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Laxity testing is an important part of the examination of any joint. In the shoulder, it presents unique challenges because of the
complexity of the interactions of the glenohumeral and scapulothoracic joints. Many practitioners believe that laxity testing of the
shoulder is difficult, and they are unclear about its role in evaluation of patients. The objectives of the various laxity and instability tests differ, but the clinical signs of such tests can provide helpful information about joint stability. This article summarizes the
principles of shoulder laxity testing, reviews techniques for measuring shoulder laxity, and evaluates the clinical usefulness of the
shoulder laxity tests. Shoulder laxity evaluation can be a valuable element of the shoulder examination in patients with shoulder
pain and instability.
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the clinician confuses normal laxity with instability and
fails to identify the directions of instability, the method of
treatment chosen (operative or nonoperative) and, potentially, the final result may be affected. In 1980, Neer and
Foster72 described multidirectional instability (MDI) as
instability in two or more directions, and they suggested
that the hallmark of inferior instability was a positive sulcus sign. Their preliminary study described for the first time
a heterogeneous group of patients who had ligamentous laxity, pain, and signs of instability. They noted that for the sulcus sign to be truly positive, it had to reproduce the patient’s
symptoms of instability. However, the results of the work of
Neer and Foster are often misinterpreted, and subsequent
reports have been inconsistent with regard to the criteria for
inferior instability. One study has suggested that a positive
sulcus sign should be based on the reproduction of symptoms of inferior instability and not on an arbitrary magnitude.65 That study indicated that a sulcus sign determined
to be positive based on magnitude alone might cause MDI to
be overdiagnosed and might result in overtreatment of normal laxity patterns.65
Likewise, laxity testing of the shoulder in an anteriorposterior direction has been recommended as a tool for determining nonoperative or operative treatment. The ability to
subluxate the shoulder over the glenoid rim anteriorly or
posteriorly, with the patient awake or under anesthesia, has
been interpreted by some authors to be a sign of instability.2,4,12,17,26,68,70,83 If the shoulder can be subluxated over the
glenoid rim anteriorly or posteriorly on laxity testing but
does not reproduce symptoms of instability, the examiner
should not interpret this as instability; the treatment chosen may be inappropriate.

INTRODUCTION
With the increasing appreciation that all joints have a normal laxity pattern,7,31,67 the challenge for the clinician is to
distinguish normal laxity from pathologic movements and
instability of the joint. Matsen et al58(p786) defined glenohumeral laxity as the ability of the humeral head to be passively translated on the glenoid fossa and glenohumeral
instability as “a clinical condition in which unwanted translation of the head on the glenoid compromises the comfort
and function of the shoulder.”
The shoulder is the most mobile joint in the body, and
the shoulder’s range of normal laxity values varies
widely.31,51,53,88,89,96 Determining laxity of the glenohumeral
joint is challenging because of the complexity of the combined motions of the glenohumeral and scapulothoracic
articulations. Many clinicians believe that shoulder laxity
is difficult to assess on physical examination.29,36,92,104
Although recent biomechanical and clinical studies have
helped to define normal shoulder laxity,31,51,53,84,88,89,96 clinicians can still have difficulty distinguishing normal from
pathologic laxity, particularly in determining the direction or
directions in which the patient’s shoulder may be unstable. If
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The distinction between laxity and instability is also
important in overhead athletes, that is, those who reach or
throw overhead. The clinician must use a history of pain and
physical examination findings of a “loose” shoulder to determine whether the shoulder pain is caused by covert shoulder instability. Rowe and Zarins85 were the first to suggest
that a “dead arm” resulted from occult instability. Jobe
et al43 popularized this concept of occult instability as a
source of pain in the overhead athlete. They noted that overhead athletes had substantial shoulder joint laxity, particularly in the anterior direction, which has been speculated to
be the result of attenuation of the anteroinferior capsule secondary to repetitive forceful abduction, external rotation,
and horizontal abduction. They associated this occult anterior instability with changes seen at the time of arthroscopy,
including superior labral anterior posterior (SLAP) lesions
and partial rotator cuff tears. Although such patients infrequently report that their shoulders subluxate or dislocate,
they often complain that their shoulder feels “loose.”11 This
looseness has been assumed to represent some form of
occult laxity, which Jobe et al43 have suggested is anterior
instability and others11,71 have suggested is a form of superior instability or superior “pseudolaxity.”
The objectives of this review are (1) to describe the biomechanical principles behind the concepts of laxity and
instability and to summarize what is known biomechanically about normal shoulder laxity, (2) to address the techniques for measuring shoulder laxity and suggest methods
for performing these examinations, and (3) to evaluate the
role of laxity testing in assessing patients with shoulder
instability or pain with potential instability.
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Figure 1. Schematic drawing of the 6 degrees of freedom of
the humeral head on the glenoid. There are four primary
directions of translation and two different directions of rotation. (Reproduced with permission from McFarland EG, Kim
TK: Laxity and instability. In: Examination of the Shoulder: A
Complete Guide. New York, NY: Thieme; 2006:167.)

BIOMECHANICS
Every joint has 6 degrees of freedom that are constrained
to some degree in 1 or more directions (Figure 1). The
glenohumeral joint is remarkable because it has so few
restraints, yet maintains its stability. The restraints to
movement of the humeral head on the glenoid include
static and dynamic components. Static restraints involve
the bony, labral, and ligamentous or capsular structures of
the shoulder. The dynamic restraints involve the shoulder
musculature and the “compression concavity” mechanism
created by the rotator cuff.52,54
Bone variables in the shoulder that affect shoulder stability include the humeral head, the glenoid, and the scapula.
The shape of the scapula may contribute to stability because
patients with glenoid dysplasia have a high rate of shoulder
instability.93,98,105 Loss of glenoid bone from fracture or
recurrent instability has been shown to affect shoulder stability.3,10,41,49,52,54,56,61 Approximately 20% of the surface of
the glenoid can be removed before frank anterior instability
of the glenohumeral joint occurs.41 Bony restraints to superior migration of the proximal humerus include the coracoid,
acromion, and distal clavicle.61
Static soft tissue restraints to shoulder translation include
the labrum, the capsule and capsular ligaments, and the
rotator cuff tendons. The labrum provides stability by serving as an attachment for the glenohumeral ligaments and

