
Introduction

Shoulder dislocations account for
approximately 50% of all dislo-

cations encountered by health care
providers.1 Most dislocations (90-
98%)2 are anterior in nature and
result from trauma sustained with
the affected extremity abducted and
externally rotated. The humeral head
most frequently sits in the subcora-
coid region but subglenoid, subclav-
icular, and intrathoracic dislocations
are possible. Posterior dislocations
are commonly associated with
seizure activity, electrical injury, and
psychiatric disorders. Posterior dis-
locations may be difficult to diag-
nose clinically. Close attention
should be given to the x-rays, partic-
ularly the axillary view, to ensure
that these injuries are not missed. 

Standard-of-care currently includes
a thorough neurovascular examina-
tion, pre-reduction x-rays (AP, later-
al, and axillary views), and reduc-

tion. Analgesics are a critical aspect
of management throughout the
patient’s stay in the emergency
department. A wide range of agents
can be used, including oral non-
steroidal agents, intravenous opi-
oids, and conscious sedation. Sever-
al reduction techniques are well
reported throughout the literature:
traction-countertraction; scapular
manipulation (pushing the inferior
border of the scapula medially and
the superior border laterally to
rotate the glenoid); Kocher’s
method (adduction, forward eleva-
tion and external rotation); and
Stimson’s technique (patient prone
with the affected extremity off the
stretcher to allow gravity to relocate
the humeral head). Choice of reduc-
tion method is multifactorial and is
based on physician skill, physician
preference, and staffing levels. Post-
reduction care is somewhat contro-
versial; however, current standards
of post reduction care include repeat

neurovascular checks, post reduc-
tion x-rays, and immobilization. 

Several complications may arise
following a shoulder dislocation. The
most common of these is instability
resulting in recurrent dislocation(s).
Age at the time of first dislocation is
directly correlated to the likelihood of
subsequent dislocations, with age
younger than 20 associated with a
92% chance of recurrent injury. Hill-
Sachs fractures are fractures of the
posterior humeral head; they result
from the humerus hitting the glenoid
during the anterior dislocation
process. Reverse Hill-Sachs fractures
occur on the anterior aspect of the
humerus following a posterior dislo-
cation. Neurologic deficits are also
common after shoulder dislocation.
The axillary nerve is most commonly
affected, occurring in up to 20% of all
shoulder dislocations. However,
injury to the median, radial, and ulnar
nerves is commonly reported.
Bankart lesions are labral tears at the
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site of the inferior glenohumeral liga-
ment (IGHL) and frequently occur
during anterior shoulder dislocations.
Inadequate healing of this injury may
contribute to the high rate of recurrent
dislocation as the labrum/IGHL com-
plex contributes significantly to ante-
rior shoulder stability. All patients
sustaining shoulder dislocations
should be followed up by an orthope-
dic surgeon/sports medicine specialist

to facilitate physical therapy and to
discuss the possibility of definitive
surgical management. Surgical stabi-
lization of the shoulder often is con-
sidered based on the patient’s age,
hand dominance, and professional
and recreational activities. 

Are Pre-Reduction 
X-rays Necessary?

Source: Emond M, Le Sage N, Lavoie A,
et al. Clinical factors predicting fractures
associated with an anterior shoulder dislo-
cation. Acad Emerg Med 2004;11:853-8.

Recent literature has questioned
the need for pre-reduction x-rays

in patients likely to have suffered
anterior shoulder dislocations. This
study attempted to develop a clinical
decision rule to identify patients likely
to have a significant fracture (defined
as any fracture other than a Hill-Sachs
fracture) associated with shoulder dis-
location in an effort to decrease the
number of pre-reduction x-rays taken.
A 5-year retrospective chart review
yielded a study group of 334 patients,
85 of whom sustained a significant
fracture. Age, gender, medical history,
shoulder injury history, and mecha-
nism of injury were recorded. 

