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Introduction: Shoulder dislocations comprise approximately half of all major joint dislocations 
evaluated in the emergency department. Despite often being considered a simple injury, diagnosing 
a dislocation can be difficult, especially when accompanied by a fracture associated with unusual 
mechanism, or when the physical examination is limited. Missed and delayed diagnoses can result in 
poor patient outcomes and legal risks for clinicians, necessitating a high level of vigilance. 

Case Series: We review three medical malpractice cases centered on the failure to recognize shoulder 
dislocations. Key issues included missed diagnosis, limited physical examination documentation, and 
inadequate discharge instructions. 

Conclusion: Shoulder dislocations can be challenging to identify, and missed diagnoses give rise to 
subsequent clinical and legal risks. Emergency physicians must maintain a high index of suspicion 
for this injury, recognize the limitations of standard imaging, and thoroughly document clinical 
decision-making during both initial evaluation and patient discharge. [Clin Pract Cases Emerg Med. 
2026;X(X):XXX–XXX.]

INTRODUCTION
Shoulder dislocations constitute nearly half of all major 

joint dislocations evaluated in the emergency department (ED), 
with anterior displacement representing up to 98% of these 
shoulder injuries.1 The glenohumeral joint is predisposed to 
instability due to its shallow glenoid fossa, where only about 
20% of the humeral head has articular contact with the scapula, 
as well as a relatively loose joint capsule and ligaments.1 

Patients with shoulder dislocations often present with severe 
pain in the shoulder and limited range of motion. Patients 
with anterior dislocations usually hold their arm in abduction 
and external rotation, while those with posterior dislocations 
may internally rotate and adduct their arm. The empty glenoid 
fossa may be palpated behind the humeral head on anterior 
dislocations, with the opposite finding in posterior dislocations. 

Although plain radiographs are often relied on for 
diagnosis, they have a relatively low sensitivity for associated 

Des Moines University, College of Osteopathic Medicine, Des Moines, Iowa
Mayo Clinic, Department of Emergency Medicine, Rochester, Minnesota

*
†

fractures and posterior dislocations, necessitating thoughtful 
physical examination and imaging plans. The standard 
anterior-posterior shoulder radiograph is often insufficient 
for identifying humeral displacement, especially posterior 
dislocations, which are missed on most initial ED evaluations.2 
The American College of Sports Medicine and the American 
Medical Society for Sports Medicine recommend, at a 
minimum, that true anterior-posterior and axillary views be 
obtained when imaging for shoulder dislocations.3 When 
axillary views are difficult to obtain due to pain or positioning, 
a scapular Y view or Velpeau view can be useful.4 Computed 
tomography or magnetic resonance imaging are increasingly 
used in clinical practice when radiographs are inconclusive or 
when there are suspected associated fractures.3

Axillary nerve injury in the setting of shoulder 
dislocations has been reported in up to 60% of cases.5 This is 
due to the vulnerability of the nerve in its course around the 
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surgical neck of the humerus just inferior to the glenohumeral 
joint. Most injuries result in deltoid muscle weakness and 
sensory loss over the lateral shoulder. While most of these 
heal with time, deficits can be persistent, particularly with 
delayed diagnosis and treatment.5 

Here we discuss three medical malpractice cases 
regarding shoulder dislocations, emphasizing common 
diagnostic oversights and outlining preventive strategies 
clinicians can employ to reduce the risk of malpractice 
litigation. The information reported is from actual verdicts and 
settlements and, thus, is limited to what was provided by the 
court reporters. 

