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INTRODUCTION

Bilateral glenohumeral joint dislocations are rare. The 
forces acting on both the shoulders should be of 
similar magnitude, direction, and timing. The most 

common mechanism causing bilateral shoulder dislocations 
are cases where epileptic convulsions cause violent muscle 
contractions which subsequently bring about dislocation of the 
humeral head, usually in a posterior direction.[1] Other causes 
of bilateral injuries have included falls,[2] electrocution,[3] 
sports activities,[4,5] and nocturnal hypoglycemia.[6]

Bilateral glenohumeral joint dislocations following sports-
related activity and specifically a slow exhaustion derived 
mechanism were first reported in 1987, in a weightlifter, 
using a bench press when, due to exhaustion, the athletes’ 
arms were forced into extension, abduction, and external 
rotation.[7] This mechanism was reported on once again in 
1998 by Cresswell and Smith[8] where the humeral shaft 
gradually pivoted on the bench while using a free weight bar 
in the bench press position, and thus, the humeral heads were 

slowly dislocated anteriorly by the weight of the bar. We 
present a case of bilateral anterior glenohumeral dislocation 
caused by a similar mechanism where a soldier carrying a 
folded stretcher as part of his assigned military gear incurred 
bilateral anterior glenohumeral dislocations when the gear 
was dismounted.

CASE REPORT

A 19-year-old soldier, in the Israeli Defense Forces 
paratrooper core, had been at the end of a strenuous drill, 
carrying a stretcher and gear for a distance exceeding 20 km. 
While dismounting the stretcher, the patient hyperextended 
his humeri in the mid-abducted position, pivoting their 
heads out of their sockets. The soldier relayed that the 
stretcher which was part of his assigned gear was dismounted 
forcefully by a fellow soldier who pulled the folded stretcher 
back while the carrying straps were still surrounding the 
arms. The patient had sudden pain and disability. He was 
evacuated to the emergency department where an X-ray was 
performed [Figure 1] depicting bilateral shoulder dislocation. 
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The closed reduction under sedation was performed using 
traction-counter traction technique, and no complications 
were observed. After 6 weeks in bilateral broad arm slings, 
with pendulum exercises from 2 weeks on, the patient started 
to mobilize his arms and achieved a full range of motion. 
The patient was later lost to follow-up and refused any 
intervention or treatment.

DISCUSSION

For simultaneous bilateral dislocation of the glenohumeral 
joints to occur, forces of similar magnitude and direction must 
act on both joints. The mechanism initially proposed by Jones 
in 1987[7] and later corroborated by Cresswell and Smith in 
1998[8] of slow levering of the arms on the edges of a bench 
press may take effect in our case as the stretcher carrying 
mount may act as the “bench” in this case, whereas the straps 
pulling on the anterior aspect of the elbows may allow for 
the pivoting force otherwise emanating from the free weights 
bar. Felderman et al.[5] reported bilateral anterior shoulder 
dislocation following a chin-up exercise in a 44-year-old 
woman. We believe this mechanism to be somewhat similar 
to that described but would suggest that it be difficult to 
conceive such a mechanism causing frank dislocation in a 
healthy young male with stable glenohumeral joints.

In this case, we believe the stretcher mount structure 
contributed to the injury itself. Both arms pivoted on the mount 
while the tugging on the tightened straps across the antecubital 
fossae acted to dislocate both glenohumeral joints. It may be 
postulated that the physical exhaustion, combined with sleep 
deprivation, further allowed for the bilateral hyperextension in 
mid-abduction and the eventual bilateral shoulder dislocation. 
The authors believe that when dismounting heavy or large gear 
strapped to the back care should be instituted so as to avoid 
hyperabduction of the arms. In extreme cases and specifically 
within elite unit cores, assisted dismounting of gear should be 
performed cautiously and responsibly.
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Figure 1: Bilateral shoulder dislocation. The X-ray was 
performed when the patient was kneeling sideways so that 
the X-ray cassette will cover both the shoulders
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