progress in the latter part of phase 5 (9 
months after injury). At the beginning of this term, her hope was to return to playing badminton. Unless her injured shoulder 
was contralateral to the side for smashing, she complained of fear of movement and reinjury (kinesiophobia). The modified 
Rowe score was good at 9 months after injury (Table 1). To access the kinesiophobia, the Tampa Scale for kinesiophobia-11 
(TSK-11) was utilized. The TSK-11 consists of an 11-item questionnaire to evaluate kinesiophobia. This questionnaire has 
good reliability and internal consistency16). Responses are summed to provide an overall score between 11 and 44, where 11 
represents no fear of movement and reinjury. The TSK-11 score was 36 at this timepoint. She was treated with functional 
exercise therapy in addition to psychological intervention17). In summary, this included pain education, social support, and 
training skills for coping with pain. She was also recommended to continue with stretching and muscle strengthening exer-
cises. The frequency of physical therapy was about 1 session a month.

RESULTS

The course of treatment was summarized in Table 3. At the final session of physical therapy (12 months post-injury), 
self-reported compliance with home-exercises ranged from 3–4 times a week. Almost full ROM was achieved (Table 2). The 
TSK-11 score was 16 at this session and the participant had started to return to playing badminton at recreational level. The 
modified Rowe score was improved at 12 months after injury (Table 1).

Table 2.	 Range of motion of shoulder joint on each timepoint

Timepoints after injury 4 months 6 months 9 months 12 months
Flexion (passive) 140° 155° 170° 175°
Abduction (passive) 135° 150° 160° 175°
Flexion (active) 135° 150° 160° 170°
Abduction (active) 125° 145° 155° 170°

Table 3.	 The course of treatment

The phase suggested 
by Riccio et al.13)

Timepoints  
after injury

The stage of the  
Watson program

Psychological intervention

1 1–3 weeks N/A N/A
2 4–7 weeks N/A N/A
3 8–10 weeks 1–3 N/A
4 11–14 weeks 4–5 N/A

5 (early part) 15 weeks–8 months 6 Education using ARCS model
5 (latter part) 9 months– 6 Pain education, social support, and 

training skills for coping with pain
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DISCUSSION

The results of this course indicated two findings. Shoulder dynamic stability prescribed as conservative treatment after 
traumatic shoulder dislocation can improve by adding the Watson program to the usual physical therapy. Furthermore, psy-
chological intervention also might be efficient for recovering shoulder function and returning to sports.

The most important finding from this participant was that adding in the Watson program at the proper time with the usual 
exercises might be effective for patients after traumatic shoulder instability. Recent reviews showed there was not enough 
evidence about conservative treatment for the condition18). In general, the outcome of conservative treatment is worse than 
operative treatment, so that later one is usually selected for an operation, particularly a patient who is young and/or who 
plays some sports4). However, some patients cannot be treated operatively for a range of reasons and they will be treated 
conservatively. In this case study, shoulder function and stability were quite poor at 1 month after injury, compared with 
previous cases13). Recovery was still bad at 3 months after injury, so the participant was provided with elaborate stretching 
for improvement of ROM, and exercises for improvement of dynamic stability (e.g. rhythmic stabilization) to enforce the 
shoulder function. The participant was also instructed in the best home-exercises for her at each session. With progressing 
to the Watson program stage, the Rowe score improved remarkably when she reached the final stage (stage 6). At the final 
session of physical therapy, shoulder stability had recovered to almost normal function. This is the first report as regards 
applying the Watson program to a patient after traumatic shoulder instability.

Psychological intervention was useful to increase compliance with self-exercise in the recovery phase and to overcome the 
fear of movement during sports. As therapists commonly experience, compliance with a home program decreases over time, 
though it is important to achieve a better outcome. The compliance with home-exercise in this participant also decreased over 
time. To deal with the issue, patient education for activation of motivation based on the ARCS model was employed. Using 
this approach, the function of the shoulder was improved accompanying the increase of the compliance rate within 5 months. 
Although restoring enough function and stability of the shoulder joint, the participant still had fear of movement at 9 months 
after injury and this was considered an inhibitory factor for returning to sports activity. To address this factor, psychological 
supports were provided. After 3 months, kinesiophobia was decreased and she could return to play sports again.

