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ABSTRACT — Objective: Posterior dislocation of the sternoclavicular joint (SCJ) is a rare occurrence but can
be associated with life-threatening injuries. Standard guidelines regarding its treatment have not been defined.

Case Report: A 23-year-old professional basketball player presented with a posterior dislocation of the SCJ. He
underwent open reduction, direct anterior and dorsal ligament repair, and capsule repair and augmentation using
fiber tape. Three months after his injury, he returned to play professionally.

Materials and Methods: A thorough systematic review of the English literature was performed in accordance
with the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) guidelines in the follow-
ing databases: PubMed, Cochrane, and EMBASE, to identify all cases of acute posterior SCJ dislocations to focus
on the repercussions of different surgical techniques on shoulder girdle biomechanics. Eventually, 51 patients
were detected from 9 studies.

Results: Posterior dislocations mainly occur during sports activities, especially football, due to a direct impact
on the thorax or an indirect force posterolateral to the shoulder. Thirty-nine patients underwent open reduction
(76.47%), and the remaining subjects were managed with closed reduction (23.53%). Many surgical techniques were
described, all with good clinical outcomes. No intra-operative and post-operative complications were reported.

Conclusions: Both closed and open reduction have proven highly effective for treating posterior SCJ disloca-
tion. However, available data is not sufficient to define which surgical procedure is most effective for restoring
shoulder biomechanics.

KEYWORDS: Sternoclavicular joint, Sternoclavicular posterior dislocation, Acute posterior dislocation, Posterior
sternoclavicular dislocation treatment.

INTRODUCTION

The sternoclavicular joint is a diarthrodial saddle-type synovial joint that is intrinsically unstable, as
only about 40% of the medial clavicular surface articulates with its corresponding articular surface on
the manubrium. Therefore, the stability of this joint relies on its ligaments and articular capsule. These

c)®OSE  This workis licensed under a Creative Commons Attribution-NonCommercial-ShareAlike 4.0 International License


https://creativecommons.org/licenses/by-nc-sa/4.0/

POSTERIOR DISLOCATION OF SCJ: A SYSTEMATIC REVIEW AND CASE REPORT

structures include the rhomboid or costoclavicular ligament, in which we recognized an anterior fascic-
ulus that resists superior rotation and lateral displacement and a posterior fasciculus opposing inferior
rotation and medial displacement. The interclavicular ligament, the posterior and anterior sternoclavic-
ular ligaments also improve sternoclavicular joint (SCJ) stability. Posterior structures are more resistant
than anterior ones, explaining why posterior dislocation is less common than anterior?. SCJ dislocations
are uncommon, accounting for 1% of all dislocations. Posterior dislocations are even rarer, representing
5% of SCJ dislocations. Because of their proximity to the superior mediastinum, posterior dislocations
may have life-threatening complications. However, the reported rate of neurovascular injuries in the
literature is poor2.

They might be the result of direct trauma due to a posteriorly directed force applied to the medial
clavicle, such as in the case of motor vehicle accidents or sports injuries. On the other hand, more
frequently, an indirect force posterolateral to the shoulder pushes the lateral clavicle anteriorly and
levers the medial clavicle posteriorly**. Patients with posterior SCJ dislocation usually present with
functional limitation of the affected shoulder and severe pain. There might be a subtle asymmetry
of the shoulder girdle and a minor sternoclavicular prominence, but these signs may not be visible
or palpable in case of severe swelling. Due to the possible involvement of mediastinal structures,
dyspnea, dysphagia, dysphonia or neurovascular symptoms may occur®. Early diagnosis might be dif-
ficult, with standard X-rays and computed tomography (CT) often required to diagnose and evaluate
complications. Due to its rarity and the scarcity of the literature, there is no consensus on how to
manage acute and chronic dislocations. Therefore, individual cases published in the existing literature
can contribute to the training of surgeons who are first approached with this condition. Surgical treat-
ment should be considered when closed reduction is not feasible and in cases of mediastinal injury
requiring urgent intervention?.