The following characteristics
were associated with significantly
higher rates of fracture/dislocation:

• age > 40
• first shoulder dislocation
• injury mechanisms:

— fall > 1 flight of stairs
— fight/assault
— MVC (motor vehicle 

collision)
The authors conclude that these

predictive factors, once validated on
a larger scale, could be used to
decrease pre-reduction x-rays.

Commentary
This study continues a trend

toward increasing efficiency and cost

effectiveness in emergency medicine.
However, there are several faults with
the study. The retrospective nature of
the review may not be an adequate
representation of the clinical picture
given the potential for incomplete
documentation in the patient chart.
Also, 106 patients did not have pre-
reduction x-rays taken. This raises the
question of whether subsequently dis-
covered fractures may have been
incurred during the reduction process
and effectively eliminates a compara-
tive diagnostic standard. Next, the accu-
racy of these decision rules was calcu-
lated by applying the rules to the same
group of patients from which they were
derived. The authors do acknowledge
this weakness and also address the need
for prospective validation of the clinical
decision rules. Finally, the authors do
not address the medicolegal implica-
tions of not obtaining pre-reduction x-
rays, particularly as they relate to the
potential of iatrogenic injury or injury
progression during reduction.

Is Scapular 
Manipulation an
Effective Reduction
Technique?

Source: Baykal B, Sener S, Turkan H.
Scapular manipulation technique for
reduction of traumatic anterior shoulder
dislocations: experiences of an academ-
ic emergency department. Emerg Med J
2005;22:336-8. 

This prospective study non-consec-
utively enrolled 41 patients with

anterior shoulder dislocations.
Although several variations of scapu-
lar manipulation exist in the literature,
this study examined the efficacy of a
single physician performing the proce-
dure with the patient prone. The prone
position places the affected extremity
in 90° of forward flexion. The examin-
er then stabilizes the superior aspect of
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the scapula while pushing the inferior
aspect toward the spine. Twenty-six
males and 15 females were enrolled, 7
of whom had sustained recurrent dis-
locations. The initial attempt (done
without sedation) was successful in 37
of 41 patients. Second attempt at
scapular manipulation, with sedation,
was successful in 2 patients. The final
2 patients were successfully reduced
on the third attempt at scapular manip-
ulation, again using sedation. No com-
plications were noted with this tech-
nique, including the 5 patients with
known greater tuberosity fractures
associated with the dislocation.

Commentary
This study’s results are consistent

with the reported 78-96% success
rate of scapular manipulation found
in the literature. The ability of a sin-
gle physician to safely and effective-
ly perform any reduction technique
is a key consideration for the single
coverage physician in a busy setting.
The efficacy of the reduction tech-
nique without sedation is another
benefit of this technique, again as it
relates to single coverage care set-
tings. The non-consecutive enroll-
ment of patients may likely represent
a selection bias as patients with more
complicated injuries may have not
have been included in the study. This
would contribute to a slight elevation
in the overall success of this tech-
nique. However, this paper does con-
firm that scapular manipulation is a
viable option for shoulder reduction. 

What is the “Best of
Both” Maneuver?

Source: Sagarin MJ. Best of both
(BOB) maneuver for rapid reduction of
anterior shoulder dislocation. J Emerg
Med 2005;29:313-6.

Sagarin reports the efficacy of a
technique combining scapular

manipulation with traction/counter-
traction to reduce dislocated shoul-
ders. This method takes full advan-
tage of the forces of gravity and the
body weight of both the physician
and the patient to obtain rapid reduc-
tion. The technique is as follows:
1. Elevate the head of the bed to

90°;
2. Place the patient’s unaffected

shoulder against the stretcher;
3. Flex the elbow of the affected

extremity to 90°;
4. Physician A places one hand on

the patient’s proximal forearm
and the other hand on the
patient’s hand; 

5. Physician A should gently use
his/her body weight to apply
downward traction to the affected
extremity; and

6. Physician B performs scapular
manipulation while Physician A
continues downward traction and
applies external rotation. 
The authors report very rapid

results with this technique, stating
“most” reductions were complete
within 10 seconds. The authors also
note a decreased need for sedation
with this technique. 

