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Background: Large variations exist in the reported frequency and etiology of posterior and combined shoulder instability in the
active-duty military population.

Purpose: To compare imaging and clinical examination findings as well as reoperation rates between active-duty military patients
who underwent surgery for anterior, posterior, and combined-type shoulder instability.

Study Design: Cross-sectional study; Level of evidence, 3.

Methods: A retrospective review was conducted on patients treated surgically for shoulder instability from a single military base
from January 2010 to December 2019. Each case was characterized as isolated anterior, isolated posterior, or combined, accord-
ing to arthroscopic findings. Information was collected on patient characteristics, history of trauma, time to surgery, associated
pathological findings, and survivorship at a minimum 2-year follow-up.

Results: Overall, 416 patients (n = 394 men; n = 22 women), with a mean age of 29.1 years, underwent primary shoulder stabi-
lization surgery during the study period. There were 158 patients (38%) with isolated anterior instability, 139 (33%) with isolated
posterior instability, and 119 (29%) with combined instability. A history of trauma was more prevalent with isolated anterior insta-
bility (129 [81.7%]) than with either isolated posterior (95 [68.4%]) or combined instability (73 [61.3%]) (P = .047 and P = .001,
respectively). Patients with anterior instability were significantly more likely to be diagnosed on the preoperative physical exam-
ination when compared with patients with posterior instability (93% vs 79.1%; P\ .001) or combined instability (93% vs 75.6%; P
\ .001) and were also more likely to have a discrete labral tear detected on a preoperative magnetic resonance arthrogram than
patients with posterior instability (82.9% vs 63.3%; P \ .001). There was no significant difference in the rate of medical discharge
or recurrent instability requiring reoperation between groups.

Conclusion: The study findings indicated that young, active-duty military patients are at increased risk for isolated posterior and
combined-type shoulder instability, with posterior and combined instability collectively accounting for over 60% of instability
cases in this cohort. Orthopaedic surgeons should be aware of instability when evaluating and treating young, active-duty military
patients with shoulder pain, even in the absence of diagnostic physical examinations or imaging findings.
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Shoulder instability is a common cause of pain and disabil-
ity among active-duty members of the military.5,7,16,20,21,27

The glenohumeral joint is vulnerable to subluxation or dis-
location when placed in compromising positions or sub-
jected to repetitive load-bearing forces.18 High–shoulder
demand activities, such as push-ups and overhead lifting,

which are required as part of military training, predispose
soldiers to increased rates of these events and subsequent
instability.4,14,26

Operative management is often indicated for the treat-
ment of glenohumeral instability, particularly in high–
shoulder demand populations whose symptomology may
be refractory to conservative measures.18 Successful resto-
ration of stability requires the selection of appropriate sur-
gical techniques as indicated by the anatomic location of
the labral injury.18 This is of particular importance in
patients presenting with isolated posterior or combined
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anterior and posterior types of instability patterns, as
these subtypes have historically been more difficult to
identify preoperatively because of variability in clinical pre-
sentation and imaging findings.2,11,18 While anterior insta-
bility is the predominant subtype of instability diagnosed in
the general population, higher incidences of posterior and
combined instability have been reported in military cohorts,
as well as in other young, active patient populations.#

The purpose of this study was to describe the epidemiol-
ogy and etiology of surgically treated shoulder instability
within a large, single-center cohort of active-duty military
patients. Additionally, we sought to compare postoperative
return to active-duty and reoperation rates among patients
who underwent stabilization surgery for anterior, poste-
rior, and combined-type instability. We hypothesized that
military patients would experience relatively higher rates
of posterior and combined-type instability when compared
with civilian cohorts. Additionally, because of the known
difficulty in diagnosing posterior and/or combined instabil-
ity, we anticipated that patients with combined and
posterior instability would experience higher rates of reop-
eration and medical discharge from the military.

METHODS

This study is a retrospective analysis of prospectively col-
lected data from active-duty military patients who under-
went primary shoulder stabilization between January
2010 and December 2019. Institutional review board
approval was obtained before beginning the study.

