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Case Report

Non-operative treatment of neglected bilateral postel‘iOr four-part
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e shoulders-a case report
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Abstract

Buackground: Bilateral posterior dislocation of the
shoulders is rarc and may result from a  scizure. A
48 year-old HIV-positive man who presented cight
weeks after bilateral posterior shoulder dislocation
and bilateral fractures of the surgical necks of both
humeri is reviewed. He was treated with an algesics
and physiotherapy and was able to return to work
after 9 months.

Conclusion: The rarity of this lesion, its late
presentation, the importance of a high index of
suspicion in making the diagnosis and the fair
outcome of non-operative treatment informed this
report.

Keywords: Posterior glenohumeral dislocation,
Bilateral dislocation ,Shoulder fracture- dislocation

Résumé

Contexte: La dislocation postéricure bilatérale des
¢paules cst rare et peut cn résulter d’unc saisic. Un
homme séropositif agé¢ de 48 ans qui a présenté huit
semaines apres dislocation postéricure bilatérale de
I"¢paule ct fractures bilatérales des cols chirurgicales
des deux humérus cst examiné. Il a été traité avee
des analgésiques ct la physiothérapic ct a été en
mesure de retourner au travail aprés 9 mois.
Conclusion: La rarcté de cette I¢sion, sa présentation
tardive, I'importance d’un indicc de suspicion élevé
pour fairce lc diagnostic ct le résultat équitable de
traitement non-opératoire ont inform¢é ce rapport
présent.

Mots-clés: Dislocation scapulo-humérale postérieure,
dislocation bilatérale, fracture - dislocation de | 'épaule.

Introduction

We report an unusual casc of bilateral posterior
dislocation of the glenohumeral joint associated with
fractures of the surgical necks of both humeri

sustained following a bout of scizures and presenting
two months after.
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The issues highlighted arc four-fold: diagnostic
delay, bilaterality of the dislocation associated
surgical ncck fractures, the association of scizure
disorders with human immuno deficiency virus
(HIV) infection and the fair functional outcome of
non-operative trcatment.

We present this case firstly as a reminder to
rcaders of the rare possibility of bilatcral shoulder
fracture-dislocations occurring after a scizure, and
sccondly to illustrate the importance of the time-tested
principle of looking for bilatcral dislocations as the best
way of finding them as advocated by Ngetal [1].

Case Report

A48 ycar old, right-handed malc long-distance driver,
retroviral positive with no previous history of upper
limb injury presented to the Orthopacdic Out-
patients’ clinic of our hospital. He had been referred
from the antirctroviral clinic of the same hospital
where he had just reported with 8 weceks history of
bilateral shoulder pains and limitation of movement.

Symptoms started after an cpisode of tonic-
clonic scizures lasting about 20 minutes during his
slecp 8 weeks prior to presentation. There was no
history of a fall. He was restrained by two grown up
men who pressed his shoulders down to the bed while
the scizures lasted.

There after, he noticed swellings in both
shoulders with inability to move them. The swellings
gradually subsided and the pain reduced over time.
He had commenced shoulder exercises on  his own
at home before presenting to the hospital when there
was no improvement. There was an index scizure 4
months carlicr following which medical cvaluation
led to the diagnosis of HIV infection. A diagnosis of
cerebral HIV infection was made at that time and he
was started on antirctroviral therapy but had not been
compliant with medications.

Examination revealed  bilaterally
symmetrical shoulders with prominence of the
acromial processes and dimples inferior to them.
Postcriorly, there were rounded bony swellings
below the acromial processcs representing the
dislocatecd humeral hcads (Figuresla-d). All
shoulder movements were limited bilaterally viz:
passive abduction up to 60° (active up to 45°),

7intcrnal rotation
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Fig. 1a-d: Clinical photographs of the patient showing prominence of the acromial processes (thick arrow in figure
la and 1d) and dimples below them (thin arrow in figure la). Posterior (1b) and lateral (I¢ & 1d) views showing

rounded prominences representing the dislocated humeral heads (thick arrows infigures 1b and lc¢).

Fig. 2a and 2b: Radiographs of the shoulders showing posterior dislocations associated with four-part surgical
neck fractures of the humeri bilaterally. The three small parts are labelled in figure 2a: dislocated humeral head
lying posteriorly (continuous white arrow), the greater trochanter (dashed white arrow), the lesser trochanter
(dashed black arrow) together with the major fragment (rest of the humerus) constitute the “4-partfracture™ of the
surgical neck

0°-10°, external rotation 0°-5° (active internal and
external rotation was negligible),), flexion0°-20°
(active was 0°-5°), extension 0°-10° (active was
negligible), while adduction was negligible
bilaterally. Power ranged between 2-3/5 in the
shoulder muscle groups. There was no neurological
deficit.  Plain radiography revealed posterior
dislocation of the glenohumeral joints associated

with four-part surgical neck fractures ot the hument
bilaterally (Figures 2a and b).