When a therapist provides therapeutic exercises to patients after first-time traumatic shoulder dislocation, he/she must pay 
attention to second-time dislocation because it typically develops into recurrent instability19). Recent case studies showed that 
conservative treatment, including a phase-based rehabilitative approach, will be effective for shoulder instability in adults 
with first-time traumatic anterior dislocation13). Our findings supported that adding the Watson program at the proper time 
(e.g. after phase 3) might be efficient for recovering shoulder function and returning to sports, particularly in patients with a 
severe condition. Compliance with self-exercise becomes important after phase 3 to restore the dynamic centralization of the 
humeral head in shoulder movement. However, the frequency of rehabilitation sessions generally tends to decrease in this 
phase. It will be one option to maintain patients’ motivation for self-exercise using psychological supports. Similar to other 
injuries, patients who suffer shoulder trauma or injury usually hope to return to previous sports participation. Many previous 
studies have reported that kinesiophobia affects return to sports after anterior cruciate ligament injury20–22). Although kinesio-
phobia might affect returning to play sports after traumatic shoulder dislocation in this case, psychological intervention will 
help to relieve the fear of movement23).

In conclusion, as conservative treatment for a patient after first-time traumatic shoulder instability, a combination of 
therapeutic exercises and psychological intervention may be useful. As exercise therapy, adding the Watson program to usual 
exercises would be effective. To maintain motivation or decrease fear of movement in the patient, psychological supports 
and education will help. Some patients after traumatic shoulder instability sometimes are not provided enough rehabilita-
tion during conservative treatment. These interventions should be considered by physicians. Longitudinal observation of 
psychological states and investigations about psychological interventions will be needed in further research.

Funding
This work was supported by JSPS Grant-in-Aid for Research Activity Start-up Number 19K24282.

Conflict of interest
None.

REFERENCES

1)	 Goss TP: Anterior glenohumeral instability. Orthopedics, 1988, 11: 87–95. [Medline]
2)	 Owens BD, Agel J, Mountcastle SB, et al.: Incidence of glenohumeral instability in collegiate athletics. Am J Sports Med, 2009, 37: 1750–1754. [Medline]  

[CrossRef]
3)	 Olds MK, Ellis R, Parmar P, et al.: Who will redislocate his/her shoulder? Predicting recurrent instability following a first traumatic anterior shoulder disloca-

tion. BMJ Open Sport Exerc Med, 2019, 5: e000447. [Medline]  [CrossRef]

http://www.ncbi.nlm.nih.gov/pubmed/3281157?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19556471?dopt=Abstract
http://dx.doi.org/10.1177/0363546509334591
http://www.ncbi.nlm.nih.gov/pubmed/30899544?dopt=Abstract
http://dx.doi.org/10.1136/bmjsem-2018-000447


J. Phys. Ther. Sci. Vol. 31, No. 10, 2019 854

4)	 Balke M, Shafizadeh S, Bouillon B, et al.: Management of shoulder instability: the current state of treatment among German orthopaedic surgeons. Arch 
Orthop Trauma Surg, 2016, 136: 1717–1721. [Medline]  [CrossRef]

5)	 Edwin J, Morris D, Ahmed S, et al.: Arthroscopic knotless anterior labral stabilization using labral tape and wide awake anaesthesia-short term results. BMC 
Musculoskelet Disord, 2018, 19: 226. [Medline]  [CrossRef]

6)	 Sakeb N, Islam MA, Jannat SN: Outcome of modified Bristow-Laterjet procedure in post-traumatic recurrent anterior shoulder dislocation in young popula-
tion. Mymensingh Med J, 2015, 24: 74–83. [Medline]

7)	 Spiegl UJ, Ryf C, Hepp P, et al.: Evaluation of a treatment algorithm for acute traumatic osseous Bankart lesions resulting from first time dislocation of the 
shoulder with a two year follow-up. BMC Musculoskelet Disord, 2013, 14: 305. [Medline]  [CrossRef]

8)	 Burkhead WZ Jr, Rockwood CA Jr: Treatment of instability of the shoulder with an exercise program. J Bone Joint Surg Am, 1992, 74: 890–896. [Medline]  
[CrossRef]

9)	 Ide J, Maeda S, Yamaga M, et al.: Shoulder-strengthening exercise with an orthosis for multidirectional shoulder instability: quantitative evaluation of rota-
tional shoulder strength before and after the exercise program. J Shoulder Elbow Surg, 2003, 12: 342–345. [Medline]  [CrossRef]

10)	 Watson L, Warby S, Balster S, et al.: The treatment of multidirectional instability of the shoulder with a rehabilitation program: Part 1. Shoulder Elbow, 2016, 
8: 271–278. [Medline]  [CrossRef]

11)	 Watson L, Warby S, Balster S, et al.: The treatment of multidirectional instability of the shoulder with a rehabilitation programme: Part 2. Shoulder Elbow, 
2017, 9: 46–53. [Medline]  [CrossRef]

12)	 Warby SA, Ford JJ, Hahne AJ, et al.: Comparison of 2 exercise rehabilitation programs for multidirectional instability of the glenohumeral joint: a randomized 
controlled trial. Am J Sports Med, 2018, 46: 87–97. [Medline]  [CrossRef]