Commentary
Given the variety of shoulder

reduction techniques available to the
acute care physician, it is not sur-
prising to see two methods com-
bined to yield a new procedure.
Although this technique seems
effective, it may be of limited use-
fulness in certain patient populations
(e.g., the severely obese patient and
the multiple trauma patient). The
technique may not be possible in
smaller care settings based on the
need for two physicians to adequate-
ly perform the reduction. This paper
is a technique report without specific
data, and further studies are needed
to compare this method with more
traditional modes. However, this
does represent another option avail-

able to the physician faced with a
difficult shoulder dislocation.

Is Kocher’s Method
Still Relevant? 

Source: Chitgopkar SD, Khan M. Pain-
less reduction of anterior shoulder dis-
location by Kocher’s method. Injury
2005;36:1182-4.

Kocher’s method of shoulder
reduction is commonly sited as

a risky technique in that application
of traction often subjects the patient
to significant pain and can induce a
variety of humeral fractures. This
paper re-examines Kocher’s original
work and discovers a significant mis-
translation: Kocher never proposed
traction as part of his reduction tech-
nique. Kocher’s method, as original-
ly intended, is as follows:
1. Place the patient supine on the

stretcher;
2. The physician should stand on

the side of the affected extremity
3. Flex the elbow to 90°;
4. Adduct the arm;
5. With one of the physician’s

hands on the wrist and one on the
shoulder, externally rotate the
affected extremity; and

6. Forward flex the extremity to 20°.
Chitgopkar and Khan enrolled 12

patients over a 40-month period. Ten
of the dislocations were reduced with
Kocher’s method; none of these
patients required conscious sedation
for the procedure. No complications
were reported.

Commentary
The author points out an interesting

misinterpretation of Kocher’s original
work. However, the small study size in
a fairly long time period raises the
question of significant selection bias.
There is no mention of how included
patients were selected, which further
contributes to the selection bias. Fur-
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thermore, the question must be asked
regarding the methods used to reduce
the 2 shoulder dislocations not reduced
via Kocher’s method as well as other
methods used to reduce the other dislo-
cations presenting to the emergency
department during the study period. 

Is External Rotation
Alone Sufficient to
Reduce a Shoulder
Dislocation?

Source: Eachempati KK, Dua A, Mal-
hotra R, et al. The external rotation
method for reduction of acute anterior
dislocations and fracture-dislocations of
the shoulder. J Bone Joint Surg Am
2004;86A:2431-4.

Traditional methods to reduce
shoulder dislocations are typical-

ly painful, often requiring significant
amounts of sedation. This paper
presents a slight variation of
Kocher’s method to reduce a shoul-
der with minimal sedation. The steps
are the same as Kocher’s with the
exception of forward flexion preced-
ing external rotation:
1. Place the patient supine on the

stretcher;
2. The physician should stand on

the side of the affected extremity;
3. Flex the elbow to 90°;
4. Adduct the arm;
5. Forward flex the extremity to

20°; and
6. With one of the physician’s

hands on the wrist and one on the
shoulder, externally rotate the
affected extremity.
Forty patients were enrolled (non-

consecutively), with 36 successful
reductions on the first attempt. Twen-
ty-nine of these reductions were
accomplished without sedation. Of the
non-successful reductions, 2 patients
were reduced on the second attempt of
Kocher’s method. The remaining 2

patients had displaced fractures of the
greater tuberosity. Multiple other
methods of reduction were attempted
unsuccessfully and operative interven-
tion was ultimately required in both
cases. No complications were noted. 

