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Introduction 
 

Inferior dislocation of the glenohumeral joint, also known as luxatio erecta 

humeri, rarely presents in the emergency department [1]. Its clinical manifestation 

is characterized by an abducted position of the affected arm, flexed elbow, and 

pronated forearm. Bilateral luxatio erecta shows a rare presentation, with just a 

few cases reported in literature with incidence of 0.5% of all the shoulder 

dislocations. It is associated with a high incidence of complications, such as 

neurovascular injury; injuries to the humeral head and glenoid, rotator cuff, 

clavicle, caspules and ligaments. Hence, it needs prompt diagnosis and 

management [2]. We report a case of traumatic bilateral luxatio erecta treated 

without any complications. 

 

 

Case Report 
 

A 50-year-old male, builder by profession, fell off the ladder while doing work, 

and sustained closed bilateral luxatio erecta. The anamnestic research revealed 

that the patient fell downstairs, used his both arms to hold on to the ladder and 

while clinging to the ladder steps, patient sustained bilateral shoulder 

dislocations. Examination showed both shoulders were abducted and flexed at 

110-120 degrees, with the elbow partially flexed (Image 1). 
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Luxatio erecta is a rare form of shoulder dislocation, wherein 

bilateral involvement has only had a few reported cases in 

literature. We present a case of a male patient who fell down the 

ladder and exhibited bilateral luxation erecta, treated with closed 

reduction, immobilization, and eventual rehabilitation. 
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The patient was unable to tolerate active and passive movement of the 

shoulders due to pain. Both humeral heads were visible and palpable in the lower 

part of both axillae. No neurovascular deficit was noted for both upper 

extremities. The patient was brought in as a trauma call due to mechanism of 

injury hence the trauma CT series was carried out. The CT scan images revealed 

bilateral luxatio erecta (Images 2,3 and 4) with no associated fractures. 

 

 
Image 2.Right Luxatio Erecta         Image 3.Left Luxatio Erecta 

 

 
  Image 4. Axial section showing bilateral shoulder dislocation 

 

Closed reduction under anaesthesia was performed by applying superior force 

to the humeral heads, with the axial traction. The image intensifier confirmed the 

satisfactory anatomical reduction of both humeral heads. Arm slings were then 
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applied to both arms and were immobilised in adduction and internal rotation. 

The clinical examination of both shoulder joints showed normal appearance 

without the visible and prominent humeral heads (Image 4). 

 

 
Image 4. Post reduction 

 

The neurovascular status was reassessed and no abnormality was noted. CT 

scan was repeated, which confirmed anatomical reduction of both shoulder joints 

without any fracture (Images 5 and 6). 

 

 
Image 4. Axial section of CT scan                 Image 5. 3D CT view 

 

The patient remained stable and was subsequently discharged the next day. 

The repeat clinical examination revealed altered sensation in the left deltoid 

region indicating axillary nerve neuropraxia. Progressive and passive mobilisation 

of the shoulders including pendulum exercises were started after 2 weeks. At 4 

weeks post injury, active movement was commenced aiming to achieve a 

satisfactory range of motion. The patient signed the informed consent. 

 

 

Discussion 
 

Dr Middeldorpf and Dr Scharm described the inferior shoulder dislocation in 

1859 [3]. Inferior dislocations are rare (0.5%) and bilateral inferior shoulder 

dislocations are rare as very few cases have been described in the literature [4]. 

The mechanism of injury is a violent abduction force of the proximal humerus 

shaft against the acromion [5]. Direct axial loading from the superior direction is 

a less common mechanism leading to inferior shoulder dislocation. In this case 
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report, the first mechanism was involved. While the patient was sliding down the 

ladder, his hands were holding onto the steps of the ladder and the arms were 

abducted. The clinical presentation of the inferior shoulder dislocation is typical, 

the extremity is held over the head in fixed abducted position and the humeral 

head is palpable on the chest wall [6]. The single step reduction manoeuvre is 

traction-counter traction under sedation / general anaesthesia followed by 

immobilisation for 1-2 weeks. NHo et al described two staged reduction method, 

which includes transforming the inferior dislocation to an anterior dislocation to 

reduce the joint in a stable position before the ultimate shoulder joint reduction 

[7]. The author stated that two stage reduction technique was easier than single 

stage traction-countertraction technique. The inferior shoulder dislocation is 

associated with rotator cuff tear (approx. 12%) and SLAP lesion as seen in 

arthroscopy procedure [8]. The other less common complications are fracture of 

acromion, clavicle, inferior glenoid fossa and greater tuberosity.  The 

neurovascular injury is associated with inferior shoulder dislocation [9]. The 

Axillary nerve is the most common injury followed by brachial plexopathy. The 

nerve injuries are neuropraxia and recovers well post reduction. The vascular 

injury involves the axillary vein thrombosis and axillary artery injury are less 

common than nerve injuries and resolve post reduction with good prognosis and 

rarely need any major intervention. 

 

 

Conclusion 
 

Luxatio erecta can result from a loading force on a fully abducted arm, as well 

as can be observed in high energy trauma. Single step reduction with adequate 

anaesthesia/ sedation can be achieved satisfactorily and it’s as easy as two step 

reduction technique. 
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