CASE SERIES
Poor Sensitivity of Radiographs
Case 1: Granger

A male patient presented to the ED complaining of left 
shoulder pain. He underwent a radiograph and was informed 
that his shoulder was not fractured. He was placed in a sling 
and discharged home. The patient continued to experience 
pain and limited mobility, and approximately three months 
later he was diagnosed with a shoulder dislocation, ultimately 
requiring surgical intervention. He filed a malpractice suit 
against both the emergency physician and the radiologist, 
alleging negligence for failure to obtain appropriate 
radiographs, misinterpretation of the radiograph, and 
inadequate discharge instructions. The case was settled for 
$543,000.6

Posterior Shoulder Dislocations 
Case 2: Magstadt

A 45-year-old real estate agent presented to the ED 
endorsing severe right arm and shoulder pain after a fall. The 
emergency physician suspected a proximal humerus fracture 
and ordered radiographs, which were read by the radiologist as 
negative for fracture. The emergency physician diagnosed the 
patient with a muscle sprain and discharged him. The patient 
sought a second opinion due to persistent severe pain and was 
diagnosed with a posterior shoulder dislocation, requiring 
surgery and resulting in chronic pain and debility. The patient 
sued both the radiologist and the initial emergency physician, 
alleging that he should have examined his shoulder to identify 
the dislocation, performed range of motion tests to recognize 
the shoulder joint was affected, diagnosed the dislocation 
based on the radiographs available, and that he should have 
provided better follow-up instructions for the patient given 
his severe, persistent pain at discharge. The case ultimately 
concluded in favor of the physicians, but it required three 
years and a full jury trial to resolve.7

Concomitant Fracture with Anterior Shoulder Dislocation 
Case 3: Stanard 

A 58-year-old woman presented to the ED with right 
shoulder pain. The radiologist noted a humerus fracture but 

did not note the associated dislocation that was also present. 
The patient developed avascular necrosis, chronic pain, and 
joint instability, and she sued both the emergency physician 
and the radiologist for their failure to diagnose her dislocation. 
The emergency physician defended himself by noting that he 
relied on the report of the radiologist, which noted only the 
fracture. Six years after the incident and following a jury trial, 
the case concluded in favor of the physicians.8

DISCUSSION
Diagnosing shoulder dislocations in the ED can be 

surprisingly challenging. The malpractice cases highlight 
several common scenarios that cause difficulty for clinicians—
namely, poorly controlled pain or concomitant fractures—
both of which can complicate the imaging options or exam 
findings, and the presence of a posterior dislocation, which 
presents more subtly and requires a higher index of suspicion. 

Exam Findings Associated with Joint Dislocations
There are multiple exam findings and mechanisms of 

injury that should increase the suspicion of a glenohumeral 
joint dislocation, indicating the need for additional imaging 
or urgent referral even when optimal imaging is not readily 
available. For anterior dislocations, falls on an outstretched 
hand or blunt trauma to an abducted, externally rotated arm 
are common mechanisms of injury. Patients may present 
with a physical deformity including noticeable fullness of 
the axillary region and/or a prominent acromion.1,3 Posterior 
dislocations are classically associated with seizures or 
electrocutions, although the vast majority are secondary to 
trauma, specifically when the shoulder is internally rotated and 
forced into flexion and adduction. A patient’s physical exam 
may reveal a posterior prominence, flattening of the anterior 
shoulder, and an inability to externally rotate the arm.2

Appropriate Imaging
The need for plain radiographs with multiple views 

is imperative during the initial evaluation of all traumatic 
shoulder injuries. The anterior-posterior radiographic view 
is useful for evaluating superior-inferior displacement of 
the humeral head; however, it does not adequately assess 
anterior-posterior translation. An orthogonal view, such as the 
axillary view, which requires arm abduction, is essential for 
accurately identifying shoulder dislocations, particularly in 
cases of posterior dislocation. Obtaining an axillary view is 
often difficult due to limited patient cooperation because of 
significant pain from the dislocation itself, limiting abduction. 
Consequently, this view is frequently omitted even when 
explicitly ordered, leading to a potential missed diagnosis.9 
A modified axial projection, such as the Velpeau view, which 
does not require abduction, can be useful in these situations.4 

