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Purpose: We aimed to identify clinical characteristics of patients with shoulder dislocations caused by an epi-
leptic seizure.
Methods: In our retrospective analysis, we identified 15 patients, recorded over an 8-year period, who were
diagnosed with shoulder dislocations in the setting of a bilateral tonic-clonic seizure.
Results: Patients were almost exclusively male (13/15) and drug-naïve patients suffering their first or second
seizure (14/15). Epilepsy was diagnosed in five of these 14 patients after further diagnostic tests, four patients
were diagnosed with a provoked or acute symptomatic seizure and five patients with an unprovoked seizure.
Treatment with anticonvulsant drugs (AED) was initiated in 10/15 patients after the first seizure, without re-
commendation for tapering, although long-term treatment was retrospectively judged to be appropriate for only
four of those cases. Posterior dislocations – usually rare – were seen in 12/15 patients and often required
complex orthopedic interventions.
Conclusions: We conclude that in particular posterior shoulder dislocations are often caused by a first seizure and
should always raise the suspicion of an epileptic seizure even in the absence of a clear history. AED treatment
likely has a protective effect against this type of injury, even if seizure-freedom is not achieved.

1. Introduction

Seizures and epilepsy are a burden for patients not only due to the
debilitating nature of seizures and their unpredictable course, but also
because of seizure-related injuries. Injuries occur more often in patients
suffering from seizures and epilepsy compared to the general popula-
tion and have been linked to bilateral tonic-clonic seizures and atonic
seizures [1–3], both of which are associated with falls.

The tonic, unnatural and forceful contractions during seizures exert
a strain on joints and bones and result in luxations and fractures. A
forceful contraction of one muscle group, such as in the tonic phase of a
seizure, is able to dislocate the shoulder joint. Anecdotal evidence

underlines that the usually rare posterior shoulder dislocations are seen
more often in epilepsy patients [4]. A bilateral posterior shoulder dis-
location has been claimed to be almost proof of a seizure as the un-
derlying cause [5].

Surprisingly, despite the impact of these injuries on patients’ lives, a
more detailed investigation into the circumstances of seizure-related
shoulder dislocations is lacking. The existing larger studies have mostly
focused on the orthopedic patterns of shoulder injuries [6]. We thus set
out to examine the clinical characteristics of patients presenting with
shoulder dislocations in the setting of an epileptic seizure.
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2. Material and methods

We screened all cases of the Department of Neurology at the
University Hospital Münster, Germany, between 01.01.2010 and
15.11.2018, for the disease specific code (International Classification of
Diseases; ICD-10) for shoulder dislocation (S43). We then manually
identified those patients who were admitted due to an acute shoulder
dislocation in the course of an epileptic seizure. Additionally, we in-
cluded patients who presented to the Surgery Department for an acute
shoulder dislocation and received a neurological consultation because
of a related epileptic seizure. These patients were identified by
screening for the ICD-10 disease codes for epilepsy (G40) and seizure
(R56) and by manual data review. Between 01.01.2010 and
15.11.2018, we identified 4416 patients with an epilepsy or seizure
code in the Neurology Department and 1263 patients with a shoulder
dislocation code in the Surgery and Orthopedics department. To assess
the proportion of a seizure-induced dislocation among all acute
shoulder dislocations, we manually identified all acute dislocation cases
presenting from 01.01.2017 to 31.12.2017 and calculated an estimate
for the total period. Likewise, we manually assessed the number of
patients presenting with an acute bilateral tonic-clonic seizure between
01.01.2017 and 31.03.2017 for extrapolation.

The resulting 15 patients with a seizure-induced shoulder disloca-
tion were evaluated independently by two epileptologists (LL and SK),
who were blinded to each other’s evaluation. The independent raters
defined whether the diagnostic criteria for epilepsy were fulfilled at the
time the patient presented with the seizure-induced shoulder disloca-
tion. If no epilepsy could be diagnosed, the two raters had to classify
whether the seizure was considered an acute symptomatic seizure, a
provoked seizure, or an unprovoked seizure. In addition, they in-
dependently assessed whether long-term anticonvulsive medication
was justified in these cases.

3. Results

In the selected study period, we identified 15 patients with a first
acute shoulder dislocation. As described above, the total number of
patients presenting with an acute bilateral tonic-clonic seizure was es-
timated as 1634 and the total number of patients with an acute
shoulder dislocation regardless of etiology as 290. Thereby, we reached

a proportion of 0.92% of shoulder dislocations among patients pre-
senting with a seizure. Seizures accounted for 5.2% of acute shoulder
dislocations. The patients’ clinical data is summarized in Table 1.
Briefly, the majority of patients were male (87%), the median age was
41 years (range 23–81 years). 14/15 (93%) patients experienced their
index shoulder dislocation due to their first or second seizure and prior
to any diagnosis of epilepsy. In one patient only, the epilepsy diagnosis
had been established prior to the shoulder dislocation. This patient had
received treatment with Levetiracetam. No other patient was treated
with anticonvulsants at the time of the shoulder dislocation.

