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A b s t r a c t  The clinical features of a superior dislocation of 
the glenohumeral joint are described. Reposition, even under 
general anaesthesia, cannot be achieved. Associated supra- 
spinatus tear, acromioclavicular separation and the dislo- 
cated position of the humeral head can be clearly visualized. 

Introduction 

Of all g lenohumeral  dislocations the anterior and poste- 
rior forms are most  commonI}¢ seen. Erect and superior 
dislocations are extremely rare [ 1 ]. Taskin and Sedlin re- 
port a 0.5% (of all shoulder dislocations) incidence of lux- 
atio erecta. A superior dislocation is even rarer than a lux- 
atio erecta [4]. 

In the literature no previous superior dislocation has 
been illustrated with 3-dimensional  computed tomogra-  
phy (3D-CT). In this case, thanks to 3D-CT, a better defi- 
ni t ion of the osseous abnormal i ty  was possible. 

general anaesthesia was given. In the operating theatre no limita- 
tion of movement of her right arm existed. Traction of the arm al- 
lowed lowering of the humerus out of the subacromial area. 

On image intensifier, traction clearly restored the glenohumeral 
joint, but the humerus immediately leaped back to its superior po- 
sition after releasing the traction. Soon thereafter, the patient re- 
gained minimal function of her right arm and returned to the nurs- 
ing home, almost painfree, with this unreduced superior disloca- 
tion (Fig. 2). 

Discussion 

The usual mechanism of a superior dislocation is an ex- 
treme force in the superior and anterior direction. The 
coracohumeral  l igament,  forming the superior part of the 

Case report 

An 88-year-old nursing home patient suffering from dementia was 
found lying on her right arm after a fall. Four years before she had 
been treated for a primary anterior glenohumeral dislocation. The 
patient's history mentioned good functional healing. 

We saw a cachectic patient with a prominent humeral head an- 
tenor of the acromion. Severe pain made active motion of her right 
upper arm impossible. Her range of passive motion was decreased 
(20 ° abduction and 20 ° anteflexion) and painful. Neurovascular 
complications were absent. An anteroposterior radiograph re- 
vealed a superior dislocation of the right glenohumeral joint with 
the humeral head in front of the acromioclavicular joint (Fig. 1). 
Repositioning (Hippocrates and Kocher technique) with the use of 
intravenous sedation was tried. Because this was unsuccessful, 
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Fig. 1 Anteroposterior radiograph demonstrates a superior dislo- 
cation of the right glenohumeral joint with the humeral head in 
front of the acromioclavicular joint 
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Fig.2 Four views of a surface rendered 3-dimensional image 
show the dislocated humeral head anterior to the dislocated 
acromioclavicular joint 

shou lde r  capsu le ,  was  tes ted  by  W a r n e r  et al. [6] and  
p l ays  no s ign i f i can t  su spe nso ry  role.  A l t h o u g h  capsu-  
l o l i g a m e n t o u s  res t ra in ts  to super io r - in fe r io r  t rans la t ion  
o f  the g l e n o h u m e r a l  j o in t  is at its w e a k e s t  in the 45 ° ab-  
duc t ion  pos i t ion ,  the a rm is u sua l ly  a d d u c t e d  when  su- 
pe r io r  d i s loca t ion  takes  p lace .  E s p e c i a l l y  in e lde r ly  pa-  
t ients  a c o m p l e t e  loss  o f  the ro ta tor  cuf f  is to be  seen. 
A s s o c i a t e d  c o m p l i c a t i o n s  inc lude  f rac tures  o f  the 
h u m e r a l  tuberos i t i es ,  a c romion ,  c lav icu la ,  c o r a c o i d  or  
a c r o m i o c l a v i c u l a r  d i s loca t ions ,  in add i t ion  to the neu-  
r ova sc u l a r  c o m p l i c a t i o n s  wh ich  we  m a y  see in shou lde r  
d i s loca t ions .  

On  the CT images  (F igs .2 ,  3) a suprasp ina tus  tear, 
supraspinatus  a t rophy as well  as an ac romioc lav icu la r  
separat ion are visible.  Probably,  the a t rophy was caused 
by  a suprascapular  nerve les ion after the ear l ier  d is loca-  
t ion [3]. Despi te  the documented  posi t ive  funct ional  result  
after the first dis locat ion,  even a preexis tent  supraspinatus 
tear could  have been  possible.  

F o r  success fu l  r e p o s i t i o n i n g  and m a i n t e n a n c e  o f  the  
r educ t ion ,  r e a p p r o x i m a t i n g  the ro ta to r  cu f f  is neces -  
sary. R e g a r d i n g  her  age,  men ta l  s tate and  her  nea r ly  
pa in f r ee  r igh t  shoulder ,  the  supe r io r  d i s l o c a t i o n  was  ac-  
cep ted .  

Fig.3 Oblique coronal reformatted image, revealing the humeral 
head protruding through the atrophic supraspinatus muscle and 
tendon (arrows) 
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