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Non-operative treatment of neglected bilateral posterior four-part 
fracture- dislocation of the shoulders-a case report 
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Abstract 
Background: Bi lateral poster ior dis locat ion of the 
shoulders is r a re a n d may result f rom a seizure. A 
4 8 year-old HIV-pos i t ive man w h o presented eight 
weeks a f t e r bi la teral posterior shoulder d is locat ion 
a n d bi la teral f r a c t u r e s of the surgical necks o f both 
humeri is reviewed. H e w a s treated with an a lges i c s 
a n d p h y s i o t h e r a p y a n d w a s ab le to re turn to work 
a f te r 9 months . 

Conclusion: T h e r a r i t y o f t h i s l e s i o n , i t s l a t e 
p r e s e n t a t i o n , t h e i m p o r t a n c e o f a h igh index o f 
s u s p i c i o n in m a k i n g the d i a g n o s i s a n d the f a i r 
ou t come of n o n - o p e r a t i v e t r ea tment i n f o r m e d th is 
report . 

Keywords: Posterior glenohumeral dislocation, 
Bilateral dislocation .Shoulderfracture- dislocation 

R e s u m e 
Contexte: La d i s loca t ion pos t c r i cu rc b i la tc ra lc des 
cpau les est r a r e ct pcut en rcsul tcr d ' u n c saisic. Un 
h o m m c sc ropos i t i f a g e dc 4 8 ans qui a p rc scn tc liuit 
s cmaincs a p r c s d is loca t ion pos tc r icurc b i la tc ra lc dc 
1 'cpaulc ct f r a c t u r e s b i la tcra lcs des cols ch i ru rg ica lcs 
des deux h u m e r u s est examine . II a etc t ra i tc avee 
des a n a l g c s i q u c s ct la p h y s i o t h c r a p i c ct a e tc en 
m e s u r c d c r e t o u r n c r au t ravai l a p r c s 9 mois . 
Conclusion: La r a r c t c d c cc t tc lesion, sa p resen ta t ion 
tardive, V i m p o r t a n c e d ' u n indicc de susp ic ion e leve 
pou r fa i rc 1c d i agnos t i c ct le rcsul ta t equ i t ab l e dc 
t r a i t cmcn t n o n - o p c r a t o i r c ont i n f o r m c cc r a p p o r t 
present . 

Mots-cles: Dislocation scapulo-humerale posterieure, 
dislocation hilaterale, fracture - dislocation de I 'epaule. 

Introduction 
W e repor t a n u n u s u a l c a s e of b i l a t e ra l p o s t e r i o r 
d is locat ion o f the g l enohumera l jo in t a s s o c i a t e d wi th 
f r a c t u r e s o f t he s u r g i c a l n c c k s o f b o t h h u m e r i 
sus ta ined fo l l owing a bout of se izures a n d p r e sen t i ng 
two mon ths a f t e r . 
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T h e i s sues h igh l igh ted a r c f o u r - f o l d : d i a g n o s t i c 
d e l a y , b i l a t e ra l i t y o f the d i s l o c a t i o n a s s o c i a t e d 
surgical ncck f ractures , the a s soc ia t ion of se izure 
d i s o r d e r s wi th h u m a n i m m u n o d e f i c i e n c y v i rus 
(HIV) infection and the fair functional ou tcome of 
non-opera t i vc t rca tment . 

We present this ease firstly as a reminder to 
readers of the rare possibility of bilateral shoulder 
fracture-dis locat ions occurr ing a f te r a seizure, and 
secondly to illustrate the importance of the time-tested 
principle of looking for bilateral dislocations as the best 
way of finding them as advocated by Ngetal [1]. 

Case Report 
A 48 year old, right-handed male long-distance driver, 
retroviral posit ive with no previous history of upper 
l i m b in ju ry p r e s e n t e d to t he O r t h o p a e d i c O u t -
pa t i en t s ' c l inic of our hospital. H e had been referred 
f rom the antiretroviral cl inic of the s a m e hospi tal 
where he had ju s t reported with 8 weeks history of 
bilateral shoulder pains and limitation of movement . 