Commentary
Eachempati and colleagues cite

several benefits of this technique,
including the need for a single physi-
cian, the decreased need for sedation,
a high success rate, and a low compli-
cation rate. This method (along with
several others featured in this paper)
focus on the successful reduction of
dislocated shoulders without using
traction. Traction, even when per-
formed with the patient consciously
sedated, has been shown to increase
muscle spasm and significantly com-
plicate attempts at reduction.3 This
study is significantly larger than that
by Chitgopkar, but the non-consecu-
tive enrollment of patients remains a
significant limiting factor as selection
bias cannot be ruled out. Further
studies are necessary to determine if
the order of forward elevation versus
external rotation is clinically or func-
tionally significant. Regardless of the
order in which the various steps are
performed, the work of Eachempati
and Chitgopkar serve to reinforce the
concept that adduction-forward ele-
vation-external rotation is a reason-
able technique choice for rapid shoul-
der reduction.

Is Propofol Better than
Fentanyl/Midazolam
for Sedation?

Source: Taylor DM, O’Brien D,
Ritchie D, et al. Propofol versus mida-
zolam/fentanyl for reduction of anterior
shoulder dislocation. Acad Emerg Med
2005;12:13-9.

Conscious sedation is commonly
required in the acute care setting

to allow for patient comfort and mus-
cle relaxation during painful proce-
dures. Several agents and combina-
tions thereof are available to the
physician for these purposes, with
fentanyl/midazolam being commonly
used. Propofol has recently gained
popularity as a single sedation agent
based on its rapid onset/rapid clear-
ance, level of sedation achieved, and
ease of use. This paper aimed to com-
pare the efficacy and safety of fen-
tanyl/midazolam to that of propofol
during reduction of shoulder disloca-
tions via Kocher’s method. This
prospective, randomized study was
semi-blinded. The physician adminis-
tering sedation was not blinded to the
medication used due to the obviously
different appearance of the medica-
tions. However, physicians perform-
ing the reduction were blinded to the
medication used and it is this group of
physicians that completed the data
form. Patients were enrolled in a non-
consecutive fashion. All patients did
receive morphine +/- metoclopramide
prior to induction of sedation. Forty-
eight patients received propofol and
38 received fentanyl/midazolam.
Medication doses were administered
to the closing of the patient’s eyes, not
to a particular weight based dose.
Data points collected included
patient’s body habitus, number of
reduction attempts, maneuvers
attempted, muscle tone with the first
reduction attempt and with successful
reduction in those cases requiring
multiple attempts, ease of reduction,
and complications. 

The mean total dose of propofol
was 148 mg, while the mean total dose
of midazolam/fentanyl was 9.7 mg/4.1
mg respectively. Patients receiving
propofol woke from the procedure
sooner than the fentanyl/midazolam
group and also had lower muscle tone
than the fentanyl/midazolam group;
however, these differences were not
significant. Patients in the propofol
group required fewer reduction



attempts and fewer reduction tech-
niques; however, these differences
were not significant. Respiratory
depression was slightly more common
in the propofol group but this differ-
ence did not approach significance.
No patient in either group required
rescue breathing or intubation. 

Commentary
Patient comfort and safety during

procedures are of considerable impor-
tance to the treating physician(s). This
study demonstrates that propofol is a
reasonable alternative to
fentanyl/midazolam for sedation pur-
poses. The shorter time of sedation,
the greater muscle relaxation, and the
fewer reduction attempts highlight
propofol’s benefits and warrant its
further investigation. However, this
study was relatively small and did not
provide the power needed to make
definitive comparisons between the
agents. Furthermore, the study groups
were less than ideally matched, which
may affect the validity of results. This
is particularly relevant in regard to the
larger number of males in the propo-
fol group and may actually under rep-
resent propofol’s muscle relaxant
qualities. Also, the non-consecutive
enrollment of patients may represent a
subtle selection bias, as has been seen
in several of the mentioned studies. 

How Should Patients
Be Immobilized After
Shoulder 
Dislocation?

Source: Miller BS, Sonnabend DH,
Hatrick C, et al. Should acute anterior
dislocations of the shoulder be immobi-
lized in external rotation? A cadaveric
study. J Shoulder Elbow Surg
2004;13:589-92.

