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Asymmetrical Fracture Dislocation of Shoulder -
A Case Report and Review of Literature
Deep Sharma', Karthikeyan M', Natraj A R', Murali Poduval', D K Patro’

What to Learn from this Article?

Extremely Rare Presentation of Bilateral but asymmetrical shoulder dislocation.

Abstract

Introduction: Abilateral shoulder dislocationis an extremely rare injury with only a few reported cases
in English literature, and most of these cases have occurred following a seizure episode or an electric
shock. We present the first ever reported case of simultaneous bilateral anterior and posterior fracture
dislocation of shoulders and itsunique mechanism of injury in a48 year old diabetic male.

Case Report: A 48 year old male presented to our emergency department with pain and restriction of
movements involving both shoulders following a fall. The patient was standing by the side of a two
wheeler when he had a sudden syncopal attack and toppled on the other side of the vehicle. On
examination there was flattening of deltoid contour with a positive Dugas test in both sides. Humeral
head was palpable posteriorly on the right side and anteriorly on the left side. Plain radiograph
anteroposterior view of both shoulders showed posterior dislocation of right shoulder with a fracture
of greater tuberosity and anterior dislocation of left shoulder with a greater tuberosity fracture. Closed
reduction was achieved for both shoulders under general anaesthesia. After a couple of weeks,
complete range of motion exercises was started. X-ray of bilateral shoulders, at 3 months, showed

complete union of the fracture.

Conclusion: Bilateral shoulder dislocation is suspected only following a violent mechanism of injury
;however, we would like to point out,giving an example of our case that this injury may also occur after
atrivial fall. And if associated with a fracture sometimes, the characteristic attitude of the limb may not
be seen leading to a missed diagnosis. However a thorough clinical examination and the knowledge
thatsuchinjuriesmay occur after asimple fall willhelp prevent missing these injuries.
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Author’s Photo Gallery Introduction
Shoulder is the most commonly dislocated joint following

trauma, but a bilateral dislocation of shoulder is a rare
occurrence, and usually follows severe involuntary
contractions of the muscles around the shoulder and thus
mostly presents following a violent seizure or electric shock [1].

i ¢ ‘ Usually these are posterior type but bilateral anterior
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Figure 2: Radiograph “anteroposter
posterior fracture dislocation of right

Figure 1: Clinical photograp

deformity shoulder

shoulders following a fall. A thorough history into the
mechanism of fall revealed that the patient was a known
diabetic on oral hypoglycaemic drugs and following a
syncopal attack, he fell on his outstretched right hand with
the body weight falling on it ,causing it to dislocate
posteriorly. And a bystander in trying to prevent the
patient from falling held on to his left upper limb, which
was pulled into abduction, extension and external
rotation producing an anterior dislocation on the left side .
A detailed clinical examination showed flattening of
deltoid contours on both sides. Humeral head was
palpable posteriorly on the right side and anteriorly on the
left side. Surprisingly, there were no characteristic
deformities with the arms hanging by the side of the body.
Attempted range of motion was painful on both sides.
Plain radiograph anteroposterior view of both shoulders
showed posterior dislocation of right shoulder with a
fracture of greater tuberosity and anterior dislocation of
left shoulder with a greater tuberosity fracture. Special
radiographs including axillary lateral and scapular Y view
were taken which confirmed the findings. He was not a
known epileptic and did not give any history of a seizure
episode in the past. He did not have any history of
dislocation in the past. There were no features suggestive
of generalized ligamentous laxity.

Figure 4: Radiograph “ Axillary Lateral View" Of Both

bulb sign and anterior fracture dislo

"

Figure 3: Radiograph “ scapular y

shoulders

A closed reduction was achieved for both shoulders under
general anaesthesia, anterior dislocation was reduced
easily by Kochers method ,and posterior was reduced by
giving gentle traction on the arm in flexion and adduction
,with a direct pressure to the humeral head from behind
,but as the posterior dislocation was unstable, after
reduction ,it was immobilised by spica in slight flexion
and abduction with 20 degrees external rotation ,whereas
a chest arm bandage was applied for the other side. Post
reduction check X-ray showed concentric reduction of
both shoulders with minimal displacement of fracture
fragments. The spica and bandage were removed after 3
weeks and shoulder pendulum exercises were initiated.
After a couple of weeks, complete range of motion
exercises were started. X-ray of bilateral shoulders, at 3
months, showed complete union of the fracture. Both the
shoulders have satisfactory painless range of motion with
no instability.

Written informed consent was obtained from the patient
for publication of his details in this report.

Discussion
Most often the shoulder joint dislocates anteriorly in
96.5% case, and posteriorly in only 3% cases, whereas an
inferior dislocation is seen only in 0.5% cases of shoulder

Figure 5: Post Reduction Immobilisa
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Figure 6: Post reduction check radiograph showing ¢
reduction of both joints with minimal displacement of frac

dislocation [1, 2, 3]. The rarity of the posterior dislocation
can be explained by the presence of the strong scapular
muscles posteriorly which support the joint and prevents
it from dislocating posteriorly. However, as all these
scapular muscles are attached to the proximal humerus,
their uncontrolled severe spasm may lead to strong
internal rotation of the head of the humerus because
internal rotators are more powerful than the external
rotators, and thus the head is pulled out of the glenoid, as
happens following a seizure episode or electric shock.
Thus, most of the posterior dislocations occur following
such instances. However, a posterior dislocation may also
occur after a fall on the outstretched hand if the limb is in
an attitude of flexion adduction and internal rotation, as
happened in our case. These posterior dislocations may
go undiagnosed [4, 5] in the absence of a history of seizure
and particularly when associated with an anterior
dislocation on the opposite side [5].

The characteristic presentation of a posterior dislocation
of shoulder is flexion, adduction and internal rotation
deformity while that of anterior dislocation is flexion,
abduction and external rotation deformity. But, this
typical presentation gets masked when there is an
associated fracture involving the humeral head or
glenoid. In our case, the patient presented with the arms

Figure 8: Radiograph “anteroposterior view" at the end of three mont
bilateral well reduced head with united greater tuberosity fracture

Figure 7: Clinical photograph showing satisfactory range of motion at
three months

hanging by the side of the body with no characteristic
deformity. This emphasises the importance of careful
clinical and radiological examination, lest the fracture
dislocation could be easily missed. Bilateral simultaneous
dislocations of the shoulder are very rare, and most often
are posterior in type. Honner et al [6], described the largest
series of bilateral posterior dislocations and most of these
dislocations occurred following seizures. Bilateral anterior
dislocations are even rarer and only 13 cases [7 - 17] have
been reported so far. Even a case of bilateral inferior
dislocation has been reported [2], but there are only 2
previous reports of an asymmetrical dislocation of
bilateral shoulders [3,5] and only one case of a
asymmetrical fracture dislocation shoulder that occurred
following an electric shock [18] however our case
exemplifies that such a violent mechanism may not always
be required to produce these injuries. And eliciting the
exact mechanism of fall, followed by a careful clinical and
radiological examination can prevent one from missing
out these injuries.

Conclusion
Bilateral shoulder dislocation is suspected only following a
violent mechanism of injury however this injury may also
occur after a trivial fall. A thorough clinical examination
and the knowledge that such injuries may occur after a
simple fall will help prevent missing these injuries.

Clinical Message
A clear knowledge of the mechanism of injury coupled
with a thorough clinical examination can help us in the
diagnosis of such rare injuries at the earliest.
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