S y m p t o m s star ted a f t e r an episode of t o n o -
clonic seizures lasting about 20 minutes dur ing his 
s leep 8 weeks prior to presentat ion. There w a s no 
his tory of a fall. He was restrained by two grown up 
men who pressed his shoulders down to the bed while 
the seizures lasted. 

T h e r e a f t e r , he no t i ccd swel l ings in both 
shoulders with inability to move them. The swellings 
gradual ly subsided and the pain reduced over time. 
H e had commenced shoulder exercises on his own 
at home before presenting to the hospital when there 
w a s no improvement . There w a s an index seizure 4 
months earlier fol lowing which medical evaluat ion 
led to the diagnosis of HIV infection. A diagnosis of 
ce rebra l HIV infection w a s made at that time and he 
w a s started on a nti retroviral therapy but h i d not been 
compl ian t with medicat ions . 

E x a m i n a t i o n r e v e a l e d b i l a t e r a l l y 
s y m m e t r i c a l s h o u l d e r s w i th p r o m i n e n c e of t he 
a c r o m i a l p roces se s and d i m p l e s in fe r ior to them. 
P o s t e r i o r l y , t he re w e r e r o u n d e d b o n y swel l ings 
b e l o w the a c r o m i a l p r o c e s s e s r e p r e s e n t i n g the 
d i s l o c a t e d h u m e r a l h e a d s ( F i g u r e s 1 a - d ) . All 
s h o u l d e r m o v e m e n t s we re l imited b i la tera l ly viz: 
p a s s i v e a b d u c t i o n up to 6 0 ° ( ac t ive u p to 45°) , 
in terna l ro ta t ion 
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Fig. l a -d : Clinical photographs of the patient showing prominence of the acromial processes (thick arrow in figure 
la and 1 d) and dimples below them (thin arrow in figure la). Posterior (1 b) and lateral ( l c & Id) views showing 
rounded prominences representing the dislocated humeral heads (thick arrows infigures 1 b and 1 c). 

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-part fracture" ot the 
surgical neck 

0°-10°, external rotation 0°-5° (ac t ive internal and 
external rotation was negl ig ible) , ) , f l ex ion0° -20 o 

(act ive w a s 0°-5°) , ex tens ion 0° -10° (ac t ive w a s 
n e g l i g i b l e ) , w h i l e a d d u c t i o n w a s n e g l i g i b l e 
b i la te ra l ly . P o w e r r anged b e t w e e n 2 - 3 / 5 in the 
shoulder muscle groups . There w a s no neurological 
d e f i c i t . P la in r a d i o g r a p h y r e v e a l e d p o s t e r i o r 
dislocation of the g lenohumera l jo in t s associated 

wi th four-par t surgica l neck f rac tures oi the lunneii 
b i l a te ra l ly ( F i g u r e s 2a and b). 

The p a t i e n t w a s s c h e d u l e d tor b i l a t e t a l 
s h o u l d e r h e m i a r t h r o p l a s t y w h i c h he c o u l d not 
a f f o r d d u e to f i n a n c i a l c o n s t r a i n t s . Mo w a s 
t h e r e f o r e r e f e r r e d for p h y s i o t h e r a p y w h i l e non-
s teroidal a n t i - i n f l a m m a t o r y d rugs we re p resc r ibed 
for pain re l i e f . 



Fracture dislocation of the shoulder 

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

He was a l so r e c o m m e n c e d on antirctroviral therapy 
and ant iconvulsant medicat ion. 

He improved s ignif icant ly in tc rms of pain 
relief and range of movemen t of both shoulders . 1 le 
was able to re turn to work nine mon ths a f t e r the 
injury. Cl inical examinat ion 15 mon ths post in jury 
conf i rmed improvemen t in the range o f m o v e m e n t 
of the shoulders: active abduction up to 170°, internal 
rotation (0°-30°) , external rotation (0°-10°) , f lexion 
(0°-80°). extens ion (0°-40°). and adduct ion (0°-10°) 
bilaterally; pass ive ranges of m o v e m e n t were 0°-
180°, 0°-40° , 0°-20° , c0°-90°, 0°-45° , and 0°-20° 

respectively. Power had improved to 3-4/5 in the 
abduc to r s , f l exors and ex t enso r s at the s h o u l d e r 
(Figures 3 a-d) . 