We present a case of a young professional basketball player with posterior SCJ dislocation treated
surgically. This study aims to 1) present our experience on a case of posterior SCJ dislocation and 2)
systematically review the current literature about acute posterior SCJ dislocation treatment, focusing
on the repercussions of different surgical methods on shoulder girdle biomechanics and final outcomes.

CASE PRESENTATION

A 23-year-old male professional basketball player was tackled during a basketball game by a player of
the opposite team who directly struck his right shoulder. His vital signs on admission were as follows:
Glasgow Coma Scale, 15; heart rate, 68 beats/min; blood pressure, 130/85 mmHg; respiratory rate,
17 breaths/min; 98% oxygen saturation on room air. Upon presentation, there was functional impair-
ment of the right shoulder accompanied by severe pain during attempts at mobilization. There was
a palpable mild depression in the anterior right-side thoracic region, and the patient reported mild
dysphagia and dysphonia without dyspnea or any neurovascular signs. His radial pulses were sym-
metric. Posteroanterior chest and anteroposterior shoulder radiographs were performed. There was
an asymmetry between the sternoclavicular joints but no evident dislocation on plain radiographs
(Figure 1). As the cause of symptoms was not clear, a contrast-enhanced computed tomography (CT)
was performed, which revealed a posterior sternoclavicular dislocation of the right SCJ with a 14 mm
displacement. No injury of the mediastinal structures was revealed, only a slight compression of the
trachea and esophagus, which explained the patient’s symptoms upon his arrival at the emergency
department (Figures 2 and 3). As the patient was stable, he was non-emergently taken to the oper-
ating room 7 hours later to attempt a closed reduction procedure in narcosis. Hence, a bolster was
placed under his scapulae, and, with the shoulder in 90° abduction, lateral traction was applied while
slowly extending the shoulder. As the first attempt was not resolutive, a second one was carried out
using a sterile towel clip. The dislocation was not managed. Therefore, we decided to perform an
open reduction.

Surgical Technique

The patient was placed in a supine position, with a bolster under his scapulae, under general an-
esthesia. Throughout the whole procedure, a vascular surgeon was prepared for any assistance.
Obviously, our choice was for a traditional dorsal approach for good visualization but also for a
reduction in the risk of iatrogenic damage. A 5 cm incision was centered on the medial aspect of
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Figure 1. Chest radiograph showing an asym-
metry of the sternoclavicular joints.

N

\

the clavicle and extended medially to the sternum. The platysma muscle was incised, the anterior
capsule was reached, and the underlying SC joint was exposed. A complete disruption of the SCJ
was noted: the anterior and dorsal sternoclavicular ligaments were lesioned and detached from
the medial aspect of the clavicle. The intra-articular disc was ruptured. The SCJ was reduced with
a gentle maneuver using proper forceps with the shoulder in 90° abduction, lateral traction was
applied while slowly extending the shoulder. Afterward, the disc and the anterior capsule were
repaired through a direct side-to-side suture; anterior and dorsal ligaments were reinserted on the
clavicular aspect of the joint using a suture anchor. Subsequently, the joint was further stabilized
through a ligament augmentation technique with fiber tape using two swive-lock anchors (Arthrex,
Inc., Naples, FL, USA) (Figures 4 and 5). Throughout the procedure, the image intensifier was used.
Joint congruence and stability were tested.

Figure 2. CT scan showing a posterior dislocation of the right medial clavicular head in relation to the sternum and
partial compression of mediastinal structures. In red: subclavian and common carotid arteries; in yellow: sternocla-
vicular joint; in blue: brachiocephalic vein (big circle) and trachea (small circle); in white: esophagus.
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Figure 4. Intraoperative pictures showing incision (A),
reduction maneuvers (B), and stabilization with suture
anchor and fiber-wire (C).

