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ABSTRACT

Posterior sternoclavicular joint dislocation is a rare condition. In this paper, we present a 51-year-old male
patient who was admitted to the emergency department in our hospital after he was hit by a mining railway
wagon in the chest. A diagnosis of posterior sternoclavicular dislocation was confirmed after performing a
CT scan. Following necessary preparations, the sternoclavicular joint was stabilized with two wire cerclage
techniques during open reduction. During control at the postoperative 4th week, the range of motion at the
shoulder was satisfactory, but the patient had mild pain at the joint level and was sent to physical therapy
to improve the range of motion and to minimize the pain.
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INTRODUCTION

Posterior sternoclavicular dislocations
are rare but potentially life-threatening injuries.
Sternoclavicular dislocations account for 3% of
shoulder girdle injuries and of those approxi-
mately 5% are posterior dislocations [1, 2, 3].
Possible trauma to the trachea, pneumothorax,
rupture of underlying blood vessels, brachial
plexus injury, esophageal trauma, and larynge-
al trauma are all serious consequences that can
occur after a posterior dislocation [4]. Many of
these complications can be fatal, therefore it is
crucial that this injury is not treated as a minor
injury in the emergency room.

THE CASE AND THE PROCEDURE

A 51-year-old male who worked as a miner
presented to our emergency department after he
was hit by a mining railway wagon straight in the
chest. He was complaining of painful breathing
on the left side of the chest and a painful swell-
ing on the right side of the sternoclavicular joint.
Upon arrival to the emergency department, his
vital signs were normal. Blood tests returned
normal with no signs of blood loss. On exam,
he was noted to have swelling and significant
tenderness over the right clavicle and decreased
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range of motion of the right shoulder secondary
to pain.

A computed tomography (CT) of the chest
was completed with 3D reconstruction. This re-
vealed a right posterior sternoclavicular disloca-
tion (images 1, 2 and 3). The CT also revealed a
fracture of the 6th and 9th left rib.

After the patient was admitted to our hos-
pital, multiple blood tests were performed, in-
cluding hemostasis, tests for blood clothing. All
of them were in normal ranges, thus there were
no signs of blood loss or blood clots.

The patient was declared stable, and an
open reduction of the right posterior sternocla-
vicular dislocation was performed under gener-
al anesthesia with thoracic surgery backup. The
joint was exposed by making an incision begin-
ning at a point 2cm away from sternoclavicular
joint towards clavicle side and extending it 8 cm
along the edge of the right clavicle. An intraop-
erative exploration was made and there were no
signs of injury of the underlying blood vessels.
Intra-articular hyaline cartilage appeared dislo-

cated, the joint capsule was ruptured from both
anterior and posterior sides, the clavicular com-
ponent of the sternocleidomastoid muscle ten-
don was cut in order to obtain a better approach.
Two holes were made using a 3.2 mm drill at the
sternum, 1 cm away from the joint surface. And
again, using a 3.2 cm drill, two holes were made
at a vertical plane 1cm away from the medial
end of clavicle, as to cross both cortices. The re-
duction was completed with two wire cerclages.
(image 4) Cartilage and the joint capsule were
repaired as far as possible using a nonabsorbable
suture, and the two parts of the sternocleidomas-
toid muscle tendon were sutured using a nonab-
sorbable suture. Sternoclavicular joint reduction
was evaluated by X-ray images after surgery
(image 5). The patient was postoperatively im-
mobilized by a clavicle immobilizer (image 6)
and was kept for 4 weeks. During control at the
postoperative 4th week, the range of motion at
the shoulder was satisfactory, but the patient had
mild pain at the joint level and was sent to phys-
ical therapy to improve the range of motion and
to minimize the pain.

Image 2. Right posterior sternoclavicular dislocation — chest CT scan 3D reconstruction
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Image 5. Postoperative radiographs
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Image 6. Postoperative immobilization