D i s c u s s i o n 
New onset se izures a rc a c o m m o n manifes ta t ion of 
central nervous system (CNS) disorders in pat ients 
with HIV infection especially in the advanced s tages 

of the disease |2) . These seizures are almost a lways 
general ized tonic-clonic type. Gasper and Alvarez 
have identified immune suppression, the clinical stage 
of the retroviral infec t ion, and C N S I l lV-rclated 
opportunist ic diseases as independent risk factors for 
se izures in HIV infected pa t i en t s [3]. Trea tment 
involves the administrat ion of ant iconvulsants and 
medicat ions directed at the under lying cause that is, 
HIV infection. 

Bilateral dislocations are rare and when they 
occur, they are a lmost a lways posterior. Seizures 
account for 50% of posterior shoulder dislocation and 
9 0 % when there is an assoc ia ted fracture; o ther 
causes include electrocution and sporting injuries [4-
7].Bilateral anterior dislocations arc far less common, 
although, unilateral anterior shoulder dislocation is one 
of the commones t injuries known to man. Posterior 
shoulder dislocations arc rare, accounting for less than 
5 % of all shoulder dislocations [8]. However, during 
seizures, conlraetion ol ' the relatively weak external 
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rotaiors of the shoulders and the poster,or fibers o 
I lie deltoid a r e over come by Uic more p o w c r l u 
internal rotator (subseapulnris) . 1 he adduction and 
internal rotation o f t h e shoulder commonly resul ts in 
a posterior dislocation [9]. 

While acute dislocations ol the shoulders 
c a n b e t r e a t e d by c l o s e d m a n i p u l a t i o n , 
i m m o b i l i z a t i o n a n d p h y s i o t h e r a p y , f r a c t u r e -
dislocations pose a ser ious chal lenge even in the 
acute stage. 

Bilateral posterior fracture-dislocations o f t h e 
humerus present with a typ ica l s y m p t o m s with a 
relatively high rate of missed diagnosis [ 10]. Also, 
t he s h o u l d e r c o n t o u r m a y a p p e a r n o r m a l at 
p r e s e n t a t i o n m a k i n g e a r l y d i a g n o s i s d i f f i c u l t . 
However, a prominent acromial process and a dimple 
a n t e r i o r l y m a y b e a po in te r to f u r t h e r c a r e f u l 
examination o f t h e shoulder joint as was the case in 
this patient (Figures la-d). 

Rarely, bilateral posterior dislocations may 
also occur with f ractures o f t h e surgical neck o f t h e 
humerus as in this case and often require surgical 
fixation.[ 6,11,12] A high index of suspicion is needed 
to m a k e a d i agnos i s as good out come depends 
largely on early and accura te diagnosis [ I ] . 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 cuf f muscles 
and art icular car t i lage changcs. 

In ra re cases associated with f ractures of 
the surgical ncck, open reduction and internal fixation 
is n e c e s s a r y [ 6 , 1 5 , 1 6 ] , W h e n t h e 
patient presents late, such as the index case or elderly 
patients, hemiar throplas ty may be the best option 
[5,17]. Alternatively, a proper physiotherapy regime 
may be adequa t e for a good functional outcome, 
[ 18,19] as was obtained in this case 

Conclusio n 
Bilateral posterior shoulder fracture-dislocation is a 
very ra re condit ion that usual ly results fo l lowing 
convulsive seizures. The diagnostic evaluation of a 
generalized seizure often takes the attention of the 
clinician away f rom 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 early diagnosis. However , in 
patients presenting very late, especially in resource 
p o o r e n v i r o n m e n t s , a p r o p e r p h y s i o t h e r a p y 
p r o g r a m m e m a y achieve a good and accep t ab l e 
functional outcome. 
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