Figure 5. Post operative CT-scan: axial and coronal views (A); 3D-reconstruction (B).
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Post-Operative Course

After surgery, there was a complete resolution of mediastinal symptoms. No intra-operative and
post-operative complications were reported, and post-operative pain was accurately controlled. The
patient was discharged from our hospital a week after admission, with his right arm kept in a sling for
four weeks. Two weeks after surgery, he started cautious passive and active shoulder motion assist-
ed by a physiotherapist. At 1-month post-surgery, the patient reported mild pain and limitation on
end-of-range motions. He recovered 170° shoulder elevation and 170° abduction. Three months after
surgery, he presented a Rockwood sternoclavicular joint score of 13 and a Constant-Murley score of
86/100, questionnaires evaluating pain, range of motion (ROM), strength, limitations, and the ability
to carry out the normal daily activities of the patient. The patient autonomously returned to play pro-
fessionally. At the 1-year follow-up, recovery was excellent, with a Rockwood score of 14 and a Con-
stant-Murley score of 96/100; he keeps playing basketball without any deficiency, pain, or limitations.

MATERIALS AND METHODS
Search Strategy

We conducted a systematic review to summarize the current knowledge on acute posterior sternocla-
vicular dislocation and its treatment in accordance with the Preferred Reporting Items for Systematic
Reviews and Meta-Analyses (PRISMA) guidelines®. An extensive search was performed in the following
databases: PubMed, Cochrane and EMBASE. To address the research questions, we used the following
terms: posterior sternoclavicular joint AND dislocation (OR injuries), AND treatment, OR acute. Follow-
ing the recognition of potential articles, an initial screening of titles and abstracts was performed. Sub-
sequently, relevant full-text articles were retrieved and independently assessed for eligibility by three
of the authors (L.S., V.A., B.F.). Disagreements regarding the inclusion of an article were solved by a third
reviewer (E.C.), who agreed upon the final list of included articles. The same authors also assessed the
level of evidence of each clinical report.

Inclusion and Exclusion Criteria

We collected data only from English-written observational studies and case series discussing acute posterior
SCJ dislocation in patients who were 16 years of age or above, its treatment techniques, and its long-term
effects on daily and, when specified, on sports activities. We excluded any study involving specifically chronic
SCJ dislocation, superior or anterior dislocation, fracture-dislocation, growth-plate fracture, and atraumatic
or congenital conditions. However, when possible, the extraction of selective data was performed in those
studies addressing both acute posterior and chronic posterior or anterior dislocations. Moreover, articles
that did not address treatments or clinical outcomes of SC joint dislocations were excluded.

Data Extraction

The following parameters were extracted and analyzed: number of patients, patient demographics (age,
sex), type of procedure (closed or open reduction), follow-up, CT-scan pre and post-operatively, type
and number of intra- and postoperative complications, physiotherapeutic protocol, return to daily and,
when applicable, to sports activities.

Our results, using the above-mentioned databases according to the PRISMA guidelines, resulted in
273 articles. After reviewing, 9 full-text articles meeting the inclusion criteria were included in our re-
view (Figure 6), 5 of which have a Level IV of evidence (case series)’*! and 4 of them a Level Il of evi-
dence (observational studies)!?*® (Tables 1 and 2).

Quality Assessment

The quality of the included studies was assessed by three reviewers (L.S., V.A., B.F.) according to
the Methodological Index for Non-Randomized Studies (MINORS) score!®. MINORS contains 12
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Identification of studies via databases and registers

Records identified from
PubMed (n =118)
Cochrane (n = 98)
EMBASE (n= 101)

!

Records removed before
screening:

Duplicate records removed
(n=44)

Records screened

(n=273)
'

Records excluded
(n=252)

Reports sought for retrieval

Reports not retrieved
(n=0)

(n=21)

Reports excluded:
Reports assessed for eligibility Reason 1 (n = Chronic SCJ
(n=21) dislocation)
Reason 2 (n = Associated
fractures)
Reason 3 (n = Growth-plate
fracture)
Reason 4 (Anterior or Superior
SCJ Dislocation
Reason 5 (Age < 15)

Studies included in review
(n=9)

Figure 6. PRISMA Flow chart of the literature review.