All active-duty military patients aged 18 to 50 years
from a single military base who underwent a primary sur-
gical procedure for shoulder instability with a minimum 2-
year follow-up were eligible for inclusion in this study.
Patients with a history of shoulder surgery and patients
with instability secondary to generalized ligamentous lax-
ity were excluded. All patients had activity-related pain
that was severe enough to interfere with both activities
of daily living and military job requirements and had
failed �3 months of conservative management, including
physical therapy, nonsteroidal anti-inflammatory drugs,
limited-duty profiling, and home exercise programs before
being considered for surgery. Additionally, all patients had
at least a physical examination or imaging finding consis-
tent with instability. A positive examination for anterior
instability was defined as positive apprehension,

relocation, and anterior release tests. Posterior apprehen-
sion, jerk, and Kim tests were performed to identify poste-
rior instability, and an examination was considered
diagnostic of posterior instability if 2 out of 3 tests were
positive. A clinical diagnosis of combined instability was
defined as an examination that was positive for both ante-
rior and posterior instability.

Patient characteristics, including age, sex, and lateral-
ity, were obtained. Duration of symptoms, preoperative
chief complaint, and mechanism of injury were also
recorded. Traumatic etiology was defined as symptom
onset after a specifically recalled acute event. All patients
underwent a preoperative 1.5-T magnetic resonance
arthrogram (MRA) (gadolinium contrast; sequences
included T1, T2, and T2 fat-suppressed) as part of their
clinical evaluation. Imaging reports were obtained, and
findings, as reported by a board-certified musculoskeletal
radiologist , were recorded. Operative reports were
reviewed to determine the location of the labral tear, con-
comitant pathologies, and procedures performed. The
direction of instability was labeled as anterior (2 o’clock
to 6 o’clock position for a right shoulder), posterior (7
o’clock to 10 o’clock position for a right shoulder), or combi-
nation anterior-posterior . Medical discharge from the mil-
itary and reoperation rates were collected as part of the
postoperative evaluation.

Statistical Analysis

Statistical analyses were performed using the SPSS 20
software package (IBM). Chi-square tests were used to
compare categorical variables between cohorts, and analy-
sis of variance (ANOVA) tests were utilized to compare
continuous data series with a normal distribution of vari-
ance. If ANOVA was found to be significant, post hoc chi-
square comparisons were performed to determine the com-
parison of significance. As multiple comparisons were
made among continuous data, we utilized the Tukey
method to minimize the rate of type I error. Statistical sig-
nificance was determined at P \ .05. Bonferroni and Yates
corrections were applied to chi-square post hoc analyses.

RESULTS

During the study period, 5 orthopaedic surgeons per-
formed 453 arthroscopic evaluations before shoulder
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stabilization procedures on patients from a single military
base. A total of 37 patients were excluded because of a prior
shoulder surgery, leaving 416 (91.8%) primary shoulder
stabilization procedures performed on active-duty military
patients (n = 394 men; n = 22 women) available for analy-
sis. The mean age of the patients was 29.1 years (range 18-
50 years). The direction of instability was determined
arthroscopically and categorized as anterior in 158
(38.0%) patients, posterior in 139 (33.4%), and combined
in 119 (28.6%) (Figure 1).

The anterior instability cohort was significantly younger
than the posterior instability group (27.9 vs 30.1 years,
respectively; P = .042). The mean age of patients in the com-
bined group did not differ significantly from the mean age of
patients in either the anterior or the posterior group. There
were no statistically significant differences between the 3
groups regarding sex, side of surgery, or hand dominance
(P = .172, P = .170, and P = .086, respectively).

Specific traumatic events were significantly more com-
mon in patients with anterior instability (129/158
[81.6%]) than with either posterior (95/139 [68.3%]) or com-
bined instability (73/119 [61.3%]) (P = .047 and P = .001,
respectively). There was no statistically significant differ-
ence in the history of traumatic events between patients
with posterior instability and patients with combined
instability (P = .240). Compared with patients with ante-
rior instability (145/158 [91.77%]) (P \ .0001 overall),
those with posterior (139/139 [100%]) and combined insta-
bility (119/119 [100%]) were more likely to experience
pain. Patients with anterior instability (151/158
[95.57%]) were significantly more likely to endorse subjec-
tive instability than patients with posterior (101/139

[72.66%]) or combined instability (83/119 [69.74%]) (P \
.0001 overall).

The mean interval between the onset of symptoms and
the date of the surgery was significantly greater in
patients with anterior instability than with posterior insta-
bility (30.43 vs 22.47 months, respectively; P = .043). The
mean time to surgery for patients with combined instabil-
ity was 23.01 months, which was not significantly different
from the mean time in patients with anterior or posterior
instability (P = .081 and P = .987, respectively) (Table 1).

