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Abstract: Bilateral shoulder dislocation is rare, and often posteriorly directed. 

Bilateral symmetric anterior shoulder dislocation is all the more rare. Its mechanism 

can be due to fall in an unconscious state or due to the contraction of the pectoralis 

and latissimus against an unyielding arm. We report a rare case of bilateral 

symmetric anterior shoulder dislocation with associated bilateral fracture of the 

greater tuberosity caused by violent muscle contractions during sleep, as part of the 

rapid eye movement sleep behaviour disorder. This trauma circumstance has never 

been reported in the literature, to our knowledge. The diagnosis was suspected 

clinically and confirmed by standard radiography and CT scan. The Bilateral 

dislocation was managed by closed reduction, and the associated bilateral greater 

tuberosity fracture had internal fixation by screws. The anatomical and functional 

result was satisfactory after three months postoperatively. Through this case, we 

wanted to draw the attention of orthopaedic surgeons to this pathology which is 

rarely missed in trauma condition, but it can be missed in non-traumatic and 

involuntary muscular contraction conditions. 
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INTRODUCTION 
Although the shoulder is the most frequently 

dislocated joint, bilateral glenohumeral dislocations are 

rare and almost always posterior. Simultaneous bilateral 

anterior shoulder dislocation is very rare and Bilateral 

fracture-dislocation is even rarer [1]. Its mechanism can 

be due to a fall in an unconscious state or to a violent 

muscle contraction against an unyielding arm during 

seizures [2]. To our knowledge, there were no reports of 

bilateral shoulder dislocation occurred as part of a sleep 

disorder. We report a rare case of bilateral symmetric 

anterior shoulder dislocation (BSASD) with associated 

bilateral fracture of the greater tuberosity caused by 

violent muscle contractions during sleep, as part of the 

rapid eye movement (REM) sleep behaviour disorder. 

 

PATIENT AND OBSERVATION 
A 27-year-old bodybuilder consulted the 

emergency room, at 4 am, for pain and restriction of 

movements of both shoulder joints. He had no history 

of seizure, epilepsy or alcohol intake. He reported three 

episodes of dislocations of his right shoulder. The 

patient reported that he was asleep, and that he dreamed 

of a fight. Then, he woke up hitting and kicking. His 

mother said that he was screaming and hitting while 

sleeping, but he did not fall from his bed. She reported 

also that he was followed in psychiatry for sleep 

disorders. 

 

Physical examination revealed flattening of the 

contour of the shoulders. The arms were held in 

external rotation and abduction. A bilateral sub-

acromial hollow was revealed in the shoulders.  There 

were no neurovascular complications.  

 

Radiographs revealed a bilateral anterior 

shoulder dislocation, with a bilateral fracture of the 

greater tuberosity (Figure 1).  
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Fig-1: Radiographs showing a bilateral symmetric anterior shoulder dislocation, with a bilateral fracture of the 

greater tuberosity: A: Right shoulder; B: Left shoulder. 

 

Both shoulders were reduced by an external 

manoeuvre, under general anaesthesia. Post reduction 

radiographs and CT scan showed persistent 

displacement of both the greater tuberosities (Figure 2).  

 

 
Fig-2: CT scan showing persistent displacement of both tuberosities after reduction of dislocations; A: Right 

shoulder; B: Left shoulder. 

 

The fractures of the greater tuberosities had a 

surgical reduction and bilateral screwing, via trans-

deltoid approach (Figure 3). At 6 weeks 

postoperatively, the fractures were consolidated, and the 

patient started physiotherapy. The patient was able to 

carry out all shoulders functions, three months later.  

By consulting his psychiatry file, we found 

that the patient had rapid eye movement (REM) sleep 

behaviour disorder. We noted that he has never had 

epileptic seizures.  

 

 
Fig-3: Postoperative radiographs of both shoulders: A: Right shoulder; B: Left shoulder 
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DISCUSSION 
Bilateral dislocations of the shoulder are a rare 

entity usually caused by sports injuries, epileptic 

seizures, electrical shock, electroconvulsive therapy, 

hypoglycaemic episodes or dyskinetic disorders [2]. 

