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Abstract

Background:

Traumatic anterior shoulder dislocation is common and carries a high risk of recurrence.
Rehabilitation is central to management following both surgical and non-surgical
treatment. However, consistency in rehabilitation practice and continuity of care are
lacking. The British EIbow and Shoulder Society (BESS) therefore commissioned the
development of guidelines for post-operative and non-operative rehabilitation.

Methods:

This guideline was developed through a multi-staged process that combined a UK
national survey, Delphi consensus, evidence synthesis, and a final expert workshop.
The post-operative guideline was based on a BESS best practice framework, while the
non-operative guideline was informed by the ARTISAN intervention development
methodology, with both organised into phase-based protocols.

Results:

The process produced aligned rehabilitation protocols comprising five sequential
phases: (1) Acute protection and education (0—3 weeks), (2) Movement and early
strengthening (3—6 weeks), (3) Progressive strengthening (6—12 weeks), and (4) Return
to sport (>12 weeks) and (5) high-level function. Key guidance following surgical
treatment included sling use after surgery, initiation of through-range resisted exercise,
and criteria-based progression to contact sport. The non-operative pathway mirrored
these phases, with earlier sling weaning.

Conclusion:

Through a rigorous process, BESS has established pragmatic, evidence-informed
rehabilitation guidelines for traumatic anterior shoulder dislocation, promoting
consistent, safe, and adaptable patient-centred care across both operative and non-
operative management.



Background

Traumatic anterior shoulder dislocation is a common injury, particularly among young,
active individuals, and carries a high risk of recurrent instability.* Both operative and
non-operative management rely heavily on effective rehabilitation to restore function
and prevent recurrence.” This can take different formats depending on the individual
patient, such as advice materials or in-person physiotherapy._However, limited high-
guality evidence has led to an inconsistency in rehabilitation practices.

In post-operative rehabilitation, substantial variability exists in duration of sling use,
timescale to begin movements and criteria to return to sport.® Recent evidence
synthesis commissioned by the British Elbow & Shoulder Society (BESS) highlighted
that high-quality evidence underpinning current practice remains limited.* While the
ARTISAN trial established a robust framework for non-operative rehabilitation,®
evidence guiding specific components of non-operative rehabilitation in practice is
lacking.® Taken together, this practice knowledge gap underscores a need for
standardised and evidence-based guidelines to define and align the standard of care in
both post-operative and non-operative rehabilitation, to promote greater consistency in
the information provided to patients, which may influence patient experience.

Recognising the need to translate emerging evidence and promote best practice, an
Allied Health Professional Clinical Guideline Group (AHPCGG) was commissioned by
BESS to develop comprehensive rehabilitation guidelines for traumatic shoulder
dislocation. For the post-operation guideline development, the AHPCGG commenced a
program of work in 2021 and published four separate articles in subsequent years.®** "8
In parallel, recent research on non-operative rehabilitation (ARTISAN trial and its
intervention development) created a foundation for the development of evidence-
informed non-operative guidelines.>®

The convergence of these efforts set the stage for a stakeholder workshop to produce
standardised rehabilitation guidelines for both operative and non-operative management
of traumatic anterior shoulder instability. Given the shared goal of restoring shoulder
function, the developed guidelines aim to offer rehabilitation frameworks with consistent
principles whilst recognising the different constraints for operative and non-operative
populations.

Methods

Design and scope

This guideline was developed using a methodology that combined systematic evidence
synthesis with multi-round expert input to produce pragmatic and service-ready
rehabilitation protocols. It covers physiotherapy-led rehabilitation for adults with
traumatic anterior shoulder instability managed either surgically (arthroscopic Bankart
repair) or non-operatively after closed reduction, spanning from initial injury or surgery
through return to full activity, including sport.



The guideline is designed to be accessible to clinicians without specialist knowledge,
thereby enhancing its uptake in practice. The components included in the protocols
represent the minimal standard of care in rehabilitation. While the protocols provide a
detailed illustration of the recommended rehabilitation principles, examples of exercises
using a structured framework, they are not intended to be prescriptive. Additional
factors, such as clinician and patient preference and functional demand, should be
considered when appropriate. The work was undertaken under BESS oversight with
contributions from orthopaedic surgeons, shoulder specialist physiotherapists, and
patient representatives at each stage.

