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Anterior glenohumeral dislocation is the most common lesion of dislocations that appears in emergency department. Bilateral 
anterior shoulder dislocation is a rare injury and in majority of cases originates from trauma. We review two cases (a male, 70 
years old and a female, 68 years old) with a simultaneous bilateral anterior dislocation of the shoulder after an epileptic seizure 
during daily activities. Dislocations were diagnosed after detailed clinical and imaging examination. Under general anesthesia closed 
reduction with Kocher technique was applied in both patients. A percentage more than 10% of the bilateral anterior dislocation may 
missed out in the first diagnosis which leads to serious morbidity and loss of function in patients. The aim of this study is to describe 
two rare cases with simultaneous bilateral anterior glenohumeral dislocation.

Introduction
The glenohumeral articulation is the most usual dislocated 

joint treated in the emergency department and accounts to 85% of 
all joint dislocations in human body. The most common type is the 
anterior dislocation of the shoulder, which appears at a percentage 
of 95% following by posterior, superior, and inferior types with or 
without fractures [1]. The main causes of bilateral simultaneous 
shoulder dislocation according to the international literature are 
falls, electrocution, sport activities, seizures and nocturnal hypo-
glycemia [18]. During seizures posterior dislocation appears most 
frequently as a result either directly from trauma during epileptic 
seizure or through drug- induced bone deminarelization [12]. Si-

multaneous anterior dislocation of the shoulder during seizures is 
a rare manifestation and only a few cases have been reported in the 
literature. 

The mechanism of shoulder dislocation differs between the an-
terior and posterior dislocations. Posterior glenohumeral disloca-
tion appears from maximal involuntary muscle contraction usually 
after an electric shock or epileptic seizure while anterior disloca-
tion is a result from trauma [3]. Bilateral anterior shoulder disloca-
tion during seizure is very rarely reported and can be easily missed 
out if patients are not carefully examined in the emergency. There-
fore, emergency physicians must be suspicious of the above co-ex-
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istent injuries. Detailed clinical history is necessary and physical 
examination should be completed with detailed X-Rays views and 
clinical neurovascular examination.

The aim of this study is to describe a rare manifestation of two 
elderly patients with simultaneous bilateral anterior dislocation of 
the shoulder after an epileptic seizure and to analyze the mecha-
nism of injury and therapy.

Case Report 
A 68 year-old woman presented to the emergency department 

with right chest and pain in both shoulders, 24 hours after an epi-
leptic seizure during walking in the park. The past clinical history 
of the patient showed hypertension, diabetes mellitus, and status 
epilepticus. Βlood pressure, pulse, and temperature were normal. 
Physical examination revealed squaring of both shoulder and re-
stricted total range of motion of affected glenohumeral joints. The 
neurological and vascular examination of both arms appeared 
without any deficit. The x-Ray control diagnosed bilateral gle-
nohumeral dislocation with no associated fractures (Figure 1(a) 
and 1(b)). Under general anaesthesia closed reduc¬tion was per-
formed using the Kocher’s technique in both shoulders. Post re-
duction x-ray examination showed reduction of the glenohumeral 
joint while the neurovascular examination was intact (Figure 2(a) 
and 2(b)). Both arms immobilized for ten days in a broad arm 
sling. The patient initiated a rehabilitation program 3 weeks after 
immobilization (3 times a week), with passive and assistive mobi-
lization of affected joints to increase the range of movement, while 
an active regime of exercises was started 5 weeks later, to enhance 
the muscle strength. An individualized home exercise regime was 
also given.

Figure 1: X- Rays with bilateral dislocation (a right shoulder,  
b left shoulder).

Figure 2: Post-reduction x-Rays (a right shoulder, b left shoulder).

Follow-up assessment at three and six months showed good 
functional outcomes in both joints without pain and restricted 
range of motion of both shoulders. The American Shoulder and El-
bow Surgeon Shoulder Score (ASES) was 79,9 at three months and 
91,6 at six months post-reduction. 

Case Report 
 A 70 year old man presented to the emergency department by 

ambulance after an epileptic seizure with bilateral shoulder pain 
after a fall from bicycle in countryside. The patient was managed 
according to ATLS principles, with a GCS of 13 at presentation. The 
patient’s clinical history showed post traumatic seizures. Physical 
examination showed squaring of both shoulders, disability and 
restricted total range of motion of affected glenohumeral joints. 
Βlood pressure, pulse, and temperature were normal while neuro-
vascular examination of both upper limbs were intact. Clinical ex-
amination was completed with x-Rays of thorax, pelvis and shoul-
der. These confirmed simultaneous bilateral anterior dislocation of 
the shoulder without associated fracture (Figure 3). Under general 
anaesthesia closed reduc¬tion was performed using the Kocher’s 
technique in both shoulders. Post-reduction x-ray and clinical ex-
amination appear successful reduction of the dislocations in both 
shoulders without neurovascular deficit in both upper arms (Fig-
ures 4(a) and 4(b)). Both arms immobilized for ten days in a broad 
arm sling. The patient initiated a rehabilitation program 3 weeks 
after immobilization (3 times a week), with passive and assistive 
mobilization of affected joints, while an active regime of exercises 
was started 5 weeks later, to enhance the muscle strength. An indi-
vidualized home exercise regime was also given.
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Figure 3: X-rays with bilateral anterior dislocation of  
glenohumeral joint  (black arrow right shoulder and white  

arrow left shoulder).

