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Shoudler Dislocation 

MOI: 
Anterior -  indirect external rotation + abduction force on arm (often seen in sports). 

Posterior- posterior load on internally rotated arm. Commonly seen in seizures or electrocution. 

Associated injuries: 
Boney injuries - Bankhart & Hills-Sachs lesions, GT fracture

Soft Tissue -  Anterior labral tear, disruption of glenohumeral ligaments, rotator cuff injury 

Most common incidence of dislocation (up

to 95%)

20-30yo male/female ration 9:1

60-80yo female/male ratio 3:1

Subtypes - subcoracoid, subglenoid,

subclavicluar 

Anterior dislocations

Less common

Posterior 2-4%

Inferior <1%

Posterior & inferior dislocations
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Imaging



Posterior dislocations commonly missed and should be suspected in classical settings i.e. seizure/electrocution
or if patient unable to ER arm.
Classic X-ray appearance is lightbulb sign - axillary view and/or CT should be requested to rule dislocation in/out
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Bony injury 

humeral neck #

tuberosity #

bony Bankart/Hills-Sachs lesion obvious on x-ray

Young patients ( < 22 yo) 

increased chance of further disloaction 

Older patients ( > 50 yo)

Increased risk of associated massive cuff tear 

Review within 2/52 for clinical assessment +/- MRI

Patients with highly demanding physical roles 

Neurological injury 




Referral for any disclocation is reasonable for consideration for early surgery but
some groups in particular should be referred:




Pure inferior dislocation 

Much rarer

High energy

Shoulder fixed in abduction

Neurovascular injury more common 

Luxatio Erecta



Associated humeral neck injury 

dislocations with associated humeral neck

fractures should be discussed with an

orthopaedic service prior to reduction

Open injury 

Unable to achieve stable reduction 

Indications for Urgent Referral

Luxatio Erecta 
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Shoulder Dislocation 

Bankart Lesion
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Shoulder Dislocation 

Lightbulb sign - posterior dislocation

Reduction Techniques
Numerous reasonable reduction techniques -
Hippocratic, Kocher etc.

Principles:
Adequate analgesia and relaxation
Disengage humeral head from dislocated position by
exaggerating deformity i.e. in anterior disloactions
abduction and ER, posterior dislocations adduction
and IR
Apply traction
Reverse force
Post-reduction x-rays are essential to confirm
reduction - In posterior dislocations especially,
examining the patient to ensure they can externally
rotate is a good sign of reduction

Treatment of acute injury



X-rays are beneficial for determining nature of dislocation and should be
obtained if it will not significantly delay reduction

If the patient is in a non-hospital setting and a clinician is able to perform
reduction this should be done so as not to delay reduction 

Final notes


