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Habitual dislocation of the sholder joint is not an uncom- 
mon disease. According to Roser each little town has its case, 
so most general practitioners are  bound to have one or more 
cases which they may be called on to reduce. Still the disease 
is not often met with in the ordinary surgical departments, most 
of the cases probably being admitted to the orthopedic hospitals. 

In the following the nature and treatment of the disease will 
be dealt with on the basis of the literature and examinations of 
a material from the Orthopedic Hospital in Copenhagen, supple- 
mented with 2 patients from Bispebjerg Hospital, Surgical De- 
partment D. 

Danish literature only contains a few reports on the subject 
of habitual shoulder dislocation. In  1938 Kapel published a sur- 
vey of the operative methods together with a description of a 
new method. I n  1944 H. Wulff wrote a short report on the appli- 
cation of a special method in one case. 

German literature has supplied elaborate reports on the sub- 
ject, with a special view to the therapy, most operative methods 
being of German origin. French literature has dealt with the 
etiology and operative methods with application. of the coracoid 
process as  a block to  the head of the humerus. Anglo-Saxon 
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literature does not afford much information regarding the 
disease, although American authors have displayed interest in 
i ts  treatment and published a series of reports on the Xicola 
method and modifications. 

Swedish literature possesses two very important sources for 
the elucidation of the nature of the disease, viz. theses by Her- 
modsson and PetDersson from 1931 and 1912 respectively. The 
safest lnethotl for the surgical treatment of habitual dislocation 
of the shoulder was introchiced hg a Swede, Hybbinette, in 1917. 

Lliba to 1 1 1  y. 
The shoulder and the jaw both have a lax joint capsule ant1 are  the joints 

most frequently subject to dislocation. Hyrt l  writes that the capsule of 
the shoulder joint is so 1:is that it  could easily embody two humeral 
hentls. By injecting quicksilver into the joint, J o f ~ d  found the content 
to be 25 cc. R?; way of comparison he n~easnred the cubic content of the 
joint in a patient suffering froiii hrthit11ill dislocation and found that it 
WRS thrre times as large. 

The glrnoitl cavity which is  Lmviiled with a fihrous rim, the lahrum 
glenoidale, has no holtl on the head of the hunierus, in contradistinction 
to what is the case in the hip joint. The coracohunieral ligament and the 
superior glenohumeral ligament act R S  reins holding the hiimeral head, 
so that the latter is pressed against the glenoirl cavity by the weight of 
the arm (Bondesen) .  

The greater part of the calmile is covered br flat tentlons which have 
become attached to the capsule before their insertion (mm. subscapularis, 
supra- and infraspinatus, and terrs minor). Antero-inferiorly the capsule 
is not covered by tendons, hut in return it is rather thick. The stability 
of the shoulder joint is to a great extent dependent on the flat tendons 
directly attached to the capsule, by Pettersson termed the tendon 
aponeurosis. 

The outer mantle of niuscles passing over the shonlder joint, more or 
less in connexion with the joint proper (mm. deltoideus, pectoralis major, 
teres major, latissirnus dorsi, and long heads of the biceps and triceps 
brachii) serves as a further safeguard for the stability. 

1))islocntio~ of the Hii))ie?'US. 

This is the most frequent form of dislocation. According to 
Bardeizkezier dislocations of the shoulder joint constitute 50 per 
cent of all dislocations. 
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The various forms are  axillary, preglenoidal, dorsal, and su- 
pracoracoid dislocations, the two last-mentioned, however, being 
very rare and not dealt with in the present work. Iw the fol- 
lowing, the  t e r m  dislocation of the shoulder, tmuwiatic as well 
as  k b i t u a l ,  refers t o  anterior and infsl-ior dislocation. These 
two varieties a re  rarely distinguishable mutually, an  axillary 
dislocation after secondary upwards displacement of the hume- 
ral head being exactly like a preglenoidal dislocation. 

According to Hwmodsson 5 per cent of all primary disloca- 
tions are  likely to  become habitual later. 

In order to elucidate habitual dislocation certain facts con- 
cerning the trauniatic dislocation will be mentioned. 

Age. 
Hubitual dislocation of the shoulder is a phenomenon of 

youth. The first dislocation, as a rule occurs before the age of 
30. Alibert found that 90 per cent occurred before the age of 
30 and 49 per cent before the age of 20. The average age at the 
time of the primary dislocation has been found to be as follows: 
Beidel 24, Muurev- 25, Bermadsson 29, and Pettewson 29. In  the 
writer's material it was 22.5, varying from 14-40. 

The traumatic dislocation usually occurs a t  a more mature 
age. Hermodssos and Pettwsson fouud an  average age of 53 
and 51 respectively. 5 per cent of the primary dislocations which 
later may become habitual are presumably included in this cal- 
culation of the average age. 

Accordingly, with regard to age there is a marked difference 
between habitual and traumatic dislocations. 

8ea. 
The males outnumber the females in case of habitual as well 

as traumatic dislocation. I n  habitual dislocation the frequeucy 
for males is stated to  be 60.50. per cent and in traumatic disloca- 
tion 60-87 per cent. 

I n  the writer's material 57 per cent were males. 
The higher male frequency in both forms of dislocatiou seems 

to indicate that  the trauma plays a certain par t  in the acquisi- 
tion of habitual dislocation. 
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Rig h f -Lt f f .  
In  Hel-moclsson’s and P$cifersson’s materials there vere  31 

cases of right-sided, 24 of left-sided, aiicl 3 of bilateral habitual  
dislocation. Furthermore, there were 87 cases of right-sided and 
86 of left-sided tmrci?tatic dislocation. 

The writer’s material coiitains 14 cases of right-sicled and 
7 cases of left-sicled habitual dislocation. 1 patient liacl had a 
bilateral piiiiiary dislocation, but only acquired habitual 
dislocation oii one sicle. 

9Zibw-f found tliat in 12 per cent of the patients with liabi- 
tual dislocation it was bilateral, v-liich indicates that the con- 
stitution plays a r61e in the origin of habitual dislocation of 
the shoulder. 

On the other liand the higher frequency on the riglit side is 
suggestive of trauma. 

Epilepsy. 
Habitual dislocation of the shoulclev was, especially formerly, 

a comnion affliction of epileptics. The clislocatioiis occiir during 
the fits, either caused by the fall or by the muscle spasms alone. 

I n  the case of epileptics the treatment of habitual dislocation 
is particularly difficult, the tendency of recurrence being ex- 
treinely great during the seizures. 

Formerly 25-30 per cent of tlie patients with habitual dislo- 
cation of the shoulder mere epileptics (AZib tr t :  35 among 113), 
but in  recent gears the frequency of habitual shoulder disloca- 
tion in epileptics has  decreased consiclerablly on account of the 
fact tliat the modern treatiueiit of epilepsy recliices the number 
of the convulsions. (Personal comruunication from 8 tubbe Tegl- 
bjerg, KI)., Chief of the Filadelfia IIospitnl fov Epileptics, 
Dianalund, Denmark). 

Iferwiodsson’s and P e t t o w o n ’ s  materials froni recent years 
oiily contain 6 epileptics among 62 patients (11 per cent). 

I n  tlie -niter’s material there are  3 epileptics airioiig 3 pa- 
tients treated with the old method of capsulorraphy, whereas 
the reniaiiicler of the iiiaterial only contaius 2 epileptics from 
among 18 patients. 
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The Primary Dislocution. 
In  a number of cases the first of a series of recurrent disloca- 

tions is caused by an injury so slight that the term traumatic 
dislocation cannot be apblied. Bel-ge,r had a patient who 
sustained a primary dislocation when putting on his overcoat, 
and Heymoclsson and Pettersson have reported cases ecquired 
by swimming. 

The writer’s material contains 2 patients who incurred their 
primary dislocations when plunging into a swimming pool, one 
with head and one with legs foremost. I n  so plunging they had 
raised their arms above their heads with a rapid movement 
which caused the dislocation. Hermodsson has described the 
same phenomenon in the case of one patient. A third patient of 
the writer’s material acquired her primary dislocation by 
stretching her arm out sideways when washing the floor. 

In most cases, however, a real trauma has been the cause 
of the primary dislocation, so that it practically speaking may 
be termed traumatic. It is indistinguishable from the 95 per cent 
traumatic dislocations which do not develop into habitual dislo- 
cations of the shoulder. 

The Mechanism of the Traumatic Dislocation. 
The most frequent cause of dislocation presumably is a for- 

ced abduction, especially with a checked external rotation in 
the shoulder joint. The greater tuberosity striking against the 
acromion or the upper margin of the glenoid cavity on account 
of the checked external rotation in abduction may tip the 
humeral head over the antero-inferior margin of the glenoid 
cavity by lever action. If  the humeral head remains in this 
position it is a case of luxatio erecta, but nearly always the 
arm is lowered down alongside the body moving the head of 
the humerus upwards to the anterior side of the scapular neck. 

The dislocation also may be caused by a motion of abduction 
in connexion with an impact in the longitudinal axis of the 
humerus, e.g. by a fall on the elbow. The head is then tilted 
over the anterior margin of the glenoid cavity. Finally, the 
dislocation may be caused by direct injury to the shoulder. 
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Lesioiis Arising from Acute,  Y'rciitmcttic Dislocatiott. 
In spite of the relative frequency of shoulder dislocation there 

are but few autopsy reports describing the lesions occasioned. 
The majority of the i*eports date back from the last century 
( M a l g a i g n c  1835, Rezsss 1866, Doiierlich 1874, Joessr.1 lSS.1 ancl 
18S0, and Bal-denheuer- 1SSG) whereas the 20th century has 
produced remarkably few (Bohler 1918 and Tl'ette 1927). 

All these authors found injuries to the capsule. I n  some ci1SeS there 
was a n  almost total avulsion along the entire circumference of the head 
or of the glenoid cavity, and in all cases there was injury on the antero- 
inferior side. 

I t  appears that  the capsule is not as wide a s  that of the jaw, which 
permits of a dislocation without laceration of the calmle. 