by effectively deepening the glenoid by approximately
50%.19,39,52 The fibrocartilaginous ring also acts to resist
forces by as much as 60%.54
The capsule of the shoulder, which acts to restrain shoulder motion, includes the superior, middle, and inferior glenohumeral ligaments. These ligaments, which are important
primary restraints for movement of the humerus on the glenoid, restrict different motions, depending on arm position,
the degree of compressive force, and the amount of applied
force to the ligament (Table 1). For any given position of
the arm, the shoulder ligaments have a unique pattern of
tension, relaxation, and stability.19,25,32,77,81,99,102 Some have
suggested that these ligamentous restraints act in a circular fashion, so that translation in one direction will be
restrained initially by the capsule on that side of the glenoid.19,81,103 As the translation increases, the capsule on the
opposite side of the glenoid subsequently fails. This circle
concept has been shown experimentally,6,79,94,95 but to our
knowledge there are no randomized surgical series that
prove that better surgical results are obtained with repair
of both sides of the circle in shoulders with unidirectional
instability patterns.
The rotator cuff tendons provide some static restraints to
humeral head translation, but their main effect on shoulder
joint stability is the generation of compressive forces by the
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TABLE 1
a
Role of the Glenohumeral Ligaments in Shoulder Stability
Author(s)

SGHL
5

Basmajian and
Bazant

CHL

MGHL

Primary restraint to
Primary restraint to
inferior translation
inferior translation
in ADD
in ADD
Restraint to inferior
Restraint to inferior
translation in 0° to
translation in 0° to
50° ABD
50° ADD
Restraint to ER
Restraint to inferior
<60° ABD
translation and ER
Statistically significant
Statistically significant
restraint to posterior and
restraint to posterior
inferior translation
and inferior translation
Restraint in inferior
Primary restraint to
translation
inferior translation
N/R
N/R

Ovesen and Nielsen77-80

Restraint to posterior
instability

Restraint to posterior
instability

Turkel et al99

Minor role in anterior
instability

Warner et al102

Primary restraint to
inferior translation
at 0° ABD and NL

Burkart and Debski9

Ferrari25
32

Harryman et al

Helmig et al38
75

O’Brien et al

Restraint to inferior
instability; secondary
role in posterior
instability
N/R

No significant role for
inferior translation
when SGHL present

IGHL

N/R

N/R

Restraint to anterior
instability at 45° to
60° ABD
Restraint to ER at 60°
and 90° ABD
N/R

Primary restraint for
anterior shoulder
dislocation
N/R

N/R

N/R

N/R

Restraint to anterior and
posterior instability,
primary stabilizer in
ABD and ER
Posterior band restraint
to posterior instability
at 45° to 90° ABD

N/R

Restraint to anterior
Primary restraint to
instability at 45° ABD
anterior instability
at 90° ABD
Restraint to inferior
Anterior band primary
translation at 0° ABD
restraint to inferior
and ER
translation at 45° ABD
and NL; posterior
band primary restraint
to inferior translation
at 90° ABD and NL

ABD, abduction; ADD, adduction; NL, neutral; ER, external rotation; SGHL, superior glenohumeral ligament; CHL, coracohumeral ligament; MGHL, middle glenohumeral ligament; IGHL, inferior glenohumeral ligament; N/R, not reported.
a
Adapted with permission from McFarland EG, Kim TK. Instability and laxity. In: Examination of the Shoulder: A Complete Guide. New
York, NY: Thieme; 2006:162-212.

rotator cuff muscles. The increased contact pressure between
the humeral head and the glenoid as a result of these compressive forces resists translational forces. This increased
depth of the glenoid and the compressive forces that stabilize
the humeral head has been called “concavity compression.”52,54
Shoulder laxity is also affected by the spatial relationship
of the shoulder structures to each other in three dimensions.
There is an increasing appreciation that glenohumeral joint
stability may be influenced by the relationship of the
scapula to the thorax.44-46,86 There are an enormous number
of positions in which to evaluate shoulder laxity because of
variations in the position of the humeral head on the glenoid
and variations in scapular positioning on the thorax.
Another factor, seen primarily in in vitro studies rather
than in clinical situations, is the negative intra-articular
pressure generated by the articular fluid within a closed
system; when the shoulder joint is vented in vitro by incising the capsule, there is more translation than in the
unvented system.19,81,102

Numerous biomechanical studies on the amount of translation of the humeral head on the glenoid have been conducted in cadavers (Table 2).84,87 Such studies are typically
performed with the scapula fixed in some manner and the
humeral head translated in different directions. Important
variables in the methodology that affect the amount of translation shown in a study include whether the scapula was
fixated or not, the position of the scapula relative to the
humeral head if it was fixed solidly, how the centered position of the humeral head was established after each trial,
how much compressive force was applied between the
humeral head and the glenoid, whether that compressive
force was applied via the cuff tendons or by the testing
device, whether the rotator cuff tendons were intact, whether
the joint was vented, how much force was used to translate
the humeral head, what kind of sensors were used to determine the motion, the accuracy of the sensors, whether the
sensors were attached to bone or to soft tissue, whether cyclical testing was performed, and how the endpoint of motion

134

Bahk et al

The American Journal of Sports Medicine

TABLE 2
Shoulder Laxity: Biomechanical Studies
Measurement
Technique

Authors

Cadaver Modela

Reis et al84

Shoulder specimen, Spatial skin
scapula mounted
transducers
Bone-pin
sensors
Shoulder specimen, Spatial skin
scapula mounted
transducers
Bone-pin
sensors

87

Sauers et al

Amount
of Force (N)

