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Shoulder Dislocation

The shoulder joint is the commonest joint in the body to
be dislocated. Its incidence is around 1-2%. ™ It occurs
approximately in 19.7 per 10000 people, with double the risks
in young and sportive males.

Shoulder dislocation refers to the dislocation of the
glenohumeral joint. It is a ball and socket joint consisting of the
glenoid(the socket) of the scapula articulating with the head of
the humerus(the ball). It is a multiaxial joint with 3 degrees of
freedom. Its superb mobility enables us to place our hand in a
big globe of area in front and around us. However its stability as
aresult is compromised.

Stability of the shoulder joint
depends on its bony construct
and
Little stability is provided by
the glenoid, which is only 2/5
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of a sphere. The humeral head sits on it like a golf ball on a‘T
(Pic 1). The fibrocartilage called labrum deepens this socket
vertically and transversely by 75% and 56% respectively. Further
stability relies on the ligament and capsule, namely the inferior
glenohumeral ligament and muscles namely the rotator cuff
muscles around the shoulder joint. Dislocation can result in the
damage to any of these bony and soft tissue structures leading
to recurrent instability.

soft tissues envelopes.

Shoulder dislocations can be classified by the final position
of the humeral head. Over 95% of cases the humeral head
dislocates to the front. This occurs when the upper limb is
forcefully abducted, externally rotated and extended. The
patient will suffer from pain and inability to move his shoulder.
The curve contour of the shoulder will be lost. The shoulder
looks ‘square’. Self reduction is not always possible and not
recommended and immediate doctor consultation is needed.

As the shoulder joint dislocates, nerves can be pulled and
damaged. There can be numbness over the deltoid muscle in
addition toweaknessin elevating the upperlimb (axillary nerve).
More severe injury affects the wrist and fingers as well (brachial
plexus). In up to 95% of cases the bone can also be fractured
as the two bones contact @ (Bony Bankart, Hillsach’s lesion).

Careful clinical examination and radiological investigation
is mandatory before any manipulation is performed. Non
displaced or incomplete fracture can be made more severe
and displaced if not careful.

After xray confirmation of intact bones, close reduction
should be done immediately. In general it is safer and more
comfortable to be done in hospital settings with adequate
sedation and analgesics, by an experience orthopedic
surgeon.

There are several different maneuvers to reduce a shoulder
joint. Simple traction and counter traction under Xray
control is adequate in most of the time.

The patient will be discharged with an immobilizer to be
worn for 2-3 weeks. Controversies remain regarding neutral
position and internal rotation of the humerus. Physiotherapy
is started immediately. Regular follow up is required to assess
the recovery of shoulder function and the risk of recurrence.

Patients with shoulder instability will demonstrate a
positive apprehension and relocation sign. When there
is a significant bony defect, the bony apprehension test,
in which apprehension is experience even at or below 45
degrees of abduction and 45 degrees of external rotation,

is also positive. @
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Further investigations
may be needed to
for concomitant injuries in
suspected cases; and in cases
with persistent instability or
recurrent dislocation despite
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adequate physiotherapy. /

Pathologies  resulting in

recurrence include Bankart

and Bony Bankart lesion, pic3 H Mz
Hillsach’s  lesion,  ALPSA

lesion, PHAGL and reverse
PHAGL lesion etc. Temporary

protection can be provided Rognrs
with bracing or sports taping.

. L, 6«-’
(Pic2,3,4) Pic 4 : Y




MRI preferably with intra-articular contrast and occasionally Glenoid dimension is then measured. Any bone loss more

CT scan are needed to show the structural damage from the than 25% of the diameter will require bony reconstruction
dislocation which require surgical repair. @ e.g. Latarjet operation. ©
Recurrence depends largely on the age at first dislocation. Humeral bone loss is then looked at. Large defect over the
Meta-analysis shows that there is almost a 95% recurrence posterolateral tracking part leading to engagement will
rate in patients younger than 20 year old. ® require additional procedure e.g. arthroscopic replissage.
Roweetal: Age<10 100%
10-20 94% Two anterior portals are made under direct vision. The
20-30 79% arthroscopeis then moved to the anterosuperior transcuff
30-40 50% portal. With the posterior and the anteroinferior portals
as working portals, the capsulolabral tissue is elevated/
Recurrence is also found to be higher in athletes with higher liberated from the glenoid.
physical demand. ® Bony surface of the
Simonet and Cofield: Athletes 87% anterior glenoid is rasped
Nonathletes  30% and cartilage on the
glenoid is currettaged. 3
Hence it is reasonable for younger patients who are active in or above suture anchors WF e
sports to have early operative treatment. are inserted on-face of the Anenor.
glenoid surface along 3-6
Treatment has undergone a few revolutions in the last thirty o'clock position. @ The capsulolabral tissue is taken with
years: from staples and screws and transglenoid suture in the hooks and tied, to reproduce the bumper effect.
80s, the capsular shrinkage in the early 90s, to the presence
suture anchors and capsular labral repair. The whole procedure can be finished within 60 minutes.