In  most cases there were riiptnres of the tendon :sponeiirosis serving 
the supraspinatus and the infrasyinatus, and in several cases there was 
a fracture of the greater tuberosity which frequently had been displaced 
upwards to a site below the acroniion. 

Lesion to the posterior superior side of the hiinieral head, close to 
the anatomical neck, has  been described by Jlolgaiyi fe ,  Ueuerlich, Bar-den- 
heuer, and Wette as well as by Ue~~oizoil l iers (cited by d l a l g a f g i i e ) .  The 
last-mentioned author found a comminution nf the posterior side of the 
head making the transverse diameter 1 cm. shorter than the vertical one, 
whereas the other writers mentioned found a more shallow impression. 

I n  one patient Deuerlich found a fracture of the antero-inferior margin 
of the glenoid cavity. 

A t  the Bispelnjerg Hospital, Dep. F., the writer had the 
opportunity of examining the injuries caused by traumatic 
dislocation in a 77-year old man who died G clays after a traffic 
accident on the 19th Deceinbei* 1943, on which occasion he 
sustained a fracture of the slinll ancl a leftsided preglenoidal 
dislocation of the shoulder. The dislocation was reduced shortly 
after the hospitalization. 

Autopsy revealed a fracture of the skull and contusion of the brain 
on the right side. Furthermore universal arteriosclprosis. 

Antero-inferiorly the left shoulder joint was surrounded by extra- 
vasation. The capsule was torn off the head on the lower half of the 
anterior side and par t  of the lower half of the posterior side. I n  the 
lower edge of the supscapnIar tendon there was a small fissure. There 
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was hardly any lesion of the labruiii or of the margin of the ylenoid 
cavity. 

The opening of a large subacrominl burs:r revealed a smooth-edged, 
arciforni defect in the caysule, measnring 4 X 5 cm ( F i g  1) .  The defect 
was shaped like a Gothic window without the point of the arch. The 
base of the defect mas formed by the anterior facet of the greater 
tuberosity from which the main part of the supr:ispinatus tendon hat1 
been torn. The thick, retracted tendon could be seen untl p:iIpated a t  the 

--... 
ten20 m .5  
I __-- 

CZp. Long. 7)i. 

upraspin 

6iCl;o.  

Fill .  1 .  
Preparation of the left shoulder of a 77-gear old man. The acroiiiion is 
sawecl off and the supraspinatus ninscle dissected. Observe the seqnels of 
an old rupture of the suljraspin:itus tendon with a large cttpsultlr defect 
in which the somewhat frayed tendon of the hicelis and the (’iIrtil:W? 
defects m:iy lie seen. The f r ~ s h  lesions of the O’re:iter tnherositg are not 

visible. 

blunt arch. B t  the insertion of the iiosterior marginal fibres there was 
a shell-shaped tear, as large as n l)eti, on the greater tuberosity. 

On the lower side the infraspiniltus tendon ivas somewhat frugetl with 
a few small tears at  the insertion. 

For at space of 3 em. before its insertion into the sn1c.n.; the tendon 
of the long head of the bicegs ivas friiyed along the lmsterior edge, but 
there was no rupture. 

On the posterior side of the huineral 1ie:id the snrface vl’iis irregular 
and there was a cartilage erosion, lmt no impression fracture. Higher 
up a defect in the cartilage, the size of a l ~ a ,  could be seen in the 
capsule defect. No changes in the cartilage lining of the glenoiil cavity. 
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The autopsy thus revealed old as well as fresh changes. The defect 
in  the capsule due to the avulsion of the supraspinatus tendon and the 
changes in the cartilage and the biceps tendon were old. There was no 
history of an earlier injury to  the shoulder, but according to Pettersson 
avulsion of the supraspinatus tendon may be encountered in  18 per cent 
of elderly persons. The cause must be sought in a degeneration of the 
tendon at the site of insertion. 

The fresh changes were constituted by the capsular rupture and the 
minor lacerations on the greater tuberosity as well RS those at the site 
of insertion of the infraspinatus tendon. The su1)raspinatus tendon having 
been torn off beforehand, these sinall tears must he considered to re 
present a rupture of the supraspinatus tendon. Although inore extensive, 
the lesions in the main correspond to earlier descriptions. 

X+ay exuminatiow, with and without arthrography, serve 

Hemnodsson, made the examiliatioris without ai-thrography. 
He examined normal shonlder joints as  well as those afflicted 
with traumatic or  habitual dislocation. 

Petters8o.n supplemented H ~ ~ W ~ O ~ S S O % ' L ' B  investigations with 
X-ray examinations using arthrography, with a special view to 
the state of the capsule. 

as a supplement to the post-mortem exariiin a t' 1011s. 

In 80 per cent of the cases Of traumatic dislocation Herrnodssoia dis- 
covered a deformity of the posterior superior part of the head of the 
humerus (Fig. 2) .  The deformity not being demonstrable in 2000 normal 
shoulder joints, it must be caused by the dislocation. As a rule i t  could 
only be demonstrated when using a specially suited projection. I t  is the 
same deformity which was found by the French authors Creuoire and 
naxy in cases of habitual dislocation. In  French literature the outlines 
of the hurneral head on the S-ray film are  coiiipiired with the outlines 
of an axe or halberd ("en haehette") because of a short notch jnst within 
the greater tuberosity and this was interpreted a s  the congenital cause 
of habitual dislocation. Herinods8o?& disproved this view by demonstrating 
the same deformity in the case of numerous traumatic dislocations. Pet - 
terssow did not particularly look for this deformity of the head, but still 
found it in 21 per cent of 99 traumatic dislocations. 

Hermodssom considered that the deformity was caused by the pres- 
sure of the anterior margin of the glenoid cavity upon the humeral head, 
resulting in a n  iml>ression fracture. 

Fracture of the anterior margin of the filenoid cavity is comimratively 
rare (Pettersson 3 per cent), whereas fracture of the greater tuberosity 
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is a frequent complication of trauuiatic dislocation (Hemodxson  42 per 
cent and Pettersson 29.3 per cent). 

By applying arthrography Pettel-ssotc in all CBSPS found a lesion of 
the antero-inferior capsule and in 51.5 per cent a rupture of the supra- 
spinatus tendon with connexion from the articular cavity to the peri- 
articular tissue, especially the subacromial bursa. 

Fig. 2. 
Deformity of the humeral head (“en hwhette”) (Hermodsson). 

Anatomical am1 roentgenographic emntimtions hace denton- 
strated the follozcing lesions resulting from trnunawtic disloca- 
tion of the shoulder: 

(1) I n  all cases a leeion of the antero-inferior part of the 
capsule, sometimes extending further. 

( 2 )  I n  about 50 per cent of the cases rupture of the supra- 
spinatus tendon, sometime8 involving the infraspinatus 
tendon as well. 

(3) I n  about 30-40 per cent of the cases fracture of the 
greater tuberosity. 
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(4) I n  lquite a large number of the cases (31-SO pei- cent) 
deformity of tlie posterior side of the liiiiiieral head, a 
deformity interpreted a s  R coinpi-essioii fracture caused 
by the anterior edge of tlie glenoicl carity. 

(5) I n  a few cases (3  pel* cent) fi*acture of the aiitei*o- 
inferior ivargiii of the glenoicl cavity. 

Reduction of Shoulder I)is7oecrtioir. 
The method of rednction in general use was originally cle- 

scribed by Wippokrates,  but ofteii is called tlie C‘ooper method. 
The stretched arm is pulled in a caudal direction, the surgeon 

using his heal as a counter-balance in tlie patient’s asilla. The 
heal fixes the scapula and at  the saine time exerts a pressure 
on tlie hunierus in a lateral cliiaectioii. 

I n  case of failure cranial or lateral traction niay be tried. 
Lateral tractiou inay be effectecl with great force on the lower 
arni bent at right angles by iiieaiis of a thick skein of knitting 
wool with a simultaneous counter-pull or -pnsh on the scapula. 

The Kochcl- nietliod with external rotation is  coiiuected with 
no slight risk, the capsule ant1 tendon aponeurosis beiiig exposed 
to still greater lacerations, if it does not result in a fracture of 
the surgical neck. I n  using the ~ C O C / / W  iiietliod distiiict creaking 
may often be heard and felt (Bnrdeleben).  

Recii rl-e?z ce Aft el. tli e Print a i’y L) isloca t ioii. 

In case a patient who has had a traumatic dislocation is 
exposed to  an  adequate trauma, he may sustain a new clisloca- 
tion. This may be repeated a couple of times, without it beiiig 
a question of habitual dislocation. 

I f ,  on the other haucl, a new dislocation is caused by a 
compamtively slight trauma or by a physiological moveriieiit in 
a youngisli patient, there is likelihood of a beginning liabitiial 
dislocation. 

The second of a series of recurrent dislocations as a rule 
occurs a short time after the first. Hemzoclsson found that  17 
out of 23 patients sustained the second dislocation before the 
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end of a year, as a rule within the course of the first few months. 
More rarely it occurs years after the primary dislocation. 

Thereupon the dislocations may occur with varying intervals 
and in between there niay be subluxations accompanied by un- 
pleasant or  painful sensations. 

The tendency to dislocation as a rule increases each time it happens, 
so the patient lives in  a constant fear and consequently dares not make 
any major a rm actions. In severe cases habitual dislocation may com- 
pletely disable the patient. 

The recurrences as a rule take place when the arm is moved in abduc- 
tion. One of the writer’s patients had a recurrence when she tried to 
give her son a box on the ear. Another one had such a tendency to  re- 
currence that  she had to tie the arm to her body when she went to bed. 

As the tendency to recurrence increases the reduction a t  the same time 
grows easier, so a number of the patients learn to reduce the disloca- 
tions themselves without pain worth mentioning. 