While anterior shoulder dislocations are less often missed 
due to their characteristic symptoms, signs, and functional 
limitations, an accurate diagnosis requires maintaining 
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an appropriate index of suspicion, paired with the proper 
physical examination and radiographic views.10 In Case 1, 
the emergency physician did not suspect a dislocation and 
relied on plain radiographs to evaluate the patient for a 
fracture, with angles potentially limited by pain, ultimately 
missing an anterior dislocation and resulting in a settlement of 
$543,000—a reflection of the serious complications that can 
result from delayed diagnosis.6 Missed dislocations can lead 
to chronic instability, persistent pain, and irreversible loss of 
function, which in turn may contribute to decreased earning 
capacity and long-term disability for the patient. As chronic 
dislocations progress, the likelihood of successful closed 
reduction diminishes significantly, thereby increasing the need 
for operative intervention.10 This not only elevates the cost of 
care but also increases patient morbidity and the potential for 
legal action.

Posterior Dislocations
Unlike anterior dislocations, posterior dislocations can 

be easily missed due to their subtle clinical signs, less overt 
radiology findings, and overlapping symptoms with other 
shoulder injuries, including rotator cuff tears, ligament sprains, 
and shoulder contusions.2 In Case 2, the physicians did suspect 
a shoulder dislocation and obtained radiographs to evaluate.7 

It is unclear what radiographic views were obtained, but the 
diagnosis of a posterior dislocation was missed. The patient 
ended up with chronic symptoms, and the physician faced a 
multi-year lawsuit. It is suggested that posterior dislocations 
are overlooked up to 80% of the time. This low sensitivity 
underscores the importance of performing a thorough history 
and physical exam, which could highlight injury patterns, 
range of motion, or anatomical nuances suggestive of 
posterior dislocations, in addition to obtaining appropriate 
imaging. In patients with the appropriate mechanism of injury 
and exam findings, clinicians should have a low threshold for 
computed tomography to further evaluate the shoulder.11

Concomitant Fractures
Failing to recognize dislocations alongside significant 

fractures highlights another risk of shoulder dislocation 
management. This is illustrated in Case 3, in which the 
emergency physician discharged a patient with a proximal 
humerus fracture but failed to recognize his concomitant 
dislocation, resulting in delayed diagnosis and treatment. 
The radiological term “satisfaction of search” refers to the 
tendency of clinicians to stop thoroughly examining imaging 
after an initial abnormality is found, potentially causing them 
to miss other coexisting injuries.9 For example, there may be 
a mistaken belief that if the patient has a proximal humerus 
fracture, this injury alone appropriately explains the patient’s 
presentation and symptoms. However, concomitant fracture-
dislocations are not uncommon, and finding one should raise 
suspicions for the other. Clinicians should be cautious not to 
prematurely conclude the diagnostic process once a single 

shoulder injury is identified. 

LEGAL LESSONS
Regardless of the cause, failure to identify and reduce 

a shoulder dislocation in a timely manner can result in 
significant patient morbidity. Chronic unreduced dislocations 
are associated with a range of complications including 
degenerative joint changes, disruption of soft tissue stabilizers, 
osteoarthritis, and avascular necrosis of the humeral head.2 

While the best strategy for risk reduction is certainly to never 
miss a diagnosis, documentation of thoughtful care may be 
the second-best step. This starts with full documentation of 
the patient’s history and clinical exam, with special attention 
to ruling out any neurovascular deficits. In addition, the 
medical record should reflect that the clinician has considered 
and evaluated, to the extent they think it reasonable, for the 
commonly missed injuries such as posterior dislocations and 
concomitant fractures, when the mechanism calls for it. 

Finally, especially in patients who have residual pain, 
poor function, or other exam limitations at discharge, 
clear patient education and thorough, written discharge 
instructions are critical components of risk mitigation. In 
all cases presented here, plaintiffs cited inadequate post-
discharge planning and insufficient follow-up instructions as 
contributing factors in their malpractice claims.6-8 Clinicians 
have a responsibility to ensure patients understand their test 
results, are aware of signs that should prompt reassessment, 
and receive clear guidance on symptom management between 
visits. Spending time to document care and to both discuss 
and record discharge instructions and follow-up plans can 
significantly mitigate the risk of future legal claims, even in 
the face of inevitable clinical uncertainty.

