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Concurrent cases of bilateral anterior shoulder dislocation:
our observations in three cases
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ABSTRACT

Bilateral anterior shoulder dislocations are rarely seen and usually occur due to the same mechanism arising
from traumatic injuries. In here, we discussed three cases of traumatic bilateral anterior shoulder dislocation ,
one had an additional patella fracture, and the other one had bilateral tuberculum majus fracture. All of the
patients were female and our first case that presented here was 65-year-old and given a closed reduction for
isolated bilateral anterior shoulder dislocation that occurred as a result of falling due to an epileptic seizure.
The second patient was 70-year-old and had bilateral shoulder dislocation and patella fracture (right leg) after
of falling down the stairs due to syncope. Closed reduction was applied to the bilateral shoulder dislocation.
Patella fracture on the right leg was fixated using open reduction internal fixation method. The third patient,
who was 57-year-old, fell down from the stairs and had bilateral anterior shoulder dislocation accompanied by
bilateral tuberculum majus fracture, and she was given closed reduction. For all three of the cases, Hippocrates
method was used as the closed reduction method.
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Introduction

Bilateral anterior shoulder dislocations are quite
rare. They frequently occur due to trauma. Three
patients who had bilateral anterior shoulder
dislocation- one because of falling off a chair and the
other two down the stairs, were evaluated in company
with the related literature. Unilateral anterior shoulder
dislocations are the most frequent large joint
dislocations coming to emergency services. In
contrast, bilateral anterior shoulder dislocations are
quite rare. It could be an isolated dislocation while it
could also be accompanied by shoulder fractures and
fractures in other areas. A majority of bilateral

shoulder dislocations occur in form of posterior
shoulder dislocations, and the dislocations of the
recorded cases occurred as a result of grand mal type
epileptic seizures, electric shocks, and frequent
contractions seen after electric shocks and
hypoglycemia or voluntarily in psychic (mental)
illnesses [1-6]. Anterior shoulder dislocations occur
with extreme extension, abduction and external
rotation force [7]. Since the forces causing dislocation
have to affect both joints in a similar mechanism
concurrently, they occur quite rarely. Therefore, they
can easily be ignored [8, 9].
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Case Presentations

Case 1

A-65-year-old female falls down because of an
epileptic seizure she had when trying to sit on a chair
at home. In the medical examination, epaulette and
motion restriction were observed. Neurovascular
examination was natural. The graph of the patient
showed a bilateral isolated anterior shoulder

dislocation (Figure 1). Both dislocations were reduced
closely with Hippocrates manoeuvre under sedation.
In the control graphs, anatomic reduction was
observed (Figure 2). Both shoulders were made

immobile for three weeks using velpau bandage.
Afterwards, they were included in a rehabilitation
program. In the examination 16 months later, shoulder
joints were observed to be stable and no motion
restriction was found. The dislocation did not recur in
the meantime.

Case 2

Seventy years old female patient fell down and
rolling from the stairs as a result of a sudden syncope.
Subsequently, she was taken to emergency service
with pain in her shoulders, motion restriction as well
as pain and swelling in the right knee. In the physical

Figure 1. Case 1- Bilateral anterior shoulder dislocation radi-
ograph

examination showed mild abduction and external
rotation in both shoulders, findings of epaulette and
motion restriction. The neurovascular examination
was unremarkable. A swelling in the right knee, pain
with palpation and patella deformity were observed.
Graphs showed isolated anterior dislocation for both

Figure 2. Case 1 radiograph after closed reduction

shoulders (Figure 3). She was taken into operation
under emergency circumstances, and a closed
reduction was performed on both shoulders using
Hippocrates manoeuvre under general anaesthesia.
Control graphs were taken (Figure 4). Both shoulders
were immobilized for three months with an arm sling.

Figure 3. Case 2- Bilateral anterior shoulder dislocation radi-
ograph
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Figure 4. Case 2 - Bilateral shoulder radiograph after closed re-
duction
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Afterwards, these received physical treatment and
rehabilitation for four weeks. In the controls 16
months later, it was seen that union in the patella was
full, movements of the left shoulder were close to
perfect, and there were insignificant minimal
restrictions in external rotation and abduction of the
right shoulder.and abduction of the right shoulder.

Case 3

A 53-year-old female patient admitted to the
emergency service because of losing balance and
falling when going down the stairs. She described to
have fallen into open hands with both elbows in
extension and rolled down 2 or 3 steps. In the physical
examination, bilateral shoulder joint was deformed
(epaulette sign) and the shoulder was observed to be
in the mild abduction and external rotation.

Radiographs showed it was accompanied by a
tuberculum majus fracture, and there was bilateral

Figure 5. Case 3 -Bilateral shoulder dislocation right shoulder
radiograph

anterior shoulder dislocation. However, shoulder
graphs of the patient before reduction were not taken
on the same cassette, so we had no chance to repeat
(Figure 5, 6). Under general anaesthesia, closed
reduction was performed using Hippocrates method.
Both shoulders of the patient were immobilized for
three months with velpau bandage. Later, she was
included in the physical treatment program. In the
controls 16 months later, it was seen that bilateral
shoulders movements were close to perfect, and that
union and reduction were complete (Figure 7).