Patients with anterior instability were significantly
more likely to be accurately diagnosed on the preoperative
physical examination when compared with patients with
posterior instability (93% vs 79.1%; P \ .001) or
combined-type instability (93% vs 75.6%; P \ .001). There
was no difference in the proportion of patients accurately
diagnosed on the physical examination between the poste-
rior and combined instability cohorts (P = .601). Patients
with anterior instability were also more likely to have a lab-
ral tear detected on the preoperative MRA when compared
with patients with posterior instability (82.9% vs 63.3%; P
\ .001). Also, 86 of 119 (72.3%) patients with combined
instability had a labral tear visualized on the MRA, which
did not differ significantly from patients with anterior or
posterior instability (P = .048 and P = .162, respectively)
(Table 2). However, both anterior and posterior tears
were detected in only 31 (25.8%) patients with combined
instability. In 31 patients (25.8%), only the posterior com-
ponent of the tear was detected, and in 24 patients
(22.7%), only the anterior component of the tear was
detected.

There were no significant differences in rates of concom-
itant pathology between groups. Long head of the biceps
tendon pathology was noted in 23.4% of patients with ante-
rior instability, 35.3% of patients with posterior instability,
and 26.9% of patients in the combined instability group
(P = .072). Likewise, glenohumeral osteochondral defects
were noted in 6.3%, 13.7%, and 10.9% of patients with
anterior, posterior, and combined instability, respectively
(P = .105). There was no statistically significant difference
in concomitant rotator cuff tears between patients with
posterior, anterior, or combined instability (12.2%, 7%,
and 7.6%, respectively; P = .23) (Table 3). Regarding con-
comitant procedures performed, a higher proportion of
patients with posterior and combined instability under-
went subacromial bursectomy (P\ .0006). Overall ANOVA
indicated that biceps tenodesis was performed at a different
rate among the 3 instability subtypes (P = .009) (Table 4);
however, individual post hoc comparisons failed to reach
significance.

Regarding survivorship, there was no significant differ-
ence between the 3 groups in the rate of recurrent instabil-
ity requiring revision at the latest follow-up (5.48%, 3.91%,
and 5.50% for anterior, posterior, and combined instability,
respectively; P = .797). Additionally, there was no signifi-
cant difference in the percentage of patients who had
been medically discharged from the military at the latest
follow-up between the anterior, posterior, and combined
instability cohorts (6.85%, 4.69%, and 8.26%, respectively;
P = .530) (Table 5).

Figure 1. Flow diagram of the study enrollment procedure.
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DISCUSSION

Our cohort of 416 active-duty patients with surgically
treated shoulder instability demonstrated higher rates of
posterior and combined-type instability than previously
reported in civilian populations.18 Additionally, patients
with posterior and combined-type instability were less
likely to have physical examinations or magnetic reso-
nance imaging (MRI) findings than patients with anterior
instability. At the latest follow-up, ?90% of patients in all

groups were able to remain in the military. No significant
differences in the rate of medical discharge or recurrent
instability requiring revision were noted between groups.

The findings of this investigation are in line with previ-
ous studies, suggesting that young, active-duty military
patients are at increased risk for posterior and combined-
type instability when compared with civilian populations
(Table 6). The incidence of posterior instability has been
reported to account for up to 24% of all shoulder instability
in military patients.8,11,17,23,24,28 High rates of posterior

TABLE 1
Patient Characteristicsa

Anterior

(n = 158)

Posterior

(n = 139)

Combined

(n = 119) x2 P

Age at surgery, y 27.9 (18-48) 30.1 (18-50) 29.5 (18-50) N/A Overall: .0437

Ant vs post: .0421

Ant vs comb: NS

Post vs comb: NS

Age at injury, y 25.4 (13.7-47.6) 28.3 (14-48.7) 27.6 (10-49.9) N/A Overall: .0038

Ant vs post: .0044

Ant vs comb: .0468

Post vs comb: NS

Follow-up, mo 90.71 6 29.90 88.55 6 24.20 90.21 6 22.49 N/A .7635

Male sex 146 (92.4) 132 (95) 116 (97.5) 3.52 .1724

Right shoulder affected 97 (61.4) 82 (59) 60 (50.4) 3.55 .1698

Dominant arm involved 102 (64.6) 90 (64.8) 63 (52.9) 4.91 .0859

History of

traumatic

event

129 (81.6) 95 (68.3) 73 (61.3) Overall: 8.64

Ant vs post: 6.36

Ant vs comb: 13.16

Post vs comb: 1.38

Overall: .0133 (adjusted alpha = .0167)

