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CASE REPORT

Bilateral Anterior Fracture Dislocation of Shoulder-A Rare case
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Abstract:

We report an unusual case of simultaneous bilateral

anterior glenohumeral fracture dislocation following fall

from standing height. A 24 years old male presented

with bilateral anterior glenohumeral dislocation with no

peripheral motor, sensory or vascular deficit. Closed

reduction was done for right glenohumeral dislocation

and on left side open reduction and internal fixation

was done. He was placed in bilateral slings and pro-

gressive and controlled mobilization was started. The

patient was discharged and is currently under follow up.

Keywords: Glenohumeral joint, Bilateral anterior Frac-

ture-Dislocation.

Introduction:

The glenohumeral joint dislocation is the most com-

mon type of joint dislocation [1]. Unilateral anterior

dislocation of shoulder has a higher incidence than

posterior dislocation. However, bilateral glenohumeral

shoulder dislocations are rare and almost always pos-

terior [3]. Bilateral fracture-dislocation is even rarer,

with only few case reports available [4]. In this study

we report an unusual case of simultaneous bilateral

anterior fracture dislocation of shoulder following

trauma [2].

Case report:

A 24 years old male presented in emergency with pain,

swelling and deformity of bilateral shoulder joints, the

patient gave an alleged history of fall from standing

height on his back landing on a outstretched hands

after an episode of vertigo. There was no history of

concomitant pathological status, seizure disorder. The

physical findings revealed obvious bilateral anterior

glenohumeral dislocation with no peripheral motor or

vascular deficit. Left shoulder had additional findings

of crepitus, sensory loss over lateral aspect of upper

arm and abnormal mobility whereas right shoulder was

fixed in abduction and external rotation. Radiological

examination showed right anterior glenohumeral dis-

location with fracture of greater tuberosity (Fig. 1)

and left anterior glenohumeral dislocation with frac-

ture of anatomical neck (Fig. 2).
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Fig. 1 – Showing Right Anterior Glenohumeral

Dislocation with Associated Greater Tuberosity

Fracture

Fig. 2 – Showing Left Anterior Glenohumeral

Dislocation with Anatomical Neck Fracture
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Fig. 3 – Showing CT Scan Showing Left Anterior

Glenohumeral Dislocation with Anatomical Neck

Fracture

Fig. 4 – Showing Right Anterior Glenohumeral

Dislocation with Associated Greater Tuberosity

Fracture Fixed with Two Cannulated Cancellous

Screws

Fig. 5 – Showing Left Anterior Glenohumeral

Dislocation with Anatomical Neck Fracture

Fixed with Locking Plate and A K-Wire

Fig. 6 – Showing Post Operative Clinical Photo-

graph
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CT scan was done for confirmation of extent and

pattern of fracture of left glenohumeral joint (Fig. 3).

Patient was taken for emergency surgery under gen-

eral anesthesia. Closed manipulation was successful

and right glenohumeral dislocation was easily reduced,

by Kocher’s maneuver, and then greater tuberosity

fracture was percutaneously fixed with two cannu-

lated cancellous screws. On left side open reduction

was done using standard deltopectoral approach and

fractured anatomical neck was fixed using locking

plate. A k-wire was passed from acromian process

to the humerus to stabilize glenohumeral joint. Cap-

sule and soft tissue was meticulously repaired. Post-

reduction examination and radiographs were satis-

factory (Fig. 4, 5). He was placed in bilateral slings

for 4 weeks (Fig. 6).

Progressive and controlled mobilization was started.

The patient was discharged and is currently under

follow up.

Discussion:

Glenohumeral dislocations are commonly seen in

young men after a trauma. This is followed by dislo-

cations seen among elderly women because of in-

creased risk of fall and decrease of cross-linked col-

lagen tissue at the joint capsule [5]. After the trauma,

coracoacromial arch and rotator cuff levers the hu-

meral head with forced extension and abduction of

the arm from the glenoid fossa in an inferior manner

and flexor and external rotators levers the head to

anterior manner [6]. Of the unilateral glenohumeral

dislocations 96% were reported to be anterior, 3%

posterior and 1% inferior [7].

Bilateral shoulder dislocation was first described in

1902 in a patient with muscular contraction caused

by a camphor overdose [8]. Bilateral posterior gle-

nohumeral dislocation was thought to be a rare find-

ing and prior to 1969 only 20 cases had been re-

ported [9]. Since then, however, many more cases

have been reported. The abundance of recent pa-

pers would suggest that bilateral posterior disloca-

tion is a recognized sequel following maximal involun-

tary muscle contraction such as occurs during epilep-

tic seizures and electrocution. During a generalized

seizure, the relatively weak external rotators of the

humerus are overcome by the more powerful internal

rotators, with the resultant adduction and internal ro-

tation sufficient to cause posterior glenohumeral dis-

location [10].