Following shoulder dislocation,
patients are typically placed in

shoulder immobilizers with the
affected extremity in internal rota-
tion. Recent studies have ques-
tioned this practice given that 97%
of these patients sustain a Bankart
lesion (partial avulsion of the
labrum from the glenoid) at the
time of dislocation.4 It is believed
that inadequate healing of the gle-
noid contributes to the high rate of
recurrent dislocations.5 Miller and
colleagues designed a cadaveric
model to examine the effect of
humeral external rotation on gle-
noid-labrum dynamics. Ten cadav-
eric shoulders all had Bankart
lesions arthroscopically induced.
Glenoid-labral contact forces were
measured with the humerus in 60°
internal rotation, neutral position,
45° external rotation, and 60°
external rotation. There were no
contact forces detected in any of
the shoulders in internal rotation.
Four shoulders had no detectable
contact in neutral. The remaining
6 shoulders had minimal contact
in the neutral position. All 10
shoulders demonstrated signifi-
cant contact forces (average 83.5
g) with external rotation. No
increase in glenoid-labrum con-
tact forces were found with the
affected extremity in 60° external
rotation.

Commentary
The study by Miller and col-

leagues does show that humeral
position affects glenoid-labrum
contact forces; however, this study
is cadaver based and has a small
number of subjects. However,
these findings have potential impli-
cations for clinical practice and
should serve as the basis for further
clinical investigations. If clinical
studies yield similar results, it may
be possible to decrease the morbid-
ity associated with shoulder dislo-
cations, particularly recurrent dis-
locations. 

What Does the 
Literature Say 
About Ideal 
Discharge Position?

Source: Funk L, Smith M. Best evi-
dence topic report. How to immobilize
after shoulder dislocation? Emerg Med
J 2005;22:813-6.

Funk and Smith conducted a litera-
ture review in an attempt to

address the issue of ideal position in
which to discharge patients after
shoulder dislocation. Four studies
were found. An additional cadaveric
study6 found results similar to those of
Miller and colleagues. A prospective
study7 by Itoi and colleagues used
MRI to visually examine the contact
between the glenoid and the labrum at
various degrees of internal and exter-
nal rotation. The authors also found
maximum contact with the affected
extremity in external rotation. This
group then went on to conduct a clini-
cally based study attempting to deter-
mine the ideal position in which to
discharge shoulder dislocation
patients. This prospective, random-
ized trial8 enrolled 40 first-time shoul-
der dislocators. Patients were dis-
charged in either 60° internal rotation
or 45° external rotation. Patients were
followed for a mean of 15.5 months.
No patients discharged in external
rotation sustained recurrent disloca-
tion, while 30% of the internal rota-
tion group sustained subsequent dislo-
cations. This difference was statisti-
cally significant. Funk and Smith con-
clude that clinicians should consider
discharging patients in external rota-
tion following shoulder dislocation.

Commentary
The literature search by Funk and

Smith show that the theory of dis-
charging shoulder dislocation patients
in external rotation is gaining strength
and has been reinforced by multiple
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cadaveric studies. Although the clini-
cal study by Itoi is a start, further work
is needed before clear clinical recom-
mendations can be made. This litera-
ture review also raises the question of
how to discharge patients in external
rotation from a practical standpoint to
maximize patient compliance. 

How Common are
Nerve Injuries After
Shoulder Dislocation?

Source: Yeap JS, Lee DJ, Frazir M, et
al. Nerve Injuries in Anterior Shoulder
Dislocations. Med J Malaysia
2004;59:450-4.