Ant vs post: Praw, .0117; Pcorrected, .0474

Ant vs comb: Praw, .0003; Pcorrected, .0010

Post vs comb: Praw, .2395; Pcorrected, �.9999

Time from symptom

onset to surgery, mo

30.43 (1-240) 22.47 (1-192) 23.01 (1-96) N/A Overall: .0275

Ant vs post: .0430

Ant vs comb: NS

Post vs comb: NS

Endorsed pain

at presentation

145 (91.77) 139 (100) 119 (100) Overall: 21.91

Ant vs post: 11.96

Ant vs comb: 10.27

Post vs comb: N/A

Overall: \.0001 (adjusted alpha = .01667)

Ant vs post: Praw, .0003; Pcorrected, .0018

Ant vs comb: Praw, .0008; Pcorrected, .0048

Post vs comb: Praw, .9999; Pcorrected, .9999

Endorsed subjective

instability at

presentation

151 (95.57) 101 (72.66) 83 (69.74) Overall: 37.10

Ant vs post: 30.18

Ant vs comb: 34.51

Post vs comb: 0.27

Overall: \.0001 (adjusted alpha .01667)

Ant vs post: Praw, \.0001; Pcorrected, �.001

Ant vs comb: Praw, \.0001; Pcorrected, �.001

Post vs comb: Praw, .7056; Pcorrected, .9999

aData are expressed as mean (range), mean 6 SD, or No. of patients (%). Bold P values indicate statistically significant differences (P \ .05). Ant, anterior;

Comb, combined; N/A, not applicable; NS, not significant; Post, posterior.

TABLE 2
Preoperative Clinical and Radiographic Diagnosisa

Anterior
(n = 158)

Posterior
(n = 139)

Combined
(n = 119) x2 P

Clinical diagnosis 147 (93.04) 110 (79.14) 90 (75.63) Overall: 14.62
Ant vs post: 11.0977
Ant vs comb: 15.2688
Post vs comb: 0.2735

Overall: \.0001 (adjusted alpha: .02)
Ant vs post: Praw, .0009; Pcorrected, .0052
Ant vs comb: Praw, .0001; Pcorrected, .0006
Post vs comb: Praw, .6010; Pcorrected, �.9999

MRA diagnosis 131 (82.91) 88 (63.31) 86 (72.27) Overall: 17.63
Ant vs post: 13.6773
Ant vs comb: 3.9252
Post vs comb: 1.9536

Overall: \.001 (adjusted alpha: .0167)
Ant vs post: Praw, .0002; Pcorrected, .0008
Ant vs comb: Praw, .0476; Pcorrected, .1998
Post vs comb: Praw, .1622; Pcorrected, .7547

aData are expressed as n (%). Bold P values indicate statistically significant differences (P\ .05). Ant, anterior; Comb, combination; MRA,
magnetic resonance arthrogram; Post, posterior.
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instability have also been reported among certain high–
shoulder demand athletes.11,15,18 This contrasts with the
rate of posterior instability in general civilian populations,
which is estimated to account for 2% to 10% of surgically
treated cases of instability.1,6,10,12,18 This increased rate
of posterior and combined-type instability observed in mil-
itary cohorts may be attributable to the physical demands
required by daily training and physical readiness testing,
as posterior instability is thought to be most often caused
by recurrent microtrauma rather than traumatic instabil-
ity events.6,18,27 Our findings reflect this, as patients
with posterior and combined instability were significantly
less likely to report a history of a traumatic event than
patients with anterior instability, a trend that has been

TABLE 3
Concomitant Pathologies at Glenohumeral Joint During Arthroscopya

Anterior
(n = 158)

Posterior
(n = 139)

Combined
(n = 119) x2 P

LHB tendon 37 (23.4) 49 (35.3) 32 (26.9) 5.27 .0715
Articular cartilage loss (OCD grade 3) 10 (6.3) 19 (13.7) 13 (10.9) 4.52 .1046
Full-thickness rotator cuff tears 11 (7) 17 (12.2) 9 (7.6) 2.90 .2349

aData are expressed as n (%). LHB, long head of the biceps; OCD, osteochondral defect.