Lesions Caused by LInbitunZ Dislocation of the Shoulder Joint. 
The classic investigations into this subject were made by 

Jocssel (in 1880) who examined a series of cases of clinically 
established or presumed habitual dislocations. The present paper 
only deals with the clinically diagnosed cases (3 including one 
with bilateral involremeiit). 

I n  all cases Joessel found the capsule to be without laceration 
and large enough to  permit of antero-inferior dislocation. At  this 
site the capsule was thin, transparent, sometimes with a small 
defect. I n  all 4 cases the tendons of the supraspinatus and in- 
fraspinatus had been avulsed from the greater tuberosity, some- 
times with a small chip of bone. I n  2 cases the tendon of the 
long head of the biceps had been torn off from its origin and 
secondarily been attached to  the intertubercular sulcus. 

Lobker in 1887 found the same changes in the soft parts. 
Furthermore, he found a flat defect postero-laterally on the 
head of the humerus, and the anterior margin of the glenoid 
cavity broken off, so the surface of the joint extended on to 
the front of the scapular neck forming a nearthrosis. The margin 
between the glenoid cavity and the nearthrosis had a shape 
corresponding to  the defect on the posterior side of the head, 
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for which reason Lobker. assumed that the defect was due to 
a pressure erosion. 

Moreover, several descriptions have been given of observa- 
tions made (luring operatioiis for shoulder dislocation. 

I n  1906 Perthes found the supraspinatus and infraspinatus 
torn off from the greater tuberosity and dilatation of the arti- 
cular cavity extending to the front of the scapular neck on 
account of avulsion of the capsule with periosteuni from the 
anterior margin of the gleiioid cavity. Brocn & H n  t.Pman?L also 
fouiid such a periosteal pocket. 

Bybb ine t t e  and E d e n  both openecl the shoulder joint an- 
teriorly and examined the articular cavity. Apart from anterior 
capsular clilatation they often found injuiay to the labrum gle- 
iioidale, sometimes involving the edge of the bone. 

The resections in use towards the end of the last century 
gave excellent opporiunity of exaiiiining the head of the humerus, 
and several authors found the defect described by Lobker (Cm- 
rite)., Iciistcr am1 Popkc) .  Tl‘endel examined the defect histolo- 
gically ant1 found the cause to be a compression fracture. 

Scidel in post-iiiorteiii examinaiions, however, coulcl not de- 
monstrate the defect mentioned, so it is  not present in all eases. 

By X-ray esaininations HPrnioclsson aiicl Petfersson have 
furnished il. valuable supplement to the aiiatomical examinations 
of habitual as me11 as traumatic dislocation of the shoulder; 

L4s mentioned above Gt’egoire and Razy  by X-ray examinations found 
a deformity of the head of the humerus in case of habitual shoulder 
tlislocation which tleforiuity they considered to be the cause of the dis- 
locations. 

Herinods.sorc found the same defect in all his 23 pitients, and Petters- 
so)& found it in  61 per cent of 31 patients without sl)eciiilly looking for 
it. As mentioned above the same authors fonnd the same defect following 
traumatic dislocation in 80 and 21 l)er cent of the rases respectively. 

X-ray films of 6 of Hemoduson’s patients with habitual dislocation 
taken after the primary dislocation revealed the defect mentioned. No 
difference coiilcl he demonstrated by coniparing the X-rays taken before 
ancl after a recurrence of the dislocation. Her-ruiodrson considered the de- 
fect to be caused by the primary dislocation and not essentially changed 
by the recurrences. The investigations made by Petfersson, hen-ever, in- 
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dicate that the recurrences do play a part in  the establishment of the 
defect. 

I n  the writer’s material the projections have been too varied to make 
it suitable to  judge the defect. 

Fracture of the greater tuberosity seems to  be rare in the cases of 
shoulder dislocation which later become habitual. H e r m O d s 8 ~ ~  found none 
and Pettersson only 4 cases af small fractures. I n  Beidel’s review of 117 
cases collected from the literature there were only 5 cases of a fracture 
of the greater tuberosity, and usually only with a tiny chip of bone. The 
writer’s material of 21 cases contained none with a fracture of the 
greater tuberosity. 

Fracture of the anterior margin of the glenoid cavity has rarely been 
observed by X-ray. Hermodsson and Pettersson had one case each. In 
2 of the writer’s 21 cases the X-ray film revealed a somewhat blunt 
anterior margin of the glenoid cavity. 

B y  arthrography Pettersson in most cases found a distinct antero- 
inferior dilatation of the articular cavity. I n  5 of the 31 cases (16 per 
cent) there was a passage from the articular cavity to the para-articular 
tissue at this site. Rupture of the tendon aponeurosis was comparatively 
rare, being present in 13 per cent of the cases. 

The  results of anatomical and roentgenographic examinations 

(1) The capsule is nearly always dilated antero-inferiorly. In  
a number of cases the capsule is torn off the anterior 
margin of the glenoid cavity with periosteum a t  the 
front of the scapular neck forming a sub-periosteal pocket 
in cannexion with the articular cavity. The subsequent 
dislocations always are intra-articular. 

( 3 )  Rupture of the supraspinatus tendon is relatively uncom- 
mon in cases of habitual dislocation (13 per cent) com- 
pared with traumatic dislocation (51 per cent). 

(3) Fracture of the greater tuberosity in habitual disloca- 
tion is extremely rare (1/2 per cent) as opposed t o  trau- 
matic dislocation (30-40 per cent). Furthermore, these 
fractures nearly always take the form of small shell- 
shaped chips. 

(4) Deformity on the posterior side of the humeral head 
as described in cases of traumatic dislocation were found 
in the great majority of habitual dislocations (61-100 
per cent). 

of habitual shoulder. dislocations have been as  follows: 
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( 5 )  Fracture of the anterior margin of the glenoid cavity is 
rare, whereas a lesion of the anterior part of the labrum 
glenoidale is lquite frequent. It often occurs in connexion 
with detachment of the capsule a t  this site. 

Discussion Begaxding the  Cause of Hubilrinl fihoiilder 
DisTocat ion. 

It has been deinoiistrated that traumatic dislocation chiefly 
is an affliction of the elderly (51-531, whereas the first of a 
series of recurrent dislocations (the priniary dislocation) over- 
takes the younger generation (22-35).  

Sometimes priniary dislocation is caused by a quite slight 
injury or a forcible physiological movement iii which cases there 
must have been a predisposition to dislocation, a predisposition 
which also is indicated by the coniparative frequency of bilateral 
involvement. 

I n  most cases, however, the primary dislocation is caused 
by a regular trauma iiiaking it iiidistinguishable from an  ordinary 
traumatic disloca tion. The somewhat higher frequency in the 
case of males (60-80 per cent) and in the right shoulder (60 per 
cent) also indicates the significance of the trauma. 

I n  the case of priiiiary dislocations lesions to hone and 
capsule (fracture of the greater tuberosity and rupture of the 
supraspinatus tendon) are considerably less frequent than in 
the case of traumatic dislocation. The traumatic dislocations 
thus seem to be divisible into ordiuary traumatic dislocations 
and those leading up to habitual dislocation. 

The aiiatomical reason for the evident predisposition present 
prior to the pyiinary dislocation has been sought for in vain. 

Grcgoire, Bnxy and d l iber t  contended that  a preliminary de- 
formity of the head of the hunierns 'was the underlying cause 
of habitual dislocation. 

Hcrmodsson proved that  this deformity is present not only 
in all or most cases of habitual clislocation, but in  a large num- 
ber of the ordiiiary traumatic dislocations as well. The deformity 
must be interpreted as  the consquence, not the cause of the dis- 
locatiou, produced by an iinpressioii fracture of the posterior 

Acta orthopaedica, Vol. XV, 2 4 .  15 
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surface of the humeral head by pressure against the anterior 
margin of the glenoid cavity. 

I n  habitual dislocation the recurrences always take place 
after a very slight trauma or a forcible physiological movement. 
According to the foregoing this is very natural, considering that 
the predisposition to dislocation still is present. 

Formerly no distinction was made between primary and 
traumatic dislocation and the development of traumatic into 
habitual dislocation has been discussed. 

Perthes advanced the theory that the rupture of the supra- 
spinatus tendon caused the habitual dislocation by reducing the 
stability of the joint, a theory which has been disproved by Pet. 
terssort who found the rupture mentioned to be less frequent in 
the case of habitual than traumatic dislocation. 

I n  traumatic dislocation there is always anterior capsular 
rupture and in habitual dislocation nearly always anterior cap- 
sular slackening. A few cases of habitual dislocation did not 
display this slackening ( Crcinmr, Quenu, and Thomas),  so laxity 
of the capsule is no absolute condition of habitual dislocation. 

In this connexion the importance of the treatment of trau- 
matic dislocation to the development of habitual dislocation has 
been discussed. By arthrography Petterssort has demonstrated 
that the healing of the anterior capsular rupture takes several 
weeks, so early mobilization probably may interfere with the 
process of healing and thereby make the capsule lax. 

I n  the follow-up of 157 patients treated with early mobiliza- 
tion after traumatic dislocation Marbaix did not find one single 
case of habitual dislocation. The result of this follow-up disputes 
the importance of capsular dilatation and proves that the treat- 
ment of traumatic dislocation is unable to give rise to habitual 
dislocation. 

According to ClairnLont & Ehrlich disturbed muscular ba- 
lance around the shoulder joint should constitute the cause of 
djslocation, but heretofore it has been impossible to obtain a 
further basis for this theory. 

Habitual shoulder dislocation seems to be a disease based 
on a congenital predisposition to dislocation. Trauma is of some 
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importance in tlie case of the  priniary dislocation, but the nature 
of the affliction must be coiisiderecl as being quite different from 
ordinary, traumatic dislocation. 

THE TREATMENT OF HABITUAL SIIOULDEE 
DISLOCATION 

Co ti serrcr t i 1-c Treatni mtt. 
Conservative treatment is indicated in cases where the patient cannot 

stand an olw;ttion and the disease causes lunch discomfort. F'urther- 
niore, it  niay he applied, if the patient has a grejudice against operation 
and the disease is so einharassing thiit he is unable to manage in life. 