Nerve injury is a commonly
reported complication following

shoulder dislocation, with clinically
detected incidence reported from 3-
21%. Yeap and colleagues designed a
retrospective crossover study in an
attempt to narrow this wide range and
further delineate nerve injuries fol-
lowing anterior shoulder dislocations.
All shoulder dislocation patients seen
from October 1998 to September
2000 were considered for inclusion.
Twenty-six patients were excluded on
the basis of incomplete medical
records, leaving 100 patients with 115
shoulder dislocations in the study
group. Baseline neurologic exams
were not completed in 13 patients.
Eight patients had neurologic deficits
before any reduction attempts; injury
to the axillary nerve was the most
common. Three of these patients had
significant neurologic improvement
post reduction, while the remaining 5
patients had no documented post
reduction neurologic exam. More
nerve injuries were found in patients
younger than age 40 but the incidence
was higher in those over age 40. The
authors also note that multiple details
were missing from the charts, most
notably the name of the physician per-
forming the reduction, the amount

and type of analgesics used, and the
method of reduction. Yeap et al raise
the concern that these omissions,
along with the lack of a documented
pre- and post-reduction neurologic
exams could subject the treating
physician to significant medicolegal
ramifications. 

Commentary
This retrospective study by Yeap et

al is consistent with previously pub-
lished literature documenting the inci-
dence and type of upper extremity
nerve injury following anterior shoul-
der dislocations. However, several
methodological changes could have
strengthened the findings. In their
introduction, the authors quote several
electromyelogram (EMG)-based stud-
ies that further delineate associated
nerve injuries. However, a weakness
of this study is the lack of follow-up
after discharge from the emergency
department. Long-term follow up,
both clinical and EMG-based, would
have strengthened their findings. 

Yeap et al do an excellent job of
highlighting the need for a thorough,
documented pre- and post-reduction
neurologic examination of the shoul-
der dislocation patient. Although
physicians are frequently reminded of
the need to improve documentation,
this study shows that more efforts are
still needed in this aspect of practice. 

Are Axillary Artery
Injuries Common
after Anterior 
Shoulder Dislocation?

Source: Kelley SP, Hinsche AF, Hossain
JF. Axillary artery transection following
anterior shoulder dislocation: classical
presentation and current concepts. Injury.
2004;35:1128-32.

Kelley and colleagues report a
case of axillary artery injury

following recurrent shoulder dislo-
cation. The patient had suffered a
dislocation 1 year prior to presenta-
tion and sustained a second disloca-
tion following a trip and fall. The
pre-reduction course was significant
for undetectable radial and brachial
pulses but with no neurologic
deficits noted. The authors do men-
tion that the neurologic exam was
limited by pain and may have
missed subtle neurologic deficits.
Reduction was achieved without dif-
ficulty. However, the patient noted
increasing pain post-reduction. The
neurologic exam remained
unchanged, but axillary edema
extending to the anterior chest wall
was noted. Emergent angiography
confirmed disruption of the third
portion of the axillary artery.
Embolectomy was performed with
reperfusion of the extremity. During
the operative procedure, the brachial
plexus was noted to be intact. Post
operative neurologic deficits were
noted in the distribution of the lower
cord of the brachial plexus. EMGs at
6 weeks post injury showed persist-
ent C6-C7 deficits. 

Following this case, Kelley et al
conducted a literature review to
determine the incidence of axillary
artery injury following anterior
shoulder dislocation. Approximate-
ly 200 cases have been reported. It
is important to note that > 90% of
axillary artery injuries occur in
those older than age 50. The theory
is that loss of elasticity due to ather-
osclerosis contributes to this phe-
nomenon. The authors also note that
60% of patients with axillary artery
injuries sustain concurrent brachial
plexus injuries. Also, it is believed
that patients with multiple disloca-
tions are at higher risk for axillary
artery injury as scar tissue from pre-
vious dislocations may cause the
artery to be somewhat fixed,
decreasing the artery’s inherent
compliance. 
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Commentary
This case report and literature

review by Kelley and colleagues
raises awareness of the classic triad
associated with axillary artery injury
following shoulder dislocation:

• Anterior shoulder dislocation;
• Absent radial pulse; and
• Axillary hematoma.
They also point out the greater

potential for axillary artery injuries
in those older than age 50 sustaining
shoulder dislocations, particularly
recurrent dislocations. Given the
aging of the general population, this
review of the anatomy and patho-
physiology is particularly relevant
for the acute care physician.