DISCUSSION

Posterior sternoclavicular dislocations are
very rare and pose an immediate threat to medias-
tinal structures, should a patient sustain this type of
injury [5]. Computed tomography (CT) is the gold
standard for diagnosis [6, 7]. Clinically, it may be
manifested with intense pain, difficulty with deep
breathing, and dysphagia. Considering its proxim-
ity to important structures in this area, reduction
should be performed as soon as possible. Although
some authors have previously recommended per-
cutaneous Kirschner wire fixation after closed re-
duction, it is now certainly not recommended be-
cause of the possibility of wire migration and pene-
tration to major vessels [7]. Because posterior ster-
noclavicular joint dislocation is not a ball-socket
type, joint stabilization is provided by an intra-ar-
ticular disk and capsular ligaments. After disloca-
tion, these ligaments are seriously injured. In their
meta-analysis, Tepolt et al. stated that chances of
successful closed reduction are low if it is not per-
formed within the first 48 hours [8]. Ngom et al.
reported that reduction could be facilitated during
closed reduction by pulling the clavicle anteriorly
with the help of a hooked clamp [9]. Surgery is in-
dicated when closed reduction is unsuccessful and
when reduction is lost in the early period [9]. Until
today, several open reduction and repair methods
have been described with successful outcomes.
Stabilization with local tissue transfer was defined
by Burrows in 1951 [10]. Since then, several stabi-
lization techniques have been described, including
nonabsorbable tape suture and tension band tech-

nique[13], cannulated screw fixation, bridge plate,
wire fixation, and repair with allograft or autograft
tendon [11]. In our case, two wire cerclages were
used. Shuler and Pappas obtained good clinical
outcomes after bridge plate application; howev-
er, they reported sternoclavicular joint failure and
early joint arthrosis after plate removal due to in-
sufficient tissue healing. The plate should not be
removed for at least 3 months [12].

CONCLUSIONS

Open reduction of posterior sternoclavicular
joint dislocation (PSCJD) with two wire cerclages
through drill holes in the manubrium and clavicle
has good results.
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Pe3ume

XUPYPUHIKU TPETMAH HA TPAYMATCKA IIOCTEPUOPHA JIYKCALIUJA
HA CTEPHOKJIABUKYJIAPHUOT 3IJIOb: ITPUKA3 HA CJIYUYAJ

AnapejalaBpuiioBckn’, Asexcanapa Iappuioscka Jlumoscka?, Konmos Topan?,
Bopucaas Konnos* , Pagmnina Musna Muxajnosa Wime?, Marnanena I'opuxk [lerpymeBcka'

! YHuBep3uTeTcka KianHuKa 3a Tpaymaronoruja (TOAPUIIYL), Ckonje, PC Makenonuja

? VHHMBep3UTETCKa KIMHKKA 3a HeBpoxupypruja, Ckomje, PC Makenonuja

3 Vuusepsurercka knuanka (TOAPUJIYLL) — Vpreuren nientap, Ckomje, PC Makenonuja

* VHMBep3UTETCKa KIIMHKUKA 3a TOpakallHa U BacKyaapHa xupypruja — Crorje, PC Makemonuja

[MTocrepropHara mykcanuja Ha CTEPHOKIABHKYJIAPHHOT 317100 € peTka coctojoa. Bo oBoj Tpyn npet-
craByBaMe 51-roAuIleH MAIIKK MAIHEHT, KOj OHJI IPUMEH BO YPIeHTHHOT IIEHTap Ha HaIIaTa OOJTHHIA OTKAKO
OWII yIpeH oI pyAapcKy JKeJIe3HMYKH BaroH BO rpaaurte. JlujarHosara Ha IoCTEpUOpHATa JyKcaluja Ha
CTEpPHOKJIABUKYJIAPHHUOT 317100 Oetrie moTBpieHa o u3BpiryBame Ha KT (kommjyrepusupana romorpaduja).
Crneziejku TM TOTPEOHNUTE MOATOTOBKH, CTEPHOKIABUKYIIAPHHUOT 317100 Oelre CTabMIM3upaH Co TEXHUKA Ha
JIBa )KUYEHH CEPKJIAKH ITPU OTBOPEHA Pero3unuja. 3a BpeMe Ha KOHTPOJIHUOT Mperie]t BO 4-Tata Hejena
MIOCTONEPATHBHO, OTICErOT Ha JIBIKEHaTa Ha PaMOTO Oellle 3aI0BOJIMTEIICH, HO MAIIMEHTOT UMarie Oiara
0oJKa BO paMeHHUOT 317100 U Oerle ucrpareH Ha (pr3uKaiHa Tepanuja 3a J1a ce oA00pH OICeroT Ha JIBU-
Kema U J]a ce MUHUMH3Hpa 0oJIKaTa.

Kuryunu 360poBH: 1I0CTEpHOPHA JIyKcallija, CTePHOKIIABUKY/IapeH 317100, 3 /1 koMIljyTepcka TOMO-
rpaduja, XUPypIIKKA TPETMaH, CEPKITaK



