
A Bankart lesion is an injury of the anterior-inferior glenoid la-
brum of the shoulder due to anterior shoulder dislocation and 
bony Bankart is a Bankart lesion that includes a fracture of the an-
terior-inferior glenoid cavity of the scapula bone. A surgeon can 
consider operative treatment using either internal fixation or the 
Latarjet procedure when the acute glenoid rim defect is more than 
5% in an active patient [1]. We present an appropriate surgical op-
tion that is suitable for patients with concomitant coracoid process 
fracture with bony Bankart lesions in acute traumatic shoulder 
dislocation. 
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Bony lesions of the glenoid and Hill-Sachs lesions are the most common injuries after a first-time traumatic shoulder dislocation. However, 
fracture of the coracoid process after traumatic shoulder dislocation is rare. A single, open surgical procedure could be performed by a Latar-
jet procedure using a fractured fragment of the coracoid process. If a fracture of the coracoid process is associated with a traumatic anterior 
shoulder dislocation, the Latarjet procedure may be the most appropriate surgical option. 
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A 60-year-old man who was employed as a daily construction 
worker presented to the emergency department with trauma to his 
left shoulder and arm. He had fallen from a 3-m height while 
working and complained of pain in his left shoulder, wrist, and el-
bow. On physical examination, there was tenderness over the ante-
rior aspect of the shoulder associated with pain-induced limitation 
in the range of motion. Plain radiography showed fractures of the 
distal radius and olecranon. An axillary lateral view of the left 
shoulder showed anterior subluxation of the humeral head and a 
Hill-Sachs lesion with a coracoid process fracture (Fig. 1). A com-
puted tomography scan revealed a glenoid bone defect in addition 
to the above mentioned image findings (Fig. 2). An additional 
magnetic resonance imaging scan displayed not only a Hill-Sachs 
lesion of the humeral head and detachment of the anterior labrum 
with osseous involvement, but also a massive tear of the supraspi-
natus and infraspinatus tendons (Fig. 3). 
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Fig. 1. Shoulder radiographs. (A) Anterior-posterior view. Humeral head inferior subluxation and abnormal coracoid process contour. (B) Ax-
illary lateral view. Coracoid process fracture line (white arrow), Hill-Sachs lesion (white dotted arrow) and humeral head anterior subluxation.

A B

Fig. 2. Three-dimensional computed tomography. (A) Coracoid process tip avulsion fracture (white arrow) and humeral head anterior sublux-
ation. (B) Anterior-inferior glenoid rim fracture (white dotted arrow).
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Two days after the injury, open reduction and internal fixation 
were performed for olecranon and distal radius fractures. We de-
cided to perform an open Latarjet procedure using the fractured 
coracoid process fragment. The operation was performed in the 
beach chair position. The surgical site was exposed through the 
deltopectoral approach. After preparation and sectioning of the 

clavipectoral fascia, we identified the fractured coracoid fragment 
(Fig. 4A). The conjoined tendons were intact and attached to the 
coracoid fragment. The length of the coracoid fragment was about 
2.5 cm (Fig. 4B). The coracoid fragment with attached conjoined 
tendons was transferred to the glenoid rim following an open 
Latarjet procedure (Fig. 5). We used two 4.5-mm-diameter head-

Fig. 3. Shoulder magnetic resonance imaging images. (A) Coronal view. (B) Axial view. Massive tear of supraspinatus and infraspinatus ten-
dons (white arrows), bony Bankart lesion (white dotted arrow), Hill-Sachs lesion (black dotted arrow).
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Fig. 4. (A) Identified coracoid fracture fragment and intact conjoined tendon. (B) An about 2.5-cm-sized coracoid fracture fragment.
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less screws (length, 36 mm and 42 mm) for fixation of the coracoid 
fragment (Fig. 6). As the torn supraspinatus and infraspinatus 
tendons had relatively good status and tissue quality, we repaired 
the rotator cuff using a suture bridge technique without excessive 

tension. 
Two years after surgery, the patient obtained improvement of 

shoulder function and range of motion. He had no limitation of 
daily activities. Recurrent anterior dislocation did not occur during 

Fig. 5. (A) Transferred coracoid fragment and fixed to glenoid rim using two screws. (B) Fluoroscopic image.
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Fig. 6. Postoperative radiographs. (A) Anterior-posterior view. (B) Axillary lateral view.
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the follow-up period. At the final follow-up visit, the clinical out-
comes were assessed using visual analog scale, 2/10; Simple Shoul-
der Test, 10/12; University of California at Los Angeles Shoulder 
Score, 31/35; and Constant score, 86/100. 

