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Simultaneous Bilateral Anterior Shoulder Dislocation Following
Epileptic Seizure in a Middle-Aged Male: A Rare Case Report and Review
of Literature

Balakrishnan Karun', Vejaya Kumar”, Moodu Jayanth', Bharathidasan Rajamanickam’,
Saravanan Kasiraj an'
Learning Point of the Article:

Bilateral anterior shoulder dislocation (BASD) is a rare clinical entity. Prompt diagnosis with radiography, timely closed reduction, and
tailored rehabilitation can yield excellent outcomes in seizure-related BASD.

Introduction: Bilateral anterior shoulder dislocation (BASD) is an exceptionally rare clinical entity, especially when associated with epileptic
seizures. Seizure-related shoulder dislocations are predominantly posterior due to the forceful contraction of internal rotator muscles; anterior
dislocations following seizures are unusual and typically result from secondary trauma during a convulsive collapse.

Case Report: This case report describes a 32-year-old male with a known history of epilepsy who presented with simultaneous BASDs
immediately after a generalized tonic-clonic seizure. Clinical examination revealed the classic signs of anterior dislocation, including loss of
normal shoulder contour, squared-off appearance (Epaulet sign), and humeral heads palpable anteriorly in the deltopectoral grooves.
Radiographs confirmed bilateral subcoracoid anterior dislocations without associated fractures. The patient was successfully treated with closed
reduction under intravenous sedation using the Kocher’s maneuver, followed by immobilization and structured rehabilitation. At 1 year of final
follow-up, functional outcomes were excellent, with full pain-free range of shoulder motion and no instability episodes.

Conclusion: For uncomplicated BASD cases, closed reduction with prompt immobilization and physiotherapy remains the mainstay of
management. Control of the underlying seizure disorder is crucial to prevent recurrence. This report adds to the limited literature on this rare
presentation, emphasizing diagnostic challenges, management strategies, and outcomes associated with BASD in the context of epilepsy.
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Introduction (BASD), by contrast, are distinctly uncommon and usually

Shoulder dislocation is the most frequently encountered
large-joint dislocation, accounting for nearly 45-50% of all
dislocations. The vast majority is unilateral and anterior [1, 2].
Bilateral involvement raises concern for an unusual injury
mechanism, and when it occurs, is more commonly posterior,
often induced by violent involuntary muscle contractions during
seizures or convulsions. Bilateral anterior shoulder dislocations

associated with significant trauma, sports injuries, or
occasionally seizures.

Patients presenting after seizures may not recall the trauma or
fall, rendering the diagnosis difficult. Delay in recognition can
result in chronic dislocation, functional impairment, and higher
complexity in management. We present a rare case of
simultaneous BASD in amiddle-aged male following an epileptic

Access this article online

Website:

. . Dr. Balakrishnan Karun
WWWw.jocr.co.in

Dr. Vejaya Kumar

Author’s Photo Gallery

ERAR AR

Dr. Bharathidasan

Rajamanickam Dr. Saravanan Kasirajan

Dr. Moodu Jayanth

Puducherry, India,
DOI:
https://doi.org/10.13107/jocr.2025.¥15.i10.6220
Address of Correspondence:

Dr. Vejaya Kumar,

E-mail: drvejay87@gmail.com

'Department of Orthopaedics, Vinayaka Mission's Medical College and Hospital, Vinayaka Mission’s Research Foundation (Deemed to be University), Karaikal,

*Department of Trauma and Surgical Specialities, Mahathi Maultispeciality Hospital, Karaikal, Puducherry, India.

Department of Orthopaedics, Vinayaka Mission’s Medical College and Hospital, Vinayaka Mission’s Research Foundation (Deemed to be University), Karaikal, India.

Submitted: 18/07/2025; Review: 04/08/2025; Accepted: September 2025; Published: October 2025

DOT: https://doi.org/10.13107/jocr.2025.v15.i10.6220

© The Author(s). 2025 Open Access. This article is distributed under the terms of the Creative Commons Attribution 4.0 International License (https://creativecommons.org/licenses/by-nc/4.0/),
which permits unrestricted use, distribution, and non-commercial reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the

Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http: //creativecommons.org/publicdomain/zero/1.0/ ) applies to the data

made available in this article, unless otherwise stated.

