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Abstract

Objective: The aim of this study is to compare demographic and clinical characteristics of cases with primary and recurrent shoulder
dislocations.

Methods: Cases who presented to a tertiary center Emergency Medicine Clinic with shoulder dislocation between January 2013 and
December 2016 were evaluated.The cases were divided into two groups as primary (Group 1) and recurrent (Group 2)
dislocations.Characteristics such as age, gender, seasonal period, dislocation side, causes of trauma, accompanying additional injuries
and treatment modalities were compared between the groups.

Results: 119 cases were included in the study. 64.7% (n=77) of the cases were classified as Group 1, and 35.3% (n=42) as Group 2.
There was no difference between Group 1 and Group 2 in terms of age, gender and dislocation side (P values: 0.484, 0.570, 0.251,
respectively). Inferior dislocations were more common in Group 1 (n=7/77) compared to Group 2 (n=1/42), and a statistically
significant difference was found (p=0.009). Group 2 cases (n=19/42) were found to be more common in the spring than group 1
(n=17/77) (p=0.012). Additional injuries were detected in 8.4% of the cases (n=10/119), 8 of them were in group 1 and 2 of them
were in group 2, and there was no statistically significant difference between the groups in terms of additional injury (p=0.491). 11.8%
(n=14) of the cases were hospitalized by orthopedics for surgery (open reduction) or closed reduction under general anesthesia.
Surgical treatment (open reduction) was applied in 23.8% (n=10/42) in Group 2, and 5.2% (n=4/77) in Group 1, and a statistically
significant difference was found between the groups ( p= 0.005).

Conclusion: It was found that surgical treatment was preferred more frequently on recurrent dislocations compared to primary
dislocations. Therefore, we recommend that cases with a history of primary dislocation should take precautions for trauma during
active periods of social life.

Key words: Shoulder dislocation; primary; recurrent; demographic

DOI: 10.5798/dicletip.1037596

Correspondence / Yazisma Adresi: Ahmet Yesil, Department of Emergency, Batman Training and Research Hospital, Batman, Turkey, e-mail:
ahmet.yesil2100@gmail.com

740


https://orcid.org/0000-0003-0137-2001
https://orcid.org/0000-0002-6976-6958
https://orcid.org/0000-0003-1100-3613
https://orcid.org/0000-0003-2585-9981

Yesil A, Icer M., Giiloglu C., Gem M.

Primer ve Rekiirren Omuz Cikikli Olgularin Karsilastirilmasi: Bir Tersiyer Merkez Calismasi

0z
Amag: Bu ¢alismanin amaci, primer ve rekiirren omuz ¢ikikl olgularin demografik ve klinik 6zelliklerini karsilastirmaktir.
Yontemler: Ocak 2013-Aralik 2016 tarihleri arasinda omuz ¢ikigi sikayeti ile lictincii basamak Acil Tip Klinigi'ne basvuran olgu

lar degerlendirildi. Olgular primer (Grup 1) ve rekiirren (Grup 2) ¢ikik olmak tizere iki gruba ayrildi. Yas, cinisiyet, mevsimsel donem,
¢ikik tarafi, travma nedenleri, eslik eden ek yaralanmalar e tedavi yontemleri gruplar arasinda karsilastirildi.

