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INTRODUCTION

Shoulder dislocation occurs quite frequently and are seen in the 

daily practice of the orthopedic surgeon. Bilateral dislocation of the 

shoulder, which is infrequent, is oft en associated with epileptic crises 

[1-3] or electrocution and are the most common cause of posterior 

bilateral dislocations, whereas bilateral anterior dislocations are most 

oft en associated with trauma [4-12], especially in young subjects. 

Bilateral anterior dislocations secondary to convulsions are very rare 

[13]. Bilateral anterior dislocations are even more rare. Only a few 

cases have been reported in the literature [8].

We report a rare case of a recurrent simultaneous anterior 

dislocation of the shoulder secondary to convulsive seizures, 

occurring in a young man of 31 years old in two episodes at an 

interval of 2 years. Th is is the only case observed in our service in 18 

years of practice. Moreover, no similar case has been reported to the 

best of our knowledge.

Th e two shoulders were reduced under general anesthesia 

and immobilized by a temporary arthrodesis with 2 crossed pins 

completed by an elbow-to-body Dessault bandage for 6 weeks. 

Th is double internal and external restraint was followed by early 

rehabilitation.

Th e short- and medium-term outcome was satisfactory.

CLINICAL REPORT

We present a young man of 31 years old, right-handed, who was 

recently received in a remote peripheral hospital of about 600 km 

from our town and who was evacuated by train to our service. He was 

received  6 days aft er the injury in our emergency department.

In his medical history, we noticed that another episode of 

dislocation occurred 2 years ago in the same circumstances, that is to 

say, following a convulsion crisis of undetermined origin. Th e initial 

bilateral simultaneous dislocation seen on that same day in emergency 

room of a peripheral hospital was reduced and immobilized for 

3 weekls. On physical examination at the emergency, we noticed a 

total loss of function of both upper limbs fi xed in abduction that was 

irreducible. In addition, we noticed the” épaulette sign” and a pro-

eminence of the acromion [Figure 1]. In the lateral view, an antero-

internal enlargement of the 2 shoulders. On palpation there was a 

vacuity of the subacromial space, a painful mobility with attempted 

rotation of the upper limbs. Th e peripheral pulse, in particular 

axillary, humeral, radial and ulnar, were perfectly perceived on both 

sides. Th e motor and sensory neurological examination of the radial, 

cubital and median nerve areas were normal.

Standard plain X-Rays assessment of the 2 shoulders confi rmed 

the diagnosis of bilateral anterior-internal dislocation [Figure 2]. 

Computed Tomography (CT) profi ned the diagnosis and, in addition, 

showed the existence of a bilateral Malgaigne (or Hill Sachs) notch of 

the glenoid on the posterior margin of the humeral head and gliding 

of the anterior inferior border of the glenoid [Figure 3].

Th e biological check-up showed no signifi cant abnormality, 

particularly a normal fasting blood sugar of 0.90g / l. Th e 

Electroencephalographic tracing (EEG) was normal. We programmed 

emergency surgery to be carried out under general anesthesia 

including a reduction and internal fi xation (temporary arthrodesis 

by 2 cross pins) and external restraint by the elbow-to-body Dessault 

bandage. Th is reduction was done, under general anesthesia with 

maximum muscular relaxation, and progressive soft  maneuvers 

described by Kocher : traction in the axis of each upper limb, external 

rotation and abduction [Figure 4].

  ABSTRACT

Bilateral dislocations of the shoulder are rare. Posterior bilateral dislocations are often associated with convulsive seizures of 
various origins, where as bilateral anterior dislocations are usually the result of a violent mechanism. We report a rare case of recurrent 
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Figure 1: A.Y:  appearance of the 2 dislocated shoulders just before reduction 
maneuvers under general anesthesia.

A B 

Figure 2: A. Y. 31 years old, face (A) and profi le (B) standard x-rays: 
simultaneous recent anterior internal bilateral dislocation.