Conclusions

Shoulder dislocation remains one
of the most common orthopedic

injuries seen in the emergency
department. Initial management of
these injuries should consist of thor-
ough pre- and post-reduction neu-
rovascular examinations and rapidly
obtained radiographic studies (AP,
lateral, and axillary views) to docu-
ment the type of dislocation. 

Several reduction techniques are
available to the acute care physician,
allowing for personal skill, prefer-
ence, and staffing concerns to be
considered. Analgesics, including
conscious sedation, is an integral
component of reduction. Choice of
sedation agent(s) is dependent on the
individual physician, with some
input from hospital formulary com-
mittees. Taylor et al have shown that
propofol is a reasonable alternative
to fentanyl/midazolam, confirming
what many physicians had found in
practice. The wide variety of suc-
cessful reduction techniques gives
the treating physician several options
and may limit the amount of sedation
needed and should be considered
while choosing a sedative agent.

The ideal position in which to dis-

charge patients after shoulder dislo-
cation remains controversial. Cadav-
eric studies by Miller and Itoi suggest
that patients may benefit from dis-
charge in external rotation. The initial
clinical study by Itoi continues to
advance this idea and should hopeful-
ly lead to larger clinical studies.

Most injuries have associated
complications, and shoulder disloca-
tion is no exception. The clinician
should consider the possibility of
nerve injury, particularly axillary
nerve. Pre- and post-reduction neu-
rologic exams are critical to monitor-
ing this complication. Axillary artery
injuries should be suspected in
patients older than 50 years of age
who have a history of recurrent dis-
location, given the decreased arterial
elasticity associated with atheroscle-
rosis. Regardless of the immediate
presence of complications, all
patients sustaining a shoulder dislo-
cation should follow up with an
orthopedic surgeon to maximize
physical therapy options and to dis-
cuss the potential need for surgery. 
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CME OBJECTIVES

Upon completing this program, participants will be able to:
• Summarize the most recent significant studies in emergency medicine/urgent

care related to a single topic;
• Discuss up-to-date information about new drugs, techniques, equipment, trials,

studies, books, teaching aids, and other information pertinent to the stated topic;
• Evaluate the credibility of published data and recommendations about the stated

topic. 

CME INSTRUCTIONS

Physicians participate in this continuing medical education program by reading the arti-
cles, using the provided references for further research, and studying the CME questions.
Participants should select what they believe to be the correct answers, then refer to the list of
correct answers to test their knowledge. To clarify confusion surrounding any questions
answered incorrectly, please consult the source material. 

After completing this activity, participants must complete the evaluation form provided
at the end of each semester (May and November) and return it in the reply envelope provid-
ed to receive a credit letter. When an evaluation form is received, a credit letter will be
mailed to the participant. 
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CME QUESTIONS

36. Which of the following is associated with an increased risk of significant fracture with

shoulder dislocation?

a. Age < 40

b. Male gender

c. MVC (motor vehicle collision)

d. Recurrent dislocation

37. Which of the following applies to propofol-induced sedation?

a. Prolonged recovery time

b. Hypotension

c. Light sedation

d. No reported allergies

38. Glenoid-labrum contact forces are greatest with the humeral head in: 

a. 60° internal rotation

b. neutral

c. 45° external rotation

d. 60° external rotation

39. Which of the following is a step in Kocher’s method of shoulder reduction?

a. Patient adducts affected extremity

b. Physician applies downward traction to affected extremity

c. Patient internally rotates affected extremity

d. Patient hangs affected extremity off of stretcher

40. Which of the following steps are necessary to perform scapular manipulation?

a. Superior aspect of the scapula is pushed medially

b. Superior aspect of the scapula should not move

c. Inferior tip of the scapula is pushed laterally

d. Inferior tip of the scapula is pushed medially

Answers: 36. C; 37. B; 38. C; 39. A; 40. D
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