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Case reports

Fractured coracoid with anterior shoulder dislocation and
greater tuberosity fracture—report of a bilateral case

Pascal Cottias, Yves le Bellec, Cécile Jeanrot, Pierre Imbert, Denis Huten and
Emmanuel H Masmejean

A 33-year-old man, right-handed, without epilep-
sy, was admitted to our department with a bilateral
anterior shoulder dislocation sustained during a
hypoglycemia-induced convulsion resulting from
diabetes. The patient’s shoulders appeared sym-
metric and “squared off” laterally. He had no neu-
rological deficits or vascular injuries. Radio-
graphs revealed bilateral anterior subglenoid dis-
locations, bilateral fractures of the greater tuber-
osity and bilateral non-displaced fractures of the
tip of the coracoid process (Figures 1 and 2). Both
dislocations were reduced under intravenous se-
dation. After reduction, radiographs and CT scan
showed a good position of the fragments of the
left shoulder (Figure 3), but a persistent anterior
dislocation of the right humeral head associated

with posterior displacement of the greater tuberos-
ity (Figure 4). The left shoulder was treated with a
sling for 3 weeks, followed by rehabilitation. We
performed an open reduction on the right shoulder
using a delto-pectoral approach without section of
the subscapularis muscle. The greater tuberosity
was anatomically reduced and fixed by 2 cancel-
lous screws, but the shoulder remained unstable
because of a fracture of the anterior glenoid cavi-
ty. We performed an anterior osteoplastic ridge us-
ing the avulsed coracoid process fragment with its
tendinous and muscular insertions. Postoperative-
ly, the right shoulder was placed in a sling during
3 weeks. 7 months after surgery, the patient was
able to work as a packer. On reexamination 2
years later, he had normal painfree active move-

Figure 1. Frontal view of the right and left shoulders demonstrating bilateral anterior sub-
glenoid dislocations associated with bilateral greater tuberosity fractures.

ments of both shoul-
ders, without apprehen-
sion or instability. Ra-
diographs showed a
good fusion of the frac-
tures and of the osteo-
plastic ridge.

Discussion

Bilateral anterior
shoulder dislocations
may occur after violent
trauma, electrocution
and epileptic convul-
sions (Hartney-Velazco
et al. 1984, Ribbans
1989, Markel and
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Blasier 1994). Greater tuberosity or humeral head
fractures may accompany anterior dislocations of
the shoulder (Neer 1974, Duparc and Largier
1976). On the other hand, coracoid fractures are
uncommon and rarely occur in association with
shoulder dislocations (Benchetrit and Friedman
1979, Wong-Pack et al. 1980, Garcia-Elias and
Salo 1985). To our knowledge, the association of a
coracoid process and greater tuberosity fracture in
shoulder dislocation is very uncommon (Goodier
et al. 1994). The coracoid fracture can be easily

racoid fractures are classified into two types: type
I fractures are located behind the coracoclavicular
ligaments and usually treated by open reduction
and fixation. The type II is anterior to these liga-
ments and most often managed without surgery as
in our case (Ogawa et al. 1996). Two mechanisms
probably produce a fracture of the coracoid pro-
cess when the shoulder dislocates. One is an avul-
sion resulting from a violent contraction of the
pectoralis minor and the conjoined tendon of the
biceps and coracobrachialis muscles attached to

Figure 2. Lamy’s sagittal view of the right and left shoulders provides good visualization of
the coracoid process fracture.

Figure 3. CT scan transversal view of the left shoulder
showed relocation of the humeral head with anatomical re-
duction of the greater tuberosity.

Figure 4. Persistent anterior dislocation of the right humer-
al head with an unreduced greater tuberosity fragment on
CT scan transversal view.

missed on anteroposte-
rior radiographs of the
shoulder. A lateral axil-
lary view shows the le-
sion (Benchetrit and
Friedman 1979, Wong-
Pack et al. 1980), but is
impossible to perform
when the patient has
pain or the shoulder is
dislocated. Garth’s api-
cal oblique projection
can be used with little
discomfort or manipu-
lation (Garth et al.
1984, Garcia-Elias and
Salo 1985). In our case,
Lamy’s sagittal view of
the scapula showed the
coracoid lesion very
clearly (Figure 2). Co-
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the coracoid process, the other is a direct impact
of the dislocated humeral head against the lateral
side of the coracoid process. The first mechanism
occurs mainly with subglenoid dislocations as in
our case (Féry and Sommelet 1979, Garcia-Elias
and Salo 1985). The treatment of concurrent frac-
ture of the greater tuberosity and anterior disloca-
tion of the shoulder is usually nonoperative, using
a sling for 3–6 weeks, after closed reduction of the
fracture is attempted. We used this treatment on
the left shoulder of our patient with a good out-
come. Surgery is necessary in persistent instabili-
ty due to an unreduced lesion (Markel and Blasier
1994). On the right shoulder, open reduction and
fixation of the greater tuberosity were insufficient
to obtain a stable gleno-humeral joint considering
the fracture of the anterior glenoid cavity. Stabili-
ty was obtained with Latarjet’s procedure (Sa-
ragaglia et al. 1994).
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