The principle of this kind of treatment is to limit the lnobility of the 
arm in the shoulder joint to such an extent that a dislocation cannot 
occur. The limitation particularly applies to abduction. Moreover, the 
tentlmcy of the hunieral heiltl to  move forward may be counteracted. 

The easiest manner of limiting the mobility is to stitch the sleeve to 
the clothing a little below the armpit. The same effect may be obtained 
by Iiandages, which furthermore support the anterior side of the joint 
and SO prevent the head of the humerus from moving forward. 

None of the conservative measures are, however, fully effective, besides 
acting as a check on the normal arm function. 

Opera f i re l'rerr tni r)i t. 
Reports have been published clescribiiig probably about 70 

cliffel-ent operative metliocls but there is no standard treatment, 
like the I~,.ogizis-Goldzrnith method in the case of habitual dislo- 
cation of the patella. 

As a matter of fact Hippokr-utcs first indicated a11 operative 
treatinemit of habitual shoiilder dislocation. He  ciired tlie clisease 
by shrinking tlie capsule and the soft parts of tlie anterior side 
of the joint with redhot iron. 

The operative treatment has, however, oiily been established 
during the last 50-60 years, beginning with the fa r  too radical 
methods of resection and arthrodesis, involviiig the loss of func- 
tion, and ending with the fully effective modern methods p r e  
serving the normal function of the joint. 

15* 



222 EIVIND THOMASEN 

THE OPERATIVE METHODS 

(1) Capsular Plicatiom. 
The method was applied for the first time by Berster in 

1883. He existed a segment of the front of the dilated cap- 
sule, whereupon he sutured the defect, the manipulations re- 
sulting in a shortening of the capsule. Ricurd-Verneuil in 1894, 
applying a number of silk sutures, plicated the capsule without 
opening the joint. The capsule has also been split vertically, 
folded over, and sutured. 

Plication has been applied to the eptire front of the joint, 
including the flat tendon of the subscapular muscle. 

Besides the plication, attempts have been made at strengthening the 
capsule in view of the theory that its anterior side is dilated and weakened. 
After detaching the tendons of origin of the coracobrachialis and the short 
head of the biceps from the coracoid process Bwdescu transferred them 
to the anterior side of the joint, whereupon he sutured the tendons in 
front of the plicated capsule to strengthen it. For the piirpose of strength- 
ening the same place S0ideZ applied a free graft of fascia from the sheath 
of the abdominal rectus. 

Perthes in a few caws found the capsule torn off the anterior margin 
of the glenoid cavity and sutured the tear with wires through the edge 
of the bone. Logen passed these wires through holes in  the edge of the 
bone, made with a fine dental drill. 

In this connexion mention should be made of Payr’s plastic using 
broad flaps of fascia at the anterior and posterior side of the pectoral 
and deltoid muscles. 

The results of capsular plicabion as only surgical treatment hqve not 
been all too brilliant. Among 39 non-epileptics Thomas had recurrences 
in  33 per cent and in 45 per cent of 18 epileptics. For  the purpose of 
collecting material for a review of the results of the various methods of 
treatment of habitual shoulder dislocation Anschutx sent a questionnaire 
to  a number of North-German surgeons and found that capsular plication 
had resulted in recurrences in 12 out of 63 patients = 22 per cent. 

As a general rule this method is no longer applied as  the 
only treatment of habitual shoulder dislocation, but only as a 
supplement to other methods like e.g. the Ouclurd and HybbinetOe 
operations. 

The writer’s material contains 3 cases treated with capsular 
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plication by the Bnrdescu method from the period 1934-1939 
(Table 1 ).  One of then1 has hacl a recurrence. Capsular plication 
has also been applied in coiiiiexion with Oztrl(c~c7 and Hybbifiette 
operations. 

( 2  ) Suspcmiort Methods. 
The principle of these methods is to fasten the head of the 

humerus to the shoulder girdle in a manner not essentially 
limiting the mobility, but preventing the head from slipping in 
front of the glenoid cavity. 

The first inethocl of this Bind was the operation described 
by Kimrhrio. in 1913. He used a 25 em. long strip of fascia lata 
\vhjch he passed extra-articularly below the joint and further 
up anteriorIy as  \Yell as posteriorly and out through the deltoid 
where it mas attached to  the acromion. 

Loffle). passed the strip of fascia through a canal in the 
greater tuberosity and the acromion, tightening the strip in order 
that  i t  coulcl afford a strap for the hiinieral head (Fig.  3) .  R e n -  
dersoa  of the Mayo (Ilinic peh rn ie t l  the same operation, ap- 
plying the tendon of the peroneus longus instead of a strip of 
fascia. 

Joseph was the fipst to clescribe intra-articular suspension 
in 1919. He niarle a, broad opening into the joint and drilled a 
short canal into the head. A strip of fascia was passed through 
this canal and fastened to the niargin of the glenoid cavity a t  
the root of the coracoid process. His  idea was a ligament in 
analogy with the ligalllentum teres fenloris, although the com- 
parison hardly applies to the niechaiiical action. 

Hcy)rzar~oz~:its~7~ described an operative method with applica- 
tion of the tendon of the long head of the biceps. n i s  first 
method (1926) was as  fnllows: The tendon is severed just below 
the intertuhercular sulcu.; and passed through a canal in the 
greater tuberosity, \vilereiipon it is fastexiecl to the exterior side 
of the surgical neck of the liur~ieruu. This inethod is no longer 
in use. His reconcl ~tietliod (1929) was as  follows: The proximal 
segment of the severed tendon is passed through a bone canal 
from the top of the hunicral head into the intertubercular sulcus 
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where it is fastened to the distal segment and the surrounding 
periosteum. 

In  1929 Nlcola introduced this method in the U.S.A. where 
it is called the NicoZa method (Fig. ‘ 3) .  Various modifications 
of this method have been introduced. Roberts did not sever the 
tendon, but mobilized it and deepened the bicipital groove ex- 
tending it upwards into the humeral head. The tendon is then 
embedded in this groove, covered by the detached chips of bone 
and fastened to the periosteum (Fig. 3) .  

R u p p  considered that a contraction of the brachial biceps 
could press the humeral head downwards resulting in a disloca- 
tion. He therefore fastened the tendon to the periosteum and 
the ligaments across the intertubercular sulcus. Actually this 
operation is a suspension method. 

Fir& erer described a so-called “muscular” method which in 
reality is a simple method of suspension. He mobilized a thick 
flap of the common origin of the coracobrachialis and the short 
head of the biceps preserving the supply of blood and the inner- 
vation. The flap was long enough to be passed below the joint 
to the posterior side, where i t  was fastened to the teres minor 
(Fig. 3) .  

Rapel has modified the Fhsterer method. He passes the 
bundle of muscles and tendons from the anterior side through 
a bone canal just below the head of the humerus. If  possible the 
bundle is fastened to the acromion, otherwise to the posterior 
margin of the deltoid (Fig. 3) .  
. The restdts of the suspeneion methods are relatively good. 

The Kirschner method : According to AnscRUtx there were 11 recur- 
rences among 30 cases = 36 per cent. 

The Loffler method: Lof f l e r  reported 20 cases, 13 of which had been 
followed up for more than 2 years. Only 1 had a recurrence. According 
to AnschStx there were 8 recurrences among 66 cases = 12 per cent. 
A couple of surgeons had 54 per cent recurrences out of 13 cases. LoffZer 
considered this high number of recurrence to be due to inadequate tight- 
ening of the graft. Among 29 cases followed up for more than 3 years 
Henderson had 3 recurrences = 11.4 per cent. 

The Heymanowitsch-Nicola method was applied by Nicola in 42 cases, 
37 of whom were followed up for more than 2 years. There were only 
2 recurrences after severe trauma incidents. 
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The R u p p  method: According to Anschiitx 4 recurrences from among 
12 cases followed up for more than 2 years = 33 per cent. 

The Finsterer method: dlandl used this method in 32 cases, 24 of 
whom were followed up for more than 1 year. 3 had had recnrrences and 
3 could not be traced, i.e. a percentage of about 15. 

I n  the writer’s material the suspension method was used in 
2 cases only (the Roberts method) as a supplement to the 
Owlard operatioli. One of these patients still has subluxations 
and fear of dislocations without a manifest recurrence. 

Summarizing the cases reported in the literature there have 
been 32 recurrences from among 225 cases treated with suspen- 
sion -= 14 per cent. 

(3) Mwczclar Methods .  
The muscular methods are of historical interest only. Ori- 

ginally they were introduced because of the view that an abnor- 
mal muscular balance around the shoulder joint should be able 
to cause a dislocation. Young therefore severed the latissimus 
dorsi and pectoralis major, and Herulerson, in 2 cases severed 
the latissimus dorsi. This method of blocking the function of 
certain muscles has not been used apart from the cases men- 
tioned. 

Glairmon1t-Ehrlich suggested muscle plastic with efficient 
muscular tissue. The posterior bundle of the deltoid was mobilie- 
ed and passed forward below the joint between the teres major 
and minor. Anteriorly the bundle was fastened to the anterior 
part of the deltoid. The innervatiou being preserved they con- 
sidered that the head of the humerus would be drawn back- 
wards by an active abduction, whereby anterior dislocation 
could be prevented. 

The review of Anschiitz contains 12 patients operated upon by this 
method. 6 or 50 per cent had recurrences. 

(4) Operations om the Covacoid Process. 
These methods have aimed at creating an extra-articular 

check on the humeral head, thereby preventing anterior dislo- 
cation. 
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I n  1924 Oudard described a method whereby the coracoicl 
process was prolonged with a graft inferiorly ancl laterally, 
making anterior dislocation of the humeral head impossible. At 
the same time he plicatecl the capsule. The graft was a segment 
of the tibia, 4 X 3 X 1 em., which was inserted between the 
sawed off t ip  and the remainder of the coracoicl process. A few 
years later Oz~clard published an  easier method of obtaining ap- 
proximately the same result. IIe prolonged the coracoid process 
by chiselling the boiiy projection along a diagonal row of drill 
holes, and after displacing the outmost segment it was fastened 
by metal suture (Fig. 3) .  