Discussion

Glenohumeral dislocations are the most

commonly observed ones among all large joint
dislocations. They occur as a result of trauma in many
young men. It is followed by dislocation in elderly

Figure 6. Case 3- Bilateral shoulder dislocation left shoulder ra-
diograph

Figure 7. Case 3-Bilateral shoulder dislocation and tuberculum majus fracture radiograph after closed reduction

82



Eur Res J 2016;2(1):80-84

Bilateral anterior shoulder dislocation

women which occur due to the decrease in the number
of crosslinks of collagen in the joint capsule and the
increased risk of falling [10]. Bilateral shoulder
dislocations occur rarely because of rotator muscles
(M. infraspinatus and M. teres minor), which are
weaker than the powerful internal rotator cuffs (M.
latissimus dorsi, M. pectoralis major and M.
subscapularis), dislocations frequently occur towards
the posterior. Posterior shoulder dislocations most
frequently occur as a result of grand mal type epileptic
seizures, electric shocks, and frequent contractions
seen after seizures due to alcohol deprivation and
hypoglycaemia or voluntarily in psychic (mental)
illnesses [1-6]. Contrary to posterior shoulder
dislocations, bilateral anterior shoulder dislocations
are seen very rarely, they usually occur following
trauma.

Ozan et al. [12] reported 80 cases in the literature
they review covering the period between 1902 and
2013. These dislocations have most often been
accompanied by muscle tears, tuberculum majus or
glenoid fractures and neurovascular complications [9,
11-15]. In the literature, among the etiological reasons
of bilateral anterior shoulder dislocations, the rate of
those occurrence caused by falls or strong extremity
tractions is 50%, those occurring due to convulsive
crises, electric shocks strong muscle contractions
including physical exercises is 40%; and the rate of
any cases other than trauma. such as neuromuscular
diseases, hyperlaxity, and voluntary dislocations, is
10% [6, 11].

Anterior shoulder dislocation mechanisms can be
of various nature. They mainly occur combined with
abduction, extension and external rotation forcing.
Movements such as falls on open hand at elbow
extension fall at shoulder extension, abduction or
internal rotation, pivot effect of acromion at
hyperabduction position and traction cause shoulder
displacement [6, 16, 17]. Since two of our cases had
fallen because of an epileptic seizure and syncope,
they could not recall the form and mechanism of the
falls. We believe that this trauma mechanism resulted
from falling on open hand at elbow extension as stated
in the literature. The fact that the third and the last case
was conscious when falling down the stairs and rolled
down with two hands open at elbow extension
supports the possibility that other cases had occurred
in a similar mechanism as well. It was reported that
15% of these patients are accompanied by tuberculum
majus fracture [18], 30% of those over 40 [19], and
54% of those older are accompanied by 54% rotator
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cuff tears [20]. No glenoid or tuberculum fracture and
cuff tears were observed to be accompanying shoulder
dislocation in two of our cases. In the third case, a
more distinct bilateral tuberculum majus fracture
accompanied the dislocation. After early reduction and
immobilization, there is a need for passive and active
physiotherapy to be given efficiently [10]. For patients
whose pain cannot be relieved and sufficient range of
motion cannot be obtained despite rehabilitation,
rotator cuff tear must be considered, and an MRI
image must be taken. Since sufficient range of the
movement was attained in our cases after
rehabilitation, MRI was not taken. Formation of a
fracture along with the dislocation is associated
significantly because the patient was over 40, the
dislocation occurred for the first time with the
decreased bone density, ligamentous anatomy was
strong, and it had occurred due to high energy trauma
[21].

Especially after anterior displacement, there might
be complications such as fractures, brachial plexus
injury, vascular injury, soft tissue injuries and recurrent
displacements. The possibility of recurrence after the
first displacement is high in young patients. Our cases
did not describe any prior shoulder displacement.

Another significant problem for these patients is
the delay in the process of diagnosis. Dunlop [10]
expressed more than 10% of them received delayed
diagnosis. When patients apply to the emergency
service following a seizure, very often they cannot
remember the event in its entirety and complain most
about the shoulder with pain. Unless careful
examination is conducted, the dislocation of the other
shoulder may remain undetected. Although it is the
primary choice for treatment to prevent post shoulder
dislocation recurrences, the priority is given to the
treatment of complex structural injuries in elderly
patients. The risk of rotator cuff injuries increases with
the shoulder displacement at advanced age [18]. Even
though the treatment of rotator cuff tears in these
patients is controversial, first conservative treatment
is given [20].

Post reduction fixation is usually done using Velpo
bandage. Since Velpo bandage affects daily activities
negatively in bilateral displacements, arm sling can be
preferred. We fixated our first patient, who fell down
due to a seizure of Grand mal epilepsy against the risk
of having another seizure, with velpo bandage and the
third patient due to bilateral tuberculum majus
fracture; but we fixated the second patient with an arm
sling which partly allows for shoulder movement. In
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the literature, Kocher manoeuvre is usually preferred
as the reduction method [3, 4, 6, 9, 16, 18]. Because
of their elder age, we used Hippocrates manoeuvre for
the reduction of the first two of our patients. It is
because of the fracture risk during Kocher manoeuvre
in osteoporotic patients. In the relatively younger third
case, on the other hand, Hippocrates manoeuvre was
used because of the tuberculum majus fracture. No
serious complication was encountered in these three
cases.

Conclusions

Although concurrent bilateral anterior shoulder
displacements occur rarely, they can be seen about
trauma in elderly patients; therefore, the neurovascular
examination should not be ignored, and the possibility
of fractures must be remembered.
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