Mean (Range)
Anterior Laxity
(mm)

Mean (Range)
Posterior Laxity
(mm)

Mean (Range)
Inferior Laxity
(mm)

N/R

9.8 (3.7-14.7)

9.7 (3.8-17.2)

N/R

N/R

10.1 (4.7-14.6)

11.5 (2.9-20.0)

N/R

200

11.8 (3.7-26.9)

8.6 (0.5-18.5)

20.2 (8.4-31.3)

200

10.3 (3.9-19.6)

9.0 (2.3-22.3)

15.5 (4.0-28.4)

N/R, not reported.
a
Intact (not vented) shoulder.

was determined. These variables explain the differences in
the results in the studies summarized in Table 2.
Some in vivo human studies of translation of the humeral
head on the glenoid have used pins implanted into the bones
of the shoulders.31,53,84,87,97 Electromagnetic sensors were
then attached to the humerus and scapula, and tracked as
they moved, providing an accurate measure of the bone
movements (including translations) in relation to each
other.31,69,84 Harryman et al31 studied normal volunteers with
electromagnetic devices attached to pins and found that in
asymptomatic subjects, translation averaged 7.8 ± 4.0 mm
anteriorly and 7.9 ± 5.6 mm posteriorly. However, the variables that affect such results are very similar to those listed
above for cadaveric studies.
To avoid the morbidity of pins placed in the scapula or
humerus in in vivo human subjects, attempts have been
made to use electromagnetic tracking sensors placed on the
skin over the shoulder’s bony landmarks (Table 3). Sauers
et al87 and Reis et al84 have compared laxity measures with
sensors applied to the skin and directly bone-pinned and
found that noninvasive surface measures are reasonably
valid. The variables that affect such studies include the position of the subject (seated or supine), whether the scapula
was stabilized, whether sensors used for measuring the
translation were attached to the skin or to pins placed into
the shoulder bones, how much force was applied to the
shoulder, whether the subjects had warmed up before testing, and whether the subjects were relaxed.
Because there are so many possible variations in the experimental design, the amount of translation seen in biomechanical studies using electromagnetic sensors attached to
the skin is likewise highly variable.84,87,89 The salient findings
were that anterior translation varied from to 3.7 to 26.9 mm,
and posterior translation from 0.5 to 18.5 mm.87
Similar technology has been used to evaluate inferior
translation of the humeral head on the glenoid. Although it
has been suggested by some authors that a higher sulcus
sign in external rotation than in internal rotation is an indication of a rotator cuff lesion that requires repair, there is
little evidence to support that conclusion.15,16,73,102 Warner

et al102 found that in cadavers, the structure most responsible for restricting inferior translation with the arm at the
side was the superior glenohumeral ligament.
Some amount of translation of the humeral head on the
glenoid is an obligate physiologic motion required for normal range of motion. Obligate humeral head translations
have been recorded with shoulder motion but not during
laxity testing.30 Small magnitudes of humeral head translation are normal and have been recorded with active106 and
passive30 humeral elevation. This obligate translation of the
humeral head on the glenoid is physiologic and, in fact, necessary to achieve the large degrees of freedom afforded the
highly mobile shoulder. However, distinguishing normal
translations of the shoulder from abnormal ones continues
to be an important consideration for the clinician who examines the shoulder and treats its disorders.

MEASURING SHOULDER LAXITY
Because sophisticated biomechanical techniques for measuring shoulder translations are not available in clinical practice, other methods of measurement have been explored.
Because the clinical evaluation of shoulder translation can
be difficult to perform, attempts to measure shoulder laxity
have incorporated stress radiographs, ultrasound, and
instrumented devices. Although the use of these techniques
requires further validation, these studies have provided
important information about the factors influencing shoulder translations.18,21,28,31,37,42,47,59,74,82,90

Stress Radiographs and Ultrasound
Stress radiographs have been used in an attempt to standardize laxity testing and potentially diagnose instability
with a numeric value (Table 4).31,37,59,74,82,90 Hawkins et al37
used fluoroscopy to measure humeral head translation in
anesthetized normal patients and those with shoulder instability. They found a wide range of shoulder translation.
Normal patients (ie, asymptomatic patients without shoulder
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TABLE 3
In Vivo Human Laxity: Biomechanical Studies
Force
Application
Technique

Measurement
Technique

Authors
Borsa et al8
Harryman et al31
Lippitt et al

53

88

Sauers et al

89

Sauers et al

Spatial skin
transducers
Bone-pin
sensors
Bone-pin
sensors
Spatial skin
transducers
Spatial skin
transducers

Measured force
applicator
Manual

Amount
of Force (N)

Mean (Range)
Anterior Laxity
(mm)

Mean (Range)
Posterior Laxity
(mm)

Mean (Range)
Inferior Laxity
(mm)

203, 192, 181

14.5 (10.1-18.7)

14.0 (7.7-19.3)

13.9 (8.9-23.1)

N/R

7.8 (2.2-13.2)

7.9 (2.8-18.9)

10.6 (5.0-13.1)

N/R

8.1 (~2.6-14.0)

7.4 (~3-19.2)

11.2 (~5.5-15)

67, 89, 111, 134

10 (4.3-19.4)

10.3 (3.3-19.7)

N/R

67, 89, 111, 134

9.5 (4.3-17.3)

11.1 (4.7-17.5)

N/R

Manual
Measured force
applicator
Measured force
applicator

N/R, not reported.

