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Introduction
Anterior glenohumeral dislocation associated with ipsilateral 

shaft fracture is a rare injury. The first case in modern literature was 
described in 1940 by Winderman. Since then, 24 new cases have been 
described by others (Table 1) [1].

These injuries often occur as a result of high energy trauma. The 
literature concerning this rare lesion is limited to “case reports”, within 
which there are different treatments applied [2].

The purpose why we report this case it is to show the different 
options of treatment for an unusual injury which was treated with 
hemiarthroplasty with plate screws fixation of shaft.

Case History
The patient was a 63 year old male slipped in a pool and fell on his 

right arm. On arrival to the emergency room right arm and shoulder 
were sore, swollen and deformed.

Clinical examination showed right shoulder deformity to the 
middle third diaphyseal with no neurovascular abnormalities. Also 
anterior displacement of the head and a positive sulcus sign was found.

Radiographs showed a spiral fracture of the humeral shaft with 
lateral angulation, three parts anatomic neck fracture and anterior 
glenohumeral dislocation (Figures 1 and 2).

Firstly, in the operating room, under general anesthesia closed 
reduction of anterior dislocation using two percutaneous pinning was 
attempted but it was impossible to reduce it [3]. When we removed the 
needles, bleeding is observed by one of the inlets of the needles which 
refers to maintaining compression.

Weak radial pulse was palpable without uptake in the O2 sensor 
so vascular injury was suspected and Hemodynamic Vascular Surgeon 
was informed.

Vascular surgeons confirmed a small tear at the level of the axillary 
artery which was sutured. This complication forced us to delay the final 
intervention for about five days.

Secondly, under new general anesthesia, new closed reduction was 
attempted without success.

Thus, using extended deltopectoral approach we were able to obtain 
the reduction of the humeral head, though not without difficulties.

Once the fracture is reduced, we noted the existence of a proximal 
humerus fracture in 3 fragments with involvement of the anatomical 
neck and spiral fracture of the shaft.

Due to increased risk of necrosis of the humeral head, we consider 
the optimal treatment was the placement of a cemented humeral 
hemiarthroplasty (Equinoxe, Exactech©) combined with a dynamic 
long compression plate for proximal humerus (Periloc. Smith and 
Nephew©)  and three cerclages Dall-Miles (Figures 3 and 4).

Layered closure was performed with a suction drain wich was 
removed in 24 hours. The radiological result is shown in Figures 5 and 
6.

Discussion
In the current literature there is not any case of humeral shaft 

fracture combined with fracture - dislocation of the humeral head 
affecting the ipsilateral and anatomical neck. Since 1940 only 24 cases 
of fractures-dislocations of the humeral head with ipsilateral shaft 
fractures have been described (Table 1) [1]. Five of them described 
greater tuberosity fracture. One article described a proximal humerus 
fracture in three fragments, but without involvement of the anatomical 
neck, hence the uniqueness of our case. The majority of reported cases 
has occurred as a result of high energy trauma, unlike ours that was for 
a simple accidental fall after slipping on a wet floor [4,5].

In previous publications, the injuries were caused by traffic 
accidents involving motorcycles or cars, precipitation from two or 
more meters high or even workplace machinery accidents.
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Abstract
Accompanied shoulder dislocation of the proximal humerus fracture associated with ipsilateral shaft fracture is a 

rare injury described in literature collection and whose treatment protocol is not clearly established.

Here we present the case of 63 years old male who suffered a fall after slipping in a pool and presented a 
humeral shaft fracture associated with ipsilateral anterior glenohumeral dislocation and fracture of the proximal 
humerus in three fragments with involvement of the anatomical neck. The patient underwent a closed reduction 
first attempt with the help of two needle percutaneous. Axillary artery was injured so had to undergo a second time 
for another intervention in which we made open reduction and osteosynthesis by proximal humerus long plate and 
hemiarthroplasty.



Citation: Cervera TP, Roca L, Montalvo MÁM (2016) Shoulder Dislocation with Head and Shaft Fracture Ipsilateral. J Arthritis 5: 194. doi:10.4172/2167-
7921.1000194

Page 2 of 4

Volume 5 • Issue 2 • 1000194
J Arthritis
ISSN: 2167-7921 JAHS, an open access journal 

We must emphasize the mechanism of injury. Case reports in the 
literature have advocated two possible mechanisms of injury. Sankaran-
Kutty and Sadat-Ali [6] suggested that the force exerted along the axis 
of the humerus simultaneously fractured the humerus and dislocated 
the shoulder, whereas Kontakis et al. [7,8] proposed that the shoulder 
dislocated first and subsequent, bending or torsion forces fractured 
the shaft of humerus. We believe that the mechanism of injury in our 
patient was as described in the second case, and this is supported by 
the fracture pattern that is spiral and acute bending of the arm during 
emergency presentation.

In a prospective study developed by Court - Brown showed that 
49% of proximal humerus fractures were classified as Neer Type I. 28% 
was classified as broken into two fragments of the surgical neck and 
only 9% as fractures into three fragments with greater tuberosity and 
fitness for repair broken neck. Our patient was classified as a fracture 
in three fragments with the peculiarity of the anatomical neck fracture.

The humeral head receives vascular supply through the anterior 
circumflex artery and to a lesser extent is also nourished by vessels 
entering through the posteromedial region of the proximal humerus, 
and metaphyseal vessels of the tuberosity. Doppler confirmed that 
if the humeral head fragments include at least 8 mm medial calcar, 
avascular necrosis risk drops significantly due to the blood pool present 
there. It also determined that avascular necrosis was ahead in 97% of 
cases if they had an anatomical neck fracture, small medial calcar and 
periosteal disruption of the medial line.

Our patient had a fracture of the anatomical neck, so he had a high 
risk of avascular necrosis to which must be added the time elapsed 
since the injury until surgery.

Fractures in three fragments of the proximal humerus with 
dislocations associated with ipsilateral humeral shaft fractures are rare. 
The closed each of these lesions is suitably reduced, if it is possible 
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to do in emergencies, which will preserve blood flow to the fracture 
fragments.

The second important aspect of our case is its management. 
Literature reflects that hemiartroplasty may be a viable option for 
complex fractures of the proximal humerus with even better results 

than open reduction and fixation [9]. The treatment modalities include 
closed reduction and plaster of paris slab application, nailing and plating 
of the humeral shaft along with reduction of the shoulder dislocation. 
Good clinical results have been reported with almost all the modalities. 
However, there is no consensus in the literature for treating this type 
of injury [10-12]. In fact, we did a combination of several options to 

Figure 1: Rx shows fracture – dislocation with ipsilateral shaft fracture.

Figure 2: Rx shows fracture in three parts with anatomical neck fracture.

Figure 3: DLCP and hemiarthroplasty during their collocation.

Figure 4: DLCP with hemiarthroplasty and cerclages.

Figure 5: Postsurgery Rx.

Figure 6: Radiological result.
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overcome the difficulties we were facing for the internal fixation of the 
fracture and for the viability of the humeral head. 

The last aspect of this case is its outcome. Almost all reported 
cases have reported satisfactory outcome (some degree of restriction 
of abduction and flexion) despite different modalities of management. 
We also had a good outcome in our patient despite having a more 
severe injury.
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