Bulgular: Calismaya 119 olgu dahil edildi. Olgularin %64,7’si (n=77) Grup 1, %35,3’ ii (n=42) Grup 2 olarak degerlendirildi. Grup 1 ve
Grup 2 arasinda yas, cinsiyet ve ¢ikik tarafi agisindan fark bulunmadi (Sirasiyla p degerleri: 0.484,0.570,0.251). Grup 1’ de (n=7/77),
Grup 2’ ye (n=1/42) kiyasla inferior ¢ikiklar daha yaygindi ve istatistiksel olarak anlamli fark saptandi (p=0,009). Grup 2 olgularin
(n=19/42) ilkbahar mevsiminde, grup 1’ e (n=17/77) goére daha yaygin olarak goriildiigii saptandi (p=0.012). Olgularin %8,4’ iinde
(n=10/119) ek yaralanma saptandi bunlarin 8’ i grup 1 olup 2 olgu grup 2 de yer almaktayd: ve ek yaralanma agisindan gruplar
arasinda istatistiksel olarak anlamli olarak bir fark bulunamadi (p=0.491). Olgularin %11,8’i (n=14) ameliyat (a¢ik rediiksiyon) veya
genel anestezi altinda kapali rediiksiyon icin ortopedi tarafindan yatirildi. Grup 2’ de %23,8" inde (n=10/42) cerrahi tedavi (agik
rediiksiyon) uygulanmis olup, Grup 1’ de ise %5,2’ sinde (n=4/77) uyguland ve gruplar arasi istatistiksel olarak anlaml fark saptandi
(p=0.005).

Sonug: Sonuc olarak bu ¢alismada rekiirren ¢ikiklarda cerrahi tedavinin daha ¢ok uygulandig tespit edildi. Bu nedenle daha 6nce
primer ¢ikik dykiisii olan olgularin bir sonraki ¢ikik gerceklesmesi durumunda cerrahi miidahalelerin artacagindan dolay1 sosyal
hayatin aktiflestigi donemlerde travmaya yonelik énlemler almasini 6nermekteyiz.

Anahtar kelimeler: Omuz ¢ikigy; primer; rekiirren; demografik.

INTRODUCTION

Shoulder dislocation is the most frequently seen
joint dislocation in the body and is the most

defined as chronic. If the dislocation has
occurred many times and is unstable, it is called
recurrent shoulder dislocation>®.

important cause of shoulder instability’. In
addition, it is the most mobile and the largest
joint in the body. Therefore it is susceptible to
trauma because it is one of the most active joints
in the body. It takes part in the body's self-
protection reflex, leading to frequent injuries®.
Shoulder dislocations constitute approximately
45% of all joint dislocations and 85% of these
are anterior dislocations?.

Traumatic, atraumatic, micro traumatic,
neuromuscular and congenital causes play a
role in the etiology of shoulder dislocation. 96%
of shoulder dislocations are traumatic (as a
result of major trauma) and 4% are atraumatic
(spontaneous)®. Shoulder instability is divided
into two groups as acute and chronic according
to the frequency of occurrence. The acute phase
can be defined as an instability that manifests
itself hours or days after the first (primary)
dislocation. Dislocations other than this are

Careful anamnesis and physical examination are
very important in the evaluation of cases
suspected for glenohumeral instability. The
diagnosis of a patient who has applied to the
emergency room with acute glenohumeral
dislocation can be made with radiographs.
Conservative treatment is primarily for
dynamic factors. Most cases who have had acute
traumatic shoulder dislocation for the first time
are treated conservatively. The shoulders are
conventionally immobilized for a certain period
of time in internal rotation with an arm sling or
Velpeau bandage’. In recurrent dislocations,
surgical treatment is recommended to ensure
range of motion and prevent subsequent
instabilities®.

The aim of this study is to compare
demographic and clinical characteristics of
cases with primary and recurrent shoulder
dislocations.
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METHODS

In this study, cases who presented to a tertiary
center Emergency Medicine Clinic with
shoulder dislocation between January 2013 and
December 2016 were evaluated. Before the
study, approval was obtained from the ethics
committee of our university (Ethics committee
number: 2018/222).

All cases with traumatic or spontaneous
shoulder dislocation alone or accompanied by
fracture and/or additional injuries, scanned
with the ICD-10 code S40-S49 in the hospital
data processing system, were included in the
study. The diagnosis of shoulder dislocation was
made in combination with clinical examination
and imaging. Cases with incorrect ICD-10 code
with no shoulder dislocation were excluded
from the study. The data was obtained from the
files in the hospital archive.