TABLE 4
Estimated Translations (Percentage
of Humeral Head Movement)

Author(s)
Harryman et al31
37
Hawkins et al
59
Maki
74
Norris
Papilion and Shall82
Schwartz et al90

Normal Anterior
Humeral Head
Translation (%)

Normal Posterior
Humeral Head
Translation (%)

<35
<17
<25
None
<14
<50

<35-39
<26
<50
<50
<37
<50

instability) exhibited on average 17% anterior, 26% posterior,
and 29% inferior humeral head translation. However, they
also found that patients with anterior instability and multidirectional instability exhibited similar and overlapping
values, making it difficult to diagnose instability based on
radiographic translation values alone. Georgousis and Ring28
used a shoulder positioning device to document laxity radiographically, and Ellenbecker et al21 used that technique to
assess anterior laxity in baseball pitchers.
Ultrasound also has been used to assess shoulder laxity.18,42,47 Borsa et al7 used ultrasound and stress radiography to compare anterior and posterior glenohumeral
translation. They reported an overall correlation coefficient
of 0.79 between ultrasound and stress radiography. For
anterior translation, the intratester reliability was 0.72 and
the intertester reliability was 0.96. For posterior translation, the intratester reliability was 0.85 and the intratester
reliability was 0.99. They concluded that ultrasound was
comparable to stress radiography in accuracy, and that
ultrasound offered other advantages such as no radiation
and the ability to assess the status of the rotator cuff.
In current clinical practice, however, the use of stress radiographs and ultrasound are limited by several factors. First,
there are no absolute values of translation of the humeral

head on the glenoid that definitively confirm a diagnosis of
instability.31,37,53,96 Even if stress radiography shows that the
humeral head subluxates over the glenoid rim, this finding
does not confirm that the glenohumeral joint is unstable.22,51,63 Similarly, neither of these techniques has been
found to correlate with grading scales commonly used in clinical practice for measuring translations.33,48,63 Another difficulty with ultrasound and stress radiography is that they are
technically demanding. Stress radiography can be challenging because it requires axillary view radiographs, which
must be obtained at the same angle with every assessment
to provide meaningful measurements. Similarly, ultrasound
requires technical expertise and training that can vary from
examiner to examiner. Finally, currently there is no means of
controlling the amount of force applied to the shoulder when
measuring translations under stress radiography or ultrasound, thus comparison of one study to another may not be
possible. Additional research is needed before stress radiography or ultrasound can be recommended as an office tool for
evaluating glenohumeral instability.

Instrumented Devices
Another technique for measuring glenohumeral translations
involves the use of instrumented devices. These devices are
similar in concept to the KT-1000 arthrometer (MEDmetric
Corp, San Diego, Calif) used to measure translation in the
knee. Studies with these devices have shown a wide variation of laxity in the shoulder (Tables 2 and 3).84,88,89 However,
the devices are limited by changes in translation secondary
to soft tissue compliance and by the patient’s inability to
relax. Furthermore, although there have been attempts to
measure humeral head translations with these devices and
to correlate them with instability, the conclusion of several
studies is that no single distance of translation can be used
as a standard to make the diagnosis of instability.31,53,96
Additional research on instrumented devices for measuring
glenohumeral translation is needed before their precise role
in the evaluation of patients with possible instability of the
shoulder can be defined.
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Clinical Techniques
The most common method for measuring shoulder translations has been the examination of the shoulder by the
clinician or practitioner in the office or with the patient
under anesthesia. In the office, laxity testing can be performed with the patient in an upright or supine position.
However, to be effective, laxity testing in the office requires
the patient to be relaxed enough to allow translation of the
humeral head on the glenoid. We agree with Gerber and
Ganz29 and Emery and Mullaji22 that humeral head translation is better appreciated with the patient in a supine
position because the patient seems to be more relaxed than
when sitting. Determining the quality of the end point as
“soft” or “firm,” as is done in the knee and other joints, is
not practical in the shoulder when measuring laxity.

Anterior and Posterior Drawer Tests
The anterior and posterior drawer tests were described initially by Gerber and Ganz in 1984.29 The anterior drawer
test is performed with the patient supine and the examiner
standing to the side (Figure 2). The examiner holds the
patient’s arm in 80° to 120° of abduction, 0° to 20° of forward flexion, and 0° to 30° of external rotation. The examiner holds the hand of the extremity being evaluated in the
examiner’s axilla. One of the examiner’s hands is placed on
the humeral shaft to provide an anteriorly or posteriorly
directed force. The other hand is used to stabilize the
scapula by placing the fingers posteriorly along the scapular spine and the thumb anteriorly on the coracoid.
The anterior drawer test may be difficult to perform
because of the challenge of controlling the rotation of the
scapula. Another method for performing the anterior drawer
test has been reported to help control the rotation of the
scapula (Figure 3).67 To examine a left shoulder, we recommend that the examiner use his or her left hand to hold the
patient’s left wrist hand and his or her right hand to hold
the patient’s upper arm. The patient’s shoulder is abducted
60° to 70° and slightly internally rotated while a slight axial
load is applied to the glenohumeral joint. This axial load
controls the scapula but also improves the examiner’s ability to feel the humeral head subluxate over the glenoid
rim.91 The examiner then applies an anterior force and
translates the humeral head onto the chest in one motion. It
is important to translate the whole arm and not just the
humeral head; the latter would push the head anteriorly
and selectively tighten the anterior structures, preventing
subluxation.
The posterior drawer test (Figure 4) also is performed
with the patient supine, but there are subtle differences
from the anterior drawer test.29 If the left shoulder is being
examined, the examiner holds the patient’s proximal forearm and flexes the elbow to 120° while the shoulder is
placed in 80° to 120° of abduction and 20° to 30° of forward
flexion. The scapular spine is held with the examiner’s right
index and middle fingers. The examiner’s thumb is placed
lateral to the coracoid, where “its ulnar aspect remains in
contact with the coracoid while performing the test.”29(p554)
Using the left hand, the examiner then flexes the patient’s

Figure 2. Technique for performing an anterior drawer test as
described by Gerber and Ganz.29

Figure 3. Modified technique for performing the anterior
drawer test to control scapular rotation.

arm 60° to 80° while slightly internally rotating the arm.
Simultaneously, the examiner’s thumb exerts a posterior
pressure to translate the head. The fingers along the scapular spine can palpate the head as it translates posteriorly.
The posterior pressure on the humeral head is then
relieved, to see if the head will lock out.
The posterior drawer test can be modified to promote
patient relaxation and increased translation. The arm is
placed in 50° to 60° of abduction and in neutral rotation
(Figure 5). In this “unpacked” position, the posterior capsule
displays the most laxity.20,40,57 The examiner’s hand is placed
with the thumb on the anterior humeral head and the
remaining fingers behind the humeral head. As the thumb
pushes the humeral head posteriorly, the arm is flexed forward toward the examiner. The fingers placed posteriorly
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Figure 6. Technique for performing a load and shift test with
the patient seated.