items, with the first 8 items specifically for non-comparative studies. Each item is scored from
0 to 2, with 0 indicating that the item was not reported, 1 indicating it was reported but inade-
quately, and 2 indicating it was reported and adequately. The maximum score for non-compar-
ative studies is 16, and for comparative studies is 24. The 12 items in MINORS are (1) a clearly
stated aim, (2) inclusion of consecutive patients, (3) prospective collection of data, (4) endpoints
appropriate to the aim of the study, (5) unbiased assessment of the study endpoint, (6) follow-up
period appropriate to the aim of the study, (7) loss to follow up less than 5%, and (8) prospective
calculation of study size. For comparative studies, MINORS includes 4 additional items: (9) an
adequate control group, (10) contemporary groups, (11) baseline equivalence of groups, and (12)
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adequate statistical analyses. The reliability of MINORS was established through good inter-re-
viewer agreement, high test-retest reliability, and good internal consistency. Its external validity
was demonstrated by its ability to identify high-quality studies compared to the CONSORT state-
ment for randomized trials'® (Table 1).

RESULTS

Using the above-mentioned databases and keywords, our search produced 273 results. We selected
9 full-text articles meeting the inclusion criteria: 5 case series’!! and 4 observational studies'**>, for a
total of 51 patients with a mean MINOR score of 7.8. The mean age at the time of the injury was 32.25,
and the male/female ratio was 34:4 (89.19% male patients), although these data were not specified in
two studies’®. Mechanism of injury was specified in 6 articles®® (80.4% of patients): 58.5% of injuries
occurred during sports activity, most commonly football, rugby, soccer, or skiing; 22% due to road
accidents; 12.2% due to falls; other causes were reported in 2.8% of cases. Mild mediastinal compres-
sion symptoms at presentation were observed in 21.56% of cases. No patient was hemodynamically
unstable. In the studies analyzed, the average follow-up was 18.6 months (3-128 months). Follow-up
was reported heterogeneously, with some studies not reporting the follow-up or reporting a fol-
low-up period not for every single patient but only as an average value (Tables 2 and 3)'. Most of the
studies did not specify the final ROM at the end of the follow-up period, and some did not use a spe-
cific score to evaluate the outcome’®'?, as they only confirmed the return to pre-injury status. 6 stud-
ies¥115 adopted different scoring systems: the Constant-Murley score, Rockwood score, American
Shoulder and Elbow Surgeons (ASES) score, Disabilities of the Arm, Shoulder, and Hand (DASH) score,
the simple shoulder test (SST), subjective shoulder value (SSV) score, patient-reported outcome mea-
sures (PROM) T-score and the Oxford shoulder score were used. Outcomes were mostly evaluated
according to the presence of pain, ROM limitations, instability of the SCJ, or return to play in the case
of professional athletes (Table 4). Thirty-nine patients underwent open reduction (76.47%), and the
remaining subjects were managed with closed reduction under general anesthesia (23.53%). In two
patients, closed reduction was firstly successful; later on, they had to undergo surgery respectively
due to recurrence and anterior instability!?. Plating was performed in 22 patients (56.41%)7%'315 In
5 cases (12.82%), tenodesis was performed: 4 patients underwent open reduction and subclavius
tendon autograft stabilization, and 1 patient was treated with sternocleidomastoid tendon allograft
reconstruction!?. Suture-repair-only was adopted in 8 patients (20.51%)%'%12: 4 of which were with
absorbable sutures and 4 with non-absorbable ones. Stabilization and ligament reconstruction with
fiber wires and anchor sutures were reported in 3 cases (7.69%)!. The application of K-wires and steel
cerclage was described in 3 cases (7.69%). In 2 patients, two stabilization procedures were performed:
tenodesis + wiring and plating + non-absorbable suture, respectively®'? (Table 5). No intraoperative
complications were reported.

Table 1. MINORS Score of included studies.

Authors Published year Study design MINORS
Laffosse et al'? 2010 RS 10
Hecox and Wood’ 2010 CS 5
Janson and Rossouw?® 2013 CS 5
Quispe et al*® 2015 RS 11
Kirby et al® 2015 CS 9
Labronici et al*® 2016 CS 6
Zhang et al** 2017 RS 8
Adamcik et al'! 2017 CS 8
Xin et al*® 2023 RS 9

RS: retrospective study; CS: case series.
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Table 2. Descriptive characteristics of component studies.