The patient was scheduled for bilateral
shoulder hemiarthroplasty which he could not
afford due to financial constraints. He was
therefore referred for physiotherapy while non-
steroidal anti-inflammatory drugs were prescribed
for pain relief.
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Fracture dislocation of the shoulder

Fig. 3a-d: Clinical photographs of the patient showing the range of active movements of the shoulders (abduction- 3a
& 3b, flexion - 3¢ and extension —3d). Note the prominence of the acromial processes and the dimpling.

le was also recommenced on antiretroviral therapy
and anticonvulsant medication.

He improved significantly interms of pain
rehief and range of movement of both shoulders. e
was able to return to work nine months after the
mjury. Clinical examination 15 months post injury
confirmed improvement in the range of movement
of the shoulders: active abduction up to 170°, internal
rotation (0°-30°), external rotation (0°-10°), {lexion
(0°-80°). extension (0°-40°), and adduction (0°-10°)
bilaterally; passive ranges of movement were 0°-
180°,0°-40°, 0°-20°, c0°-90°, 0°-45°, and 0°-20°
respectively. Power had improved to 3-4/5 in the
abductors. flexors and extensors at the shoulder
(Figures 3 a-d).

Discussion

New onset seizures are a common manifestation of

central nervous system (CNS) disorders in patients
with HIV infection especially in the advanced stages

of the discase [2]. These seizures are almost always
generalized tonic-clonic type. Gasper and Alvarez
have identified immune suppression, the clinical stage
of the retroviral infection, and CNS HIV-related
opportunistic diseases as independent risk factors for
scizures in HIV infected patients [3]. Treatment
involves the administration of anticonvulsants and
medications directed at the underlying cause that is,
HIV infection.

Bilateral dislocations are rare and when they
occur, they are almost always posterior. Seizures
account for 50% of posterior shoulder dislocation and
90% when there is an associated fracture; other
causes include electrocution and sporting injuries [4-
7).Bilateral anterior dislocations are far less common,
although, unilateral anterior shoulder dislocation is one
of the commonest injuries known to man. Posterior
shoulder dislocations are rare, accounting for less ll_mn
5% ofall shoulder dislocations [8]. However, during
seizures, contraction of the relatively weak external
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rotators of the shoulders and the posterior fibers of
the deltoid arc over come by the more P(.)wc”u'
internal rotator (subscnpulilfis)- The adduction ;u?d
internal rotation of the shoulder commonly results in
a posterior dislocation [9]. )

While acute dislocations of the shoulders
san be treated by  closed  manipulation,
immobilization and physiotherapy, [racture-
dislocations posc a scrious challenge cven in the
acute stage.

Bilateral posterior (racturc-dislocations of the
humerus present with atypical symptoms with a
relatively high rate of missed diagnosis [10]. Also,
the shoulder contour may appear normal at
presentation making carly diagnosis difficult.
However, a prominent acromial process and a dimple
anteriorly may be a pointer to further carcful
examination of the shoulder joint as was the case in
this patient (Figuresla-d).

Rarely, bilateral posterior dislocations may
also occur with fracturcs of the surgical neck of the
humerus as in this case and often require surgical
fixation.[ 6,11,12] A high index of suspicion is needed
to make a diagnosis as good out come depends
largely on carly and accurate diagnosis [1]. Open
reduction is indicated in late presentation of bilateral
shoulder dislocations and the results arc usually poor
[13,14] due to the weakness of rotator culf muscles
and articular cartilage changes.

In rarc cases associated with fractures of
the surgical neck, open reduction and internal fixation
is  nccessary [6,15,16].  When  the
paticnt presents late, such as the index casc or elderly
paticnts, hemiarthroplasty may be the best option
[5,17]. Alternatively, a proper physiotherapy regime
may be adequate for a good functional outcome,
[18,19] as was obtaincd in this casc

Conclusion

Bilateral posterior shoulder fracturc-dislocation is a
very rare condition that usually results following
convulsive scizures. The diagnostic evaluation of a
generalized scizure olten takes the attention of the
clinician away from the shoulders and the fact that
the contour of the shoulder may appear normal to
the cursory observer, a high index of suspicion is
required to make an carly diagnosis. However, in
patients presenting very late, especially in resource
poor cnvironments, a proper physiothcrapy
programmc may achieve a good and acceptable
functional outcome.
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