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Recurrent Anterior Shoulder Dislocation with Coracoid Fracture in an
Old Age Male: A Rare Case Report

Kaustubh Sawant, Sagar Bansal'

Learning Point of the Article:
Proper pre-operative planning and thorough investigations would be helpful in diagnosing more such cases and a proper management
protocol for such patients.

Introduction: Anterior shoulder dislocation is a common pathology in young males with less prevalence in other age groups. Anterior shoulder
dislocation being the most common variety of dislocation among the shoulder dislocation can be managed both conservatively and surgically.
Recurrent anterior dislocation in middle-aged males with a coracoid fracture is a rare entity and should be managed with proper pre-operative

planningincluding computed tomography (CT) scan, magnetic resonance imaging (MRI), and surgery.

Case Report: A 65-year-old male is a known case of recurrent anterior dislocation presented with anterior shoulder dislocation 1Y years back.

Closed reduction was done. Radiological evaluations such as CT scan and MRI were done which were suggestive of bony Bankart and coracoid

fracture which was managed with open Latarjet procedure.

Conclusion: Recurrentanterior shoulder dislocation with a concomitant coracoid fracture is a rare entity in old age, which can be managed with

aLatarjet procedure and has a good post-operative outcome.

Keywords: Recurrentanterior shoulder dislocation, coracoid fracture, Latarjet procedure.

Introduction

Shoulder dislocation is the most common joint to dislocate with
anterior dislocation accounting for approximately 50% of those
[1]. The inherent instability of the joint makes it vulnerable to
dislocation with anterior dislocation being the most common
type followed by posterior and inferior dislocation, respectively
[2-5]. Although these dislocations can occur in any age, 20-29
years is the most common age group. Trauma, seizures, and
electrocution injury are the most common mechanisms of
shoulder dislocation. Management of shoulder dislocation varies
from closed reduction and brace to capsulolabral repair, bony
Bankart fixation, Latarjet, and many more depending on the

patient’s age, occupation, radiological findings, and
recurrent/first episode. Coracoid fractures are a rare occurrence
in orthopedics accounting for around 1% of all the fractures and
around 5% of fractures about the shoulder joint [6, 7]. Literature
describing the occurrence of coracoid fracture with recurrent
anterior shoulder dislocation is rare. In this case report, we
discuss a case of recurrent anterior instability with coracoid
fractureina 65-year-old male.

Case Report

A 65-year-old male presented to us 1%4 years back with right-
sided anterior shoulder dislocation in an emergency (Fig. 1).
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Figure 1:X-ray suggestive of right shoulder dislocation.

After doing closed reduction and confirming the reduction on
X-ray, the patient was admitted for further management.
History was suggestive of the first episode of dislocation in 2006
following trauma after which the patient had recurrent episodes
every year. There was no hypermobility at joints as well as no
neurovascular defect. He had a known case of hypertension and
diabetes mellitus and was on medications for the same.
Computed tomography (CT) scan of right shoulder was
suggestive of coracoid process fracture, bony defect in the
postero-superior aspect of the right humerus, and bony
fragment seen in the antero-inferior aspect of the glenoid region
(Fig. 2a and b). Bone loss was calculated with the best-fit circle
method and was approximately 35%. Magnetic resonance
imaging (MRI) is suggestive of minimally displaced coracoid
fracture. Hills Sach lesion and bony Bankartlesion. After proper
pre-operative workup, the patient was planned for open
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congruent-arc Latarjet. The deltopectoral approach was taken.
After incising the clavipectoral fascia, a fractured coracoid was
identified. The inferior edge of the coracoid and glenoid
anterior surface was prepared for fixation. Fragment was passed
through the inferior one-third of the subscapularis and was
fixed to the glenoid with a 4-mm cannulated cancellous screw
(Fig. 3a and b). Extra-articulation of the graft was done using a
suture anchor. Post-operative physiotherapy was started from
day 1. At 1V2-year follow-up, the patient is back to performing
his job as well as easily performing activities of daily living
without any pain. The patient had 10° forward elevation and
external rotation lag in contrast to the opposite side and internal
rotation possible up to the postero-superior iliac spine (Fig. 4a-
c). Hehad no further dislocation episode post-surgery.

Discussion

The shoulder joint is a complex joint which is stabilized by
various structures during its range of motion. Glenohumeral
articulation, glenoid labrum, glenohumeral ligaments, rotator
cuff, and deltoid muscle play an important role in stabilizing
shoulder joints. The shoulder joint is an inherently unstable
joint because of the limited osseous contact between the
humeral head and glenoid, hence predisposing the joint to
subluxation and dislocation making it the most commonly
dislocated synovial joint of the body [8]. The glenoid labrum
plays an important role in providing stability by deepening the
glenoid cavity byaround 50% [9].

