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a b s t r a c t

Neglected anterior dislocation of shoulder is rare in spite of the fact that the anterior

dislocation of the shoulder is seen in around 90% of the acute cases. Most of the series

of neglected dislocation describe posterior dislocation to be far more common.1,2 We hereby

report a case of the neglected anterior shoulder dislocation in a 15 year old boy who had a

history of epilepsy. There was a large Hill Sachs lesion in humeral headwhich was impacted

in glenoid inferiorly and glenoid was eburnated at that margin. The humeral head was

reconstructedwith a tricortical iliac graft. Glenoidwas reconstructed by transfer of coracoids

process of scapula to antero-inferior glenoid (modified Latarjet procedure). This case is

unique because management of humeral head defect with bone graft is not mentioned in

anterior dislocation.

# 2015 Published by Elsevier B.V. on behalf of Delhi Orthopedic Association.
1. Case report
A 15 years old right handed student, under treatment for
epilepsy in our institution, was referred to us by his treating
physician for poor function of his right shoulder of four
months duration after he suffered the last epileptic fit. On
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examination the right upper limb was in attitude of an
abduction and external rotation.

The patient did not have much pain at rest and had not
been using his shoulder for the last fourmonths. Although the
patient was regularly visiting the physician for the treatment
of epilepsy, he had been neglecting his shoulder ailment
mainly due to lack of pain at rest.
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Fig. 2 – Axillary lateral radiograph showing engaging Hill
Sachs.

[(Fig._3)TD$FIG]

Fig. 3 – Coronal CT cut at the level of engaging Hill Sachs
lesion.
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Plain radiographs i.eAP and axillary views [Figs. 1 and 2]
confirmed an anterior dislocation of the right shoulder. A CT
scan was ordered further to elaborate the pathological
anatomy [Fig. 3]. The extent and location of the Hill Sachs
lesion could be very well elaborated.

Closed reduction of the shoulder under general anaesthesia
was unsuccessful and we resorted to open reduction in the
beach chair position, using the delto-pectoral interval. Sub-
scapularis and the joint capsule were incised near their
attachment to humeral head leaving a cuff of tissue there for
the repair later on. At the time of reduction, there was a
significant Hill Sachs lesion noticed in the posterior part of the
head that was engaging on the anterior glenoid margin in just
five degrees of external rotation thus causing an unstable
reduction. Glenoid was eburnated at that margin. This lesion
was more than 40% of the humeral head in diameter. During
intra-operative assessment we noticed that shoulder would
dislocate and lesion would re-engage on just crossing the
neutral rotation towards five degree external rotation. Tricor-
tical iliac crest graft with thin layer of soft tissue attached to
the crest part, thatwould replace the cartilaginous part of head
was harvested, contoured and applied in the defect and fixed
with a 60 mm, 4 mm partially threaded cancellous screws
[Fig. 4]. After grafting the defect, shoulder would dislocate only
by extreme external rotation in neutral position and at 208 of
external rotation in 908 abduction. To provide a stable
reduction we resorted to transferring of the coracoid process
to the antero-inferior margin of the glenoid which was fixed
with a screw. The joint capsule and subscapulariswas repaired
by double breasting on tissue sleeve which was left earlier
there. Wound was closed on negative suction drain. The
patient was immobilised in a cuff and collar sling for three
weeks and pendular exercises were started after three weeks.
Passive abduction was started at four weeks and active
abduction allowed at twelve weeks. Post operative X-rays
showed reduced shoulder joint with a well placed tricortical
iliac graft in Hill Sach's lesion. Patientwas followed atmonthly
intervals till 6 months and then at 3 monthly interval for 2
years. At final follow up the shoulder was well located and he
had no pain at rest & abduction was upto 1108 and flexion was
full [Figs. 5 and 6]. Oxford instability index was 39.3
[(Fig._1)TD$FIG]

Fig. 1 – AP radiograph of neglected shoulder dislocation.
Fig. 4 – Tricortical iliac graft being fixed into Hill Sachs
lesion.
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Fig. 5 – X-rays showing healing of graft in the lesion at 1
year.

