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Abstract  
 

Background: Among all joint dislocations, dislocations of the shoulder are the most common. Although posterior shoulder 
dislocation is infrequent, it is more common following seizures. Trauma, electrocution, and seizures can cause bilateral shoulder 
dislocation. Anterior shoulder dislocations can be accompaniment by greater tuberosity (GT) fractures, Bankart fractures, and other 
complications such as rotator cuff tears and neuro-vascular injuries. 
Case Report: This article describes a 19-year-old boy who suffered from bilateral anterior shoulder dislocation due to an episode of 
generalized seizure, which happened after taking tramadol. 
Conclusion: Any sign of shoulder pain in a patient who has experienced a generalized tonic-clonic seizure should warrant full 
radiographic evaluation to prevent the complications. 
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Background 

Bilateral shoulder dislocation is usually secondary to 
seizures, epilepsy, electrocution, or hypoglycemia (1). Most 
commonly, after a seizure attack, an anterior dislocation 
occurs, nevertheless the most common reason of a 
posterior shoulder dislocation is also a seizure (2). Unless 
there is a high index of suspicion, this injury will most 
probably be missed by the physician (3). Especially in 
bilateral cases, the two shoulders look the same and correct 
diagnosis requires a high index of suspicion. As mentioned, 
the seizure is a known cause of bilateral posterior shoulder 
dislocation and is also a side effect of tramadol overdose (4). 
Usually 24 hours after taking tramadol, its neurotoxicity 
manifests as tonic-clonic seizure (4). 

Here we report a 19-year-old boy who experienced 
tramadol-induced generalized seizure, which caused 
bilateral anterior shoulder dislocation. Unfortunately, the 
shoulder dislocation was missed at first.  
 
Case Report 

A 19-year-old boy was brought to the emergency 
department following the first episode of generalized tonic-
clonic seizure, by his friend, in an unstable cardiorespiratory 
state with an oxygen saturation (SpO2) of 82%, heart rate of 70 
beeps per minute (bpm), blood pressure of 100/70, and 
respiratory rate of 10/min. On presentation, he was confused 
and had a Glasgow Coma Scale (GCS) of 13 and showed 
hypothermia with a temperature of 36 ℃. 

According to his friend, who witnessed the event, the 
seizure occurred about 45 minutes after taking an excessive 
dose of oral tramadol and lasted about 5 minutes. 

After initial examinations, he received a naloxone 
injection, but his consciousness did not change 
significantly. The dose of naloxone was then repeated. 

Any history of previous seizures and addiction to 

tramadol were denied.  
As mentioned earlier, the patient was initially 

unconscious and did not complain of neck or shoulder 
pain. Therefore, emergency physicians did not request any 
further diagnostic modalities and examinations for 
fractures, dislocations, and bone or joint injuries; also, no 
consultation with orthopedic physicians was performed. 
The patient was discharged after the patient poisoning 
process was controlled. 

After one week, the patient referred to the orthopedic 
clinic with the complaints of pain and limited movement 
in all directions in both shoulder joints. His pain gradually 
worsened within the last week, so with the slightest 
movement of this joint, he was suffering from severe pain 
and it was annoying for him. On the evaluation, deformity 
of both shoulders was noticed. On the physical 
examination, both active and passive movements of the 
shoulders were limited and painful. Decreasing bilateral 
shoulder function and movements were evident. The 
neurovascular examination was normal. 

Plain radiography of shoulders revealed bilateral 
anterior shoulder dislocation and right side greater 
tuberosity (GT) fracture (Figure 1).  
 

 
Figure 1. Bilateral anterior shoulder dislocation and right greater 
tuberosity (GT) fracture 
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Closed reduction was performed for shoulder 
dislocation and non-operative treatment was chosen for 
the GT fracture, since it was not displaced (Figure 2). He 
was discharged on the same day with bilateral slings for 3 
weeks. Re-examination after 1 month showed full range of 
motion (ROM) without any instability on either shoulder. 
 

 
Figure 2. Successful reduction confirmed by fluoroscopy 

 
After 4 weeks of follow-up postoperatively, he had a 

normal ROM without pain and both shoulders were in a 
stable position. 
 
Discussion 

Tramadol is a synthetic analgesic with central acting, 
which is similar to opioids structurally. The mechanism  
of action most probably involves both non-opioid and 
opioid receptors (5) and it can easily cross the blood-brain 
barrier (4). 