TABLE 4
Concomitant Procedures According to Type of Instabilitya

Procedure
Anterior
(n = 158)

Posterior
(n = 139)

Combined
(n = 119) x2 P

Subacromial bursectomy 69 (43.7) 98 (70.5) 87 (73.1) Overall: 32.57
Ant vs post: 21.63
Ant vs comb: 23.91
Post vs comb: 0.2145

Overall: \ .00001 (adjusted alpha: .0167)
Ant vs post: Praw, \.0001; Pcorrected, \.0006
Ant vs comb: Praw, \.0001; Pcorrected, \.0006
Post vs comb: Praw, .6790; Pcorrected, �.9999

Biceps tenodesis 37 (23.4) 48 (34.5) 32 (26.9) Overall: 9.44 Overall: .0089
Individual post hoc comparisons: NS

Arthroscopic distal clavicle resection 17 (10.8) 25 (18) 11 (9.2) 5.31 .0704
Debridement of glenoid OCD 10 (6.3) 14 (10.1) 11 (9.2) 1.49 .4739
Debridement of humeral head OCD 3 (1.9) 5 (3.6) 4 (3.4) 0.90 .6387
SLAP repair 23 (14.6) 20 (14.4) 23 (19.3) 0.7731 .6793
Rotator cuff repair 11 (7) 15 (10.8) 10 (8.4) 1.3849 .5003
Rotator cuff debridement 18 (11.4) 15 (10.8) 12 (10.1) 0.1206 .9415
Remplissage 24 (15.2) N/A 12 (10.1) 1.56 .2109

aData are expressed as n (%). Bold P values indicate statistically significant differences (P \ .05). Ant, anterior; Comb, combined; N/A, not
applicable; NS, not significant; OCD, osteochondral defect; Post, posterior; SLAP, superior labrum anterior and posterior.

TABLE 5
Survivorship at the Latest Follow-upa

Anterior
(n = 146)

Posterior
(n = 128)

Combined
(n = 109) x2 P

Lost to follow-up 12 (7.59) 11 (7.91) 10 (8.40) .0608 .9700
Recurrent instability requiring revision 8 (5.48) 5 (3.91) 6 (5.50) .4536 .7971
Medically discharged 10 (6.85) 6 (4.69) 9 (8.26) 1.2693 .5391

aData are expressed as n (%).

TABLE 6
Studies Focusing on Characteristics

of Shoulder Instabilitya

Study Anterior Posterior Combined

In active military populations
Owens et al17 (2007) 94 (80.3) 12 (10.3) 11 (9.4)
Song et al23 (2015) 132 (57.4) 56 (24.2) 43 (18.6)
Yow et al28 (2021) 210 (47) 80 (18) 153 (35)
Swan et al24 (2022) 94 (30.2) 76 (24.4) 136 (43.7)
Present study 158 (38) 139 (33) 119 (29)

In civilian populations
Blomquist et al3 (2012) 336 (83.1) 40 (9.9) 28 (6.9)

aData are expressed as No. of patients or shoulders (%).
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previously well-documented in the literature.6,18,19 Fur-
thermore, patients with posterior instability were signifi-
cantly older than those with anterior instability, which
aligns with the notion that posterior instability often
results from a ‘‘wear-and-tear’’ type mechanism.18 How-
ever, it is also noteworthy that while patients with poste-
rior and combined instability were significantly less
likely to report a history of trauma when compared with
anterior instability, .60% of patients in both groups did
endorse a traumatic etiology, suggesting that military
patients may be at higher risk for traumatic posterior
instability rather than secondary to a purely degenerative
mechanism when compared with civilian cohorts.18 Inter-
estingly, patients with posterior instability also had
a shorter mean time from symptom onset to surgery
when compared with patients with anterior instability. It
is plausible that posterior instability may lead to greater
pain and dysfunction, particularly in military patients
who are required to regularly engage in activities that
stress the posterior labrum (eg, push-ups and bench press),
possibly contributing to the shorter time to surgery
observed in this cohort.