2025 Journal of Orthopaedic Case Reports| Published by Indian Orthopaedic Research Group




Karun B, etal

www.jocr.co.in

Figure 1: Clinical presentation showing the patient lying supine with both upper limbs held in

Management

After routine pre-anesthetic evaluation, the
patient underwent closed reduction under
intravenous sedation. The Kocher’s
maneuver was applied sequentially to both
shoulders with successful reduction
confirmed clinically and radiographically
(Fig. 4). Immediate post-reduction X-rays
showed concentric and congruent
glenohumeral articulations. Both shoulders
were immobilized in slings with internal
rotation for 3 weeks. Early pendulum and
passive range-of-motion exercises were
started after immobilization, followed by
gradual active physical rehabilitation.
Epilepsy was evaluated by a neurologist and

abduction and external rotation after a seizure episode, illustrating the classic attitude in Bilateral treated aPPI’OPI'iat31}’-

Anterior shoulder dislocation.

seizure, treated successfully with closed reduction and
immobilization.

Case Report

A 32-year-old male was brought to the emergency department
with complaints of pain and inability to move both shoulders
after an episode of generalized tonic—clonic seizure at home.
The patient was a known epileptic on irregular antiepileptic
therapy. There was no preceding trauma, electrocution, or
substance use.

On examination, both shoulders demonstrated loss of normal
contour with a characteristic squared-off appearance (Epaulets
sign) (Fig. 1). The arms were held in mild abduction and
external rotation with a visible sulcus along the
lateral shoulder. Palpation revealed anterior
prominence of both humeral heads in the
deltopectoral groove (Fig. 2). Active and passive
movements were not possible and associated
with excruciating pain. Distal neurovascular
examination of the upper limbs was normal. No
external injuries were noted on the chest or

upperlimbs.

Radiographs (antero-posterior views of both
shoulders) confirmed bilateral anterior
dislocations of the glenohumeral joints without
associated fracture (Fig. 3). The Light bulb sign
was absent. Baseline blood investigations were
normal and done to rule out hypoglycemia and
dyselectrolytemia.

Outcome: At 1 year of final follow-up, the

patient was pain-free with a near full range of
movements bilaterally and no instability episodes. Constant
shoulder scoring showed 92 on the right and 90 on the left. He
was counseled on strict compliance with antiepileptic therapy
to preventrecurrence.

Mechanism of Injury

The proposed mechanism differs from posterior dislocations.
In seizure-related anterior dislocation, the injury is more likely
attributed to the secondary trauma of falling during convulsion,
with the shoulders forced into extension, abduction, and
external rotation. This position levers the humeral head
anteriorly against a relatively unstable glenoid rim, resulting in
anterior displacement. The synchronous impact on both

Figure 2: Close-up of the right shoulder, showing loss of normal deltoid contour. The examiner’s

finger points to the empty glenoid cavity, highlighting the clinical sign of shoulder dislocation.
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Figure 3: Pre-reduction anteroposterior radiograph showing bilateral anterior dislocation of the humeral heads

during epileptic convulsions when a
violent muscle contraction
dislocates the humeral head
posteriorly [13]. BASD is a rare
occurrence [1, 2]. Trauma,
nocturnal hypoglycemia,
electrocution, diving, and bench
pressing are some of the other
reported causes of these bilateral
injuries [14, 15]. A 19-year-old man
with a similar history was described
in 2020 by Talebi et al. [16]. The
patient improved by conservative
management without the need for
surgery. In their analysis, Diallo et al.,
found that 43% of BASDs were
EPAULETS associated with complications,

frequently onboth sides [4].

(right and left) projected anterior to the glenoid fossae with squaring of both shoulders (Epaulets Sign). Thereis Qur case adds to the limited

no associated fracture.

shoulders explains the bilateral involvement.

Discussion and Review of Literature

BASD is an exceptionally rare clinical entity compared to
unilateral anterior dislocations (Tables 1 and 2), which account
for the majority of shoulder dislocations [1, 2]. While most
bilateral shoulder dislocations reported in literature are
posterior and typically occur due to seizure-induced violent
internal rotator muscle contractions,
BASD following epileptic seizures is
uncommon and is more often associated
with direct trauma or fall during
convulsions [1,2, 3,4]. The diagnosis can
be challenging as patients may present
post-ictally with altered sensorium, and
deformities might be overlooked due to
the symmetric appearance and the rarity
ofthe condition [1,4, S, 6,7,8,9]. Classic
clinical signs, including loss of the normal
deltoid contour (Epaulet sign), arms held
in abduction and external rotation, and
palpable humeral heads anteriorly, aid
clinical suspicion; confirmation is by
anteroposterior radiographs [1, 2, 10].
Since Cooper and Myenter reported the
first cases in 1839 and 1902, posterior
shoulder dislocations have been the most
common type of bilateral shoulder
dislocations [11,12]. This can happen dislocation.