Load and Shift Test

Figure 5. Modified posterior drawer test, which is performed
at less abduction than that described for a standard posterior drawer test.
can be used to feel the humeral head subluxate over the posterior glenoid rim. To reduce the humeral head, the arm is
extended back toward the table and the reduction of the
humeral head into the joint can be palpated. If the examiner’s thumb on the proximal humerus causes pain during
testing, the examiner can use the palm of the hand to push
the proximal humerus posteriorly.
The validity of the anterior and posterior drawer tests
has not been established with biomechanical testing. In
other words, although cadaveric studies have shown that
there are large variations in shoulder laxity both anteriorly and posteriorly, no study has determined that a certain degree of translation is abnormal. As a result, with the
anterior and posterior drawer tests, there is no specific
degree of translation that will absolutely make the diagnosis of shoulder instability.

The load and shift test, originally described by Silliman
and Hawkins,91 is an alternative modality for measuring
anterior and posterior laxity. It is performed with the
patient in the upright or supine position. The arm is placed
in 20° of abduction, 20° of forward flexion, and in neutral
rotation.91 With the patient in the upright position, the
examiner stands behind the patient’s arm to be tested
(Figure 6). The examiner stabilizes the scapula with one
hand and grasps the proximal arm near the joint with the
other hand. A slight axial load is then applied between the
humeral head and glenoid, which facilitates the ability to
feel the humeral head slide over the rim.91 As the head is
loaded, anterior and posterior forces are applied to assess
the translation of the humeral head on the glenoid.
The load and shift test can be performed with the
patient supine, using the same arm positions. Tzannes and
Murrell100 and Tzannes et al101 have described a variation
of the load and shift test in which the examiner sits on a
stool next to the patient (Figure 7). The patient’s arm is
placed on the examiner’s thigh, which facilitates patient
relaxation. The examiner’s hands are placed as described
above, and the translations are performed. Matsen et al60
have described a similar technique (termed a “push-pull”
test) to evaluate posterior translation of the humeral head.
With the patient supine and the shoulder in 90° of abduction and 30° of flexion, the examiner pulls up on the wrist
with one hand while pushing down on the proximal
humerus with the other hand.60

Sulcus Sign
72

The sulcus sign was described first by Neer and Foster, who
used the test as a measure of inferior laxity. They suggested
that a large sulcus sign on examination or with stress radiography indicated inferior instability if it reproduced the
patient’s symptoms of pain or instability. The test can be performed with the patient standing, sitting, or supine. The test
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Figure 7. Technique for performing the load and shift test
with the patient supine. To promote relaxation of the patient,
the arm can be placed on the thigh of the examiner as
described Tzannes and Murrell100 and Tzannes et al.101

Figure 8. The sulcus sign can be performed with the patient
sitting, with both arms relaxed in the lap.

can be performed on one or both extremities simultaneously.
Another variation is to test one extremity but to place one
hand on the shoulder to stabilize the scapula. An inferior distraction then is applied to the arm in an inferior direction.
In our experience, more inferior translation can be
obtained if the patient is sitting relaxed with both hands
resting in the lap than in the standing or supine position. In
the seated position, both arms simultaneously are pulled
inferiorly so that the amount of translation in each shoulder
can be compared (Figure 8). The test is then repeated one
arm at a time, with the arm externally rotated to its maximum to test the superior glenohumeral ligament and rotator
cuff interval.25,32,102 In the sulcus sign test, the magnitude
of translation has been graded in most studies as grade I
(<1 cm translation), grade II (1 to 2.0 cm), or grade III
(>2.0 cm).1,37,91 For sulcus testing, the patient should be
asked if the testing reproduces the symptoms of instability.

Gagey27 first studied 100 cadavers in which the shoulder
muscles had been removed but the glenohumeral ligaments
remained intact. They found that the average abduction was
83.5° with the capsule intact, 96.5° with sectioning of the
anterior band of the inferior glenohumeral ligament complex, and 95.5° with sectioning of the posterior band. Their
study assumed that no soft tissue other than the inferior
glenohumeral ligament complex affects abduction.27 Then
they collected normative data for 100 volunteers (normal
RPA averaged 89°) and determined that the interobserver
reliability of the test was excellent (ICC = 0.87 to 0.90) and
that the intraobserver reliability was 0.84 to 0.89.27

Gagey Hyperabduction Test
This test was described in 2001 by Gagey and Gagey27 for
assessment of the laxity of the inferior glenohumeral complex. The test is performed with the examiner standing
behind the seated patient, with one forearm pressing down
firmly to stabilize the patient’s scapula, while the patient’s
arm is abducted until the scapula is felt to be moving
(Figure 9). The amount of abduction is measured when
glenohumeral motion has stopped and the scapula begins
to move. This movement, where glenohumeral motion ends
and scapulothoracic motion begins, was termed range of
passive motion of the shoulder in abduction (RPA).
According to the study by Gagey and Gagey,27 the RPA
should be less than 105° of abduction, and the test was considered positive for laxity of the inferior glenohumeral ligament if the RPA was more than 105°.27
To our knowledge, the Gagey hyperabduction test has been
evaluated for reliability only by its developers. Gagey and