Bilateral anterior dislocation, however, is still regarded

as very rare. Dinopoulos et al. in 1999 found that

only 28 cases had been reported since 1966 [2]. A

review of the literature revealed that about 15 of which

were of fracture-dislocation [11]. Unlike the poste-

rior dislocations, the anterior dislocations occurred

more commonly following trauma rather than seizures

[12].Acute dislocations of the glenohumeral joint

should be reduced as quickly and gently as possible

[13]. Therefore the patient was posted immediately

in emergency hour and under general anesthesia.

Various principles have been used in the close reduc-

tion of shoulder dislocation, as Stimson’s, Milch’s or

Kocher’s technique [14]. We preferred Kocher’s

technique for the close reduction of right glenohumeral

joint. Right glenohumeral joint was easily reduced by

closed manoeuvre as continuity of humeral shaft and

humeral head was maintained, moreover it also re-

duced fracture greater tuberosity which was then fixed

percutaneously with two cannulated cancellous

screws.On Left side for fracture dislocation of gleno-

humeral joint an attempt of closed reduction was made

which failed as expected and therefore it was treated

with open reduction using deltopectoral approach and

was fixed with locking plate and a k wire.

 The principles of management are the same as those

for unilateral dislocation with analgesia and adequate

imaging in the first instance. Early reduction and im-

mobilization should be followed by progressive ac-

tive and passive physiotherapy. This poses obvious

problems in the case of bilateral injuries when the pa-

tient may require remaining in hospital for an extended

period [12].



 Journal of Krishna Institute of Medical Sciences University

JKIMSU, Vol. 3, No. 1, Jan-June 2014

References:

1. Kazár B, Relovszky E. Prognosis of primary dislocation

of the shoulder. ActaOrthop Scand 1969; 40(2):216-224.

2. Dinopoulos HT, Giannoudis PV, Smith RM, Matthews

SJ. Bilateral anterior shoulder fracture-dislocation. A

case report and a review of the literature. IntOrthop

1999; 23(2):128-130.

3. Brown RJ. Bilateral dislocation of the shoulders.Injury

1984; 15(4):267-273.

4. Markel DC, Blasier RB. Bilateral anterior dislocation of

the shoulders with greater tuberosity fractures. Ortho-

pedics 1994; 17(10):945-949.

5. Fung DA, Menkowitz M, Chern K. Asymmetric bilateral

shoulder dislocation involving a luxatioerecta disloca-

tion. Am J Orthop (Belle Mead NJ) 2008; 37(5):E97-98.

6. Solomon L, Warwick D, Nayagam S, editors. Injuries of

the shoulder, upper arm and elbow. In: Apley’s system

oforthopaedics and fractures. 8th ed. London: Arnold;

2001: 587-591.

7. Kumar K, O’Rourke S, Pillay J. Hands up: a case of

bilateral inferior shoulder dislocation.Emerg Med J 2001;

18(5): 404–405.

8. Mynter H. XIV. Subacromial Dislocation from Muscular

Spasm. Ann Surg 1902; 36(1):117-119.

9. Honner R. Bilateral posterior dislocation of the shoul-

ders. Aust N Z J Surg 1969; 38(3):269-272.

10. Kalkan T, Demirkale I, Ocguder A, Unlu S, Bozkurt M.

[Bilateral anterior shoulder dislocation in two cases due

to housework accidents]. ActaOrthopTraumatolTurc

2009; 43(3):260-263.

11. Sharma L, Pankaj A, Kumar V, Malhotra R, Bhan S. Bilat-

eral anterior dislocation of the shoulders with proximal

humeral fractures: a case report. J OrthopSurg (Hong

Kong) 2005; 13(3):303-306.

12. Dunlop CC. Bilateral anterior shoulder dislocation—a

case report and review of the literature. ActaOrthopBelg

2002; 68(2):168-170.

13. Galanakos S, Christodoulou E, Panayi C, Papadakis AS,

Nicolaides V, Macheras GA. Bilateral anterior gleno-

humeral dislocation: A case report and a review of the

literature. EXXOT 2008; 59(4):252-256.

14. Matsen FA III, Thomas SC, Rockwood CA Jr.

Glenohumeralinstability. In: Rockwood CA, Matsen FA

III, eds. The shoulder.Philadelphia: WB Saunders,

1990:611-689.

*Author for Correspondence: Dr.Nitin Samal,Department of Orthopaedics, Jawaharlal Nehru Medical College,

Sawangi (Meghe) Wardha - 442 005 (Maharashtra) India. Cell: 08888244448 Email:drnitinsanal@rediffmail.com

Sanjay Deshpande et. al.

115