Reports have been published of cases u-hich hare failed to 
heal and others in which the prolonged coracoicl process has 
pressecl upon the brachial plexus. I n  the writer’s material such 
pressure was observed in one case, for which reason it became 
necessary to remove the t ip  of the coracoicl process. 

The Oucln~-d method is used by most French snrgeons. Modi- 
fications have been introducecl hy TT’iZmofh, Tuucrnier, and 
Xteffani, who placed a free bone graft in a groove in the coracoid 
process and further down into the bundle of muscle tendons 
consisting of the coracohrachialis and the short head of the 
biceps. 

I n  the same year as 0ut7al-(1 (El%), Yoesske published a 
method of displacing the coracoid process clown in front of the 
shonlder joint and fastening i t  to  the front of the capsule 
together with the tendon bmidle. The first step is to detach the 
coracoacromial and cooacoclavicular liganieiits froin the coracoid 
process, whereupon the root of the coracoicl process is chiselled 
a little more than halfway through and broken by pressing 
upon the tip, thereby giving the latter a downward instead of 
antero-lateral direction (Fig. 3).  N0t;ssh-t has also applied cap- 
sular plication as an introductory manipulation. 

According to the literature the results of t?ie operntiotis $ ipo?~ the 
coracoid process have been good. Ourlard had 15 cases, 4 of whom were 
followed up for more than 2lh years. There were no reciirrences. In 1935 
Pfei f fcr  reviewed 22 cases from the literature followed iip for more than 
2 years. There was only one recurrence. AnscAiit,- had 11 cases followed 
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up for more than 2 years with one recurrence. The Oudard method thus 
has a percentage of recurrence of 5.5. 

Noesske himself operated upon l2 patients, followed up for more than 
5 years. Only one had a recurrence. 

The writer’s material contains 11 cases treated with the 
Oudard operation (method No. 2 ) .  Apart from the already men- 
tioned capsular plication 2 of the patients were treated with 
tenosuspension (Roberts) as a supplement to the Oudard opera- 
tion. One of them still had subluxations. 4 of the 9 patients not 
treated with suspension had recurrences. The follow-up varies 
from 3-9 gears (Table 1). 

(5) Operations o n  the Glenoicl Cavity, Especially the 
Anterior Margin. 

The methods in this group are  based on the thesis that  the 
glenoid cavity should be too shallow and its anterior margin 
too low to prevent anterior dislocation. 

The first method is exclusively of historical interest. It was 
described by Hildebrand in  1901. He opened the joint and ex- 
cavated the glenoid cavity with a chisel, whereby the pro- 
tuberance of the anterior margin became larger. 

The Neyer Burgdorf method has the same purpose. From 
behind he made a cuneiform osteotomy of the scapular neck and 
broke the bone off backwards, giving the cavity a more posterior 
direction and the anterior margin a greater prominence. 3 pa- 
tients have been treated with this method with good results. 

Indepedent of each other and almost simultaneously in 1917 
H y b b h t t e  and Eden for the first time used the method which 
must be considered to be the method of choice in case af habitual 
shoulder dislocation. They both inserted a bone graft in front 
of the anterior margin of the glenoid cavity projecting about 
l-l% cm. laterally beyond the margin. Hybbilzette used a piece 
of bone from the crest of the ileum, whereas Eden applied a bone 
graft from the tibia. 

Hybbimt te  and Eden both opened the joint and inserted the 
graft intra-articularly, but later the method was modified, i.e. 
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the graft is inserted inside the fibrous capsule, outside the 
synovial iiiembrane (Mlnynus and Brzot) . Going further still, 
other authors hare inserted the graft in an  excavation in front 
of the fibrous capsule ( H e c p )  or in drill holes on the scapular 
iieck anteriorly (Specr l )  . 

Eden used a bone graft measuring 3 X 5 cia. and thick 
enough to be pushed into place. IIyhbinette s1ial)ed a piece of 
bone of siniilar dimensions giving the lower edge a projection 

Fig.  4 .  

preveii tin g it from sinking deeper tliaii intenL-Sd in front 0- the 
scapular neck (Fig. 4). 

The graft was placed in a pocket between the periosteuni 
and the bone a t  the lower part of the scapular neck. 

Eybbinette watched the fate of the graft. TIe found that in 
some cases i t  had coalesced with the scapular neck, but in 
other cases it had disappeared as far as could be seen from the 
roentgen films. Aybbine t te  presumed that in the latter case the 
presence of the graft had caused the formation of a solid fibrous 
plate with a function like that of the bone. Similar observations 
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were made in the writer’s material, the roentgen film of one of 
the patients 2 years after the operation not revealing a visible 
bone graft, but only a small bony projection at its site. 

Magnus‘ modification of the Hlyb6irwfte-Eden operation must 
be considered to  be the best method. It has been applied in the 
present material and a further description follows below : 

An arciform incision is made along the posterior third of 
the opposite iliac crest. The glutaei muscles a re  stripped off 
the exterior side of the ilium, whereupon a piece of bone measur- 
ing 5 X 3 X l?,” em. is chiselled off. The muscles are  then sewn 
over the defect in the bone and the wound closed. 

The affected shoulder joint is exposed with a lateral, slightly 
convex incision laterally to the deltoideo-pectoral groove. By 
holding the arm sligtly in abduction and external rotation 
in the shoulder joint, the anterior side of the joint may be 
bared by retracting the deltoid laterally and the pectoralis 
and coracobrachialis medially. The front of the capsule is 
examined for laxity or  weakness and the anterior margin of 
the glenoid cavity for abnormities. 

The fibrous capsule and the subscapular tendon are split 
about 3 em. from the humeral insertion transversely on the 
fibres. With a Paylr probe or  a slender rugine it is possible, 
without opening the joint, to  form a pocket in front of the lower 
half of the scapular neck, preferably between the periosteum 
and the bone. 

Hereupon the graft is shaped with a bone cutting forceps 
making it pointed medially and projecting infero-laterally (Fig. 
4). I n  this manner the graft is prevented from sinking deeper 
into the pocket. The projection is of a shape allowing the graft 
to protude l-l$$ em. laterally beyond the margin of the 
glenoid cavity. I f  possible the graft is fastened to  the interior 
side of the fibrous capsule with 1-2 fishgut sutures. 

The fibrous capsule and the subscapular tendon are  sutured, 
the anterior side of the capsule being folded over, i.e. plicated, 
if possible. 

The musculature is replaced by a couple of catgut sutures 
and the wound closed with fishgut. 
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Tab&? I. Capwlowaphy 

4 

Age 1st Occupation Follow Range of Recur- I up 1 motion ~ rence ~ Sex 1 disl. li\s OP lEPik=w 

all. 85 Oj0 

25 
24 
26 

Follow ~ Range of 
up motion 

Clerk 
Housemaid + Housemaid 6 

Recur- 
rence 

full 
Ext. rot.l/, 

15 
16 
17 
18 

19 
20 
21 
22 

4 1  F~ 32 

- M 35 ~ Furniture remover 3 i 21 University student 2 M 

M 27 33 +- 1 Coachman = 

- 
- M 22 23 + Saddler 5 

No. 10 2 full - 
M 21 26 + Shopman full - 

M 25 27 4 Labourer 
F 17 22 + Wife of labourer full f 
F 37 60 + Nurse 

Ormdard Operation 
(13 and 14 also Robert's Op.) 

35 

31 
50 
21 
23 
22 
28 
26 
19 

19 I 31 

pilepsyl Occupation 

Wife of railway 
assistant 

Farm labourer 
Labourer 

Brewery worker 
Sailor 

Farm labourer 
Coachman 

Clerk 
Laundry ironer 

Wife of tobacconisi 
~ \$rife of barrister 

Hiibbimffe Opfmtiori 
(17 also Oudard Operation) 

9 
5 
5 
8 
2 
6 
3 

3 
1% 

Range of 
motion 

full 
limited 

full 

full 
full 
full 
full 

1 Sex 1  age op.1Epilepsy 
I 

Occupation 



232 EIVIND THOMASEN 

The arm is bandaged in plaster of paris with an abduction 
of 45') a flexion of 30') and internal rotation of 30' in the 
shoulder joint and right angles at the elbow joint. In the present 
material the bandage was left for 5-6 weeks, but according to 
some authors an immobilization of 3 weeks is sufficient. 

After removal of the bandage the mobility is limited and 
exercise must be instituted. 

The  results of the Hybbiizette and Eden operations have been excep- 

Eden reported 2 cases without recurrences for 3 years. 
Bandsehzlk followed 5 cases up for more than 1 year and found no 

recurrence. 
Jenckel had no recurrences in 3 cases followed up for more than 

3 years. 
Speed reported 4 cases operated upon by Pheinister without reciirrences 

€or more than 1 year. 
In  his review Anschiifz had 11 cases without recurrences for more 

than 2 years. 
dfaurer reported 26 cases from Magnzis' department followed up for 

1-10 years without recurrences. 
Wustrnan had 38 cases followed up fo a period up to  11 years without 

recurrences. 
Dahlgren reported Hgbbinette's 39 cases without recurrences for more 

than 2 years. 
Henschen had 33 cases with 1 recurrence, which in his opinion was 

due to a technical mishap during the operation. 
Heep applied a graft in front of the fibrous capsule inserted in an 

excavation chiselled into the scapular neck. He had nsecl this operation 
in 6 cases, but in one of them the graft was not in the correct position, 
and a recurrence resulted. There were no recurrences in the other cases, 
3 of which were followed up for more than 2 years. 

tionally good. 