The gold standard now is Arthroscopic Stabilization

performed under general anesthetic, in lateral or beach chair
position.

How I doit:

In the lateral decupitus position, diagnostic screening is
performed with a 30 degrees lens from the posterior portal.
Any concomitant injuries e.g. the rotator cuff and SLAP

(superior labral anterior posterior) is looked for.
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Wound management often involves consideration for tetanus
protection. Tetanus infection is of a major concern in wounds
contaminated with dirt, soil, or animal/human feces as they
may be home to tetanus spores. Clinicians may wish to
probe further to assess if the wound is clean or soiled, the
patient’s immunity level, and the patient’s vaccination history
- in particular, the number of toxoid doses received and the
interval since the last dose. In adults, a primary immunization
series consists of two doses of tetanus toxoid (TT) to be
administered 4 to 8 weeks apart, followed by a third dose 6
to 12 months later. After a full series of primary immunization,
a booster dose is warranted every 10 years. There is little
support for pre- or post-immunization serology to confirm
immunization. In between this period, the body is expected

History of tetanus immunization

TT*/Td Tig"
Uncertain or < 3 doses of
an immunization series YES -
>3d ived i
oses received in an NO' NO

immunization series

#= At SPH we currently have the tetanus toxoid vaccine Tetavax®.

To Boost or Not to BOOSt 25

grow so an additional tetanus toxoid dose is not necessary. An
exception to this rule for tetanus prophylaxis is for wounds that
are severe or soiled. In this case, if 5 or more years have elapsed
since the last booster, a dose should be administered as soon
as possible. More frequent boosters are not necessary and can
lead to increased adverse events and unnecessary expenses.
Also, World Health Organization (WHO) recommends that the
combination product of tetanus and diphtheria toxoid (Td)
is preferred when an adult requires a tetanus booster dose.
The rationale for recommending the combination Td product
is that it provides a convenient way to reinforce diphtheria
protection.

IiCiean)minorwounds i INNANGEREHWOURGSIIN -ves, it > 10 years since last booster

TT/Td Tlg + Yes, if > 5 years since last booster
YES YES TT=tetanus toxoid

Td= tetanus toxoid & diphtheria
NO* NO Tlg= tetanus immunoglobulin

Tetanus toxoid and diphtheria combination (Td) vaccines are registered in HK (eg. Imovax DT®, Boostrix®, D.T Vax®, Diftet®) but at SPH we currently only

have the Tdap + polio combination vaccine (Boostrix <polio>).

A= Tetanus immunoglobulin products are registered in HK (eg. Hypertet® and Tetagam P®) but are not currently stocked at SPH.

Drug and Therapeutics Committee (DTC) - New Drug Requests
In January 2014, DTC approved the following drugs in SPH.:

Eliquis (apixaban 2.5mg, 5mg) - Eliquis is a direct,
selective factor Xa inhibitor. It is indicated for the prevention
of stroke and systemic embolism with non-valvular atrial
fibrillation, for patients with one or more risk factors, e.g.
prior stroke/TIA, greater than 75 years old, hypertension,
diabetes, and heart failure (NYHA Class Il or higher). In the
clinical trials, Eliquis was shown to be superior to warfarin in
primary endpoint (stroke/systemic embolism), primary safety
endpoint (major bleeding), and key secondary endpoint
(all cause mortality). The usual dose of Eliquis is 5mg twice
daily and dose reduction to 2.5mg twice daily is required in
patients aged 80 years or above, with body weight less than
60kg, or with severe renal impairment. Unlike warfarin, INR
monitoring is not required for Eliquis. However, there is no
antidote if excessive Eliquis is administered.