CONCLUSION
Shoulder dislocations are the most common major joint 

dislocation seen in the ED. Conducting a thorough physical 
examination and obtaining appropriate, comprehensive 
imaging are critical steps in minimizing the risk of diagnostic 
oversight. Our examination of three malpractice cases related 
to shoulder dislocations illustrates the diagnostic complexities 
and management pitfalls that can lead to adverse outcomes 
and legal action. Enhancing clinical awareness of these 
challenges can support more effective patient care, improve 
patient outcomes, and help minimize legal exposure.
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case report. Documentation on file.

Address for Correspondence: Rachel Lindor, MD, JD, Mayo Clinic, 
Department of Emergency Medicine, 200 1st St. SW, Rochester, 
MN 55905. Email: Lindor.rachel@mayo.edu.



Clinical Practice and Cases in Emergency Medicine	 4	 Articles in Press

Medicolegal Pitfalls in Management of Shoulder Dislocations	 Billings et al.

Conflicts of Interest: By the CPC-EM article submission agreement, 
all authors are required to disclose all affiliations, funding sources 
and financial or management relationships that could be perceived 
as potential sources of bias. The authors disclosed none.

Copyright: © 2026 Billings et al. This is an open access article 
distributed in accordance with the terms of the Creative Commons 
Attribution (CC BY 4.0) License. See: http://creativecommons.org/
licenses/by/4.0/

REFERENCES
1.	 Chang LR, Anand P, Varacallo MA. Anatomy, shoulder and upper 

limb, glenohumeral joint. In: StatPearls [Internet]. Treasure Island, 
FL: StatPearls Publishing; 2023. Available at: https://www.ncbi.nlm.
nih.gov/books/NBK537018/. Accessed August 31, 2026.

2.	 Perron AD and Jones RL. Posterior shoulder dislocation: avoiding a 
missed diagnosis. Am J Emerg Med. 2000;18(2):189-191.

3.	 Herring SA, Kibler WB, Putukian M, et al. Initial assessment and 
management of select musculoskeletal injuries: a team physician 
consensus statement. Curr Sports Med Rep. 2024;23(3):86-104.

4.	 Cruz SA, Castillo H, Chintapalli RTV, et al. The clinical utility of 
additional axillary and Velpeau radiographs in the evaluation of 
suspected shoulder trauma. J Orthop Trauma. 2020;34(8):e261-e265.

5.	 Lorente A, Mariscal G, Barrios C, et al. Nerve injuries after 
glenohumeral dislocation: a systematic review of incidence and risk 
factors. J Clin Med. 2023;12(13):4546.

6.	 Granger v. Graduate Hosp. 2005 WL 6730149 (Pa. Com. Pl.) (Verdict 
and Settlement Summary).

7.	 Magstadt v. Chasin MD and Crudale MD. JVR No.123766, 1993 WL 
629885 (Cal. Superior) (Verdict and Settlement Summary).

8.	 Stanard v. Gierbolini MD and Werne MD. JVR No.1412150025, 2014 
WL 7017818 (Mass. Super.) (Verdict and Settlement Summary).

9.	 Magnussen AP, Watura C, Torr N, et al. Missed posterior shoulder 
fracture dislocations: a new protocol from a London major trauma 
centre. BMJ Open Qual. 2020;9(1):1-5.

10.	 Zari S, Sammouni O, Abdeljaouad N, et al. Neglected anterior 
shoulder dislocation treated with open reduction and Latarjet 
procedure: a case report. Cureus. 2023;15(2):1-7.

11.	 Kowalsky MS and Levine WN. Traumatic posterior glenohumeral 
dislocation: classification, pathoanatomy, diagnosis, and treatment. 
Orthop Clin North Am. 2008;39(4):519-533.