Digestive disorders (nausea, vomiting, dry mouth, 
constipation), visual disorders, neurologic disorders 
(seizures, vertigo, headache, hypotonicity), and psychological 
disorders (euphoria, dysphoria, hallucinations) are some side 
effects of tramadol overdose (4). 

This drug is relatively contraindicated in epileptic 
patients, and also for use with other drugs used to lower 
the seizure threshold (5). 

One of the common complications after an epileptic 
seizure is musculoskeletal injuries of the shoulder joint 

(2). About 85% of all dislocations are shoulder dislocations, 
which are divided into three categories: anterior, 
posterior, and inferior (6). Among the types of 
dislocations, anterior, posterior, and inferior dislocations 
are most common, respectively (6). 

Nowadays, bilateral anterior shoulder dislocation is 
not as rare as believed in the past (7). Forced extension, 
abduction, external rotation (6), and direct trauma to the 
posterior side of the shoulder after collapse and striking 
the floor can cause anterior shoulder dislocation (8). In 
this case, the patient had not experienced trauma during 
the seizure episode. It is likely that his shoulder 
dislocation was the result of forceful contraction in tonic 
phase of generalized seizure. 

Anterior shoulder dislocations can be accompanied by 
a GT fractures, Bankart fractures, and other complications 
such as rotator cuff tears and neuro-vascular injuries (9). 

Early reduction and immobilization should be 
performed in both anterior and posterior dislocations (10) 
as we did. 

Mynter first described bilateral shoulder dislocation in 
1902 (11) and Aufranc et al. first described bilateral 
“anterior” shoulder dislocation following seizure in 1966 
(12). Based on the study by Dinopoulos et al., only 28 cases 
of bilateral anterior shoulder dislocations have been 
reported until 1999 (13). Since then, more cases have been 
reported. All studies that have been published so far have 
reported acceptable results in their follow-up. 

We randomly chose 10 articles that related to bilateral 
anterior shoulder dislocation caused by seizure to provide 
a literature review, which are briefly described in table 1. 
 
Conclusion 

In conclusion, bilateral anterior shoulder dislocations 
are infrequent and could be easily missed. Any sign of 
shoulder pain in a patient who has experienced a 
generalized tonic-clinic seizure should warrant full 
radiographic evaluation. 
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Table 1. Summary of recorded observations 

Author Age/Sex Type of the injury Treatment Result 

Suryavanshi et al. (14) 45/Man Bilateral anterior shoulder dislocations with 

GT fractures 

Kocher maneuver Good after 12 month 

follow-up 

Bremner et al. (10) 28/Man Bilateral anterior-inferior glenohumeral 

fracture dislocations 

Longitudinal traction, external rotation, abduction, and 

extension, combined with anterior pressure on the shoulder 

Good after 18 months of 

follow-up 

Taneja et al. (15) 37/Woman Bilateral anterior glenohumeral dislocation 

and coracoid processes fracture 

Not mentioned for shoulder dislocation  

For other disorders: conservative treatment and 

immobilization of both arms in a broad arm sling 

Good after 6 month 

follow-up 

Shiber et al. (16) 33/Man Bilateral anterior shoulder dislocations with 

GT fractures 

Close reduction and bilateral shoulder immobilizers  

for 2 weeks 

Not mentioned 

Wheelton and Dowen (7) 32/Man Bilateral anterior shoulder dislocations Kocher maneuver Good 

Martin et al. (17) 30/Man Bilateral anterior shoulder dislocations with 

a right-sided GT fracture 

Kocher maneuver Good after 12 month 

follow-up 

Safdari et al. (18) 32/Man Bilateral anterior shoulder dislocations with 

a right-sided GT fracture 

Close reduction + internal fixation Not mentioned 

Rudy and Hennrikus (6) 16/Woman Bilateral anterior shoulder dislocations with 

bilateral Hill-Sachs lesions 

Traction-countertraction method Good after 4 day 

follow-up 

Abdelaziz et al. (19) 19/Woman Anteroinferior bilateral shoulder dislocations 

with a right-sided GT fracture 

Close reduction Not mentioned 

Onuoha et al. (1) 40/Man Bilateral anterior fracture dislocations  

of the shoulder and both side proximal 

humerus fracture 

ORIF with the PHILOS plate Not mentioned 

GT: Greater tuberosity; ORIF: Open reduction and internal fixation; PHILOS: Proximal humeral interlocking system 
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