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- Abstract—

Inferior Subluxation of the Humeral Head After Trauma to the Shoulder

In Kim, M.D., Seung-Koo Rbhee, M.D., Yang Kim, M.D. and Kee-Haeng Lee, M.D.

Department of Orthopedic Surgery, St. Mary's Hospital,
Catholic University Medical College, Seoul, Korea.

Since 1980, we have treated twelve patients who had antero-inferior subluxation of humeral
head after acute trauma to the shoulder or to the proximal part of the humerus, or both

The diagnosis of subluxation was based on clinical and radiographic examination. To eva-
luate the radiological features, and also to clarify the mechanism as well as the treatment
for this subluxation, we have been analysed and the following results were obtanined.

1. The careful radiographic interpretation, especially standing neutral shoulder AP and
lateral films, was quite important to find the hidden soft tissue injuries which it could be
caused the subluxation of humeral head after acute trauma to the shoulder.

2. The incidences of subluxation was 24.5%, 12 cases out of the total 49 cases.

3. The subluxation was frequently developed in adduction type of fracture, avulsion fracture
of the greater tuberosity and in women with over the 40 of their ages,

4. Initial subluxation of humeral head after trauma might be caused by the rupture of
capsule or rotator cuff, and late subluxation may be developed by the loss of damaged
muscle tone or direct muscle damage due to initia! or surgical trauma, '

5. Except the results of the nerve damage after trauma or surgery, the subluxation could
be recovered by average 22 days after the first recognition of subluxation with the vigorous
isometric biceps setting exercise immediately after trauma.

6. Isometric biceps setting exercise was the most important basic step for the every injuries
around the shoulder jint,

Key words : Inferior subluxation, humeral head, isometric biceps setting exercise.
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Table 1. Age and sex distribution

Apge / Sex Male Female Total
10—20 1 1 2
21-30 1 0 1
3140 1 0 1
41-50 0 4 4
5160 0 2 2
61— 0 2 2
Total 3 9 12
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Table 2. Anatomnical type of fracture

Fx. type No. of cases
Surgical neck Fx, 4
undisplaced i
displaced 3
Avulsion Fx, of greater tuberosity 7
¢ anterior dislocation 1

¢ surgical neck Fx,

Proximal humerus Fx. 1
Total 12
Table 3. Fracture mechanism

Mechanism No. of cases
Adduction Fx. 10
Abduction Fx. 2
Total 12
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Table 4. Classification of inferior subluxation of
humeral head by the elapsed time after
shoulder injury

Mode of subluxation No. of cases
Initial subluxation 7
Late subluxation 5
After splint : within 3 days 1

within 5 days 1
Postoperative 1
Post-op. axillary n, palsy 1
Malreduction of Fx, 1
Total 12
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Table 5. Method of treatment according to the type

of subluxation.
Subluxation
Treatment type
Initial Late
Conservative 4 2
OR/IF 3 3

*OR /IF : open reduction and internal fixation
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Table 6. Recovery time from subluxation

1. 8 days—4 months( Average 39 days)
(including post-op. axillary n. palsy)

2. 8 days—8 wks(Average 22 days}
{except post-op, axilary n. palsy)

obg ¥ 47e) st 448 F ANRA F49
5 FEAL 9 THRe A8Few Ay
H7HE shed good 7o, B E2 FEAMGe] gl
fairz} 7¢|, 22j2 =& Fol 4stgiwdl poorr}
199} Table 7),

Table 7. Results

Results No. of cases
Good(no pain, full range, no m, atrophy) 7
Fair{mild pain, more than 2/3 of ful 4

range, mild m, atrophy)
Poor{moderate pain, less than half of full 1

range, moderate m. atrophy). (“Axillary n. palsy)

*Observation criteria after complete recovery
from the subluxation, radiographically
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Case 1. Fig. 1A-1D Lee, O Won 49/F : A case of initial subluxation,
1A : Subluxation ¥ comminuted proximal third fracture of humerus,

1B : POD, still subtuxed,

1C-1D : POD 6 whks, still subluxed in relax position(1C},
but reduced in biceps setting contraction{1D).
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Case 2. Fig. 2A-2C Chun, O Deuk 22/M : A delayed case of subluxation.

2A an undisplaced cormminuted Fx. on surgical neck and greater tuberosity, and no subluxation

immediately after injury.
2B . delayed subluxation 5 days after inpry,

2C : no more subluxation with vigorous biceps setting isometric exercise 3 wks after fracture,
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e o3y e e eUY 4 YUcHFig
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Case 3. Fig.

3A-3D Shon O Ae 20/F. A case of delayed subluxation due to mechanical block.
3A : Adduction fracture-subluxation initially,

3B : After open reduction & Rush pin fixation, there was still subluxation due to varus deformity
on fracture site which was caused by mechanical Rush-pin block just beneath frormn the sub-

acromial area,

3C : Re-operation ¢ plate and screw fixation was done, and ruptured rotator cuff and capsule were
repaired and fixed with one K-wire transitory.
3D : Thirteen month after 2nd operation, plate was removed and classified fair in results,

Case 4. Fig. 4A-4B Kim O Mi 23/F
1 A case of radiclogic interpr-
etation of shoulder,
4A ; no subluxation in standing
neutra! AP view.

4B ; subluxation in standing
internal rotation view which
was taken at same day.

—115-—



olzigt Ay F4s A4F AdE EFF
ofgt T =l ¢4 7] Aol Pjol o} s YA
Filc} clal 1948 Fairbank®e Ala 484 ¥3l
of #)H 27 (rotator cuff)§ HY¥ Akt e AW
Aol oletv F deolux] ua R4 AZEF
(scapula) 3} AtsiFol| =Lt SH-T-&(biceps,
coracobrachialis, triceps long head, deltoid)s] 24
¥ 27072 A4 (loss of muscle tone)ad-§-oletx
2hix, 19821d Kessel®s o] Aujof Fsisigiy
ol2ig ol T & oAF A4H F5H delNe
2 ¥ Ega #id dbgd 19500 Thompson™-&
Aaelg =47l 204 F of 50 lbse] Yoz
ZAA#ge ol HPAo| cfs Floz Folrlre
g ol delnvtal ke, E AbAlelA
ARA e Ayt o s P GE AAsidoid 4 A
ol T8 & sl g Aelo] 4l & surgical neck
Fx. ¥ 283y @74 fad stade] oigie
Faridola} &t 2y Mage ¢ ATE
Sl 2|4 F ol 7ol WAl Aol =)
2 FiriAe] o2 & B3H ol s
Ao g Acsldct & Fig Soll4el o] AbstE
=YY SRTEH HASAL 74 Az g
o2 ZEA slo] 4% FrHEe Ay BAE
A k. welA 4 FA)9 27 X—44
wasle ol (Fel 1)+ 7Pl passive

Resuttant

\, Delod

______
N

" ———— -

Y

Rotatr Cutt

Fig. 5. Effective function of the deltoid muscle
depends on the integrity of the rotator cuff,
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Resulting
fracture

A
f \ ‘ Bﬂ
Fig. 6. Mechanism of adduction type of Fx. of
proximal humerus(6A) and a new conceptive

mechanism of subluxation of humeral head
after adduction Fx. by authors(6B).
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