literature on BASD secondary to

epileptic seizures by documenting a
successful closed reduction and early physiotherapy without
surgical intervention, achieving near full functional recovery at
3 months [1, 2, 9]. Unlike some reports that recommend
magnetic resonance imaging (MRI) to assess soft tissue injury
or associated rotator cuff tears, we did not perform MRI as the
patient had no clinical signs suggestive of rotator cuff pathology
or neurovascular deficits, and immediate radiographs

Figure 4: Post-reduction anteroposterior radiograph demonstrating concentric alignment of both
humeral heads within the glenoid fossae confirming successful reduction of the bilateral anterior shoulder
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Table 1: Comparison of bilateral anterior and posterior shoulder
dislocations
Approximate number of 180-200 [1,2] 2-3x more than BASD[3]
published cases
With associated fracture ~43% [1,4,2] ~50%(3]
Without fracture ~57%[1,4,2] ~50%[3]
Due to epilepsy/seizure 10-15%[1,2,3] >80%][5,3,6]
Due to trauma >60-70%[1,4,7,2] <20%[3]
Most common Greater tuberosity Proximal humerus
associated injury fracture[1] fracture[3]

confirmed stable concentric reduction [1, 2, 7, 9]. Since there
was no recurrence of an instability episode, MRI was deferred.
This approach aligns with conservative management principles
for uncomplicated BASD cases where radiographs suffice for
decision-making, and MRI is reserved for suspected
complications orrecurrent cases [ 1,2, 5, 8].

Comparison with published data highlights that the majority of
BASD cases entail associated fractures, especially of the greater
tuberosity, and may require surgical stabilization [4, S, 6, 7].
Our patient being an exception with pure dislocation and no
fracture, reinforcing that closed reduction remains standard for
such uncomplicated presentations [1, 2, 9]. Moreover, this case
reiterates that seizure-related BASD likely results from
secondary trauma at the time of convulsive collapse, with the
characteristic forced position of abduction and external
rotation precipitating anterior displacement, contrasting the
classic mechanism of internal rotation-induced posterior
dislocation typically seenin seizures [3,4, S, 6].

Opverall, early diagnosis using clinical vigilance and timely
radiographs coupled with appropriate closed reduction and
tailored rehabilitation can yield excellent outcomes in seizure-
related BASD [1, 2,4, S, 6,7, 8, 9]. Controlling the underlying
epileptic disorder is vital for preventing recurrence, a focus
echoedinrecentliterature [1,2,4].

Diagnostic challenges

Patients may present with confusion post-seizure; subtle
shoulder deformities might be missed. High suspicion is
needed when bilateral painful restriction of movement follows a
convulsive episode. Radiographs in two planes are essential to
differentiate between anterior and posterior dislocations.

= Bilateral Anterior Shoulder Dislocation
u Bilateral Posterior Shoulder Dislocation

500

In Numbers

Category

Table 2: Comparison of Bilateral Anterior and Posterior Shoulder
dislocations: Case numbers and Etiologies

Advanced imaging (computed tomography/MRI) is
considered if associated fractures or soft tissue injuries are
suspected.

Treatmentand prognosis

Closed reduction under adequate analgesia is the standard of
care in acute, uncomplicated cases. Immobilization for 2-3
weeks, followed by structured physiotherapy, ensures shoulder
stability and mobility. Surgical stabilization may be necessary in
cases with associated fractures, rotator cuffinjuries, or recurrent
dislocations.

Our patient achieved excellent functional recovery with
non-operative management, consistent with similar reported
cases. Recurrence risk is minimized by controlling the
underlyingseizure disorder.

Conclusion

BASDs are an exceptional sequela of epileptic seizures. High
clinical vigilance is required, particularly when a middle-aged
male presents with painful restriction of both shoulders
following convulsions. Prompt diagnosis with radiography and
timely closed reduction can yield excellent functional recovery.
Education on seizure control and treatment compliance is
criticalin mitigating the recurrence.
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Clinical Message

BASD is an exceptionally rare clinical entity compared to unilateral anterior dislocations. The diagnosis can be challenging as patients may
present post-ictally with altered sensorium, and deformities might be overlooked due to the symmetric appearance and the rarity of the
condition. Early diagnosis using clinical vigilance and timely radiographs, coupled with appropriate closed reduction and tailored
rehabilitation, can yield excellent outcomes in seizure-related BASD. Controlling the underlying epileptic disorder is vital for preventing

recurrences.
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