[(Fig._6)TD$FIG]

Fig. 6 – Abduction at 1 year follow up.
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2. Discussion
Neglected shoulder dislocations are most commonly seen in
elderly patients in whom the functional demands are much
less compared to young adults. Most of the neglected
dislocations are posterior and cause very little functional
problems due to the attitude of internal rotation1. This may
also be partly due to fact that the AP radiograph of shoulder in
case of anterior shoulder dislocation clearly shows the lesion,
while it is often considered negative in case of posterior
shoulder dislocation.2 A neglected anterior shoulder disloca-
tion in young adult male that has been neglected for four
months makes is a challenging task.

Plausible explanation for such a large defect could be
recurrent dislocation leading to gradually increasing size of
defect, ultimately precipitating an irreducible dislocation.
Another reason could be damage caused by prolonged fits or
status epilepticus, or with repeated attempts at movements of
a dislocated shoulder.
Antero-inferior glenoid was eburnated which could have
been due to previous dislocations which was not reported by
patient to us in history.

Besides the restoration of normal anatomy of the shoulder
joint the treatment focuses on the restoration of the humeral
head and creating a restraint to prevent further shoulder
dislocation.4 A large impression fracture has been often
attributed to be a cause of failure of open reduction.5 Literature
is still unclear about the management of the large humeral
head bone defects. While Latarjet procedure remains gold
standard researchers have reported a re-dislocation rate of 0–
12% with it also.6,7 Hemiarthroplasty has been suggested as
treatment for a large impression2 fracture but every attempt
should be made to salvage the humeral head in a young adult.

Transfer of osteotomized coracoid process into the glenoid
rim was described by Latarjet in 1958.8 This technique was
popularised by Helfet9 who named it after Bristow. While in
Bristow procedure only the tip of coracoid is transferred to
glenoid rim in Latarjet procedure the transfer includes a
portion of coracoacromial ligament which is sutured to the
anterior capsule through a short horizontal incision in
subscapularis. Latarjet procedure reconstructs the depth and
width of the glenoid. A dynamic reinforcement is created for
inferior part of the capsule through the coracobrachialis
muscle which is particularly effective when arm is abducted
and externally rotated.10

Osteochondral allograft transfer to the lesion has been
described in literature.11,12 This procedure involves the
transfer of allograft osteochondral fragment into the humeral
head defect and thereby eliminating the chances of humeral
head engagement. With this technique chance of disease
transmission, graft resorption and cost consideration remain.
Gerber described use of allograft for such dislocationwith very
good results. Unfortunately allograft is not used at our
institution because of various reasons. Iliac crest is the choice
for autogenous graft for structural purposes. Tricortical could
be easily contoured into shape and packed into the defect.
Autogenous graft is rapidly incorporated at the host bed
compared to allograft.

While reviewing the literature we came across a few series
of matched allograft13,14 usages for neglected posterior
dislocation, we did not come across with any such series for
neglected anterior dislocation. Although the iliac crest graft
cannot be perfectly contoured to spherical humeral head; the
patient did not have any signs of osteoarthritis till the final
follow up. A longer follow-up is required to make a definite
conclusion.

Humeral head osteotomy has also been used for treating a
large hill sach lesion.15 This technique involves retroversion of
the osteotomized head thereby preventing the engagement of
hill sach lesion. The drawbacks of this procedure are hardware
problems and restriction of internal rotation.

Purchase et al16 recently have described capsulo-tenodesis
of posterior capsule and infraspinatus tendon to fill hill sach
lesion known as remplissage in French. This is an arthroscopic
technique and we could not apply it in our case as we were
dealing with a neglected shoulder dislocation of more than
four month duration for which open reduction was needed.

Abdelhady17 described a technique of open remplissage
technique recently in 4 cases of neglected locked anterior
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dislocationwith good results.We have had no experiencewith
this technique.

3. Conclusion
A rare case of neglected anterior dislocation of shoulder is
presented which was managed by a novel technique using a
combination of humeral head reconstructionwith autogenous
tricortical graft and modified Latarjet procedure.
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