Figure 4: Post reduction x-rays of Right (a) and Left  
(b) shoulders.

Finally, follow-up assessment at six months showed good func-
tional outcomes in both joints without pain and restricted range 
of motion in both shoulders. The American Shoulder and Elbow 
Surgeon Shoulder Score (ASES) was 74,9 at three months and 93,3 
at six months post – reduction. 

Discussion
Simultaneous bilateral glenohumeral dislocations are very rare 

injuries with the anterior direction appearing rarer than posterior. 
Mynter H. (1902) first described the bilateral shoulder dislocation 
in a patient with excessive muscular contraction after camphor 
overdose [4]. Until today bilateral anterior shoulder dislocations 
after trauma have been reported as case-reports or small case 
series in international literature, while only three cases have re-
ported this lesion after a seizure [2,10,11].

Posterior bilateral dislocation is more frequent as a result of 
electrical shock or seizure leading to strong involuntary muscle 

contraction, while bilateral anterior shoulder dislocation as a result 
of trauma [5,6]. Ballesteros., et al. reported that two major causes 
are responsible for bilateral anterior dislocation of the shoulder: i) 
trauma that accounts to 50% and the usual cause is the traction in 
forward flexion of the shoulder and sport injuries (weight-lifting 
training, backstroke swimming, chin-up exercise, and horse riding, 
and ii) muscle contraction (37%) due to seizures (epileptic, hypo-
glycemic, toxic or hypoxic) [7,8].

After an epileptic seizure posterior dislocation of the shoulder 
is the most common lesion because the contraction of weak exter-
nal rotation and posterior fibers of deltoid muscle predominate 
by stronger internal rotator, while adduction and internal rotation 
leads the humeral head to dislocate posteriorly [9]. Bellazzini., et al. 
described a mechanism of the anterior dislocation during seizure 
and support that bilateral dislocation may be from trauma of the 
shoulders striking the floor after a collapse rather than due to the 
muscle contractions. Loss of consciousness after a seizure will not 
allow the patient to react and reflexly protect one of his arms by ex-
posing the other [9]. We believe that this mechanism is responsible 
in both cases we described.

In solitary dislocation the gold standard of therapy is closed re-
duction during the first six weeks. After this period or in late di-
agnosed dislocation the open reduction is the treatment of choice 
with aim to avoid iatrogenic fractures or neurovascular injuries 
[8,12]. In international literature numerous techniques have been 
described but there is a conflict about which is the more effective 
one [13]. Techniques of reduction of dislocated shoulder are classi-
fied in two categories: leverage (Kocher, Milchs, Cunningham tech-
nique) and traction (Hippocrates, Stimson, Eskimo, Spaso, Scapular 
manipulation technique, Fares method) [14]. All these techniques 
have advantages and disadvantages. We agree with Dala-Ali that 
the ideal technique must be simple to perform, effective, requiring 
minimal force and assistance and being familiar to the physician in 
the emergency. In our cases we performed Kocher technique and 
we had immediate successful reduction with no lots of trials and 
no complications. We believe that the key of reduction is not the 
predominant technique but the method of sedation or analgesia. 
General anesthesia offers the advantage of good monitoring control 
of the patient (history of seizure) with no respiratory or cardiovas-
cular complications. It offers also adequate levels of analgesia and 
good muscle relaxation, enabling successful realigning of dislocated 
joint.
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Owens., et al. suggested that an MRI after a first-time disloca-
tion is required to diagnose concomitant injuries (Bankart lesions 
or rotator cuff tears) [15]. Indications for performing shoulder MRI 
are young and active patients and first-time dislocation. The aim of 
the MRI is to decide which surgical method (open or arthroscopic) 
is necessary to repair the concomitant lesions [16]. When the age 
of patient is over 40 years old, ultrasound screening has been rec-
ommended after first-time dislocation [17]. In our cases patients 
disagreed to have MRI or Ultrasound screening.

Conclusion
Simultaneous bilateral anterior dislocation of the shoulder is a 

rare injury and this rarity must be the suspicion of the physician 
in the emergency department. Detailed clinical history and physi-
cal and imaging examination, complete the diagnosis, notably in 
elderly patients who have increased risk for late diagnosis. Close 
reduction with satisfactory anesthesia, in cases with dislocations 
without fractures, is one way therapy. Additionally, MRI examina-
tion should be done to diagnose and repair concomitant injuries, 
especially in active patients. 
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