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CASE REPORT

Bilateral Anterior Glenohumeral Dislocation:
Clinical Case
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INTRODUCTION

Although unilateral glenohumeral dislocation is 
the commonest form of joint dislocation and the type 
that leads the greatest number of patients to come to 
the Emergency Services, its bilateral form is a very 
rare occurrence. When this happens, posterior bilate-
ral dislocation of the humeral head is more frequent 
than the anterior form or the inferior form (which is 
the rarest). Cases of bilateral glenohumeral disloca-
tion have been described originating from convulsive 
crises (epilepsy or hypoglycemia), electrocution, falls, 
traction forces or muscle training exercises.

CLINICAL CASE

The patient was an 82-year-old woman who came 
to the Emergency Service after a posterior fall. She 
complained of intense pain in both shoulders, ac-
companied by functional incapacity. According to 
her description, she slipped and fell backwards, and 
broke her fall by bearing her weight on both hands on 
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Keywords - Shoulder Dislocation/diagnosis; Shoulder 
Dislocation/etiology; Shoulder Dislocation/therapy; Fe-
male; Adults; Aged 

the ground. She said that she had not been suffering 
from loss of consciousness, epilepsy, diabetes or other 
pathological antecedents of relevance. On objective 
examination, both upper limbs were seen to present 
external rotation with slight abduction. Anterior tu-
mefaction was observed (humeral head) and sulcus 
sign was present in both shoulders. The patient did 
not present any neurovascular abnormalities in the 
upper limbs.

Given the clinical suspicion of bilateral glenohu-
meral dislocation, one ampoule each of pethidine 50 
mg (intramuscular) and diazepam 10 mg (sublingual) 
was administered. Anteroposterior x-rays on both 
shoulders revealed the existence of bilateral anterior 
glenohumeral dislocation, without apparent signs of 
fracture (Figure 1).

In this light, and with the patient calmer and com-
plaining less after taking the medication, the dislo-
cation was reduced by means of the modified Milch 
technique, sequentially in both shoulders.

After the reduction, a new neurovascular assessment 
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was made, and new X-rays were produced to confirm 
that the joint structures were well positioned and to 
rule out any possible fracture lines that might have 
initially been hidden or any intercurrences from the 
reduction maneuvers (Figure 2).

The patient was then immobilized with the upper 
limbs in adduction and internal rotation for three
weeks. Thereafter, pendular movements were progres-
sively resumed, as tolerated.

includes convulsive crises, electrocution and physi-
cal exercise; traumatic events (23%), including falls 
and violent traction on the limbs; and non-traumatic 
situations (36%), which include neuromuscular di-
seases, joint hyperlaxity or voluntary dislocation(2-4). 
Its strong connection with the existence of convulsive 
crises (with characteristics violent muscle spasms) 
has led some authors to state that the presence of bi-
lateral glenohumeral dislocation immediately makes 
it necessary to conduct a complete neurological and 
metabolic evaluation in order to rule out unknown 
pathological conditions from this forum(5). In the li-
terature, fewer than 50 cases of bilateral anterior gle-
nohumeral dislocation have been described, and most 
of them originated from violent muscle contractions 
(convulsive crises) or direct trauma(4,6). There are at 
least four case descriptions of bilateral glenohume-
ral dislocation in individuals doing muscle training 
exercises(3).

The forces needed to trigger bilateral glenohu-
meral dislocation need to be simultaneous and sym-
metrical(4,7). The commonest mechanism leading to 
anterior glenohumeral dislocation usually involves 
forced extension of the upper limb, accompanied by 
external rotation and abduction. This movement leads 
to a conflict between the humeral trochiter and the 
acromion, which acts as the fulcrum of a lever for the 
dislocation, sometimes in association with fracturing 
of the trochiter(3,8). In the clinical case presented, the 
mechanism of dislocation was as described, accompa-
nied by retropulsion caused during the fall when the 
patient put her weight on her hands, on the ground. 
Bilateral posterior dislocation is more common in si-
tuations of convulsive crises, unlike anterior disloca-
tion, which appears more often during direct trauma. 
During the violent muscle contractions of convulsive 
crises or electrocution, because the internal rotators 
of the humerus are more powerful than the external 
rotators, this obliges the humerus to undergo maxi-
mum internal rotation and adduction, which gives rise 
to posterior glenohumeral dislocation(6).

Unilateral glenohumeral dislocation is one of the 
pathological conditions of joints that most often goes 
unnoticed by orthopedists. Hawkins et al(9) published 
a review on 40 cases of unilateral glenohumeral dis-
location, in which it was seen that the mean time that 
elapsed from the initial trauma to the time of the diag-

Figure 1 – X-ray images: bilateral anterior dislocation of the 
shoulders

Figure 2 – X-ray images: bilateral anterior dislocation of the 
shoulders after reduction.
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DISCUSSION

Bilateral glenohumeral dislocation was first des-
cribed by Mynter(1) in 1902, in patients with cam-
phor poisoning who presented convulsive crises. The 
combination of bilateral glenohumeral dislocation is 
a clinical rarity, and posterior bilateral dislocation is 
the commonest form, followed by the anterior form 
and lastly, the inferior form (erect dislocation). With 
regard to etiology, bilateral dislocation may origina-
te from: violent muscle contractions (49%), which 
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nosis was around one year. No inferences about what 
the situation would be regarding bilateral posterior dis-
location were made. In another review article, Dun-
lop(6) reported that around 10% of the bilateral anterior 
dislocations seen by the emergency services remained 
undiagnosed, or were incompletely diagnosed. 

To correctly diagnose glenohumeral dislocation 
and what its direction is, X-rays have to be produced 
in two planes before making any attempt at reduction, 
which preferably should be in the anteroposterior and 
axillary views. However, producing axillary X-rays is 
extremely painful for the patient, and it is acceptable 
to replace this with a scapular (Y) view, at the cost 
of loss of sensitivity, or if there is some doubt, with 
a TAC scan on the joint(9,10).

As soon as the correct diagnosis has been esta-
blished, the joint reduction needs to be performed as 
rapidly as possible, given the risk of neurovascular 
impairment and increased difficulty in the maneuver 

due to establishment of muscle contractures. Al-
though rare, the possibility of neurovascular lesions 
should always be investigated when cases of sus-
pected glenohumeral dislocation arrive at the emer-
gency services, as well as after the joint reduction, 
given that there is a real risk that these structures 
(axillary nerve, musculocutaneous nerve and brachial 
plexus) may become stretched during the reduction
maneuvers(10).

There is still no consensus regarding the protocol 
for actions after release from the emergency services. 
However, most authors have advocated immobiliza-
tion in internal rotation and adduction for as long as 
the pain lasts (three to four weeks), followed by active 
mobilization with progressive pendular movements, 
as tolerated, plus physiotherapy(10). If there are signs 
of instability or persistent pain, it may be necessa-
ry to investigate whether other, associated lesions
may be present.
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