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Anterior Shoulder Dislocation with Greater Tuberosity Frature of
Humerus with Brachial Plexus Injury

Case Report

R.B. Uppin*, Samarth P. Shah*

Introduction

Anterior post-traumatic dislocation of the shoulder
is the most common type of dislocation and is caused
by excessive external rotation and hyperextension of
the arm in the overhead direction [1]. As the humeral
head is levered out of the glenoid, the anterior
dislocation of the shoulder can be associated with
fracture of the glenoid (i.e. bony Bankart); seldom can
it be associated with the impaction fracture of the
humeral head or of the greater tuberosity.[2]

The incidence of brachial plexus injury  with
anterior posttraumatic dislocation of humerus with
greater tuberosity fracture is rare.Very few cases have
been reported in the literature.Conservative
management is usually successful, and recovery takes
place after several months [6–8]. We report a case of
anterior dislocation of the shoulder with fracture of
the greater tuberosity and brachial plexus palsy.

Case Report

A 48-year-old, right-handed female came to

emergency department of  KLE ‘S Dr Prabhakar Kore
Hospital & MRC, Belagavi  was involved in a fall
from steps  at home, when her left arm was in
abduction-external rotation.The patient then
started  complaining of  pain, deformity and
swelling in left shoulder and unable to move her
arm. On examination  an asymmetric profile of the
left shoulde was found with inability to abduct
the shoulder. There was a wrist drop with no
sensory deficits over the left upper limb. Dugas sign,
Hamilton ruler test, Brants  test , calway’s signs were
all positive.

X-rays revealed an   Anterior dislocation
associated with a displaced fracture of theGreater
tuberosity. The treatment consisted of Closed
reduction of shoulder joint under anaesthesia and
immobilization in anarm sling pouch.Check xray
showed Acceptable reduction with greater
tuberosity in anatomical alignment. The patient
was advised physiotherapy. After 2 weeks an  EMG
and Nerve conduction study was done. The Patient
fully recovered from the brachial plexus palsy( full
shoulder movements and wrist drop) after three
months and patient resumed her routine activities.
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3 Months post operative , clinical photo showing shoulder abduction and recovered wrist drop

Pre Operative  X Ray, Left Shoulder Post Operative  X Ray, Left Shoulder

Emg and Nerve Conduction Study Report:

The electromyography (EMG) was performed after
2 weeks.  Evidence of motor neuropathy of left
axillary  nerve and  partial motor conductive break
In median,ulnar,radial nerves on left side. There is
no feedback of denervation of seratus and
infraspintaus.

Discussion

The rate of neurological complications after
anterior dislocation is probably underestimated.
Liveson [9] reported the electrodiagnostic
examination of 11 patients with shoulder dislocation
and revealed nerve damage not previously reported.
Although axillary nerve lesions were most common,
posterior cord and musculocutaneous nerve damage
occurred, each in five cases.

Lesions can be situated at any level from the base
of the nerve roots to the division of the brachial plexus
in the axillary region. Several types of lesions can be
differentiated: supraclavicular lesions at the root or
primary trunk level (75% of the cases); infra and
retroclavicular lesions of the secondary trunk (10%);
and lesions of the terminal branches (15% of the
cases) [10].

Patients with brachial plexus stretch lesions are
generally observed for spontaneous recovery for
several months. Those patients who do not
demonstrate clinical or electrical recovery by
3–6 months should undergo operative intervention.
However, physicians need to be mindful that
electrical signs of reinnervation do not always
correlate with useful clinical recovery

Alnot [10] reviewed cases of 420 adults treated
with surgery for traumatic palsy of the brachial
plexus. Decision criteria for nerve grafting or
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neurolysis were presented. Surgery was generally
performed  3 weeks to 6 months after injury. Although
secondary sutures could be performed on some
injuries, nerve grafting was usually necessary and
depended on the length of the gap and the quality of
surrounding tissues. The overall prognosis of infra-
or retroclavicular plexus injuries is nevertheless better
than that of supraclavicular lesions.

However, cases of concurrent anterior shoulder
dislocation and brachial plexus injury with
fracture of the tuberosity are extremely rare [8, 12].
In our case, the brachial plexus injury was due to
an anterior shoulder dislocation, as described
previously.  Nerve injury with a shoulder
dislocation has been reported to occur after low-
velocity trauma, because the distance between the
anchorage points of nerves in the upper limb is
short, making the nerves vulnerable to traction [11].
However, in our case, the fracture of the greater
tuberosity associated with nerve lesions revealed
a high-velocity injury, resulting in a violent
shoulder dislocation with significant migration of
the humeral head.

Shin [7] affirmed that the critical concepts in
surgical treatment of brachial plexus are patient
selection as well as the timing and prioritizing of
restoration of function. Surgical techniques include
neurolysis, nerve grafting, neurotization, and free
muscle transfer.

Conclusion

Anterior dislocation of the shoulder with  fracture
of the greater tuberosity and brachial plexus palsy
can be successfully treated with Closed reduction of
shoulder joint under anaesthesia and shoulder
immobilized in a  arm sling pouch if there is
neuropraxic type of brachial plexus palsy.

Clinical Messege

Anterior dislocation of the shoulder with fracture
of the greater tuberosity and neuropraxic Brachial
plexus palsy treated by closed reduction of shoulder
joint provides excellent results and early
rehabilitation.
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