Guideline development process

The post-operative guideline was developed through a structured program of work.

1. Evidence review: A structured literature review® was conducted to catalogue
existing studies of rehabilitation after shoulder dislocation surgery. This
highlighted limited comparative trial data and heterogeneity in current protocols.

2. Survey of current practice: A national practice survey® was conducted to
capture prevailing UK practices, revealing wide variation in sling use, exercise
initiation, and return-to-work/sport timing. Key insights included inconsistent
criteria for progression and a reliance on time-based milestones over functional
readiness. The survey confirmed areas of common practice (such as routine
immobilisation) and identified areas of discrepancies (such as the timeframe to
begin movement and strengthening exercises). These findings formed the basis
and informed the expert consensus on rehabilitation.

3. Delphi consensus: A three-round Delphi study was conducted.” A panel of 37
stakeholders (11 shoulder surgeons, 22 physiotherapists, 4 patients) rated and
refined proposed rehabilitation elements over successive rounds. The consensus
threshold was predefined as >70% agreement.® The panel reached consensus
on a progressive timeframe to introduce movement and on functional milestones
for return to activity, emphasising the use of patient-specific factors, such as
confidence, the absence of apprehension and psychological readiness, to guide
return to sport decisions. The consensus process established an evidence-based
framework for post-operative rehabilitation.*

The development of the non-operative guideline was informed by the intervention within
the ARTISAN trial.® The intervention development process has been previously
published?®, which included guidelines and literature search, national survey of practice,
public and patient involvement, and internal pilot testing.

Guided by the evidence-based framework and the previous work by the ARTISAN team,
a working subgroup formulated and proposed a phase-based protocol for post-operative
rehabilitation and an adapted non-operative protocol.

The proposed post-operative and non-operative guideline was refined and ratified by 20
experts (including physiotherapists and surgeons) through an in-person structured
workshop in September 2025. The participants of the workshop included specialist
shoulder physiotherapists and consultant surgeons. The participants of the workshop



were acknowledged at the end this guideline._The objective of the workshop was to
refine the proposed phase-based rehabilitation protocols for both post-operative and
non-operative rehabilitation. At the workshop, each phase of the proposed protocols
was discussed and reviewed thoroughly. The rehabilitation protocols were finalised by
the end of the workshop. The expert panel, with full agreement, confirmed the
applicability of using both rehabilitation protocols to guide rehabilitation following
traumatic shoulder dislocation. The resultant guidelines were submitted to, and
endorsed by, the BESS board of trustees for publication and dissemination on behalf of
BESS.

Results

Overview of practice guideline

In this evidence-based guideline, we provide a framework for rehabilitation following
traumatic anterior shoulder dislocation, covering both post-operative rehabilitation after
arthroscopic stabilisation and non-operative rehabilitation. The protocols comprise five
sequential phases, each with defined goals, milestones, and progression criteria
(Supplementary File 1):

¢ Phase 1 - Acute Protection & Education: Optimise healing and early protected
movement.

¢ Phase 2 - Movement & Early Strengthening: Begin controlled rotator cuff
activation and regain motor control.

¢ Phase 3 - Progressive Strengthening: Advance rotator cuff and scapular
conditioning and introduce plyometric exercise.

¢ Phase 4 - Return to Sport - Focus on sport- and occupation-specific
rehabilitation.

¢ Phase 5 - High-Level Function: Guidance on return to contact sports/manual
work.

Although there is limited evidence to support time-based criteria for progression, the
stakeholder workshop acknowledged the need to provide an indicative timeframe to
support clinical decision-making, particularly for clinicians who may have less familiarity _
with early-phase rehabilitation. As rehabilitation progresses, progress should be guided
by patients' functional status and confidence rather than by fixed timeframes. The
protocols are not prescriptive and offer flexibility for clinical discretion on some
components of the protocols (such as exercise prescription and progression criteria) to
support personalised care and shared decision-making in rehabilitation.



Rehabilitation protocols and example exercises can be found in Supplementary Files 1
and 2. The example exercises are provided to illustrate the underlying rehabilitation
principles and are not intended to represent an exhaustive list.