No. of patients with Mean FU
No. acute posterior Mean age Male/Female Follow-up Patients time (months)
Authors of patients SCID (range) ratio rate (%) lost to FU (range)

Laffosse et al*? 30 15 19 (17-41) 13/2 (76.47%) 73.33% 4 51.81 (14-128)
Hecox and Wood’ 8 3 n/a n/a 100% 0 3
Janson and Rossouw?® 5 2 n/a n/a 100% 0 12
Quispe et al*® 3 2 20.5 (18-23) 1/1 100% 0 8
Kirby et al® 16 16 30 (16-46) 11/1 75% 4 42 (12-108)
Labronici et al*° 2 2 27 (18-36) 2/0 100% 0 12
Zhang et al** 32 5 42 n/a 100% 0 n/a
Adamcik et al** 3 3 23.33 (20-27) 3/0 100% 0 12.33 (10-14)
Xin et al*® 11 11 54.91 (33-71) 8/3 100% 0 18 (15-24)

FU: Follow-up.
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Table 3. Data regarding mechanisms of injury, symptomatology at presentation and closed reduction attempt.

No. of patients

Mechanism Mediastinal Hemodynamic CT scan CT scan Attempt undergoing
Authors of injury symptoms instability pre-operative post-operative of CR Failed CR surgery

Laffosse et al*? Contact sports 2 0 11 11 6 2 7
Hecox and Wood” n/a n/a 0 n/a 0 3 2 2
Janson and n/a n/a 0 n/a n/a 0 0 2
Rossouw?®

Quispe et al*® RA/Sport 2 2 0 0 2 2 2
Kirby et al® Sports/RA/Fall 7 0 12 n/a 8 6
Labronici et al*° Sports 0 0 2 1 2 1 1
Zhang et al** n/a n/a 0 5 5 n/a n/a 5
Adamcik et al* Sports 0 0 3 n/a 3 3 3
Xin et al* RA/Fall/other n/a 0 11 11 0 0 11

CR: closed reduction, RA: road accident.
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Table 4. Interventions, complications, physiotherapeutic protocol and outcomes of the included studies.

Return to Score
Surgical Intraoperative Post operative Physiotherapic daily Return evaluation
Authors techniques complications complications protocol activities to sports at final FU
Laffosse et al*? Tenodesis/wiring/ 0 0 Sling for 3 weeks 11 10 DASH 36.47;
sutures-only CMS 91.90;
SST 17.8;
0SS 12.9
Hecox and Wood’ Ledge plating 0 0 Sling for 2 weeks/ 2 2 n/a
figure-of-eight sling
for 4 weeks
Janson and Figure-of-eight 0 0 n/a 1 1 n/a
Rossouw?® sternal cable system
Quispe et al*® Locking compression plate 0 0 Sling for 2 weeks 2 1 DASH 25;
PROMS 45.95
Kirby et al’ Plate/suture + buttress 0 0 n/a 10 10 ASES 96.24;
plate/suture-only SSV 90.83
Labronici et al*° Suture with an eight- 0 0 Sling for 6 weeks 2 n/a n/a
Zhang et al* Hook plate 0 0 Sling for 2 weeks 5 n/a n/a
Adamcik et al'* Fiberwire 0 0 Gilchrist bandage 3 3 DASH 25.3
for 3 weeks
Xin et al*® Hook plate 0 0 Sling for 3 weeks 11 n/a CMS 93.64 +9.01;

RS 13.36+1.86

FU: Follow-up; DASH: Disability of the Arm, Shoulder and Hand Score; CMS: Costant-Murley Score; SST: Simple Shoulder Test; OSS: Oxford Shoulder Score; PROMS: Patient-
Reported Outcome Measures; ASES: Assessment Shoulder and Elbow Scale; SSV: Subjective Shoulder Value; RS: Rockwood Score.
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Table 5. Surgical techniques.