DISCUSSION 

Bony lesions of the glenoid and Hill-Sachs lesions are the most 
common injuries after a first-time traumatic shoulder dislocation 
[2-6]. However, fracture of the coracoid process after traumatic 
shoulder dislocation is rare (0.8%–2%) [7,8]. Generally, an acute 
glenoid rim defect caused by first-time shoulder dislocation can be 
treated operatively using a bone graft when the glenoid defect is 
larger than 25% [9]. A surgeon can consider operative treatment 
using either internal fixation or the Latarjet procedure when the 
acute glenoid rim defect is larger than 5% in an active patient [1]. 
A type II coracoid process fracture can be treated conservatively, 
but some studies report that a coracoid pseudoarthrosis can occur 
when there is a concomitant anterior shoulder dislocation [10]. A 
few cases of shoulder dislocations with a simultaneous fracture of 
the coracoid process have been previously reported in the literature 
[11]. Ogawa et al. [12,13] classified fractures of the coracoid pro-
cess into two types based on the coracoclavicular ligaments. They 
recommended surgical treatment in type I fractures (fractures 
proximal to the coracoclavicular ligaments). Type II fractures 
(fractures distal to the coracoclavicular ligaments) can be treated 
conservatively. However, Kälicke et al. [10] reported that a coracoid 
pseudoarthrosis could be caused by tension of the conjoined ten-
dons in an anterior shoulder dislocation with a concomitant type 
II coracoid fracture. Therefore, surgical treatment should be con-
sidered to prevent pseudoarthrosis or nonunion in type II fractures 
with displacement greater than 5 mm. 

The mechanism of injury in our case probably resulted from di-
rect trauma of the dislocated humeral head against the glenoid rim 
and coracoid process. The fracture of the coracoid process was 
type II, and the fractured fragment measured about 2.5 cm. The 
glenoid bone defect was 15% by Sugaya’s method [14], and anterior 
subluxation of the humeral head was sustained in more than 50% 
of the glenoid [15,16]. A defect involving more than 20% to 25% of 
the glenoid bone has historically been considered critical bone loss 
causing a recurrent anterior shoulder dislocation. Therefore, a 
Latarjet procedure or bone graft from the iliac bone is a surgical 
option for a severe glenoid bone defect. The treatment choice in 
cases involving borderline defects of the glenoid (15%–20%) is 
controversial and left to the surgeon’s preference [17]. In the case of 
an isolated coracoid process fracture treated surgically, screw fixa-
tion, plate fixation, or tension band wiring are considered as treat-

ment methods [12,18]. 
To treat glenoid bone loss in a first-time shoulder dislocation 

concomitant with a coracoid process fracture and a rotator cuff 
tear, like the present case, by one-time surgery, the Latarjet proce-
dure can be an ideal option for solving all the problems in one step. 
The Latarjet procedure has a sling effect caused by the conjoined 
tendons as well as bony augmentation of the glenoid rim using the 
coracoid process, and it is used for cases of failed anterior shoulder 
instability or a large bony defect of the glenoid. But, in the case of 
an elderly patient with poor rotator cuff function, surgeons must 
carefully consider the treatment options, because the Latarjet pro-
cedure may compromise further surgeries, like reverse total shoul-
der arthroplasty for irreparable massive rotator cuff tear. The pre-
vious literature reported only one case where the Latarjet proce-
dure was performed in a patient with chronic recurrent anterior 
shoulder instability with a fracture of the coracoid process [19]. 
The present report described the first case of Latarjet procedure in 
an acute concomitant bony Bankart lesion with a coracoid process 
fracture. 

We reported a surgical method that can solve concomitant le-
sions by a one-time operation. If a fracture of the coracoid process 
is associated with a traumatic anterior shoulder dislocation, the 
Latarjet procedure may be the most appropriate surgical option. 
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