Discussion

Significance and strengths

This project represents the first national guideline on shoulder dislocation rehabilitation
in the UK to explicitly standardise both post-operative and non-operative rehabilitation
within a single cohesive framework. By aligning the rehabilitation protocols across both
care pathways, the guideline promotes continuity of care, ensuring that patients who
transition between operative and nonoperative management encounter a consistent
rehabilitation structure, minimising confusion among clinicians and patients.

In addition, this guideline establishes the key milestones in rehabilitation based on best
available evidence and expert opinion, such as immobilisation duration, timeframe to
begin movement, and return-to-sports criteria. This allows benchmarking and promotes
consistency of practice across rehabilitation services nationally. Clinicians and patients
now have explicit guidance on appropriate expectations regarding functional restriction
and criteria for progression. Importantly, the guidelines highlighted the need to consider
the assessment of psychological readiness and patient confidence to inform
rehabilitation progression, which has been historically overlooked in practice.

Limitations

Despite the rigorous development process, several limitations should be acknowledged.
First, the evidence base, particularly for post-operative rehabilitation, remains limited.
Most of the recommendations in this guideline rely on expert opinion rather than high-
level clinical trial data. For instance, the optimal duration of sling immobilisation or the
timeframe for introducing strengthening exercises after surgery are not definitively
established by current research. The adopted parameters (a three-week sling use
period and through-range strengthening at six weeks) reflect prevailing expert opinion
and surgical convention. Future studies may demonstrate that shorter or longer
durations are equally or more beneficial. Consequently, while the guideline represents
the current best-practice consensus, it should be revised as new evidence emerges.

Second, the consensus panel was UK-based, which may limit the generalisability of the
recommendations to other healthcare systems or patient populations. International
variation exists in practice patterns and patient demographics. While the guideline was
aligned where possible with international frameworks (OMERACT consensus
thresholds® and the American Shoulder and Elbow Therapists’ Bankart repair
guideline), it remains primarily tailored to UK clinical practice. In addition, the guidance
assumes access to physiotherapy services and does not specifically address contexts
with limited rehabilitation resources.



Finally, while patient perspectives were incorporated through representative input and
previous qualitative research, their inclusion could be expanded further. For example,
there is a need to co-design patient-facing materials such as educational resources,
which will enhance accessibility and engagement.

Implications for practice

In practice, the guideline is expected to reduce unwarranted variation, enhance patient
confidence through a clear and consistent rehabilitation structure, and improve patient
outcomes. The alignment between post-operative and non-operative rehabilitation offers
a major advantage - patients can be educated using a unified framework, ensuring
continuity even if management transitions from non-operative to operative care.

Clinicians should familiarise themselves with the phase-based rehabilitation framework
and understand the rationale behind each phase.

e Surgeons should incorporate the rehabilitation plan into shared decision-making
discussions, as expectations around recovery may influence treatment choices.

¢ Physiotherapists should apply the guideline flexibly, using it to structure
treatment and education while adapting to individual patient needs.

e Patients can use the phase summaries to take an active role in recovery, set
realistic goals, and understand that milestones such as return to contact sport
depend on meeting functional criteria rather than fixed timelines.

Implication for research

This consensus process has also highlighted several areas of uncertainty that warrant
future investigation:

e Optimal immobilisation period:
The ideal duration of sling use following operative repair remains unclear.
Although consensus favoured two-to-three weeks, empirical evidence is limited.

e Early movement versus protection:
In non-operative management, the value of immediate movement compared with
brief immobilisation remains uncertain.

e Timeframe to begin strengthening:
Our guideline allows early protected strengthening with caution of delaying
through range strengthening to 6 weeks after surgery. Research could explore if
early protected strengthening exercises offer additional benefits in optimising
outcomes, without harming the surgical repair.

e Psychological interventions:
Although we suggest psychological readiness as an important criterion for return



to sport, research examining the efficacy of specific interventions to enhance
psychological readiness within the rehabilitation process remains limited.

Conclusion

By integrating the best available evidence with multidisciplinary expert consensus, the
development of this national consensus rehabilitation guidelines document addresses a
longstanding gap in the management of traumatic anterior shoulder dislocation,
resulting in a structured rehabilitation framework that is both practical for implementation
and adaptable to individual patient needs. It represents a significant milestone in the
management of traumatic shoulder instability and establishes a solid foundation for
continued advancement in patient care and outcomes.
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