Testing Under Anesthesia
Under anesthesia, the degree of laxity of the shoulder as
determined by these examination techniques generally
increases.23,107 Faber et al23 found that, in general, laxity
testing under anesthesia increases shoulder laxity by half
a grade, although no current system of laxity testing
allows for the laxity grading system to be subdivided into
fractions. Similarly, Yoldas et al107 found that, compared
with the preoperative examination, posterior and inferior
laxity can be increased under anesthesia.
Cofield and Irving13 recommended a systematic laxity
examination under anesthesia to help diagnose shoulder
instability. They described the assessment of laxity in multiple directions with the arm in varying degrees of rotation
and elevation and suggested that this system could detect
abnormal laxity that might not be detected in the awake
patient. Cofield et al14 reported that diagnosing shoulder
instability with an examination under anesthesia had a sensitivity of 100%, a specificity of 93%, a positive predictive
value of 93%, and a 7.4% false-positive rate. They used operative findings such as a Bankart lesion or excessive laxity
of the capsule to diagnose instability. More recently,
Oliashirazi et al76 defined anterior shoulder instability with
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Figure 9.The Gagey test, in which the examiner stabilizes the
scapula with one hand and elevates the arm with the other
until an end point is felt.

Cofield’s technique as grade-III translation or higher, or
translation two grades higher than that of the contralateral
shoulder. They also reported a sensitivity of 83% and a specificity of 100% for an examination under anesthesia to diagnose anterior shoulder instability. However, their technique
assumed that asymmetry between shoulders is inherently
abnormal, whereas other studies have shown that asymmetry of shoulder translations is not necessarily a valid criterion for making the diagnosis of instability.51,63

Quantifying Translations Obtained
With the Clinical Examination
Quantifying the amount of translation during laxity testing
in the shoulder is important in communicating with other
health care professionals and guiding treatment. Three
measures for quantifying translations of the humeral head
on the glenoid have been reported (Figure 10).35,37
Humeral Head Movement. The first technique is to estimate in millimeters the distance the humeral head moves.
Four grades of anterior and posterior translation of the
humeral head have been suggested: grade 0, no or minimal
translation; grade I, 0 to 1 cm of translation; grade II, 1 to 2
cm of translation or translation to the glenoid rim; and
grade III, >2 cm of translation or translation over the rim.37
A similar grading system is used for inferior laxity testing.1,37,91 These numbers represent estimates on the part of
the examiner. To our knowledge, there are no studies that
validate these measures or establish interobserver or
intraobserver reliability of this measurement system.
These classifications have not been validated in biomechanical or clinical studies, but the reliability of this schema
for inferior laxity has been the subject of several studies.
Levy et al50 studied the sulcus sign in 43 college athletes
who had no symptoms of shoulder instability and no previous shoulder problems. Agreement among the four examiners on the degree of sulcus sign ranged from 39% to 64%,

Figure 10. Humeral translations can be measured in millimeters, in percentage head diameters, or by what the examiner
feels when the humeral head subluxates over the rim of the
glenoid. (Reproduced with permission from McFarland EG,
Kim TK: Laxity and instability. In: Examination of the Shoulder:
A Complete Guide. New York, NY: Thieme; 2006:179.)
with a kappa value <0.5 (fair to poor). For inferior translations using the sulcus sign test, when grades 0 and I were
equalized or considered one group, agreement among the
examiners was 77% to 93%, with a kappa value >0.5.
A similar study was performed to determine interobserver agreement for the sulcus sign on 88 shoulders by an
attending physician and sports medicine fellows.62
Agreement between the attending surgeon and fellows was
70% (range, 61% to 87%), with a kappa value of 0.38.62
Grade I had the highest level of agreement (80%). The
higher the grade of the sulcus sign, the lower was the
agreement between observers (grade-II agreement, 65%;
grade-III agreement, 0%).62
Percentage of Humeral Head Diameter. The second measure for humeral head translations is a percentage of
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humeral head diameter.17,35 Normal translation has been
defined differently by different researchers, and reported
estimates for anterior translations vary from 0% to 50% of
the humeral head diameter and 26% to 50% of the humeral
head diameter for posterior translations (Table 4). Similarly,
a wide variety of humeral head diameters have been suggested to represent instability.31,37,59,74,82,90
There are several problems with this measure for translations of the humeral head. First, the wide variety of
humeral head sizes and shapes cannot be assessed accurately without radiographs or some other measure.
Second, Harryman et al31 suggested that using humeral
head diameters as a measure of translation was not valid.
They estimated a humeral head size of 47.3 mm in anteriorposterior diameter and 49.8 mm vertical height from previously obtained data and then computed the percentage of
head diameter translation in subjects who had pins in
their shoulder bones and attached electromagnetic spatial
sensors. They found that the average translations obtained
were 35% of the humeral head diameter anteriorly, 35% to
39% posteriorly, and 44% inferiorly.31 To our knowledge, no
study has validated the use of the percentage of humeral
head diameter as an accurate and reliable measure of
humeral head translations.
Degree of Humeral Head Subluxation. A third way to
quantify humeral head translation is to report what is felt
and seen by the examiner when the shoulder is translated.
In the schema proposed by Hawkins and Bokor34 in 1990,
the translation grades were: grade 0, normal motion; grade
I, translation of the head to the rim; grade II, translation of
the head over the rim; and grade III, translation was “lock
out” (the humeral head remains out of the joint when the
examiner’s hands are removed). The advantage of this measuring system is that it reports what the examiner feels and
does not represent absolute distance of translation of the
humeral head. Because it is difficult to distinguish normal
translation (grade 0) from translation of the humeral head
to the rim (grade I), this schema has been modified to only
three grades: grade I, not over the rim; grade II, over the
rim; and grade III, lock out.51,63
The reliability of this classification scheme for anterior
and posterior translations has been the subject of several
studies. Using the grading system of Hawkins and Bokor,34
50
Levy et al studied the interobserver reliability of the laxity
examination and the drawer tests in 43 athletes. The examinations were performed by two sports medicine fellows, a
senior resident, and an experienced attending physician. The
authors found an average interobserver agreement between
the attending and the other observers of 43% to 45% for anterior translations and 44% to 52% for posterior translations;
the average value for all observations was 47%.50 They also
found that if grades 0 and I were consolidated using a modified Hawkins scale, the agreement increased to 65% to 67%
for anterior translation and 59% to 75% for posterior translations; for all observations, it was 73%.50
A similar study of interobserver reliability showed
increased agreement if a modified Hawkins scale was
used.62 Four fellows examined patients under anesthesia
with a modified anterior and posterior drawer test, and the
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results were compared with those obtained by an experienced attending examiner. The authors found that agreement on anterior translation averaged 78% (range, 69% to
89%), and agreement on posterior translation averaged
70% (range, 57% to 87%). That study, and the one by Levy
et al,50 suggest that combining grade-0 and grade-I translations increase interobserver agreement regarding the
degree of shoulder translation.62
50
Levy et al also studied the intraobserver reliability of
the modified Hawkins grading system. They found that
intraobserver agreement with a Hawkins scale averaged
46%, but agreement with a modified Hawkins scale averaged 73%. A similar study of 28 shoulders by one experienced examiner suggested an intraobserver reproducibility
of 100% for anterior translations and 86% for posterior
translations using a modified Hawkins scale.65
These studies indicate that interobserver and intraobserver reliability is moderate when using a modified
Hawkins scale for grading anterior and posterior shoulder
laxity and that examiner experience can be a factor when
performing these maneuvers. Accordingly, when analyzing
the results of published studies using such measures, it is
important to note whether the examination performed was
a load and shift test or a drawer test and to consider the
number and experience of the examiners.