Figure 3: Same patient: computed tomography with reconstruction images: 
bilateral dislocation with bilateral notch of Malgaigne (or fracture of Hill 
Sachs). 
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Th e postoperative control radiographs showed a perfect reduction 

[Figure 5].

Despite the normal post-critical EEG tracing, the patient 

was placed on Phenobarbital (GardénalTM) by the neurologist-

epileptologist of the department on the basis of an anamnetic and a 

clinical examination. Early rehabilitation was undertaken as soon as 

the double contention was removed to favor the progressive recovery 

of the passive, activo-passive and active articular amplitudes of the 

2 shoulders. Stability tests aft er removal of the immobilization at 

day 45 and before the patient’s exit aft er 20 sessions of rehabilitation 

were satisfactory. Th e Single Assessment Numeric Evaluation (SANE 

score : 0 to 100), was done for self-evaluation of shoulder function. It 

was estimated at Day 75 and Day 345, at 30 and 80 respectively.

DISCUSSION

Epidemiologically, because of its anatomy and biomechanics 

(the most mobile enarthrose in the body), the shoulder is the joint 

that is most susceptible to dislocations accounting for 50% of all 

dislocations. Th e majority of these dislocations are anterior, the 

posterior dislocations representing only 3% to 5% of the dislocations 

of the shoulder. About 1% of shoulder dislocations result in fractures.

Concerning the etiological mechanism, bilateral anterior 

dislocations are very oft en attributed to trauma [4-12], especially 

with high energy trauma in young subjects. A review of 90 bilateral 

shoulder dislocations conducted by Brown [14], revealed that 

49% were due to epileptic convulsions or electrocution, 23% were 

traumatic and 36% were non-traumatic. For our case it was a bilateral 

dislocation, rare, simultaneous and recurrent, that could be related 

to a convulsive crisis even if the hypoglycemic or epileptic origin is 

not formally established. EEG and fasting blood glucose were normal. 

Some authors have attributed the occurrence of posterior dislocation 

of the shoulder to convulsions caused by induced hypoglycemia [15], 

or severe vitamin D defi ciency [16].

From a therapeutic point of view, the relative early nature of the 

dislocation, the relatively small stature of the Hills-Sachs notch and 

the young age of our patient led us to opt for orthopedic treatment. 

Th e fear of another recurrence and the young age of the patient 

prompted us to do both an internal and external restraint and an 

immobilization for 6 weeks, long enough to ensure stability of both 

shoulders though with risk of residual stiff ness easily corrected by an 

early rehabilitation. Th e medical treatment of convulsive seizures also 

contributed to the prevention of another recurrence.

A wide range of therapeutic methods of bilateral shoulder 

dislocation according to the etiology and clinical presentation are 

proposed in the literature with various outcomes. Th e most usual 

conservative treatment is reduction by external manoeuver Milch 

[17], Kocher [8,13] or more recently Spaso technique [18] under 

general or local anesthesia by infi ltration and immobilization 

followed by suitable early rehabilitation [17-20]. Conservative 

treatment is indicated most oft en for uncomplicated anterior bilateral 

dislocations, seen relatively early. Surgical treatment is reserved for 

the majority of authors to bilateral posterior dislocations associated 

with fractures particularly Hill-Sachs lesions. Surgical methods 

comprise open reduction and internal fi xation [1,9], hemiarthroplasty 

or total shoulder arthroplasty with or without osteochondral auto or 

allograft s in case of signifi cant bone defects [3,9,21]. Tendon (sub-

scapularis) transfers sometimes could be done by 2 surgical teams 

[22].

CONCLUSION

Bilateral dislocation of the shoulder is oft en associated with a 

violent traumatic mechanism. Th is clinical case and the literature 

taught us that recurrent simultaneous anterior bilateral dislocation 

may also have a comitial origin. An orthopedic reduction followed by 

a suffi  ciently long immobilization in young subjects  and the use of an 

anticonvulsive medical treatment are alternatives to open reduction, 

and eff ective in preventing recurrences.
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