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Although anterior glenohumeral dislocations are the most 
common joint dislocation in UK Emergency Departments [1, 
2], they are uncommon to see bilaterally [3]. Usually, they are 
unilateral and seen as a result of trauma in men aged 16–20 [4]. 
Bilateral anterior glenohumeral dislocations are also usually due 

to trauma and it is rare to see a case caused by seizure activity as 
posterior dislocations are much more common [5]. Despite the 
signs and symptoms of shoulder dislocation being well 
documented, and X-ray imaging being good at identifying such 
pathology, there are a few cases in the literature of “missed” or 
“chronic” shoulder dislocation (a shoulder that has been 
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Case Report: A 16-year-old boy presented to the emergency department with reduced range of movements in both shoulders. Six weeks prior he 
had suffered an epileptic seizure. X-rays confirmed bilateral anterior shoulder dislocations with displaced greater tuberosity (GT) fractures. 
Staged open reduction was performed in the right and then left shoulder. Coracoid osteotomy with takedown of the malunited GT fracture was 
needed to assist with gradual soft tissue contracture release and a successful relocation. Latarjet procedure was then performed and the GTs were 
fixed using rotator cuff anchors. At 6 months post-operation, on the right side, he achieved forward flexion to 150� and abduction to 120�. On the 
left side, forward flexion was 110� and abduction was 90�. X rays showed satisfactory maintenance of the reduction without signs of avascular 
necrosis of the humeral head.

Keyword: Shoulder dislocation, chronic, bilateral surgery.

Conclusions: Surgical management of this injury in this way is effective and achieves good results in the first 6 months of follow up. A high index 
of suspicion should be employed for this injury in post-ictal patients with shoulder pain. Early mobilization and effective physiotherapy is 
essential post-operatively to achieve good short-term range of motion.

Introduction: It is rare to see chronic bilateral anterior fracture-dislocations as a result of seizure, and we present a case of this type and review of 
the literature. Despite the signs and symptoms of shoulder dislocation being well documented, and X-ray imaging being good at identifying such 
pathology, there are a few cases in the literature of missed or chronic shoulder dislocation (a shoulder that has been dislocated for more than 3 
weeks) but these are extremely rare. Our case represents the first example of chronic bilateral locked anterior fracture-dislocations requiring open 
reduction and coracoid osteotomy with GT takedown to gain adequate exposure and allow soft tissue release to facilitate joint reduction. No 
other case has used anchors to achieve GT fixation, and our patient is the youngest published case with such pathology.
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Coracoid osteotomy, greater tuberosity takedown and latarjet procedure, combined with early physiotherapy and mobilization appear to 
achieve good functional results in the short to medium term for operative intervention in chronic bilateral locked anterior shoulder dislocations 
in the short to medium term.
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dislocated for more than 3 weeks) but these are extremely rare 
[6, 7, 8].
Joints that have been dislocated for longer than 3 weeks have 
specific and significant complications associated with them. 
Old unreduced shoulder dislocations are difficult to reduce by 
closed methods because of soft tissue contractures, fibrous 
tissue in the glenoid cavity, retracted rotator cuff muscles, the 
risk of causing iatrogenic fractures, and the risk of iatrogenic 
neurovascular damage. They, therefore, need careful 
consideration, normally requiring open reduction and 
assessment of any concurrent fractures for surgical 
intervention.
The authors present a case of chronic, locked bilateral anterior 
dislocation in a young patient following seizure. Written 
informed consent has been obtained from the patient to publish 
his case electronically and in article.

AK, a seventeen-year-old male presented to East Surrey 
Hospital Emergency Department on 14th May, 2020 with 
reduced range of movements in both shoulder joints. Five and a 
half weeks prior to presentation, on 6th April 2020, he had 

su f fered  an 
epileptic seizure sitting in an office chair, falling off the chair 
with both arms stuck in the spaces under each arm rest. At this 
time a paramedic crew attended to him and he was reassured at 
the scene. The next day, AK’s mother called for Paramedic 
assistance once more on account of his painful shoulders, and 
another Ambulance crew examined and reassured the patient.
AK experienced swelling and bruising in both shoulders in the 
days that followed the seizure, together with pain and reduced 
range of movement. AK attended a virtual GP appointment 
with regards to his poor shoulder function. The consultation 
was virtual due to the ongoing COVID-19 pandemic, and he 
was reassured by the GP and no further action was taken.