Fixation technique No. of patients (%)
Plating 22 (56.41%)
K-wires/cerclage 3 (7.69%)
Suture-repair-only 8(20.51%)
Fiber wires 3(7.69%)
Tenodesis 5(12.82%)
Total 39*

*39 patients and 41 procedures as two patients underwent two stabilization techniques.

Post-operatively, patients were placed in a sling or a Gilchrist or a figure-of-eight brace for 2 to 6 weeks.
The authors did not justify the use of a brace over another. Regardless of the treatment method, each pa-
tient underwent gradual physiotherapy to reduce pain, improve range of motion, and promote shoulder
stabilization using isometric training. In many patients, abduction was firstly limited to 90°. Naturally, the
rehabilitation program was adapted to the patient’s needs. There were no post-operative complications
reported. Only a case of re-dislocation and a case of anterior instability, followed by closed reduction,
were observed. Removal of the implant usually took place over a period of 3 to 12 months.

Overall, 83.33% and 97.43% of patients treated conservatively and surgically, respectively, had a
successful outcome, defined as full pain-free ROM without recurrence. They regained a full range of
motion and returned to daily activities within 3 months. 27 patients, including professional and amateur
athletes, achieved full return to play. However, return to play was not specified in 3 studies.

DISCUSSION

This study aims to present our experience on a case of posterior SCJ dislocation of a professional basket-
ball player and systematically review the current literature about acute posterior SCJ dislocation.

The sternoclavicular joint is a diarthrodial saddle-type synovial joint that is intrinsically unstable;
the stability of this joint relies on its ligaments and articular capsule. Several biomechanical studies’
have shown that the glenohumeral, acromioclavicular, and sternoclavicular joints work as one kinematic
chain, suggesting that abnormal functioning of one of these joints results in a pathological scapulotho-
racic motion. The sternoclavicular joint allows movement of the clavicle relative to the thorax, mainly
in the horizontal and vertical planes, although a rotational component is present. In arm elevation, for
every ten degrees of elevation of the arm to 90°, there is approximately 4° of elevation of the clavicle!®®,
During retraction, a 5° posterior rotation of the clavicle compared to the thorax occurs, whereas pro-
traction leads to an anterior clavicular rotation of 3°. In abduction, the sternoclavicular joint has 35° of
range and a 30° of rotation occurs in case of 60° or greater degree of arm abduction®%2,

The indications for treating posterior SCJ dislocation depend on the patient’s symptoms. Closed re-
duction should be attempted under general anesthesia when the patient is stable. Surgical management
should be considered when closed reduction is not feasible and in the presence of mediastinal injury re-
quiring urgent intervention®. Some studies''!? report cases of unreduced dislocation in which the patient
was discharged with no complaints at first but eventually, most of the time, required surgery due to insta-
bility related to chronic dislocation. The literature'>?* also reports some cases of recurrent dislocation
after closed reduction or open reduction without fixation. Closed reduction can be achieved by placing a
bolster between the scapulae, positioning the arm in 90° abduction, and applying lateral traction while
slowly extending the shoulder. As an alternative, traction in adduction can be applied on the arm along the
axis of the upper limb with direct manipulation of the clavicle medial end. In both reduction maneuvers, a
sterile towel clip may be required?®. Various methods of operative treatment have been described, includ-
ing resection of the medial clavicle, cannulated screws, plating (T-shaped plate, hook plate, ledge plate,
dynamic compression plating (DLP), locking compression plating (LCP), anterior buttress plating), suture
anchor fixation, fiber wires in an eight-figure configuration, and tenodesis, mainly with hamstring muscle
tendons or subclavius to repair soft tissue tears. In the last decade, fixation with k wires, pins, and metallic
cerclage has been abandoned due to the high risk of fatal complications due to migration?’.
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The case we reported perfectly fits the surgical options found in the current literature, with the
same good outcome. We presented a case of a professional basketball player who underwent anterior
and dorsal ligament and capsule repair and augmentation using a suture anchor and a fiber wire. He
managed to return to play professionally with a pain-free ROM within 3 months. We would like to point
out that due to his functional demands, we decided to repair anterior structures only to sufficiently
stabilize the joint, thus allowing secondary intention healing of posterior structures without the risk of
stiffness or delayed mobilization that might be associated with other surgical techniques. Our choice
of treatment is due to the potential for serious intraoperative complications from accessing posterior
structures. In addition, because our patient is a professional player, we chose a procedure that would
not involve any potential weakening associated with hamstring tenodesis. Moreover, fiber-wire has ex-
cellent characteristics in terms of strength and flexibility, which provides an optimal replacement for
damaged ligaments, thus avoiding long-term complications such as tendon atrophy and elongation,
which may lead to chronic instability.