The cases were divided into two groups as
primary (Group 1) and recurrent (Group 2)
dislocations. Primary dislocation was defined as
the first shoulder dislocation in a patient who
did not have a shoulder dislocation before, and
recurrent dislocation was defined as the
dislocation of the same shoulder at least once
before. Characteristics such as age, gender,
seasonal period, dislocation side, causes of
trauma, accompanying additional injuries and
treatment modalities were compared between
the groups. The dislocation side was evaluated
as the right and left shoulder. Treatment
modalities were divided into two groups as
manual reduction and surgery.

Statistical Analysis

Data were presented as mean * standard
deviation and number (percentage). Chi-square
test was used for categorical variables and
Student-t test was wused for continuous
variables. While evaluating the differences
between subgroups, Chi-square test was used
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for the data obtained by counting, and Mann-
Whitney U test was used for the data obtained
by measurement. OneWay ANOVA (One Way
Analysis of Variance) and Kruskal Wallis test
were used in multiple groups. SPSS 15.0
program was used for statistical analysis and P
value <0.05 was considered significant.

RESULTS

154 cases files were evaluated during the study
period. 35 cases with an incorrect ICD 10 code
and no shoulder dislocation were excluded from
the study. 119 cases were included in the study.
64.7% (n=77) of the cases were classified as
Group 1, and 35.3% (n=42) as Group 2. There
was no difference between Group 1 and Group
2 in terms of age, gender and dislocation side (P
values: 0.484, 0.570, 0.251, respectively).
Inferior dislocations were more common in
Group 1 (n=7/77) compared to Group 2
(n=1/42), and a statistically significant
difference was found (p=0.009). Group 2 cases
(n=19/42) were found to be more common in
the spring than group 1 (n=17/77) (p=0.012).
Spontaneous dislocations were detected in 7 of
77 cases in group 1 and in 24 of 42 cases in
group 2. Additional injuries were detected in
8.4% of the cases (n=10/119), 8 of them were in
group 1 and 2 of them were in group 2, and
there was no statistically significant difference
between the groups in terms of additional
injury (p=0.491). 11.8% (n=14) of the cases
were hospitalized by orthopedics for surgery
(open reduction) or closed reduction under
general anesthesia. Surgical treatment (open
reduction) was applied in 23.8% (n=10/42) in
Group 2, and 5.2% (n=4/77) in Group 1, and a
statistically significant difference was found
between the groups ( p= 0.005).

Demographic data and clinical characteristics
were compared between the groups (Table I).
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Table I: The demographic and clinical differences
between the groups.

Group 1 Group 2
Characteristics (n=77 P value
) _ o
64,7%) (n=42, 35,3%)

Age 32,64+19.69 | 30.31+15.84 0.484
Gender
Male 66 38

0.570
Female 11 4
Type

0.157
Anterior 69 41

1.00

Posterior 1 -

0.009
Inferior 7 1
Causes of Trauma
Falls 56 12 <0,001
Traffic Accident 2 0 0,539
Sports Injuries 9 4 1,000
Others 3 2 1,000
Season
Spring 17 19 0.012
Summer 22 8 0.279
Autumn 24 10 0.325
Winter 14 5 0.481
Dislocation Side
Right 44 19

0.251
Left 33 23
Extra Injury
Yes 8 2

0.491
No 69 40
Treatment
Operation 4 10

0.005
Manual Reduction 73 32

DISCUSSION

Demographic and clinical characteristics of
cases with primary and recurrent shoulder
dislocations were compared in this study. It was
determined that dislocations occurring in the
inferior location were more common in primary
dislocations, recurrent dislocations were more

common in the spring, and surgical treatment
was mostly applied in recurrent dislocations.

