



A conservatively managed posterior sternoclavicular joint dislocation in a young adult



ABSTRACT:
Posterior sternoclavicular joint dislocation (SCJ) is rare especially in the young patients and can be complicated by serious complications related to the proximity of the joint to mediastinal structures. We describe the case of a previously healthy 22-year-old male who presented with a right shoulder injury. Clinically, the patient only complained of pain in the right shoulder and right hemithorax with no functional deficit or signs of neurovascular or cardiorespiratory impairment. Following imaging, the diagnosis of a closed posterior SCJ dislocation without associated mediastinal injury was confirmed. Conservative management was initially planned because of the lack of complications and the patient's stable clinical condition. This is noteworthy with regards to that it is an unusual non-severe presentment of diagnosis of posterior SCJ dislocation. Currently, there is minimal evidence in the literature of this type of injury, but it should be taken into account as it may lead to fatal complications. Early imaging and multidisciplinary evaluation are necessary for the selection of appropriate management. The patient achieved complete recovery following conservative treatment, emphasizing that non-operative management can be effective in select cases with stable clinical presentation.
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INTRODUCTION : 

Posterior dislocation of the sternoclavicular joint (SCJ) is an extremely uncommon injury and makes up less than 1% of all dislocation of joints; it is commonly caused by high-energy trauma in road traffic accidents and blunt force shouldering in contact sports (1,3). Although its infrequency, it is a high risk injury as the SCJ lies anatomically adjacent to important mediastinal structures as the great vessels, trachea, and esophagus for which passive reduction may be complex and dangerous, especially in emergent situations (1,2,3). Advances in imaging and reduction techniques have helped to refine management, however, diagnosis often is delayed, as patients may present with mild, subtle or atypical symptoms especially in the absence of neurovascular or cardiopulmonary compromise (1,3,4). Our case is one such case of rare and atypical post-traumatic posterior SCJ dislocation in a 22-year-old otherwise healthy male with atraumatic antecedents who presented with isolated pain in the injury area without any signs of compression, and was managed conservatively.

CASE Report

Presentation

A 22-year-old male without relevant previous history attended the ER after a direct blunt trauma on the right shoulder. His main complaint was the right shoulder and right anterior chest wall pain localized to the sternoclavicular joint. He did not complain of any weakness, or paraesthesia or numbness in the upper limbs, dysphagia, dyspnea, dysphonia, or cervical pain. There was no impairment of the upper limb function at the onset.

Physical Examination
At presentation, the patient was hemodynamically stable and not in any respiratory distress. Examination revealed slight asymmetry and local swelling over the right sternoclavicular area with no discernible cutaneous changes or venous dilatation. The medial end of right clavicle was tender on palpation. Shoulder range of motion was intact but painful on elevation. Right upper limb neurological examination was unremarkable. Peripheral pulses were present and symmetrical. There were no signs of vascular or thoracic outlet compression.

Imaging Studies
The initial imaging study consisted in 2 standard radiographies: a thorax radiography and a right shoulder X-ray. The chest X-ray (Fig. 1) presented with mild asymmetry at the sternal-clavicular level, but it was non-diagnostic. Right shoulder radiograph (Figure 2) showed normal glenohumeral joint but evidence of medial displacement of clavicle was identified.
Because the sternoclavicular joint is poorly visualized on plain radiographs, a chest CT was performed. CT examination (Figure 3) demonstrated an ipsilateral posterior dislocation of the right sternoclavicular joint with no associated fractures, vascular injury, or mediastinal compression. The trachea, brachiocephalic vessels and esophagus were preserved and non-compressed.
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Figure 1. Standard chest X-ray showing asymmetry in the right sternoclavicular region. Note the subtle asymmetry at the right sternoclavicular joint region compared to the contralateral side.
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Figure 2. Standard radiograph of the right shoulder showing no glenohumeral injury but subtle medial clavicle displacement. The medial displacement of the clavicle is suggestive of posterior SCJ dislocation.
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Figure 3. Axial thoracic CT scan confirming posterior dislocation of the right sternoclavicular joint without mediastinal compression.

Treatment and Procedure
Non-operative management was selected because neurovascular or mediastinal complications were not present, and a stable clinical status was noted. The patient was placed in a figure-eight clavicle strap along with an arm sling to limit motion and promote healing. Oral analgesics and NSAIDs were administered. Surgical intervention or reduction under anaesthesia was not considered to be warranted.

Follow-up
Two weeks after treatment, the patient noted marked improvement in her pain and had no recurrence of symptoms. Physical examination verified stability of the joints and increasing shoulder range of motion. At two- and three-months’ follow-up, the patient regained full, painless range of motion of the right shoulder, and no signs of instability were observed. A second CT scan revealed continued reduction and symmetric sternoclavicular joint position.

DISCUSSION :
It was found that traumatic posterior dislocation of the SCJ is a rare injury, accounting for less than 1% of all joint dislocations [2]. These injuries are usually high-energy injuries including road traffic accidents or sports injuries and are often missed as they often present with subtle and non-specific symptoms [5].
Potential complications of posterior dislocation of the SCJ are serious and include respiratory distress, vascular injury, brachial plexus palsy, pneumothorax, dysphagia and, rarely, death. This is due to the close anatomical relation of the medial clavicle with important mediastinal structures such as the trachea, esophagus and great vessels [6]. Up to 30% of patients with posterior dislocation can have complications associated with mediastinal compression in their presentation [7].
Due to rarity and vague presentation, this injury is diagnosed late, increasing the risk of severe outcomes. Standard radiographs are commonly inadequate to view SCJ dislocations with details, and advanced imaging such as CT is essential for diagnosis and evaluation of associated injuries [8].
These results emphasize the requirement for a high level of suspicion and the importance of a comprehensive imaging work-up for any suspected SCJ dislocation, particularly following high energy trauma [7].
The management of posterior SCJ dislocations is diverse and has changed over time; closed and open reduction methods are used. It has been reported that closed reduction is likely to succeed if the procedure is done within 48-72 hours after injury [9]. However, we also identified that closed reductions had a successful rate even after 10 days from injury [10]. Surgical stabilization is indicated if closed reduction is unsuccessful or if neurovascular impairment is present [1].
It is important to remember that, although dislocation of the posterior SCJ may have a relatively low index of suspicion for severity, there is high risk for life-threatening hemorrhage with lesions of the mediastinal vascular structures. Consequently, multidisciplinary approach with orthopedic, vascular, and anesthesia services is necessary for safety and complete treatment [11].
This aligns with recent findings by Somemura et al. (2024), who reported a similar case of posterior SCJ dislocation in a patient with hemophilia, further illustrating the variability in presentation and the importance of tailored management in these rare injuries [12].




CONCLUSIONS :
Posterior dislocation of the sternoclavicular joint is an uncommon and potentially catastrophic injury because of the anatomic proximity to vital mediastinal structures. Our experience demonstrates that in the absence of neurovascular or respiratory impairments, and unstable fracture can theoretically be managed conservatively with a good outcome. Immediate imaging, especially CT, is necessary to make a correct diagnosis and to exclude involvement of the mediastinum. Multicentric study remains the cornerstone for optimal care and avoiding life-threatening complications.
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