The two independent raters (LL and SK) yielded a 100% agreement
on the diagnoses of epilepsy, acute symptomatic seizures, provoked
seizures, or unprovoked seizures. Five patients without prior diagnosis
fulfilled the diagnostic criteria for epilepsy at the time of seizure-related
shoulder dislocation [7]. In four patients, a provoked or acute symp-
tomatic seizure was diagnosed. Five patients suffered an unprovoked
first seizure and the diagnostic work-up did not indicate an increased
risk of seizure recurrence. In 10 out of 15 patients (67%) anticonvulsive
medication was initiated after seizure-related shoulder dislocation.
Discontinuation of anticonvulsant medication was not planned or at-
tempted in any of the patients who had been started on the medication
– even in the setting of acute symptomatic seizures. According to the
retrospective assessment of the two independent raters, long-term
treatment was not indicated for six out of 10 patients who had been
started on anticonvulsant medication after the shoulder dislocation.

The majority of patients (12/15) suffered from a posterior shoulder
dislocation (as shown in Fig. 1). Four out of 15 dislocations were bi-
lateral. Eight (53%) patients required operative treatment of the
shoulder dislocation. (see Table 1).

4. Discussion

Injuries, especially dislocations and fractures, substantially add to
the burden of disease in patients with epilepsy. The literature on
shoulder dislocations and epileptic seizures is heterogenous (see
Table 2) [4,6,8–13]. Posterior dislocations are reported to be caused by
seizures in 24–47%. Other common causes include falls, motor vehicle
accidents, sports injuries and other injuries. It has been speculated that
the axial force of the adducted and internally rotated arm during the
tonic phase of a seizure is the main culprit for shoulder dislocations in

Fig. 1. Posterior shoulder dislocation (patient 12), in antero-posterior (A) and lateral view (B). The white asterisk in A indicates the empty glenoid cavity.
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this setting [14]. In our study, 5.2% of acute shoulder dislocations –
both anterior and posterior - were caused by a seizure. As expected, the
proportion of patients with a shoulder dislocation among all patients
presenting with a bilateral tonic-clonic seizure is small (0.92%) and in
line with the existing literature (see Table 2) [12].

We were able to show that shoulder dislocations in the setting of
bilateral tonic-clonic seizures are mostly seen in the context of the first
occurring seizure – and not in patients with an established diagnosis of
epilepsy. In fact, we only saw one patient who suffered a seizure-related
first shoulder dislocation despite anticonvulsive medication. This
strongly points to a protective effect of anticonvulsive treatment against
this type of injury. We speculate that one reason is the less violent
nature of seizures in patients who are under anticonvulsive treatment.
From a clinical perspective, this would strongly encourage the use of
anticonvulsant drugs in the setting of bilateral tonic-clonic seizures,
even if seizure freedom may not be achieved. We believe that the po-
tential prevention of serious shoulder injury is an additional reason for
the initiation of anticonvulsive treatment in patients who are at risk for
recurring seizures and who are reluctant to start medication.

A diagnosis of epilepsy according to current ILAE criteria [7] was
established for one third of the patients after their seizure-related
shoulder dislocation. Together with the patient for whom a diagnosis of
epilepsy was established prior to the seizure leading to a shoulder
dislocation, 40% of the patients with shoulder dislocation were thus
diagnosed with epilepsy. The remaining 60% suffered an acute symp-
tomatic, provoked or unprovoked first seizure. Their seizure recurrence
risk would have been formally calculated as below 60%, and therefore
initiation of anticonvulsant treatment would not have been necessary.
In our cohort, 11/15 (73%) patients received anticonvulsants after the
shoulder dislocation, including six patients who did not meet the di-
agnostic criteria for epilepsy. These patients would usually have qua-
lified for a watchful strategy if the seizure had not resulted in an injury.
Previous work indicates a higher risk of recurrent shoulder instability in
patients with uncontrolled seizures [11,13]. In order to reduce the
seizure recurrence risk in the post-operative period and to improve
orthopedic outcome, one may support this clinical management, i.e.
starting anticonvulsive treatment even in the absence of an established
diagnosis of epilepsy. However, this should prompt the treating physi-
cian to reevaluate the treatment and consider tapering anticonvulsant
drugs after a certain period.

Previous studies have shown that fractures in general occur more
often in patients taking enzyme-inducing medication [15]. This does
not seem to hold true for shoulder dislocations or fracture dislocations,
since none of our patients received enzyme-inducing medication. In
addition, relevant comorbidities which may contribute to bone in-
stability were scarce. In particular, osteoporosis was not mentioned as a
comorbidity in the clinic letters of any of our patients at the time of the
shoulder dislocation. In this context, we are surprised that the patients
suffering a seizure-related shoulder injury do not fit the category ‘older
epilepsy patient with multiple comorbidities or polypharmacy’ as may
have been expected. In contrast, we found a clear predominance of
relatively young men (87%). Taking these two aspects together, muscle
strength must be considered a more relevant factor in the pathophy-
siology of shoulder dislocation than osteopenia.

One limitation of our study may be the reliance on diagnosis codes
for patient identification. Since a shoulder dislocation and a seizure
constitute relevant comorbidities that will lead to consultation of a
neurologist and surgeon/orthopedic respectively, we believe that the
risk of underreporting is low.

5. Conclusion

We here show that patients with a seizure-related shoulder dis-
location are – in the vast majority of cases – male and drug naïve pa-
tients suffering their first bilateral tonic-clonic seizure without a prior
history of epilepsy. Clinicians should be aware that some of theseTa
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patients do not fulfill the diagnostic criteria for epilepsy and long-term
anticonvulsive treatment may therefore not be required. Posterior dis-
locations are overrepresented in this patient group, hence this injury
should always raise the suspicion of an epileptic seizure.
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