13)	 Riccio I, de Sire A, Latte C, et al.: Conservative treatment of traumatic shoulder instability: a case series study. Musculoskelet Surg, 2015, 99: 133–137. [Med-
line]  [CrossRef]

14)	 Rowe CR: Evaluation of the shoulder. In: The shoulder. NewYork: Churchill Livingstone, 1988, pp 631–637.
15)	 Keller JM: Development and use of the ARCS model of instructional design. J Instr Dev, 1987, 10: 2–10.  [CrossRef]
16)	 Woby SR, Roach NK, Urmston M, et al.: Psychometric properties of the TSK-11: a shortened version of the Tampa Scale for Kinesiophobia. Pain, 2005, 117: 

137–144. [Medline]  [CrossRef]
17)	 Passigli S, Capacci P, Volpi E: The effects of a multimodal rehabilitation program on pain, kinesiophobia and function in a runner with patellofemoral pain. Int 

J Sports Phys Ther, 2017, 12: 670–682. [Medline]
18)	 Hanchard NC, Goodchild LM, Kottam L: Conservative management following closed reduction of traumatic anterior dislocation of the shoulder. Cochrane 

Database Syst Rev, 2014, 30: CD004962. [Medline]
19)	 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: 913–922. [Medline]  [CrossRef]
20)	 Lentz TA, Zeppieri G Jr, George SZ, et al.: Comparison of physical impairment, functional, and psychosocial measures based on fear of reinjury/lack of con-

fidence and return-to-sport status after ACL reconstruction. Am J Sports Med, 2015, 43: 345–353. [Medline]  [CrossRef]
21)	 Czuppon S, Racette BA, Klein SE, et al.: Variables associated with return to sport following anterior cruciate ligament reconstruction: a systematic review. Br 

J Sports Med, 2014, 48: 356–364. [Medline]  [CrossRef]
22)	 Flanigan DC, Everhart JS, Pedroza A, et al.: Fear of reinjury (kinesiophobia) and persistent knee symptoms are common factors for lack of return to sport after 

anterior cruciate ligament reconstruction. Arthroscopy, 2013, 29: 1322–1329. [Medline]  [CrossRef]
23)	 Reese LM, Pittsingerb R, Yang J: Effectiveness of psychological intervention following sport injury. J Sport Health Sci, 2012, 1: 71–79.  [CrossRef]

http://www.ncbi.nlm.nih.gov/pubmed/27501704?dopt=Abstract
http://dx.doi.org/10.1007/s00402-016-2553-2
http://www.ncbi.nlm.nih.gov/pubmed/30021568?dopt=Abstract
http://dx.doi.org/10.1186/s12891-018-2164-x
http://www.ncbi.nlm.nih.gov/pubmed/25725671?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/24160987?dopt=Abstract
http://dx.doi.org/10.1186/1471-2474-14-305
http://www.ncbi.nlm.nih.gov/pubmed/1634579?dopt=Abstract
http://dx.doi.org/10.2106/00004623-199274060-00010
http://www.ncbi.nlm.nih.gov/pubmed/12934027?dopt=Abstract
http://dx.doi.org/10.1016/S1058-2746(02)86886-0
http://www.ncbi.nlm.nih.gov/pubmed/27660660?dopt=Abstract
http://dx.doi.org/10.1177/1758573216652086
http://www.ncbi.nlm.nih.gov/pubmed/28572850?dopt=Abstract
http://dx.doi.org/10.1177/1758573216652087
http://www.ncbi.nlm.nih.gov/pubmed/29048942?dopt=Abstract
http://dx.doi.org/10.1177/0363546517734508
http://www.ncbi.nlm.nih.gov/pubmed/25982089?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/25982089?dopt=Abstract
http://dx.doi.org/10.1007/s12306-015-0373-0
http://dx.doi.org/10.1007/BF02905780
http://www.ncbi.nlm.nih.gov/pubmed/16055269?dopt=Abstract
http://dx.doi.org/10.1016/j.pain.2005.05.029
http://www.ncbi.nlm.nih.gov/pubmed/28900573?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/24782346?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/25900943?dopt=Abstract
http://dx.doi.org/10.1136/bjsports-2014-094342
http://www.ncbi.nlm.nih.gov/pubmed/25480833?dopt=Abstract
http://dx.doi.org/10.1177/0363546514559707
http://www.ncbi.nlm.nih.gov/pubmed/24124040?dopt=Abstract
http://dx.doi.org/10.1136/bjsports-2012-091786
http://www.ncbi.nlm.nih.gov/pubmed/23906272?dopt=Abstract
http://dx.doi.org/10.1016/j.arthro.2013.05.015
http://dx.doi.org/10.1016/j.jshs.2012.06.003

