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History of present illness: A 22-year-old male presented to the emergency department complaining of right 
shoulder pain after a motocross accident. He was traveling at approximately 10 miles per hour around a turn 
when he lost control and was thrown over the handlebars, landing directly on his right shoulder.  On arrival, 
he was holding his arm in adduction and internal rotation.  An area of swelling was noted over his anterior 
shoulder. He was unable to abduct his shoulder. No humeral gapping was noted. He had normal neuro-
vascular status distal to the injury. 
 
Significant findings: Radiographs demonstrated posterior displacement of the humeral head on the “Y” view 
(see white arrow) and widening of the glenohumeral joint space on anterior-posterior view (see red arrow). 
The findings were consistent with posterior dislocation and a Hill-Sachs type deformity.  Sedation was 
performed and reduction was attempted using external rotation, traction counter-traction. An immediate 
“pop” was felt during the procedure. Post-procedure radiographs revealed a persistent posterior subluxation 
with interlocking at posterior glenoid. Computed tomography (CT) revealed posterior dislocation with acute 
depressed impaction deformity medial to the biceps groove with the humeral head perched on the posterior 
glenoid, interlocked at reverse Hill-Sachs deformity (see blue arrow). 
 
Discussion: Posterior shoulder dislocations are rare and represent only 2% of all shoulder dislocations.  
Posterior shoulder dislocations are missed on initial diagnosis in more than 60% of cases.1 Posterior shoulder 
dislocations result from axial loading of the adducted and internally rotated shoulder, violent muscle 
contractions (resulting from seizures or electrocution), a direct posterior force applied to the anterior 
shoulder.1 Physical findings include decreased anterior prominence of the humeral head, increased palpable 
posterior prominence of the humeral head below the acromion, increased palpable prominence of the 
coracoid, marked limitation of abduction, and complete absence of external rotation with a fixed internal 
rotation deformity.2 Lesions commonly associated with traumatic posterior subluxation/dislocation are the 
reverse Hill-Sachs,3 a posterior labral detachment, glenohumeral ligament lesions,4 rotator cuff tears or 
posterior bony fractures.1 In order to make an accurate diagnosis it is important to obtain adequate x-ray 
imaging, including a “Y” view.2 Anteroposterior x-rays may show widening of the glenohumeral joint 
resembling a “light bulb” shape of the humeral head. However, definitive diagnosis is made by the “Y” view 
which shows the humeral head displaced posteriorly and no longer covering the glenoid fossa.6 Irreducible 
acute posterior dislocation of the shoulder is extremely rare5 and only one other case has been reported in 
the literature.7 
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