I n  the writer's material 8 of the patients were submitted 
to  the Hylblbinette operation with the modification mentioned. 
2 of them had already been submitted to  the Oudnrd operation. 
411 the patients were followed up  for more than 2 years, 3 for 
more than 3 years, and 1 for more than 5 years, and none of 
them had a recurrence (Table 1). 6 of these operations were per- 
formed a t  the Copenhagen Orthopedic Hospital, whereas the 
remaining 2 were perfomled by the writer a t  the Bispebjerg 
Hospital, Department D. 
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Arnoiig 169 patients submitted to the original f lybbinette- 
Eclerb operation there has only been one recurrence. A better 
result can hardly be expected. 

Surrey of the 0pcrtrt i i .e Methods  of Trcatirient. 
It can be difficult for the surgeon who seeks a not too compli- 

cated, but effective iiirtliocI of treatmet to choose from among 
the some 70 different operative methods. 

As inentionecl above a number of rriethods can be ruled out, 
partly because they compromise the function of the joint like 
the resection and artlirodesis operation, partly because they are  
not effective enough like capsular plication and the “muscular” 
methods. 

The applicable methods are : mspensioii operations, opera- 
tions 011 the coracoicl process, and finally the Hyhbimtte-Eden 
operation. 

The suspemiorb operation may be performed with grafts of 
fascia os tendon 01- the tendons passing over the shoulder joint. 

The most important ones are the LiiffZer, Heynianoicjitsch- 
N i co 1 c( , and Pi ti st erer operations. 

Without a doubt the ~eltmnnou;itsch-~TicoZa method of using 
the tendon of the long head of the biceps is the best one, but 
it requires the opening of the joint, and it may be difficult to 
pass the segment of tendon threugh the narrow canal in  the 
tiead of the humerus. The modifications of this method, e.g. 
Roberts’ method of placing the tendon in a chiselled groove from 
the sulcus into the cartilage lining of the hiimeral head, probably 
are easier, but whether they are as  safe as the original method 
cannot be said with certainty. 

According to his own report Kapcl ’s  modification of the 
Pinstarer operation has proved to  be effective, but nothing is 
yet known about its effectivity when performed by others. 
Besides, it requires a special drill. 

Accordiiig to the literature the results of the opeYntions on the 
corucoid process have been good. The cases followed up for a 
sufficiently long period are, however, comparatively few. The 
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writer’s material from the Copenhagen Orthopedic Hospital 
contains so many recurrences after the Ou&rd operation that 
the method is not recommendable. It is impossible to express 
definite views on the Noesske method on the basis of the few 
reports published. 

Considering the safe results after the Hybbimtte-Edm opera- 
tion in a large number of cases reported by various authors, it 
must be regarded as the most effective of all operative methods. 

The objection which has been raised against this method is 
that it is technically difficult and that untoward complications 
may ensue. The literature, however, does not seem to contain 
a report of untoward complications and as regards the technical 
difficulties, the operation is easier than e.g. the Heymnowitscfc 
Nicola method. Finally, no special instruments are required. 

The Magnus modification of placing the bone graft outside 
the synovial membrane makes the operation more appealing to 
many surgeons, an opening of the joint being avoided. 

The Hyhbinefte-Eden operation thus appears to possess 
the qualifications necessary to make it t k  method of treatment 
of habitual dislocation of the shoulder joint. 

CASE HISTORIES 

(1) 55/24. Female, aged 25. Clerk. Right shoulder. 
First dislocation a t  the age of 23. 14 recurrences in the course of 
the last year, each time reduced by a doctor. 
I n  1924 capulorraphy of the lax capsule anteriorly and covering 
with the coracobrachialis and the short head of the biceps after 
mobilization from the coracoid process. 
1942 : After-examination. No recurrence. Full range of motion. 

(2) 1302/29. Female, aged 24. Housemaid. Left  shoulder. 
Epileptic. First dislocation at the age of 22 during a seizure. Since 
then 20 recurrences, reduced by a doctor each time. 
X-ray : Nothing abnormal. 
In 1929 capsulomaphy with severing of the thin and lax capsule 
anteriorly. Suture. The suture covered with the coracobrachialis 
and the short head of the biceps. Plaster bandage in  abduction for 
0 weeks. 



1938 : After+samination : No recurrence. External rotation +!!, otlier- 
wise full range of motion nithout pain. 

(3) 306/29. Female, aged 26. Uaiigther of farmer. Rtgftt shoulder. 
Epileptic. First dislocation a t  the age of 19. Recurrence \%lien she 
turned a page in a newsl)aper. Reduction uncler anesthesia. 
X-ray: A notch on a level with the upper part of the greater 
tuberosity, otherwise normal conditions. 
In  1929 c-apsulorrtrphy with folding over of the capsule and the tendon 
of the snl)scapularis. The slitlire was covered with the mobilized 
coracobrachialis and short head of the biceps. Plaster handage in 
abduction and internal rotation for 6 nwAis. Some difficulty in 
regaining the mobility of the joint. 
In  1935 admitted to a provincitil hospital for an abdominal disease. 
An old recurreitre of the dislocation  as discovered. 

(4) 1183/32. Beniale, aged 33. Wife of railnay assistant. R i g h t  shoulder. 
First dislocation at the age af 32 caused by abduction of the a rm when 
n ashing the floor. 10 subsequent dislocations, :L couple of times 
caused 1)s boxing the children’s ears. Reduction without the aid 
of a doctor. 
1932 : Oirdard operniion with capsulorraphy. Plaster bandage for 
6 weelis. 
A year later X-ray revealecl the distal portion of the coracoid prn- 
cess to be detached, and the Iiatient complained of paraesthesia 
which disappeared after renioral of the fragment. 
1941 : A4fter-exan~ination : Complains of lmin and a prickling sen- 
sation in the upper arm. Hyperalgesia in  -the upper arm and pain 
on palpation. Full range of niotion. N o  recurrence. 

( 6 )  2323/39. Male, aged 33. Farm labourer. Rig71t siioitlder. 
Epileptic. First dislocation cluring a fit. The dislocations as a rule 
replaced by the patient himself, a few times only he had called 
a doctor. 
X-ray: The margin of the glenoicl cai-ity is somewhat rough in- 
feriorly. The right humeral head is sinaller than its fellow and 
somewhat flattenecl. 
1933 : Oirdard operation + capsuloi-i-a1>hy + fastening of the coraco- 
brachialis and the short hexd of the biceps to the :interior side of 
the joint with a cnuple of siitnres. Plaster of paris bandage for 
4 vTeeks in 700 abduction. 
1938 : After-examination : Recurrence and pain. 1,iruited range of 
motion. 

(6) 3348/33. Male, aged 50. Labourer. Kigh t shoztldrr. 
First dislocation zit the age of 40 caused by 1tushing n motor car. 

Acta orthopaedica, Vol. XV, 2 4 .  16 
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12 subsequent dislocations, reduced by a doctor. Last dislocations 
when putting on his braces. 
X-ray : Nothing abnormal. 
1934: Oudard operatiom. Plaster of paris for 1 month. 
1943: Follow-up: The patient died in 1939. There had been no 
recurrences. 

(7) 2456/33. Male, aged 20. Brewery worker. Left shoulder. 
First dislocation at the age of 11 caused by trauma to the shoulder. 
Reduced by a doctor. 
1934: Oudard operation. Plaster bandage for 2 months. 
1938: After-examination : No recurrence. Could stand hard work. 
Full range of motion. 
1942: Reports a recurreme on the left side. 

(8) 1129/35. Male, aged 23. Sailor. Right shoulder. 
First dislocation at the age of 20 caused by flinging the arm up- 
wards. Since then 6 dislocations, reduced by a doctor. Subsequent 
dislocation when putting on his overcoat. 
X-ray : Nothing abnormal. 
1935: Oudard operation. Plaster bandage for 4 weeks. 
1937 : After-examination : Recurreme twice when moving the arm 
backwards. 

(9) 2911/36. Male, aged 22. Farmer. Right shoulder. 
First dislocation at the age of 18, when riding. Since then 6 dis- 
locations, the last ones caused by e.g. throwing a ball. 
X-ray : Nothing abnormal. 
1936: Oudard operation. Plaster bandage for 6 weeks in 800 abduc- 
tion and 300 flexion. 
1942 : After-examination : No recurrence. Some soreness when doing 
hard work. Full range of motion. 

(10) 4 3 / 3 7 .  Male, aged 28. Coachman. Left shoulder. 
First dislocation at the age of 27 caused dy direct trauma. Since 
then several dislocations and subluxations reduced by the patient 
himself. 
X-ray : Nothing abnormal. 
1937: Oudard operation. Plaster bandage for 6 weeks. 
1937: X-ray: The coracoid process healed with optimum displace- 
ment. 
1940: Recurrence reduced by the patient himself. 
1942: Hybbimtte operation (No. 18). 

(11) 1270/39. Male, aged 26. Clerk. Left shoulder. 
At the age of 19 the first dislocation 6 months after a traumatic 
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spraining of the shoulder. Since then 30-40 subsequent dislocations 
with ever slighter cause. Reduction by the patient. 
X-ray : Nothing abnormal. 
1939: Oudard operation. Plaster bandage for 6 weeks. 
1939: X-ray: No distinct displacement of the  tip of the coracoid 
process. 
1940: Gone abroad. Up to the time of departure no recurrence or 
inconvenience. 

(12) 5968/39. Female, aged 19. Laundry ironer. Right shoulder. 
First dislocation a t  the age of 12 caused by gymnastics. Since then 
frequent recurrences caused by slight niovements. 
X-ray: Irregular lower margin of the glenoid cavity. 
1939: Oudard operution. Plaster bandage for ti weeks. 
1939: X-ray: A fragment, a s  large as a pea, detached from the 
remainder of the coracoid process by a 3-4 em. broad fissure, but 
fastened with a metal suture. 
1942 : After-examination : No recurrence. Free function. 