Of note, patients with posterior and combined-type
instability were less likely to have positive physical exam-
ination or MRI findings when compared with patients with
anterior instability. These variants of instability have his-
torically been considered more challenging to diagnose
when compared with anterior instability.2,13,18 Patients
with posterior instability often present with generalized
shoulder pain and decreased athletic performance and
are less likely to report a subjective feeling of instability
or characteristic mechanism of injury.13,18 While the com-
bination of positive Kim and Jerk tests on physical exami-
nations has previously been reported to have a sensitivity
of 97% for detecting posterior instability,9,18 only 79.1% of
patients with posterior instability and 75.6% of those with
combined instability in our study had a clinical examina-
tion consistent with their postoperative diagnosis. This
contrasts with the 93% of patients with anterior instability
who had characteristic findings on physical examination.
Patients with posterior and combined-type instability
were also significantly less likely to have positive findings
on the preoperative MRA. Posterior instability may be
caused by multiple different pathologic lesions, and certain
variants of posterior labral pathology, such as Kim lesions,
are known to be more challenging to diagnose on imaging,
possibly contributing to this observed discrepancy.22 Inter-
estingly, MRA was less reliable than physical examination
for all 3 variants of instability. Altogether, these findings
suggest that posterior and combined-type instability are
common pathologies in military populations that may be
more challenging to recognize preoperatively. Our study
highlights the importance of maintaining a high index of
suspicion when evaluating young, active patients present-
ing with pain as the predominant symptom causing shoul-
der dysfunction and suggests that a negative MRA in the
setting of a positive physical examination, or vice versa,
should not cause orthopaedic surgeons to doubt their diag-
nosis. Furthermore, these findings call attention to the
utility of obtaining a thorough history. Certain key

elements in a patient’s history, such as instability events
and position of the arm at the time of injury, may help to
guide decision making when evaluating patients with an
otherwise unclear clinical picture.

Interestingly, there was no statistically significant dif-
ference in the number of patients medically discharged
between groups, nor was there a difference in the number
of patients with recurrent instability requiring revision
surgery. Few studies have directly compared postoperative
outcomes between anterior and posterior patterns of insta-
bility. Bernhardson et al2 found that while clinical out-
comes after arthroscopic stabilization were significantly
improved in both groups, outcome scores for anterior insta-
bility were statistically superior in all domains when
compared with patients with posterior instability. Further-
more, a systematic review by Vopat et al25 found that
patients with anterior shoulder instability were 2.31 times
more likely to return to sports than patients with posterior
instability. With regard to combined-type instability, Sca-
naliato et al20 reported an overall rate of return to active
duty of 92.31% at midterm follow-up after 270� labral
repair, as well as clinically significant improvements in
postoperative patient-reported outcome scores. While our
analysis did not include functional outcome scores, .90%
of patients in all groups remained in the military at the lat-
est follow-up, suggesting that these patients had regained
sufficient shoulder function to meet the basic demands of
Army duty. Additionally, few patients in each group
required revision instability procedures, with no signifi-
cant variation noted between each type of instability.
This is of interest, as previously reported data suggest
that patients with anterior instability are at 1.53 times
greater risk of suffering from postoperative instability25;
we are not aware, however, of any existing studies that
have directly compared reoperation rates between instabil-
ity patterns.

Limitations

This study is not without limitations. First, the retrospec-
tive nature of this study represents a significant limitation.
All procedures were performed by multiple orthopaedic
surgeons at a single center on a predominantly male cohort
of military patients, potentially introducing selection bias
and limiting the generalizability of our findings to broader
populations. Our investigation was also limited to patients
with shoulder instability requiring operative management
and, therefore, may not accurately reflect the characteris-
tics of patients with instability not requiring surgical inter-
vention. Furthermore, the physical demands and job
requirements of this military cohort make nonoperative
management of shoulder instability less favorable, result-
ing in more patients opting for surgical stabilization.
Data regarding how many patients required duty modifica-
tions were not available because of the nature of our out-
come database, and our analysis did not include clinical
outcome scores, limiting our ability to fully evaluate and
compare postoperative function. Additionally, it is possible
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that some patients will go on to require reoperation or
medical discharge from the military, as our minimum
follow-up period was limited to 2 years. Last, demographic
characteristics, including specific military occupation and
rank, were not available, nor were the specifics regarding
traumatic instability events.

CONCLUSION

The findings of this study suggest that young, active-duty
military patients are at increased risk for isolated posterior
and combined-type shoulder instability when compared with
civilian patient populations. Additionally, patients with pos-
terior and combined-type instability are less likely to have
physical examinations or MRI findings than patients with
anterior instability. Orthopaedic surgeons should maintain
a high index of suspicion for instability when evaluating
and treating young, active military patients who present
with shoulder pain, even in the absence of diagnostic preop-
erative examinations or imaging findings.
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