ROLE OF LAXITY TESTING IN
CLINICAL PRACTICE
Clinical studies of shoulder laxity have shown that (1) the
range of shoulder laxity in normal subjects varies widely
and the ability to subluxate the shoulder over the glenoid
rim is essentially a normal variant31,51,53,63,64,88,89,96; (2) asymmetry of shoulder translations may not necessarily indicate
that the shoulder joint is unstable21,51; and (3) although inferior laxity is a common finding, the definition of “abnormal”
inferior translation remains controversial.
Studies of the distribution of normal shoulder laxity have
shown that the ability to subluxate the shoulder over the glenoid rim in asymptomatic shoulders is essentially a normal
variant.51,64 Emery and Mullaji22 were the first to show in
children that substantial anterior, posterior, and inferior laxity was common and normal. In such asymptomatic subjects
with no previous shoulder problems, they found, based on laxity testing, “signs of instability” in 57% (56 of 98) of the boys’
shoulders and in 48% (25 of 52) of the girls’ shoulders. They
found a positive posterior drawer test to be the most common
finding (63 of 150 shoulders, or 42%) and that 17 of 150 shoulders (11%) of these asymptomatic school children had signs of
multidirectional instability, which was defined as a positive
sulcus sign with a positive anterior or posterior drawer test.22
Another study assessed 178 athletes with no previous
shoulder problems who underwent a modified posterior
drawer and sulcus testing during the preseason physical
examinations.63 The authors found that the shoulders of
51% (125 of 246 shoulders) of the male athletes and 65%
(71 of 110 shoulders) of the female athletes could be subluxated over the posterior glenoid rim, and that 3% (4 of
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123 athletes) of the men and 9% (5 of 55 athletes) of the
women had a grade-III sulcus sign.
Lintner et al51 studied the distribution of shoulder laxity
in 76 Division-I athletes with asymptomatic shoulders who
had no previous shoulder problems or surgeries and found
that grade-II translation was essentially a normal variant.
Of the 152 shoulders, 21% (31 of 152) could be subluxated
over the rim anteriorly or were grade II, 54% (83 of 152)
could be translated over the rim posteriorly, and 6% (9 of
152) had a grade-II sulcus sign.
With the use of anterior and posterior drawer tests, asymmetry of shoulder laxity has been shown to be a common
finding that may not necessarily indicate an unstable shoulder. Lintner et al51 found that 32% (24 of 76) of the DivisionI athletes in their study had at least one grade or more of
translational asymmetry and that 79% (19 of 24) of the athletes with asymmetrical shoulders had greater laxity in the
nondominant shoulder. McFarland et al63 found that 10%
(2 of 178) of high school and collegiate athletes undergoing preseason physicals possessed asymmetrical posterior laxity. Ellenbecker et al21 found that 30% (6 of 20
athletes) of professional baseball pitchers had asymmetry of
one grade or more with anterior laxity testing and that 83%
(5 of 6 athletes) of the pitchers with asymmetry had greater
translation in the dominant extremity.
Studies of the examination of shoulder translations in
patients under anesthesia demonstrate that it is quite
common for normal shoulders to be capable of being subluxated over the glenoid rim. A study by McFarland
et al64 of patients with a variety of diagnoses using a modified anterior and posterior drawer found that overall 84%
(76 of 90) of patients could be subluxated over the anterior
rim (a Hawkins grade II or III) and that 75% (68 of 90)
could be subluxated over the posterior rim. Using the same
cohort, the ability to subluxate the shoulder over the rim
was demonstrated to decrease with age; however, this cohort
included only patients undergoing surgery.66
Inferior laxity of the shoulder in clinical practice has been
studied less frequently than anterior and posterior translations. In a study of asymptomatic collegiate athletes, Lintner
et al51 found 69% (105 of 152) of the shoulders had a grade-I
sulcus sign, whereas 6% (9 of 152) possessed a grade-II sulcus
sign. A study of asymptomatic adolescent athletes63 demonstrated that if a positive sulcus sign was a grade II or III, then
54% (66 of 123) of males and 64% (35 of 55) of females had
positive sulcus signs. Emery and Mullaji22 reported a positive
sulcus sign in 11% (17 of 150) of asymptomatic school children. We conclude that a positive asymptomatic sulcus sign is
a normal laxity variant.
We found only one study evaluating the use of the RPA
for inferior shoulder laxity. Gagey and Gagey27 used this
examination on 90 patients with instability; 60 had “recurrent dislocations,” and 30 had had “transient instability.”
In 85% of patients, the RPA in the affected side was >105°
and that in the unaffected side was a maximum of 90°.
These values did not change with anesthesia. These
patients underwent surgery, and the investigators found
that all patients with an elevated RPA had some form of
labral disruption. The authors concluded that the RPA was
a valid measure of inferior glenohumeral ligament laxity.27
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Its role in laxity testing is currently not well known, and
further studies are warranted to confirm its clinical utility.