(13) 7787/36. Female, aged 31. Wife of tobacconist. Both shoulders. 
First dislocation i n  the right shoulder by trauma at the age of 19, 
and in the left shoulder at the age of 25. Subsequent dislocation in 
the right shoulder by falling off a horse a t  the age of 27. Since 
then 10 dislocations of the right shoulder almost without a trauma. 
Dares not. move the arm for fear of dislocations. 
X-ray : Nothing abnormal. 
1940: Oudard operadion + tenosuspension using the tendon of the 
biceps (Rober t s ) .  Plaster bandage for 4 weeks, after the removal 
of which there was a recurrence treated with reduction and bandage 
in abduction and internal rotation of the shoulder. Mobility some 
what limited. 
1944 : After-examination : No recurrence. Range of motion 85 per 
cent. 

(14) 6681141. Female, aged 24. Wife of barrister. Right shoulder. 
First dislocation caused by a fall a t  the age of 14. Reduced by a 
doctor. Since then 2 dislocations. Constant fear of dislocations. 
1941 : Oudard operation + tenosuspension (Rober t s ) .  Plaster ban- 
dage in 450 abduction and 20° flexion for 3 weeks. 
1944 : Sfter-examination : No recurrence, but numerous subluxations. 
Still constant fear  of dislocations. 

(15) 337/35. Male, aged 35. Furniture remover. R i g h t  shoulder. 
No information about the first dislocation. Formerly treated else- 
where with the Oudard method. Since then a number of subluxa- 
tions occompanied by pain for several days. 

16* 
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X-ray: The metal suture intended to unite the 2 fragments of the 
coracoid process is separated from the central piece. Distinct anterior 
subluxation. 
1935 : Hybbinette operation. Plaster bdndage for 2 months. 
1938: X-ray: The graft is situated in the inferior angle between the 
humerus and scapula. 
1938: Follow-up: No recurrence. The patient is nuw abroad. 

(16) 5786/36. Nale, aged 21. University student. L e f t  shoulder. 
No information about the time of the first dislocation, which occur- 
red by a fall when ski-ing. Replaced by a doctor. Since then 5 
recurrences. 
X-ray : Nothing abnormal. 
1936 : Hybbinette operation. Plaster handage for 6 weeks. 
1938 : After-examination : No recurrence. Indulges in all sorts of 
gymnastics. Full range of motion. 
X-ray: The implanted graft may he seen on the anterior side of 
the shoulder joint on a level with the coracoid process. No arthrosis 
of the joint. 
1944: Gone abroad. 

(17) 5876/37. Male, aged 23. Saddler. Left shou7der. 
Epileptic. First dislocation at the age of 22 in his sleep. Since 
then repeated dislocations caused by slight movements, often re- 
placed by the patient. 
X-ray : Nothing abnormal apar t  from anterior subluxation of the 
humeral head. 
1937 : Hybbinette operation f Oudard's  plastic on the coracoid pro- 
cess. Plaster bandage for 6 weeks. 
1938': X-ray : Position of the graft satisfactory and the coracoid 
process healed. 
1942 : After-examination : Nothing abnormal. Full range of motion. 
1944: Gone abroad. 

(18) 4234/37. Male, aged 33 (patient No. 10). Coachman. Left shoulder. 
First dislocation at the age of 27, treated at the age of 28 at the 
Orthopedic Hospital with the Oudard operation. 
1937 : X-ray : The coracoid process healed with optimum sideways 
displacement of the tip. 
1940 : Recurrence. 
1942 : Hybbilzette operation. Plaster bandage for  6 weeks. 
1944 : After-examination : No recurrence. Full range of motion. 

(19) 4095140. Male, aged 26. Shopman. Left  shoulder. 
First dislocation at the age of 21. Since then recurrences about once 
a year. Reduced by a doctor. 



X-ray : Kothing a1)norinal. 
1040 : llubbirrefte operatto~t. Irinnobiliziition for 3 \\.eelis in adduc- 
tion. 
1941: X-ray: The graft is  in place on a level with the centre of 
the glenoid cavity. 
1944 : Bfter-examination. Xo recurrence. Full range of motion with- 
out emharrnssment. 

(20) 28/41. 31:11e, aged 27. Lal)ourer. R i g h t  dto?(lder. 
First disloc:ilion a t  the iige of 25 b y  tmuni:~. Since then 9 clis- 
locations caused by minor injuries. 
X-ray : Xothing abnormal. 
1911 : l f ! / h b i n e f t e  operatioit. On the anterior side of the glenoicl 
cavity there was a pouch as large as R walnut. Insertion of 2 bone 
grafts from the crest of the iliiim. 1 >.: 4 ciu. Al)duction splint for 
2 months. Muhilization after the course of 6 weeks. 
1942 : After-esaiiiinRtinn. S o  recurrence. Working as a navvy. Prac- 
tirally full range of motion. 
X-ray: The great has beconie attachetl to the anterior side of the 
scapular neck. 
1914 : ,4fter-esnniinaticini : S o  recurrence. Full range nf motion. 

(21) 3684J41. (Rispelijerg Hosp. Dep. 1)). Feniale. azetl 22. Wife of 
labourer. 12tglrf .uRoulder. 
First dislocation a t  the age of 17, when diiing into a swimming 
pool with arms foremost. Re1)l:iceiuent by the yiitient herself. There 
hu\Te been 3 snbseqnent dislocations, the last one reduced under 
anesthesia. Numerous sublusations, so the 1):itient litis lived in a 
constant fear of dislocations. 
X-ray : Kothing atinornial. 
1941 : Hl/bbiue t te  olierafiott.  Imniol~ilization with nl)cluction splint 
for 6 weeks. X-ray revealetl the graft to be siturited in front of 
the lower part of the glenoid cavity. 
1944 : Sfter-esaniination. No reciirrence. Fiill range of motion. 

(22) 605/43. (Bispehjerg Hosp. Dep. D).  Feniale, aged GO. Nurse. Rigfi t  

First dislocation a t  the age of 37, cniised by a sudden abduction, 
the patient being knocked over hy a n  avalanche. Reduction without 
anesthesia. 40 subsequent dislocalions as  a rule reduced b y  the 
patient assisted by those present. I n  tlie years preceding the opera- 
tion the patient \\-as in R constant fear of dislocations and had to 
tie tlie arm to her body in the night to prevent clislocations. 
1042 : Ilybbiitefte operntioii.  Plaster bandage in slight abrluction ant1 

$71 0 ll1dCr. 
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flexion for 4 weeks. Thereupon abduction splint for 2 weeks. X-ray 
after the operation revealed the graft in front of the lower half 
of the shoulder joint. 
1944 : After-examination. No recurrence. External rotation 2/3, 
otherwise full range of motion. 
X-ray reveals an almost complete resorption of the graft, with only 
a 1 cm. long, beaky projection antero-inferiorly on the scapula. No 
arthrosis. 

SUMMARY 

Habitual shoulder dislocation is no uncommon disease. 5 per 
cent of all primary dislocations probably later develop into 
habitual ones. 

The present paper only deals with anterior dislocation. 
As regards the time of life a which the first dislocation 

occurs there is a marked difference between habitual and trau- 
matic dislocation, the first dislocation of a series taking place 
a t  the age of 22-25, whereas the ordinary traumatic dislocation 
occurs a t  a more mature age (averaging 51-53). 

The primary dislocation in quite a number of cases is caused 
by a very slight trauma or a forcible physiological movement, 
a predisposition to dislocation having been present. In other 
cases the primary dislocation is caused by a trauma in- 
distinguishable from one entailing an  ordinary, traumatic 
dislocation. 

In about 12 per cent of the cases habitual dislocation is 
bilateral, but mostly it occurs in the right shoulder (about 66 
per cent) and like traumatic dislocation it is most frequent in 
males (SO-SO per cent). 

An examination of the lesions caused by habitual dislocation 
also displays an essential difference as  compared with trauma- 
tic dislocation. 

I n  habitual dislocation the subsequent dislocations do not 
entail capsvlar rupture like traumatic dislocation. As regards 
the primary dislocation it is impossible to state with certainty 
whether this is the case or not. 
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In  contradistinction to traumatic dislocation rupture of the 
supraspinatus tendon and fracture of the greater tuberosity is 
comparatively rare in case of habitual dislocation. 

It is evident from the foregoing that  at all appearances habi- 
tual shoulder dislocatioii is an indepedent disease which is 
based on congenital predisposition, but may be provoked by a 
trauma. An anatomical or  physiological basis of the constitu- 
tional disposition has not been demonstrable. 

I n  75 per cent of the cases the recurrences appear before 
the end of the first year, in most cases in the course of the first 
few months after the primary dislocation. 

The recurrences are  caused by an inadequate trauma or  a 
forcible physiological movemeat, especially abduction. Thus a 
distinction can be made between recurrences in habitual dislo- 
cations and those of traumatic dislocation which require an ade- 
quate trauma. 

Gradually the recurrences become more frequent, requiring 
an ever slighter cause, so the patient is disabled by the checked 
function of the arm on account of the tendency to dislocation 
and his fear of its happening. 

I n  between the recurrences there may be subluxations ac- 
companied by pain. 

The disease may be treated without operation with a bandage 
holding the arm tied to the body a t  the expense of the function 
of the shoulder joint. 

About 70 operative methods have been reported. Mention is 
made of the 3 main types in  modern use: Suspension operations, 
operations on the coracoid process, and the Hybbinette-Eden 
operation. Capsular plication is no longer applied as an  inde- 
pendent operation, but as a supplement to the two last-men- 
tioned types. 

The writer reviews these operative methods on the basis of 
reports published and his own material of 21  patients treated 
a t  the Copenhagen Orthopedic Hospital and the Bispebjerg Hos- 
pital, Department D. and  arrives a t  the result that the Hyb- 
bineCte-Eden method is the most effective operative method of 
treatment. 
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The ilfagnus modifications of the F1ybbinett.e-Eden method 
of inserting the bone graft outside the synovial membrane is 
described in detail and recomn~eudecl as a standard method. 

ZUSAUXEN FARSUNG 

Die habituelle Schulterluxation ist kein ganz seltenes 
Leiden. Man kann damit rechnen, dass ca. 5 % samtlicher 
ers tmaliger Schnl terluxa tionen spa ter habitue11 werden. 

