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Bilateral simultaneous shoulder dislocations are very 
rare injuries.[1,2] First case described is occurred with 

muscle contractions due to a Camphor poisoning in 1902.[3] 
Majority of the cases in the literature are posterior shoulder 
dislocations due to widespread contractions seen in grand-
map epileptic seizures and electric shocks.

In 1984 Hartney-Velazco did a wide literature research and 
reported seven bilateral shoulder dislocation cases due 
to various reasons.[4] A systemic review published in 2019 
shows 100 cases in 90 scientific studies where 60% of these 
cases were due to trauma, other 40% were due to wide-
spread muscle contractions in which 26% of these cases 
were secondary to epileptic seizures.[5]

In this case report, we want to share our experience about 

a patient with bilateral anterior shoulder dislocation after 
an epileptic seizure.

Case Report
A 39-year-old male presented to the emergency depart-
ment clinic with complaints of bilateral shoulder pain, de-
formity, and decreased range of motion in both shoulders. 
The patient anamnesis indicated that he had a seizure in the 
morning while sleeping in his bed. There was no one who 
can interfere with the patient during the seizure. He was ly-
ing in the supine position before the seizure and was in the 
right lateral decubitus position after the seizure. The patient 
has been using sodium valproate 500 mg 1 × 1 since he was 
diagnosed with epilepsy in 1995. This was his third seizure, 
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but he has no history of shoulder dislocation before. In the 
physical examination, bilateral humeral heads were palpable 
in anterior of shoulder. Acromion lateral edges were promi-
nent and deltoids oval contour was distorted and flattened, 
epaulettes sign was seen in both shoulders. Neurological 
and vascular examinations were normal.

Radiological examination demonstrated bilateral anterior-
inferior glenohumeral dislocation of shoulders (Figs. 1 and 
2). Closed reduction, treatment to be applied, and possible 
complications were explained to the patient, and written 
consent was obtained from the patient. The patient was ad-
ministrated with sedation anesthesia and underwent closed 
reduction with Hippocrates maneuver for both shoulders.

Anatomical reduction was observed in the bilateral shoul-
der joint in control X-rays of the patient. Computed tomog-
raphy after reduction revealed bilateral Hill-Sachs lesions 
(Figs. 3 and 4).

Conservative treatment was applied to the patient because 
the patient did not want operative treatment.

Bilateral Velpeau bandage was applied to the patient after 
reduction of both shoulders, then was consulted to neurol-
ogy in the ER. His drugs were arranged in accordance with 
neurology recommendations as depacin 500 mg 2 × 1.

Velpeau bandage treatment was discontinued 2 weeks 
later under our polyclinic control. According to the Oxford 
Shoulder Score which is related with physical examination 
of the shoulder joint, in the 1st month, OSS values of the left 

and right shoulders were 25 and 22, respectively. In the 3rd 
month, these values were obtained as 40 and 41, respec-
tively, and in the 10th month, 45 and 43 were the OSS values 
respectively.

Figure 1. Male patient, 39 years old; AP X-rays of the right shoulder 
show bilateral anterior shoulder dislocation.

Figure 2. Male patient, 39 years old; AP X-rays of the left shoulder 
show bilateral anterior shoulder dislocation.

Figure 3. The view of the anatomical relation of both shoulder joints 
after reduction and Hill-Sachs lesions in the area that fits the postero-
lateral of both humeral heads.
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The patient was consulted to physical therapy and reha-
bilitation clinic for rehabilitation of both shoulders. Reha-
bilitation program was consisted of 20 sessions in which 
TNS, pulse, USG, stretching and isometric reinforcement 
exercises, and cold pack therapies were administrated to 
the patient for 2 months. After the rehabilitation program, 
the patient came to our policlinic for control in 3rd and 10th 
months for physical examination, range of motion, and 
PT&R consultation.

Discussion
Anterior shoulder dislocations are the most common dislo-
cations of the body, usually caused by sports injuries. Con-
trary to popular belief, nerve lesions are a common com-
plication in these dislocations. Nerve lesions are seen in an 
average of 45%.[6,7] In the rare causes of bilateral anterior 
shoulder dislocations, the reason is sudden and excessive 
muscle contractions that develop due to epilepsy, electric 
shock, alcohol withdrawal, and hypoglycemic convulsions. 
Other causes include weight lifting, diving, and traction in-
juries. Cresswell reported a case of bilateral anterior shoul-
der dislocation in an athlete during bench press in 1998 
and Esenkaya et al. in 2000 during weight lifting.[1,8]

In general, shoulder dislocations due to epileptic seizures 
are posterior glenohumeral dislocations where as our pa-
tient was diagnosed with bilateral anterior glenohumeral 
dislocation.[5] Although severe contractions of the humeral 

head generally cause posterior glenohumeral dislocations.
[9] In a patient with severe contractions due to electric shocks 
or seizures causes shoulders to adduction, internal rota-
tion, and flexion position.[10] The reason of this position is 
weak external rotators of the shoulder that are suppressed 
by relatively more powerful internal rotators force the gle-
nohumeral joint in adduction and internal rotation which 
causes the shoulder joint to dislocate posteriorly. That is 
why anterior dislocations in contradistinction to posterior 
dislocations are generally seen secondary to trauma relat-
ed injuries. To anteriorly dislocate the glenohumeral joint, 
the limb should be forced in a position of external rotation, 
abduction, and extension where the major tubercule of the 
humeral head will be pressed on the acromion and by the 
lever arm effect, humeral head will be forced anterior-infe-
riorly outside the glenohumeral joint.[1-4-8-11,12] Bilateral ante-
rior shoulder dislocations subsequent to epileptic seizures 
are seen rarely in literature and not been enlightened why 
these dislocations are seen anteriorly. It is possibility that 
our patient’s internal rotation and adduction are prevent-
ed by the bed, possibly by returning to the prone position 
before or during the seizure. In some studies, the mecha-
nism of posterior dislocation development by preventing 
external rotation and abduction while the patient is lying 
in the prone position has been described.[13] Similarly, there 
is a slight possibility of anterior dislocation by preventing 
internal rotation and adduction while the patient is in the 
prone position, and further research is needed.

After anterior dislocations and subluxations of the shoul-
der, some of the patients who were examined have been 
seen with immobilization and pain-related ROM decrease. 
Most of the patients ROM were spontaneously improved 
although rarely some of patients suffered with decreases 
of ROM permanently.[14]

Conclusion
Due to the bilateral displacement of patients shoulders and 
his age treatment was planned conservatively. For such pa-
tients, early PT&R and mobilization are important in terms 
of patient rehabilitation. The patients decrease in ROM and 
pain complaints were progressively declined by conserva-
tive treatment and early physical therapy and rehabilita-
tion program. In the 11-month follow-up, the patient had 
no complaints in both shoulders and epileptic seizures 
were not seen.
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Figure 4. The view of the anatomical relationship of the Hill-Sachs 
lesion in the posterolateral region of the left humeral head and the 
shoulder joint after reduction.
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