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ABSTRACT

Shoulder instability, though often seen in younger individuals it can also occur in the elderly. Shoulder instability in
the elderly is often missed and definitive management gets delayed. Treatment delay has a significant influence on the
choice of surgical procedure and its functional outcome. We report a 77 year old female who presented with a missed
anterior dislocation of the glenohumeral joint. She had undergone an open Latarjet procedure for shoulder instability
eight months before her presentation. Considering her age, humeral head bone defects, rotator cuff tear and
degenerative changes in the joint we opted for a Reverse Shoulder Replacement in her. The patient now has a pain
free, stable and mobile shoulder joint. Her pre-operative Constant score was 11 which improved to 67 at 6 months
follow up. Now after 12 months follow up, she has active flexion up to 150°, abduction- 90°, external rotation- 10°,
internal rotation- 30° and extension- 50°. Reverse shoulder replacement is a viable treatment option for chronic locked
shoulder dislocations with concomitant rotator cuff lesions. Though there is a concern about failure of the glenoid
component due to bone defects, RSA is still preferable in elderly patients with low functional demand.
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INTRODUCTION

Shoulder instability is defined as a loss of ability for the
soft tissue and bony structures to provide adequate
restraints to keep the humeral head centered in the
glenoid."® Soft tissue restraints can be viewed as static
and dynamic stabilizers. Static stability is provided by the
inferior glenohumeral labro ligamentous complex and
dynamic stability by the Rotator cuff muscles. Failure of
either or both of these occurs in Shoulder instability. In a
young person as the cuff muscles are strong, a dislocation
ruptures the static stabilisers and spares the rotator cuff or
only does a partial damage. But in the elderly, it is
common to see a rotator cuff rupture during dislocation.
If the bony attachment of the static stabilizer gets injured
and if the fracture involves more than 25% of the total
glenoid width, then the shoulder loses bony containment.

While considering intervention to regain stability it is
essential to reproduce the lost anatomy. In case of
isolated antero inferior labral tear and minimal bone loss
Arthroscopic repair of the damaged tissue is sufficient.®*
Arthroscopic soft tissue repair has higher failure rates if
the glenoid bone loss is significantly high.>® For glenoid
bone defects between 20 and 30% a bony procedure to
regain the bony congruity is done. Coracoid process
along with its muscular attachment can be transferred to
the defective glenoid area to restore bony anatomy.’®
Success of this procedure is dependent on the surgeon’s
technical skills in proper screw positioning to ensure
adequate coracoid fixation. If this procedure fails, a
revision stabilization procedure using iliac crest bone
graft can be performed to restore the bony congruity. In a
situation of chronic dislocation, with ensuing destruction
of articular surface and rotator cuff insufficiency, these
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bony procedures cannot give a good outcome. Here
comes the role of reverse shoulder replacement which
simultaneously addresses all the three issues, i.e.,
instability, arthritis and rotator cuff insufficiency.*'°.

CASE REPORT

Our patient is a 77 year old female, right hand dominant
person who presented to us with pain and restricted
movements of the right shoulder for past one year. She
had undergone an open Latarjet procedure eight months
before presentation for recurrent instability of the right
shoulder. On examination, she had a healed delto pectoral
scar and loss of normal shoulder contour with prominent
Acromion. Her active range of movements were 20°
abduction, 20° flexion, 10° external rotation and 0°
internal rotation. Deltoid muscle contraction could be felt
on resisted abduction. She had a passive flexion and
abduction upto 60° which was painful. X-ray of the right
shoulder AP view (Figure 1), CT (Figure 2) and MRI
(Figure 3) scans were done. The radiological findings
were: antero inferior dislocation of the right shoulder
with engaging anteromedial defect in the head of
humerus (reverse Hillsach's lesion), 1.9 cm wide and 1.3
cm deep Hillsach's lesion, 2 x 1.5 cm graft fixed to antero
inferior glenoid rim, Bigliani type-i acromion, AC joint
degeneration and rotator cuff tear with 2.5 cm retraction.