Case Report

Pain and stiffness in both shoulder joints further continued, and 
5 weeks post-seizure AK presented to Hospital, was examined, 
and found to have bilateral “squared” appearance of both 
shoulders. Efforts by ED doctors to reduce the joints were 
unsuccessful with entonox, and the Trauma and Orthopaedic 
(T+O) team were called. On examination by the T+O on- 
doctor, AK was unable to flex or abduct each arm higher than 
90�. AK could internally rotate both shoulders but was unable 
to externally rotate either shoulder. Sensation in both axillary 
nerve regions was normal. Plain film X-ray imaging confirmed 
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Figure 1: Anteroposterior X-rays of right (a) and left (b) shoulders of the case at presentation showing anterior shoulder 
dislocations with greater tuberosity fractures.

Figure 2: Computer tomography images in axial orientation showing 
medicalization of the humeral heads with significant greater tuberosity 
fractures and defects to the glenoid.

Figure 3: 3D reconstruction computer tomography images showing bilateral anterior shoulder 
dislocations.

Figure 4: 6 months post-operative anteroposterior (left), scapula Y-view (middle) and lateral 
(right) X-Rays of the right shoulder showing a healed greater tuberosity, and maintained position of 
Latarjet screws.



Si x months post-operatively pleasingly saw f ur ther 
improvement in range of motion. On the right side, forward 
flexion achieved 150o and abduction to 120� On the left side, 
forward flexion achieved 100� and abduction to 90 degrees. 
Both shoulders at this stage could externally rotate to 30� and 
internally rotate to the mid lumbar spine region. Check X rays 
showed satisfactory maintenance of the reduction and good 
healing of the latarjet (Fig. 4 and 5). Post-operative range of 
motion assessments at 3 and 6 months can be seen in Table 1.

Discussion and Review of Literature
Our case represents the first example of chronic bilateral locked 
anterior fracture-dislocations requiring open reduction and 
coracoid osteotomy with GT takedown to gain adequate 
exposure and allow soft tissue release to facilitate joint 
reduction. No other case has used anchors to achieve GT 
fixation, and our patient is the youngest published case with 
such pathology.
On review of the literature published in the English language 
there are eleven previous reports of chronic bilateral anterior 
glenohumeral dislocation (Table 2). Of these eleven, four were 
treated non-operatively [9, 10, 11, 12] and no closed reduction 
was attempted, four were treated with open reduction alone 
[13, 14, 15, 16], two were treated with successful closed 
reduction and ORIF of the concurrent greater tuberosity 

AK was followed up 5 days after the left shoulder procedure for 
removal of his right shoulder wound clips and bilateral post-
operative X-Rays – which both showed both shoulders as being 
in joint. He remained neurovascularly intact and he was 
encouraged to start forward bending to assist with indirect 
mobilisation of the shoulder as well as other exercises to do 
while waiting for the Letarjet to heal.

He was seen at 3 weeks post-operation where his shoulders were 
noted to be expectedly stiff, X-rays were satisfactory and he was 
once again encouraged to engage well with physiotherapy. At 6 
weeks post-operation he remained neurovascularly intact, 
wounds had healed, and he had started range of motion 
exercises. His sling was discarded and he was reminded of the 
importance of physiotherapy for his range of motion to 
improve. At 3 months post-operation he was able to forward flex 
and abduct bilaterally to 60�. Bilaterally external rotation was 
achievable to 10� and internal rotation achievable to the 
buttock. He remained well in himself, and X rays taken were 
satisfactory.

Outcome and follow up

Treatment

Intraoperatively for both shoulders, the deltopectoral approach 
was performed, and the greater tuberosity fracture was released 
(taken down) to gain access. Coracoid osteotomy followed this, 
and significant contracture around the anterior glenoid cavity 
was released. Good access to the humeral head was thus 
achieved, and we were able to visualise posterior to the head and 
visualise the subscapularis and medial glenohumeral ligaments. 
Having relocated the displaced humeral heads, the Latarjet 
procedure was performed.
The greater tuberosity fractures were then repaired using 
rotator cuff anchors in a double row configuration.
Post-operative plan stipulated to remain in a polysling for 2 
weeks and to begin passive range of motion of the elbow for 4 
weeks before beginning active motion exercises with our 
Physiotherapists for 6 weeks.