ROLE OF LAXITY TESTING IN
EVALUATING INSTABILITY AND
PAIN WITH POSSIBLE INSTABILITY
Although the absolute translations of the humeral head on
the glenoid do not provide sufficient information to confirm
reliably a diagnosis of instability, laxity tests that reproduce
symptoms of instability may have some utility in the examination of the patient for whom the diagnosis is uncertain.
In this instance, the laxity evaluation reproduces the symptoms of subluxation that the patient feels when the humeral
head is subluxated over the glenoid rim. Often, the patient
will exclaim “that’s what my shoulder is doing, only worse.”
If laxity testing does not reproduce the symptoms experienced by the patient, that finding does not rule out the possibility of other occult instability patterns.
There have been few studies evaluating the usefulness
of laxity testing that reproduces the patient’s instability
symptoms. One recent study of the posterior drawer test in
patients with posterior instability found that laxity testing
that produced a symptomatic grade-II or grade-III subluxation was 42% sensitive and 92% specific for making the
diagnosis of instability.62
In another study, patients with traumatic, anterior instability were examined with an anterior drawer test, and the
investigators found that only 87% of the patients would
relax enough in the office to allow the examination to be performed.24 In patients with arthroscopically confirmed diagnosis of traumatic anterior shoulder instability, those
investigators found that, if anterior drawer testing of the
subluxation of their shoulders (a grade-II or grade-III translation) reproduced their symptoms of instability, the anterior drawer test had a sensitivity of 53% and a specificity of
85% for anterior instability.
Use of the drawer tests as a provocative test has several
limitations: (1) the patient must be relaxed for the test; (2)
the patient often has to be queried as to whether a subluxation reproduces their symptoms; and (3) its role in detecting
other instability patterns, such as instability in multiple
directions, has not been established if subluxation reproduces the patient’s symptoms of instability.
Several studies have shown that the production of pain
upon laxity testing does not confirm a diagnosis of shoulder
instability. Speer et al94 reported an overall accuracy of
<50% when pain was a positive test with relocation testing,
a value that increased to >80% if apprehension was used as
a positive test. They found reproduction of pain with apprehension testing or diminution of pain with relocation testing
to be a common finding in other diagnoses. Apprehension
was highly specific for the instability patients.94 Lo et al55
demonstrated the relocation test to be more predictive of
anterior shoulder stability when reproduction of apprehension and relief of apprehension was used as a positive test
versus reproduction and relief of pain. The specificity and
positive predictive values for the relocation test were both
100% when apprehension was used as a positive test, but
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those values decreased to 43% and 15%, respectively, when
pain was used as a positive test.55 Similarly, Farber et al24
found diagnostic value with the apprehension, relocation,
and anterior drawer tests in diagnosing anterior shoulder
instability when apprehension was used as a positive result.
The apprehension and relocation tests produced a likelihood
ratio of 20.2 and 10.4, respectively, but decreased to 1.1 and
3.0, respectively, when pain was used as a positive test. Pain
production with anterior drawer testing could not confirm a
diagnosis of anterior shoulder instability from other diagnoses. Low sensitivity, specificity, and likelihood ratios have
been reported for diagnosing posterior instability when pain
was reproduced with posterior apprehension and posterior
drawer testing.62
To our knowledge, only the study by Neer and Foster72 has
shown that a criterion for a positive sulcus sign was that it
reproduced the patient’s symptoms of inferior instability. In
our experience, it is uncommon to produce an inferior subluxation of the shoulder in the office using a sulcus sign or
to have a patient report that the sulcus sign reproduces
their symptoms of instability. Use of these criteria for a positive sulcus sign has apparently not been studied. One study
has shown that using a specific magnitude of a sulcus sign
on clinical testing (eg, a grade II or III) tends to lead to an
overdiagnosis of multidirectional instability.65 Similarly, the
production of pain with sulcus sign testing has not been
studied as a reliable criterion for making the diagnosis of
inferior instability. In our experience, pain with sulcus testing can be seen with a variety of shoulder injuries and is not
unique to patients with shoulder instability.
If the sulcus sign of the shoulder with the arm in external
rotation is greater than that of the arm in neutral rotation,
some clinicians believe that surgical repair is indicated.15,16,73
However, this criterion for a positive test has not been studied in asymptomatic individuals, and its use for prediction of
surgical result has not been validated. Although we recommend performing the sulcus sign in neutral and in external
rotation, additional study is needed before it can be recommended definitively for directing treatment.

CONCLUSION
Laxity testing of the shoulder can be a valuable component
of the physical examination. Although biomechanical studies have shown that a certain degree of translation cannot
define an unstable shoulder, the laxity evaluation can have
clinical significance if it reproduces the patient’s symptoms
of instability. Since laxity testing of the shoulder was first
described, clinicians have appreciated that asymmetry in
shoulder laxity testing does not verify that the patient’s
shoulder is unstable,21,51,63 and that the ability to subluxate the humeral head over the glenoid rim either anteriorly or posteriorly is essentially a normal variant.51,63
These studies show that although laxity testing can provide information about translation of the humeral head, it
should reproduce the patient’s symptoms of instability to
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36,92
Laxity is normal asymptomatic
be clinically useful.
glenohumeral motion, whereas instability is painful,
unwanted glenohumeral motion. The use of sulcus testing
may indicate inferior laxity, but controlled studies of the
effect of surgical procedures addressing inferior laxity are
warranted to define more clearly the role of sulcus testing in
the assessment and treatment of the symptomatic shoulder.
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