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Abstract  Case Report 
 

Erecta dislocation of the shoulder is an unusual injury, it can be uni or bilateral. We report a case of unilateral erecta 

dislocation in a young man who fell down during a football game. The patient was admitted to the emergency room 

with a fixed abducted arm. Vasculo-nervous examination was normal. Radiography confirmed the diagnosis of erecta 

dislocation. The patient received an orthopedic reduction followed by immobilization elbow to the body. The follow-

up showed a UCLA score at 30 points. The aim of our work is to emphasize the rarity of erecta dislocation and to 

discuss its diagnostic, therapeutic and follow up features.  
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INTRODUCTION 
The traumatic inferior shoulder dislocation is 

an unusual injury. The incidence is about 1 in 200 

(0.5%). The fixed abducted arm above the head so 

called "hand‐up presentation" gave the name “luxatio 

humeri erecta” to this dislocation. Inferior dislocations 

of shoulder joint are sorted in two types: the subglenoid 

dislocation and the true erecta dislocation. 

 

We report a case of erecta dislocation of the 

shoulder. The aim of our work is to emphasize the rarity 

of erecta dislocation and to discuss its diagnostic, 

therapeutic and follow up features.  

 

CASE REPORT 
This is a rare case in the department of 

traumatology and orthopedic surgery of the teaching 

hospital of Rabat. 

 

A 17-year-old man was admitted to our 

emergency department after a sports injury on the night 

of July 30, 2019 at 10:30. 

 

He fell down on his right shoulder after a 

direct trauma during a football game. He presented with 

the right arm fixed above the head and pain.  

 

At physical examination, it was not associated 

with vascular and neurologic injury.  

 

The shoulder radiographs showed a subglenoid 

inferior dislocation of the shoulder joint. 

 

Under sedation, a closed reduction was 

performed by axial traction. After reduction, the distal 

pulses and neurological status were normal. The arm 

was maintained in a sling for 3 weeks, then the patient 

was sent to physiotherapy for rehabilitation.  

 

Orhopedic Surgery  
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Fig-1: Irreducible attitude of the shoulders in abduction 

 

 
Fig-2: Subglenoid position of the humeral head associated with a fracture of the two major tubercles 

 

DISCUSSION 
Erecta dislocation is a relatively rare entity, 

accounting for only 0.5% of all dislocations of the 

shoulder [3].  

 

This type of dislocation is commonly called 

luxatio erecta, which means "erect dislocation" in Latin. 

This name comes from the typical way in which the arm 

is usually completely raised and held over the head 

during the presentation [4-6]. Middeldorpf and Scharm 

described the first case of Erecta dislocation in 1859 [7-

9].   

 

Two main mechanisms of injury were reported 

by Davids and Talbott in 1990 [10]: a direct mechanism 

by application of violent abduction forces on abducted 

arm, in which the acromion process acts as a lever for 

the axis of the humerus;  an indirect mechanism 

following the application of a heavy overload on an arm 

in complete abduction. 

 

Gagey et al., have described this mechanism in 

a study about 32 experimental erecta luxations [11], by 

a simple elevation and external rotation of the arm. 

Ligamentous hyperlaxity has been reported in several 

series [12, 13].  

 

The clinical study of erecta dislocation can be 

summed up by Stimson's definition [14]: "This 

remarkable dislocation is characterized by the elevation 

of the arm above the head, a position from which it can 

not be lowered without causing great pain.  

 

The physical examination finds a fixed 

abducted arm, the humeral head is palpated in the 

axillary hollow, with an emptiness of the glenoid and a 

modification of the muscular and bony reliefs.  

 

Although the diagnosis can be made clinically, 

a radiological assessment is necessary to confirm the 

dislocation and reveal any associated lesions. The 

frontal radiograph and a true axillary profile show the 

humeral head projected below the lower pole of the 

glenoid and a humeral diaphysis always above the 

horizontal [15].  

 

The experimental study of Gagey et al., [16] 

described the different anatomopathological lesions of 

this form through the MRI results of 24 recurrent 

dislocations. According to this study, the lesion of the 

lower glenohumeral ligament as well as the adjacent 

glenoid labrum was constant. Dislocation erecta 

occurred when the tear of the lower glenohumeral 

ligament was longitudinal. For dislocation to occur 

experimentally, in seven out of eight cases, the deep 

face of the rotator cuff had to be disinserted. 
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The evolution can be marked by various 

complications according to the age of the patient [17]; 

thus, the most common complication before age 45 is 

recurrence of dislocation. After 45 years, rotator cuff 

lesion and major tuber fracture are possible. This form 

is also very likely to cause vasculonervous lesions 

because of the significant displacement of the humeral 

head [18, 19]; which imposes a reduction in urgency. 

Indeed, Relwani et al. described a case of erecta 

dislocation with axillary artery and brachial plexus 

lesion in an teenager [20]. Garcia et al. described a case 

of bilateral erecta dislocation complicated by axillary 

artery thrombosis requiring anticoagulation [14]. In the 

Mallon et al., [21] study about 86 cases, axillary nerve 

involvement was reported in 60% of cases and axillary 

artery involvement in 3% of cases. Bilateral erecta 

dislocation was reported by several authors [22, 23].  

 

Conservative treatments gave good results in 

inferior dislocations of the shoulder joint. Treatment of 

uncomplicated erecta dislocations is orthopedic [24]. 

 

Closed reduction methods 121 included the 

classic method and the Nho et al., two‐step manoeuver. 

With the classic method, an axial traction was 

performed on abducted arm with counter traction on the 

chest. Then, the arm is driven to its normal position.  

 

The two‐step manoeuver transforms firstly an 

inferior dislocation to a real anterior dislocation of the 

shoulder before reducing it. 

 

According to Nho et al., [25], the non-bloody 

reduction of this dislocation consists in two steps, under 

minimal analgesia. The maneuver is, according to these 

authors, to transform the lower dislocation into anterior 

dislocation, then reduce the humeral head in the glenoid 

cavity. Thus, the operator places one hand on the 

diaphysis and the other hand on the medial condyle of 

the humerus. The hand on the diaphysis applies anterior 

force and rotation of the humeral head, bringing it back 

to the anterior position, then the humerus is brought 

back into adduction and external rotation, reducing the 

head in the glenoid cavity. Radiological monitoring 

after reduction is always indicated. This reduction is 

followed by immobilization, elbow to the body, for 

three weeks.  

 

Axillary nerve palsy in shoulder inferior 

dislocations is commonly a neurapraxia lesion, and it 

recovers in 2 weeks to 3 years. Outcome is linked to the 

axillary nerve injury type. So, it is important to check 

the palsy with EMG regular controls. 

 

Functional sensitive and motor rehabilitation is 

key to ensure a satisfying outcome and recovery [26, 

27]. The long-term prognosis is generally favorable. 

 

 

CONCLUSION 
Erecta dislocation of the shoulder is a rare 

condition. The diagnosis is based on physical 

examination and confirmed by standard radiography. 

Because of the significant displacement of the humeral 

head, vasculonervous complications are frequent. The 

triad reduction, immobilisation and early rehabilitation 

is the warranty of / crucial for a good outcome. Surgical 

stabilization may be considered for recurrent 

dislocations. 
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