Zostavax vaccine (Zoster vaccine live) - Zostavax
vaccine is indicated for the prevention of herpes zoster and
herpes zoster-related post herpetic neuralgia and for the
reduction of acute and chronic zoster-associated pain. It is
recommended for individuals aged 50 years or above. Current

recommendation from the manufacturer is to have one single
subcutaneous injection. In clinical trials, protection was
demonstrated through 4 years of follow-up, but currently no
information on re-vaccination is available.

Telfast (fexofenadine 6mg/ml) paediatric oral

solution - Telfast, a non-sedative antihistamine, is now
available as a new formulation- oral solution for paediatric
use. The licensed indication is similar to the table formulation
- relief of symptoms associated with seasonal allergic rhinitis
and chronic idiopathic urticaria in adults and children from
the age of 2. The following dosage is recommended:

- Allergic rhinitis
2-11 yrs : 30mg twice daily
> 12 yrs: 60mg twice daily or 120mg or
180mg once daily
» Urticaria
6-11 yrs: 30mg twice daily
> 12 yrs: 180mg once daily

¥



Papulex topical preparations - Papulex topical of no risk of bacterial resistance as they contain the active
preparations are available in a range of products: soap-free  ingredients: nicotinamide (anti-inflammatory), active ABA
cleansing gel, oil-free cream, and Isocorrexion hydrating cream.  (a patented technology which blocks the proliferation of P,
They are indicated for acne-prone skin and have the advantage  dcne) and zinc (to reduce sebum production).
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Platelet Function Assay Test

Background _ , :
Platelet Function Assay (PFA) Test is Invive haemosgle High shear rate
a new laboratory screening test of (1 - ( 25000/
platelet function that measures both Endothelial cell A S IT l
platelet adhesion and aggregation ) ‘ ~ or ADP MeEbaner
(primary hemostasis). Collagen ﬁbf”S——} O\o 5 collagen coating
PFA_ has now mostly replaced o, ” ® von Willebrand factor
bleeding time globally due to better |von Willebrand factor— o ; <5
reproducibility and sensitivity in Fibrinogen—— \O L) =
evaluating  platelet  dysfunction M = ; T e

atelet - © |
disorders. Bleeding time is very \ N4 RO T——Capillary200pm
insensitive to aspirin and may miss Erythrocyte 7 \O >>
as much as one third of cases of Lumen P
von Willebrand disease (VWD). The _b /‘d_
Colleage of American Pathologist and

American Society for Clinical Pathology has officially published their position on this issue in 1998 stating that bleeding time is
not a useful predictor of the risk of haemorrhage associated with surgical procedures in the absence of a history of a bleeding
disorder.’

Platelet Function Analyzer
Platelet function analyzer is a system to aid in the detection of platelet dysfunction in which citrated whole blood is aspirated at
high shear rates through membrane coated with collagen and epinephrine (Col/EPI) or collagen and ADP (Col/ADP).

These agonists induce platelet adhesion, activation and aggregation leading to rapid occlusion of the aperture and cessation
of blood flow termed the closure time (CT). Platelet dysfunction detected by the system may be acquired, inherited, or induced
by platelet inhibiting agents.?

Potential clinical applications

- Preoperative evaluation of platelet function

« Determining the presence of aspirin-induced platelet dysfunction

- Evaluation of patients with suspected inherited or acquired platelet disorders, such as vWD
« Monitoring desmopressin (DDAVP) treatment in patients with Type | vWD*
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TOPIC CHAIRMAN SPEAKER
17/6/2014 (TUE) Dr. Tse Kai Chung Dr. Jean-Pierre Michel
Sarcopenia & Cognitive Decline Specialist in Nephrology Honorary Professor of Medicine,
St. Paul’s Hospital the Geneva Medical School and University

Hospitals (Switzerland), Limoges University
(France) and Beijing University Hospital (China)

This publication is primarily intended for the perusal of staff and visiting doctors of St. Paul’s Hospital for general information and reference only. All information is not guaranteed or
warranted to be absolutely accurate. St. Paul’s Hospital’s shall not be liable for any losses incurred or damages suffered by any person as a result of the use of the information of this
publication, or any actual or alleged infringement of copyright or other intellectual property rights. Reproduction, in whole or in part, is not permitted without the written approval
from the Hospital Management. For comment, advice or contribution, please contact Marketing Department at 2830 3742 or e-mail: sph.mkt@stpaul.org.hk



