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Posterior sternoclavicular dislocation:
an American football injury
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Abstract
Posterior dislocation of the sterno-
clavicular joint is uncommon, accounting
for less than 0-11% of all dislocations. Since
1824 a little more than 100 cases have
been reported, and the majority in the
past 20 years. A review of published
reports suggests that this injury is seen
particularly in connection with American
football. A typical case is described. The
importance of this injury is that there is
often a delay in diagnosis with potentially
serious complications.
(BrJ Sports Med 1996;30:71-72)
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Case report
A 15 year old boy was admitted after a tackle
in American football involving a blow to his
right shoulder. He complained of severe pain,
sensation of pressure behind the right sterno-
clavicular joint, and difficulty in breathing.
Physical examination revealed a visible and

Computerised tomographic scan showing posterior sternoclavicular dislocation and
mediastinal haematoma related to the left subclavian vein.

palpable depression of the medial part of
the right clavicle. Radiological examination
showed posterior sternoclavicular dislocation.
On computerised tomography (CT), there was
a mediastinal haematoma related to the right
sternoclavicular joint (figure). Injection of
x ray contrast fluid showed no damage or
compression of the right subclavian vein.
Reduction under local anaesthesia did not
succeed. Under general anaesthesia the patient
was placed supine with a sandbag between the
scapulae. Simultaneous postero-lateral traction
of the upper arm and digital traction of the
medial clavicle forwards reduced the joint.
Control CT scan confirmed the reduction. A
figure of eight bandage was applied for six
weeks. At follow up the patient had no
symptoms and full range of motion.

Discussion
The sternoclavicular joint is stabilised by a
solid joint capsule and several ligaments, and
the fact that the posterior sternoclavicular
ligament is the strongest probably makes the
dorsal dislocation far more uncommon than
anterior dislocation.1-5 The mobility and laxity
of the joint decreases with age, and for this
reason most of the reported cases occur in
young people, mainly males, and the mech-
anism is a violent blow on the postero-lateral
aspect of the shoulder with the arm adducted
and flexed.8 This position of the arm is typical
in American football when a player holds the
ball and tries to avoid his opponents. During
a tackle the shoulder often is unprotected and
exposed to injury.

Several reported injuries have also been
sustained by young males involved in motor-
cycle accidents.7 Typically these patients pre-
sent with the neck flexed towards the injured
side, supporting the flexed elbow with the
opposite hand and complaining of local pain.3 7
A depression can be seen and palpated if
swelling has not yet obscured the the picture.
To confirm the diagnosis, oblique x rays are
recommended, since a routine AP view often
does not show the condition.6 Because of the
close relation of the posteriorly displaced
medial clavicle to several vital structures,
serious complications have been reported.7
Pneumothorax and haemothorax, and com-
pression or even laceration of the great vessels
or the trachea have been seen.7 Where the
condition has gone unrecognised thoracic
outlet syndrome has been described. Further
investigations are therefore necessary to rule
out any life threatening injuries to these
structures, including plain films of the chest, a
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CT scan, and angiography if any involvement
of the vessels is suspected.

Stable closed reduction of a posterior sterno-
clavicular dislocation can be done successfully
using the method described in our case. A
towel clip to grip the clavicle medially has been
found to be helpful. Open reduction may be
necessary with repair or fixation by one of
various methods described.2 7 Transfixion with
K wires is not recommended because of the
risk of migration and potential damage to vital
organs.' Resection of the medial part of the
clavicle may be the best choice, especially in
cases discovered late. A figure of eight bandage
for six weeks is sufficient for after care.
Although posterior sternoclavicular dis-

locations are rare, the potential serious com-

plications makes early diagnosis and treatment
important.
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Abstract
Rupture of the hamstring tendon is a rare
injury. Two cases of complete rupture of
the hamstring tendons sustained while
playing judo are reported. The diagnosis
of a rupture of the hamstring tendons
was difficult from physical examination
because of severe pain on knee or hip joint
movement. Magnetic resonance imaging
was non-invasive and showed the lesion
clearly. In one of these two cases the less
satisfactory results ofnon-operative treat-
ment were clearly shown in both iso-
kinetic muscle force evaluation and sports
activities.
(Br_JSports Med 1996;30:72-74)

Key terms: hamstring, avulsion, ischial tuberosity,
judo.

Rupture of the hamstring tendon is a rare
injury in sporting activities.1-3 We report two
cases of complete rupture of the hamstring
tendons sustained while playing judo. In neither
case was a fracture of the ischial tuberosity
identified on x ray. One case was treated non-
operatively and the other operatively.

Case report
CASE 1
A 28 year old male, Judo 4 dan (fourth grade
judo player), felt severe pain in the posterior
side ofthe thigh ofthe pivoting leg when he was
about to do the uchimata (inner thigh) move
on his opponent during training (fig 1). It

became impossible for him to stand on the leg
and could not walk because of severe pain. He
visited our outpatient clinic on the next day.
On physical examination, no clearly palpable
hollow indicating rupture of the hamstring
tendons or muscles was discernible because of
marked swelling and widespread subcutaneous
bleeding; there was severe tenderness and pain
on motion of the hip or knee joint. Magnetic
resonance imaging (MRI) evaluation revealed
a complete rupture of hamstring tendon from
the ischial tuberosity (fig 2, upper row).
He refused operative treatment and was

immobilised in a single spica cast with the hip
joint in neutral and the knee joint at about 60
degrees of flexion for three weeks. A partial
weight bearing gait was then started. A range
ofmotion exercises for the joints and stretching
exercises of the muscles was begun as the pain
lessened. Strengthening exercises were also
introduced as for a strain of the hamstring.4 He
could walk with full weight bearing six weeks
after the injury without support. Ten weeks
after the injury, he resumed his training in
judo.
MRI findings seven years after the injury

showed that the ruptured end of the ham-
string muscles remained within the soft tissues
separate from the ischial tuberosity (fig 2,
lower row). In the evaluation of muscle func-
tion at this time (Myoret, Kawasaki Jukoh Co),
isokinetic hamstring strength on the injured
side was 20-40% less than on the non-injured
side, while the quadriceps power was equal on
both sides.
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