The two humeral heads can dislocate from the scapular 

glenoid fossa in the same direction (bilateral symmetric 

shoulder dislocations) or in different directions 

(bilateral asymmetric shoulder dislocations) [1]. There 

are three subtypes of bilateral symmetric shoulder 

dislocations: posterior, anterior, and inferior [1]. 

Bilateral symmetric shoulder dislocations are often 

posteriorly directed, especially when associated with 

seizures [1–3]. Nevertheless, there have been reports of 

Bilateral symmetric anterior shoulder dislocations 

(BSASD) after involuntary muscle contractions [3].  

 

In cases with anterior dislocation after a 

seizure episode, most authors believe that the 

mechanism was due to a fall in an unconscious state 

with the flail upper limb held in abduction and 

extension at the shoulder, causing impingement of the 

greater tuberosity on the acromion process, levering the 

humeral head out of glenoid. Further, the humeral head 

is pushed downward by the rotator cuff, which is finally 

displaced anteriorly by the flexors and external rotators. 

It may also occur due to the contraction of the pectoralis 

and latissimus against an unyielding arm, as in a patient 

restrained in a lateral position while having the seizures 

[3]. Bilateral dislocations generally occurs after high 

energy trauma, but can occur also after minimal trauma 

[4]. 

 

The mechanism of greater tuberosity fractures 

has been reported to be either from impaction or from 

avulsion. Impaction can occur against the acromion or 

superior glenoid. Whereas, avulsion occurs with 

anterior gleno-humeral dislocation [5,6]. In our case, 

the BSASD was caused by violent muscle contractions 

during sleep, as part of the REM sleep behaviour 

disorder. To our knowledge, the BSASD has never been 

described in the REM sleep behaviour disorder. A 

single case of unilateral dislocation of the shoulder in 

the REM sleep behaviour disorder has been reported in 

the series of Fernandez et al. [7]. 

  

Rapid eye movement sleep behaviour disorder 

is a parasomnia characterized by loss of skeletal muscle 

atonia and dream-enacting behaviours associated with 

aggression and violence during rapid eye movement 

sleep [8]. Injuries resulted from jumping out of bed, 

attempting strangulation, punching or biting the bed 

partner, and hitting the wall or the nightstand. Injuries 

included ecchymosis, lacerations, bone fractures, and a 

unilateral shoulder dislocation in one single case [7].  

 

Patients having BSASD, rarely had previous 

unilateral or bilateral shoulder dislocations [1]. In our 

case, the patient had previously presented three 

episodes of unilateral dislocation of the right shoulder. 

Dislocations are rarely missed in trauma condition. 

However, non-traumatic and involuntary muscular 

contraction conditions can lead to missed dislocations 

[1].  

 

Radiographs combined with computed 

tomography (CT) are recommended to make an 

accurate and early diagnosis. CT scan is superior to 

radiographs in revealing bone fragments displacement, 

and may be useful for planning the reduction procedure. 

MRI may evaluate rotator cuff tear and other shoulder 

pathologies [1, 2]. 

 

Acute BSASD are mainly managed by closed 

reduction. Associated bone lesions often necessitate 

surgical management. Displaced greater tuberosity 

fractures are managed by plates and screws with 

washers [9].  

 

CONCLUSION 
Bilateral symmetric anterior shoulder 

dislocation with associated bilateral fracture of the 

greater tuberosity is a rare injury. The mechanism can 

be due to fall in an unconscious state or due to the 

contraction of the pectoralis and latissimus against an 

unyielding arm. In our case, bilateral symmetric 

anterior shoulder dislocation was caused by violent 

muscle contractions during sleep, as part of the REM 

sleep behaviour disorder, which has never been reported 

in the literature, to our knowledge. Physical 

examination may help to suspect the bilateral 

dislocation, but radiographs are mandatory to make an 

accurate and early diagnosis. Bilateral symmetric 

anterior shoulder dislocations are mainly managed by 

closed reduction, and the associated bilateral greater 

tuberosity fractures often require operative 

management.  
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