AK’s case was discussed by the on-call team and consultant and 
plans made for urgent review at the upper limb clinic that week 
on the May 19, 2020. AK’s significant medical history included 
only epilepsy, for which he had been reducing his dosage of 
sodium valproate from January 2020 and the seizure on the 
April 6, 2020, was the first he had suffered whilst reducing the 
medication. After the seizure in April, AK had restarted his anti-
epileptic medication and had had no further episodes.

He underwent a successful open reduction and stabilisation 
with Latarjet procedure of the right humerus on May 28, 2020 
(7 weeks post-injury) and the same procedure was performed 
on the left humerus on June 4, 2020 (8 weeks post-injury).

bilateral anterior shoulder dislocations and bilateral greater 
tuberosity fractures (Fig. 1).

AK was reviewed in the upper limb clinic and CT scan imaging 
confirmed the diagnosis as it appeared on plain films (Fig. 2 and 
3). It was decided that he could be offered surgical management.
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Figure 5: 6 months post-operative anteroposterior (left), scapula Y-view (middle) and lateral 
(right) X-Rays of the left shoulder showing a healed greater tuberosity, and maintained position of 
Latarjet screws.

Flexion (degrees) 60 60 160 100

Abduction (degrees) 80 80 140 90

Internal rotation Buttock Buttock T11 T12

External rotation (degrees) 10 10 40 40

Table 1: Post-operative range of motion outcomes of each shoulder at 3 and 6 months.
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fractures [17, 18] and one was treated by closed reduction alone 
[19]. Conclusions

Surgical management of this injury in this way is effective and 
achieves good results in the first 6 months of follow-up. We will 
continue to follow-up this patient to assess more long term 
function.

Six studies reported chronic bilateral anterior glenohumeral 
dislocations in patients that had suffered a seizure, the first of 
these being the paper by Yadav et al. in 1977 [9]. With no 
interventions made, they recorded a function of 70º abduction 
for both limbs after 6 months. This is the first paper published 
describing this chronic dislocation pattern, and therefore 
represents a baseline for what outcomes can be expected should 
this rare condition be left untreated. Thus, this case 
demonstrates how much better outcomes can be in these 
patients, should surgical management in the way described is 
carried out, particularly in younger patients. 

Early mobilization and effective physiotherapy is essential post-
operatively to achieve good short term range of motion despite 
a significant injury and surgical procedure.

It is important that we as clinicians are aware of the possibility of 
missing this diagnosis, and a high index of suspicion should be 
employed for this injury in post-ictal patients with shoulder 
pain.

In contrast to the usual aetiology of shoulder dislocations, the 
most common cause of chronic bilateral anterior glenohumeral 
dislocation published is seizure which is reported in seven of the 
eleven cases. Two articles reported the dislocations as a result of 
electrocution, one as a result of rheumatoid glenoid 
destruction, and one as a result of trauma.

Clinical Message

Have a high index of suspicion for shoulder dislocation in 
post-ictal patients with shoulder pain. Latarjet procedure for 
this injury can achieve good post-operative results when 
combined with early mobilization and good post-operative 
exercises.
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Table 1: Post-operative range of motion outcomes of each shoulder at 3 and 6 months.

Case Report 1st Author Year Mechanism of Injury Sex Age Time between injury and diagnosis Diagnostic imaging Concurrent Fracture? Method of reduction

Yadav 1977 Seizure M 56 6 weeks XR Bilateral BN

Carew 1980 Electrocution 78 4 weeks XR Bilateral OR

Salem 1983 Electrocution M 37 9 weeks XR Bilateral OR

Brown 1984 Seizure M 31 6 weeks XR No OR

Sadhra 1984 Seizure F NR NR XR NR BN

Costigan 1990 Unkown F 74 NR, but assumed to be > 4 weeks XR No BN

Mihai 1999 Rheumatoid arthritis F 69 1 year XR BN

Dodds 2008 Seizure M 27 8 weeks XR, CT Bilateral CR

Lasanianos 2008 Seizure M 25 3 weeks XR, CT Unilateral CR

Choulapalle 2015 Trauma/fall M 40 6 weeks XR, CT No OR

Raptis 2020 Seizure F 41 4 weeks XR, CT Bilateral CR

M: Male, F: Female, XR: X-ray, CT: Computer tomography, BN: Benign neglect, OR: Open reduction, CR: Closed reduction, ORIF: Open reduction internal fixation
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