A complex joint, shoulder joint consists of the
glenohumeral joint, acromioclavicular joint,
sternoclavicular joint, and scapulothoracic
joint®. Glenohumeral dislocation is the most
common joint dislocation in the body and is the
most important cause of shoulder instability™.
At the same time, it is the most mobile and the
largest joint in the body, therefore it is
susceptible to trauma because it is one of the
most active joints in the body?.

In many studies, one of the most important
factors in determining the risk of recurrent
dislocation is the age at which primary shoulder
dislocation occurs!#190, In a study where Rowe
et al.* followed 488 cases for 20 years, they
found a recurrence rate of 83% in cases under
20 years of age and 16% above the age of 40.
Similarly, Te Slaa et al.'® found this rate as
64.40% under 20 years of age and 4% over the
age of 20. When the literature was evaluated, we
could not find a study comparing primary and
recurrent dislocations in terms of age, gender
and dislocation side. 42 (35.3%) of the cases in
this study had recurrent dislocations, and no
difference was found between primary and
recurrent dislocations in terms of age, gender
and dislocation side.

In a study comparing 33 primary and 111
recurrent dislocations, anteroinferior
dislocations in the primary and recurrent
groups were reported as 22 (66.6%) and 109
(98.1%), respectively. The incidence of
anteroinferior dislocation was higher in
recurrent cases than in primary cases''. When
the literature was evaluated, no other study
evaluating the location of primary and
recurrent dislocations could be found. In the
present study, cases were evaluated as anterior,
inferior and posterior dislocations, and it was
found that inferior dislocations were more
common in primary dislocations, contrary to
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the literature. We believe that this may be
associated with the way the trauma occurs.

In the literature on shoulder dislocations, no
study evaluating the relationship between
shoulder dislocation cases and seasonal
distribution was found. In this study, it was
found that recurrent dislocations were more
common in the spring than primary
dislocations. We believe that this may be
associated with temperature distribution. In
addition, the fact that people spend more time
outdoors and engage in more activities due to
the increase in air temperature, and higher
trauma exposure can also be a factor.

In studies evaluating additional injuries in the
literature, Rowe et al.* reported additional
pathology in 15% of the cases. Tas et al.*? found
additional pathology in 11.5% of the cases. In
this study, additional pathology was found in 10
cases, and no statistically significant difference
was found between the groups according to the
literature.

In studies evaluating the causes of traumatic
shoulder dislocation, it was found that an
average of 75% of the shoulder dislocations
were due to falls and almost all shoulder
dislocations in women were due to falls. In men,
sports injuries and traffic accidents have been
identified as other important causes in addition
to falls11213, [n this study, falls were the most
common cause of trauma in both groups.
Although the primary reason for recurrent
dislocations is spontaneous dislocations, the
most common traumatic cause with primary
dislocations is falls.

In a study in which 33 cases with primary
traumatic anterior shoulder dislocation were
examined, closed reduction was applied to 17 of
the cases and open reduction was applied to 16
cases*. While Kroner et al.’5 applied closed
reduction to 85.5% of the cases and followed
them as outpatients, 18.6% of the cases were
hospitalized after closed reduction under
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surgery or general anesthesia. Apart from these,
there are many treatment methods and
techniques defined in cases with shoulder
dislocation!®. In this study, 105 of the cases
were followed up as outpatients after closed
reduction in consistent with the literature. The
remaining 14 cases were hospitalized by
orthopedics for surgery (open reduction) or
closed reduction under general anesthesia. Ten
of fourteen cases that underwent open
reduction were in the recurrent dislocation
group. Surgical treatment was more common in
recurrent dislocations than primary
dislocations.

CONCLUSION

It was found that the inferior location was more
common in primary dislocations compared to
recurrent dislocations, while recurrent
dislocations were seasonally more frequent in
the spring, and surgical treatment was
preferred more frequently on recurrent
dislocations compared to primary dislocations.
Therefore, we recommend that cases with a
history of primary dislocation should take
precautions for trauma during active periods of
social life.While the likelihood of surgical
interventions will increase, another dislocation
occurs.
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