
Glenohumeral dislocations are the most frequent of all disloca-
tions. The bilateral form is rare, dominated by the posterior vari-
ant that often occurs as part of the "triple E syndrome" secondary 
to epileptic seizures causing violent and synchronous muscle 
contractions of the two shoulders, pushing back the humeral 
head most often in the posterior direction [1]. We report a rare 
case of pure anterior dislocation following a particular mecha-
nism in a 29-year-old judo player and discuss the circumstances, 
radiological appearance, treatment, and prognosis with a litera-
ture review. 

CASE REPORT 

In April 2021, a 29-year-old a judo player with no notable patho-
logical history (no history of previous dislocation, join laxity, 
head trauma, or epilepsy) consulted in the emergency room for 

Pure anterior bilateral shoulder dislocations are rare clinical features, especially in traumatic forms. They are most often posterior, occur-
ring during an epileptic seizure. Few cases are described in the literature, and the mechanism varies from case to case. We report a specific 
case of pure bilateral anterior shoulder dislocation in a 29-year-old judo player following an accident during his training and discuss the cir-
cumstances, mechanism, treatment, and prognosis. 
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blunt trauma to both shoulders that occurred during a training 
session. As he lifted his 70-kg opponent, he tipped backwards, 
feeling dislocation in both shoulders and evidenced by a mecha-
nism of protraction, abduction, and forced pronation. The pa-
tient presented with severe pain and absolute functional impair-
ment. Clinical examination found typical signs of anterior dislo-
cations of the shoulder on both sides; sensitivity in the territory 
of the axillary nerve was preserved, and the radial pulse was felt 
in both limbs. X-ray assessment (Anteroposterior and lateral 
views) confirmed the diagnosis of bilateral antero-internal 
sub-coracoid dislocation (Figs. 1 and 2). The two dislocations 
were reduced by the Milch technique under general anesthesia, 
and both shoulders were immobilized in adduction and internal 
rotation by an orthosis. A follow-up X-ray was performed to ap-
preciate the reduction of both dislocations (Fig. 3). At 3 weeks, 
the immobilization restraint was removed, and rehabilitation be-
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gan. 
The duration of the rehabilitation protocol was 6 weeks, divid-

ed into three stages (2 weeks each). Stage 1 was to control the 
pain and inflammation caused by the dislocation: external and 
internal rotation exercises (it is important to avoid positions that 
could cause repeat dislocation); stage 2 was to restore muscle 
strength and range of motion: deltoid muscle, trapezius muscle, 
and serratus anterior muscle. Exercises in this stage were per-
formed widely in the horizontal and diagonal axes; and stage 3 
was designed for endurance, plyometric, and strength exercises 
as well as extremity weight rehabilitation exercises. 

At 9 weeks after the accident, both shoulders had satisfactory 
mobility: abduction was 160°, internal rotation reached D4, and 
external rotation was 35° to the right and 40° to the left. The ten-
derness and contractility of the stumps of both shoulders were 
normal. There were no signs of abnormal joint laxity. The patient 
resumed training at 12 weeks. At the last follow-up at 18 months, 
shoulder mobility was normal, and there was no instability or re-

currence. 

DISCUSSION 

Shoulder dislocation is recognized as the most common disloca-
tion in the body (85% of cases). It is anterior in 98% of cases. 
However, bilateral shoulder dislocation is rare and uncommon. 
The first case was described in 1902 following excessive muscle 
contractions caused by camphor overdose [2]. The condition has 
been the subject of few publications [3,4]. Brown [5] in 1984 re-
ported a series of 90 cases of bilateral dislocations and described 
three etiologies: violent muscle contractions (49%), direct trauma 
(23%), and absence of trauma (36%). These dislocations are most 
frequently posterior [6]; described under the name of “triple E 
syndrome” (epilepsy or any seizure, electrocution, and extreme 
trauma) [1]. The anterior variety is rare, with only 30 reported cas-
es [6], representing 0.5% of bilateral shoulder dislocations [7-9]. 

Indeed, the force necessary to produce these dislocations must 
act symmetrically and synchronously at the level of the two gle-
nohumeral joints. This most often occurs with a seizure or neu-
romuscular disease [3-5]. Bouras et al. [6] described a case of bi-
lateral anterior shoulder dislocation in an 18-year-old bodybuild-
er who was lifting a straight 40-kg bar that fell backward, causing 
dislocation. The etiologies of the anterior bilateral dislocations 
reported are all post-traumatic, while those of posterior disloca-
tions are non-traumatic and often due to excessive muscle con-
tractions. Three other cases have been reported in patients with 
bilateral shoulder dislocation occurring during sports training 
(bodybuilding) without history of instability and who lifted bars 
during a “bench-press” weight training session [4-7]. The associ-
ated mechanism was hyperextension, abduction, and forced rota-
tion of both shoulders while all pivot movement was blocked by 
the bench, which simultaneously pushed the two humeral heads 
forward under the weight of the load. This mechanism also can 
occur when performing a judo technique called morote gari, 

Fig. 1. Bilateral antero-internal dislocation of the shoulders: sub-cora-
coid variety (front view). Internal deplacement indicated by the arrows.

Fig. 2. Antero-internal dislocation of both shoulders (lateral views). 
Anterior deplacement indicated by the arrows.

Fig. 3. Follow-up X-ray showing reduction of both dislocations.
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which consists of a frontal attack characterized by a double leg 
takedown. It is accomplished by wrapping both arms around the 
opponent's legs and by pushing one’s shoulder against their stom-
ach to push them backward for a throw. 

Reduction of the dislocation was routine under general anes-
thesia by Milch method. We did not want to reduce the injuries 
under sedation, a method usually used in the department for dis-
located shoulder, believing that the pain could cause a reflex con-
tracture that could prevent reduction of one or two dislocations. 
The orthopedic treatment provided resulted in a good outcome. 
This is reassuring regarding therapeutic management, with sur-
gery being considered only in the event of recurrence, which is 
more common in patients younger than 40 years [10]. 

Bilateral shoulder dislocation is a rare injury, and a post-trau-
matic etiology is exceptional. We report an unusual occurrence 
of the causal mechanism. 
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