CORONAL

SAGITTAL

Figure 1: Pre-operative X-ray.

Figure 3: Pre-operative MRI.

Considering her age, rotator cuff status, complexity of the
bone defects and degenerative changes we opted for a
reverse shoulder replacement.

She was operated under general anaesthesia, in beach
chair position, through deltopectoral approach. The
humeral head was found locked anteriorly over the
glenoid. Diffuse cartilage loss was observed on both the
glenoid surface and the humeral head with significant
humeral head bone loss. We used an Equinoxe reverse
system (Exactech) prosthesis. After bony preparation a 36

mm glenosphere with 4 mm lateralization was fixed with
10° inferior tilt. The humerus was cut in 20° of
retroversion, and a regular press fit stem was fixed into
the humeral canal. A constrained liner was then
implanted and final reduction done. The stability and
range of movements were satisfactory. The post-
operative X-ray showed good positioning and alignment
of the implants (Figure 4). The patient was followed up
regularly and progressive physiotherapy was continued
till 6 months postoperatively.
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Figure 4: Post-operative X-ray.

Figure 5: Range of movements at 12 months follow
up.

The patient’s pre-operative constant shoulder score was
11 and it improved to 67 at 6 months follow up. Now
after 12 months follow up, she has active flexion up to
150°, abduction- 90°, external rotation- 10°, internal
rotation- 30° and extension- 50° (Figure 5). She is now
happy with a stable, pain free and mobile joint.

DISCUSSION

Unreduced anterior dislocations are poorly tolerated
because the arm is fixed in abduction and external
rotation away from the body, limiting access to the
face/body.™ Multiple complications can occur following
surgery to treat glenohumeral instability, including
recurrent instability, stiffness, arthritis, loose or
prominent implants, nerve injury and infection. Recurring
instability, after shoulder stabilization surgery can be
avoided by proper preoperative planning and choosing
the right procedure. Common example is recurrent

instability after anterior soft tissue repair rather than a
bony procedure when there is bone loss."® Despite doing
a bony procedure, if the dynamic stabilizer (rotator cuff)
is not functioning or there is resorption of coracoid graft
then the dislocation will recur.

Our patient already had a rupture of the rotator cuff, and
hence the dynamic stabilizer wasn’t functioning causing
the shoulder to dislocate again.** Moreover the shoulder
dislocation was not recognised immediately as the pain
was assumed to be occurring due to the initial surgery.
Moreover, when it was recognised, the attending
physician was unsure of how to deal with it and the
patient had taken a longer time to reach the appropriate
centre. The delay in management had resulted in soft
tissue contractures, significant wear and degeneration of
glenoid margins and articular cartilage.

Patients with failed Latarjet, chronic shoulder dislocation,
cartilage destruction in gleno humeral joint and rotator
cuff insufficiency present a complex and challenging
situation for the surgeon. The strategy in managing such
complex situation involves addressing all the three
problems, i.e., rotator cuff insufficiency, chronic
instability and glenohumeral arthritis.

Reverse shoulder replacement is an established procedure
to restore both stability and function in cuff-deficient
shoulders. Long standing anterior glenohumeral
dislocation results in both humeral and glenoid bone loss,
as well as degenerative changes in the articular surface. If
the glenoid vault is destroyed significantly, it may need
bone grafting in order to fix the glenoid component.” In
our patient, as the coracoid graft had incorporated well,
the space available for affixing the metaglene was
sufficient and hence did not need an additional bone
graft. Reverse shoulder replacement provides restores
stability and function as it compensates the loss of rotator
cuff by activating deltoid. Hence it remains the ideal
option for a complex problem like this.

CONCLUSION

Chronic missed glenohumeral dislocation after bony
procedure with rotator cuff insufficiency in elderly is
challenging. Reverse Shoulder Replacement is a viable
treatment option for chronic locked shoulder dislocations
with concomitant rotator cuff lesions. Though there is a
concern about failure of the glenoid component due to
bone defects, reverse shoulder replacement is still
preferable in elderly patients with low functional demand.
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