A Bankart lesion, which is defined as the anteroinferior
detachment of the glenoid labrum, is present in about 87-100%
of Ist-time dislocations because this portion of the labrum is the
weakest part of the glenohumeral complex [10, 11, 12].
Coracoid fractures are a rare occurrence in orthopedics
accounting for around 1% of all the fractures and around 5% of
fractures about the shoulder joint [6, 7]. Coracoid
fractures can occur through various mechanisms
such as avulsion injuries, fatigue fractures, direct
contact injuries, and glenohumeral dislocation
events [13, 14, 15]. Coracoid fractures are often
missed in cases of shoulder dislocation which
leads to persistent pain post-dislocation. Its
diagnosis is important due to its implications in
deciding the management for the patient. While
the axillary view and Stryker notch view might
help in diagnosing coracoid fracture, in our case,
CT and MRI done for the management of
recurrent dislocation revealed the minimally
displaced coracoid process fracture. It is our

Figure 2: (aand b) Computed tomography cuts show glenoid bone loss and coracoid hypothesis that the coracoid fracture in our case

fracture.

was due to a direct blow of the humeral head on
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Figure 3: (aandb) X-rays: Immediate post-operative and after 1-year post-operative.

the coracoid. CT scan was suggestive of 35% glenoid bone loss.
After necessary pre-operative workup, the patient was taken for
an open Latarjet procedure in which the fractured coracoid was
used to augment the anterior glenoid and was fixed with 2 metal
screws. With proper post-operative rehabilitation, the patient is
presently able to do all activities of daily living and has returned
to work. Few cases of anterior shoulder dislocation have been
described in the literature. Bishai et al. published a publication
of 3 cases with anterior dislocation and coracoid fracture, in
which one was managed with arthroscopic Latarjet, the second
one with open Latarjet, and the last one with open reduction
and internal fixation of coracoid fracture and glenoid
augmentation with distal tibial allograft [16]. Verma et al.
presented a similar case in a 28-year-old male who was managed
with an iliac crest graft because the fracture segment was too
small [7]. Lal et al. reported a case of 48 years whose coracoid
fracture was diagnosed intraoperatively while doing an open
Bankart procedure, signifying the possibility of missing a
coracoid preoperatively in many cases [15]. Saragaglia et al. in
1994 published three cases of anterior shoulder instability with

coracoid fracture which were managed with the
Latarjet procedure using the coracoid fracture
[17]. Out of the 3 cases, 1 was diagnosed with
coracoid fracture intraoperatively. Robinson et al.
reported S cases of coracoid non-union in S cases
of anterior glenohumeral instability in known
cases of seizure disorder. Boytchev B in 1951
managed the cases of recurrent anterior
dislocation by rerouting the tendon of
coracobrachilis, the short head of biceps,
pectoralis minor, and the detached tip of coracoid
underneath the subscapularis and fixing them
with a screw [18]. Boytchev procedure led to high
redislocation rates and hence was not practised.
Apart from Latarjet, other procedures such as augmentation
with scapular spine bone graft, iliac crest bone graft, and distal
tibia allograft can be used for the management of recurrent
shoulder dislocation patients. With recurrent anterior shoulder
instability being a common pathology managed by an
orthopedic surgeon, one should be mindful to rule out other
concomitant pathology, especially coracoid fracture
preoperatively itself with imaging studies. Not only it is
commonly missed out preoperatively in many cases as the data
published show but if left undiagnosed and not managed, it
might lead to constant post-operative pain even if the glenoid
pathology is managedleading to poor prognosis.

In our case, anterior shoulder instability in a 65-year-old male
Latarjet was done using the fractured coracoid as a graft,
underlining the importance of good pre-operative planning to
avoid missing such rare but possible injury patterns.

Conclusion

With limited data published on cases of anterior shoulder

Figure 4: (a-c) Range of motion: Internal rotation, forward elevation, and external rotation at 1-year post-operative.
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instability and coracoid fracture, and a portion of those
fractures being missed preoperatively, we are of the view that
thorough radiological investigations done preoperatively can
help in diagnosing more such cases so that more studies can be
done as currently the data are too small to make any conclusions
regarding the management of such cases.

Clinical Message

With only limited cases being reported of coracoid fracture in
recurrent shoulder dislocation, we feel that many of such fractures
are missed pre-operatively, we hope that by proper case discussions
and planning pre-operatively, more such cases will be reported in the
near future.
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