In  der vorliegenden Arbeit hat man sich nur mit Luxation 
riach vorne beschaftigt. 

I n  Bezug auf das Alter bei der ersten Luxation besteht ein 
Wesensunterchied zwischen der habituelleii und der trauma- 
tischen Luxation, indem die primare Luxation bei habitueller 
Luxation im Alter von 22-25 Jahren eiiitrifft, wahrend die ge- 
wohnliche traumatische Luxation altere Menschen (im Durch- 
schnittsalter von 51-53 Jahren) trifft. 

l r r  gar nicht wenig FBlleii entsteht die primare Luxation 
durch ein ganz geringea Trauma oder wird durch eine kraftige 
physiologische Bewegung hervorgerufeu, sodass in diesen Fallen 
eine Disposition zur Luxation bestancleu hat. I n  den anderen 
Fallen entsteht die primare Luxation als Folge eines Traumas, 
das sich von dem Trauma, welches die gewohiiliche traumatische 
Luxation hervorruft, nicht unteiwheiden lasst. 

In ca. 12 % der Faille Bommt die habituelle Luxation auf 
beiden Seiten vor, im iibrigen aber am haufigsten in der rechten 
Schulter (ca. 66 %), und ist wie die traumatische Luxation 
(60-80 %) bei Mannern am haufigsten. 

Eine Untersuchung von LBsioiieiz bei habitueller Luxation 
im Vergleich mit Lasionen bei traumatischer Luxation hat deut- 
lich gezeigt, dass auch auf diesem Gebiete ein Wesensunter- 
schiecl besteht. 

Bei Reluxationen bei habitueller Luxation fiudet keine Kap- 
selruptur wie bei traumatischer Luxation statt. Es ist unmog- 
lich, sich uber diesen Umstand bei der primaren Luxation mit 
Sicherheit zu aussern. 



Riiptur rler SupraslJiiiatiisseliiie uiitl  Fraktur  von Tub. Majus 
ist bei habitueller Luxation iiii Gegensatz zui’ tranniatischen 
Luxation rerhaltnisrnassig selten. 

Hieraus geht hervor, class die hahituelle Schulterlusation, alleni 
Aiisclieiii iiach zu nrteilen, eiiie selbstdndige Krankheit ist, die 
ihre Gruncllage in einer angeboyeneu Disposition hat, aber clureh 
eiri Trauma proiokiert werilen kann. Nan hat  keine anatonkche 
oder pligsiologische Grnndlage fur die Boiistitutionelle Disposi- 
tion iiach\veiseii konnen. 

Die Rezidire heginnen in 73 % der Fiille innerlialb des ersten 
Jahres nach cler primairen Luxation, unil in cleii rneisten Fallen 
begiiinen die Reziclive iniierhalb (lei- ersten Moilate nach der 
priniaren Luxation. 

Die Rezidive bei habitueller Luxation werdeii durch ein 
iiiadaquates Trauma oder von einer kraftigen physiologischen 
Beweguiig, speziell Abduktion hervorgerufen. Hierdurch unter- 
seheiclet sich das Reziclir bei habitueller Luxation i-on Clem Rezi- 
div bei trauinatischer Luxation, das eiii adaqiiates Trauma er- 
forclert. 

Mit cler Zeit werclen die Rezidive haufiger unil siud inirner 
leichter hen  orziirufen, soclass e l k  Patienten iuvalidiert weiden, 
indern die Funktion cles Arines durch die Luxationstendenz und 
die daniit verhuiitlene Lnsationsaiigst des Patieiitltrii brhiiidert 
wircl. 

Zwischeii den Reziiliven kiinnen Sublusatioiisfalle vorkorn- 
riieii, die sich clnrch Sehniei~zeii unangenehin benierkbar niaclien. 

Die Behaiiilluiig 6ann ohne Operation durcli Bandage ge- 
schehen, die den hrin an den Iiiirper fisiert, damit aber die 
Funktion cles Sclinlte~gelenkes hinclei*t. 

An Opeiationsmetlioclen siad ca. ‘TO aiigegebeii, aber von den 
jetzt rerwendbaren hat nian die drei wichtigsten Typen be- 
sprochen : Ai7fh~iigungsopei.atioIien, Operationen am proc. cora- 
coideus und H y b b i ~ e t k ~ E t l e n ’ s  Operation. 1~apseliialitopei.atioii 
wird jetzt nicht mehr als selbstandige Operation, sondern als 
Erganznng (ley beiden letztgenannten Typen aiigewandt. 

Bei Eeurteiliuig cliesei- Operatioiisnietliodeii auf Gruncllage 
von Eeschreibuiigen in dcr Literatur, sowie des vom Verfasser 
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selbst gewonnenen Materials an 21 Patienten, die im Ortho- 
padischen Hospital zu Kopenhagen und der Abteilung D. des 
Bispebjerg Krankenhauses behandelt wurden, kommt man zu 
dem Ergebnis, dass Hybbi-nette-Edelz’s Methode die effektivste, 
operative Behandlungsmethode ist. 

Die HybbhettieEdem’sche Methode mit Modifikation von 
Mugnus, wobei das Transplantat extrasynovial angebracht wird, 
wird im einzelnen beschrieben und als Standardmethode emp 
fohlen. 

La luxation habituelle de l’epaule n’est pas une maladie rare. 
On peut compter que 5 % des cas de premihre luxation de 
l’i5paule deviennent plus tard habituels. 

Dans ce travail, on ne s’est occup6 que de la luxation en 
avant. 

Par  rapport l’%ge de la premibre luxation, il y a une dif- 
ference essentielle entre la luxation habituelle et la luxation 
traumatique, &ant donne que dans la luxation habituelle, la  
luxation primaire a lieu generalement entre 22 et 25 ans, alors 
que la luxation traumatique ordinaire atteint les personnes plus 
%g&s (age moyen 51 ii 53 ans) . 

Dans un assez grand nombre des cas la luxation primaire 
est due ii un trauma t r bs  l6ger ou A un mouvement physiologique 
violent, de sorte que dans ces eas il y avait une predisposition 
A l a  luxation. Dans les autres cas, la luxation primaire est due 
a un trauma que l’on ne peut pas differencier de celui qui produit 
la luxation traumatique ordinaire. 

A peu prbs dans 12 ”/o des cas, la luxation habituelle est 
bilaterale, mais elle est d’ailleurs plus fr6quente dans 1’6paule 
droite (environ 66 %) et  aussi plus fr6quente chez les hommes, 
cornme d’ailleurs la luxation traumatique (60-80 %) . 

Un examen des 16sions de la luxation habituelle comparbes 
aux lCsions de la luxation traumatique a clairement d6montrC 
qu’il y aussi dans ce domaine une difference essentielle. 



HABITUAL DISLOCATION O F  THE SHOULDER 245 

Dans les cas de reluxation de la luxation habituelle, il n’y 
a pas de rupture de la capsule comme dam la luxation trauma- 
tique. I1 est impossible de dire quoi que soit de certain par r a p  
port A ce fait dans la luxation primaire. 

Une rupture du supraspinal et uue fracture du tub. majua 
sont relativement Pares dans la luxatian habituelle par opposi- 
tion k ce qui est le cas dans la luxation traurnatique. 

I1 ressort de ceci qu’autant qu’on p u k e  en juger, la luxation 
habituelle de l’6paule est une maladie autoiiome qui tire son 
origine d’une prbdisposition conghitale, niais lqui peut &re 
provoqu6e par un trauma. 11 n’a pas 6t6 possible de constater 
une base anatomique ou physiologique B cette prkdisposition con- 
stitutionelle. 

Dans 75 % des cas, les recidives se manifestent dans le 
courant de l’ann6e qui suit la luxation prirnaire et, dam la 
plupart des cas, les rkcidives sont observ6es daris les premiers 
mois qui suivent la luxation primaire. 

Dans la luxation habituelle, les recidives sont provoqu6es par 
un trauma inad6quat ou un inouvement physiologique violent, 
spCcialement d’abduction. Ce qui differencie la r6cidive de la 
luxation habituelle, de la r6cidire de la luxation traumatique, 
c-est que cette dernibre est provoqu6e par un trauma ad6qquat. 

Avec le temps les rkcidives deviennent plus frkquentes et sont 
caus6es de plus en plus facilement, de sorte qu’elles pendent le 
patient inralide, la fonction du bras 6tant entrav6e par la ten- 
dance B la luxation et par la peur de la luxation qu’eprouve le 
malade. 

Entre les rkcidives, il peut y avoir des cas de subluxation 
qui sont gdnants parce lqu’ils sont douloureux. 

Le traitement peut avoir lieu sans operation, au moyen d’un 
bandage qui fixe le bras au corps, ruais ceci empbche la fonc- 
tion de l’aiaticulatiou de 1’6paule. 

Enviroii 70 methods d’operation sont indiquees, mais parmi 
celles qui sont praticables de nos jours, trois des types prin- 
cipaux sont decrits: les operations par suspension, les op6rations 
du proc. coracoideus et l’op6ration HybFinette-Eden. L’opkration 
de la faufilure de la capsule n’est plus pratiqu6e maintenant en 
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tant qu’opbration autononie, mais comnie suppldnient aux deux 
derniers types mentionnCs. 

Dans I’apprCciation de ces methodes cl’opCration sur la base 
des descriptions donnCes dans la littdrature et le matCriel d’ob- 
servation de I’auteur qui comprencl21 malades trait& A l’H6pital 
OrthopCdique de Copenhague et A I’Hbpital de Bispebjerg, Sec- 
tion D, on arrive au rdsultat que la mkthocle Hybbinette-Edm 
est la mCthode de traitement opBratoire la plus efficace. 

La mCthode Hybbimedte-Eden, modifiCe par Mayuus, qui place 
la transplantation extrasynovialement, est dBcrite d’une manihre 
dCtaillde et est recommand6e comme m6tliode standard. 
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