To date, no studies correlate posterior sternoclavicular dislocation to its biomechanical effects on
shoulder biomechanics. Our literature review focused on the relation of different surgical methods on
shoulder girdle biomechanics, aiming to compare different techniques with the final outcome. Howev-
er, due to the small number of patients treated with each technique and the lack of the use of scoring
systems, it is difficult to provide comparative data.

We observed that closed reduction was successful in 10 cases out of 26 attempts (38.46%). However,
it must be considered that some authors'® are of the opinion that in the case of posterior dislocation,
direct surgery should be performed without an attempt at closed reduction. Others?, instead, regard
closed reduction as a valid solution that should be attempted within a limited period of time from trau-
ma: some® do not attempt closed reduction after 24 hours, while others!* believe closed reduction can
be attempted up to 48 hours after injury. Several cases of closed reduction after 72 hours have been
reported in literature, although most of the authors agree on a more successful reduction rate within
48 hours from trauma?®3°,

Overall, we recorded good clinical outcomes in 94.11% of patients (83.33% and 97.43% of patients
treated conservatively and surgically, respectively). We, therefore, agree that closed reduction should
always be attempted in a non-urgent situation, as stated in the literature, and that open reduction can
be achieved in cases of persistent instability, also taking into account the functional requirements of
the patient®l. Furthermore, our results are in line with the current literature, as the use of metal wires is
gradually decreasing and the choice of performing a soft tissue repair is increasing. In fact, ligament and
capsule repair with or without grafting or augmentation was performed in 41.02% of cases**”; K-wires
and steel cerclage were adopted only in 7.69% of cases**¢. On the other hand, plating was the treatment
of choice in 56.41% of cases. A successful recovery was achieved regardless of the procedure adopted.
Longer recovery with mild pain and stiffness still at 3 months from the surgery were reported respec-
tively in a patient treated with plating® and in a case of figure-of-eight cerclage?. This data is insufficient
to determine which procedure provides the best outcome and biomechanical restoration.

Limitations

Our study presents several limitations. The identified studies were all retrospective studies and case se-
ries with levels Il and IV of evidence. In addition, the current literature is characterized by heterogeneity
of reporting regarding outcome measures and follow-up length. Finally, by excluding case reports, the
study does not present different techniques, which introduces a selection bias. These factors strongly
influence the interpretation of the results, making further studies, such as controlled clinical trials and
shared outcome assessment protocols, necessary to evaluate the potential advantages of suture an-
chors and fiber wires over the other techniques and to assess the biomechanical implications of each
surgical procedure on shoulder mobility.

CONCLUSIONS

Due to the limited number of cases described, the approach towards posterior dislocation of the
SCJ needs to be standardized. No prospective randomized clinical trials or comparative studies
have been performed on this topic. In our limited experience, anchor sutures and fiber wires could
find an indication in posterior SCJ dislocation when closed reduction is not feasible, as they repre-
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sent a less invasive and risky surgery that might allow a faster recovery than other procedures, es-
pecially in the case of professional athletes. In conclusion, although posterior dislocation of the SCJ
is a growing and challenging topic in orthopedic research, standardized guidelines and reproducible
research are still missing. Further research with systematically collected data and biomechanical
studies is needed to standardize parameters such as scoring systems, follow-up periods, and ra-
diographic criteria to allow direct comparison between different surgical options, to train younger
surgeons approaching this surgery, and to provide the scientific basis for cost-benefit analysis.
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