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Abstract 
Fractures of the scapula represent less than 1% of all skeletal fractures. This case report describes an 

unusual case of fracture of the scapula with complete anterior dislocation of the glenoid and pillar of 

the scapula occurring in the right (dominant) shoulder of a 24-year-old male after a high-energy trauma 

(motorcycle accident). This fracture is very rare and did not fit in any known classifications (Ideberg, 

Euler and Rüedi, AO/OTA). The fracture was treated with open reduction and internal fixation through 

a double approach (deltopectoral and superior). A posterior cruciate ligament (PCL) guide was used to 

maintain the reduction and insert first a K-wire and then a cannulated screw. We discuss here the 

mechanism of injury, fracture pattern and the appropriate surgical approach and management in case of 

such an exceptional anterior fracture-dislocation of the glenoid. 
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Introduction 

Scapula fractures are uncommon and represent 0.5% to 1% of all skeletal fractures [1-4]. 

Scapula fractures account for 3%-5% of all shoulder girdle injuries [1-3]. Body fractures are 

account for about 50% of all scapula fractures [5]. These fractures have traditionally been the 

result of high-energy trauma and are associated with other multi-system injuries [4]. It’s 

important to understand about their mechanisms, fracture patterns and optimal treatment 

strategies. A number of classification systems for glenoid and scapula fractures have been 

described.  

In this article, we describe a rare case of anterior fracture-dislocation of the glenoid and pillar 

of the scapula. We will suggest the injury mechanism, the fracture pattern and our surgical 

approach to treat this fracture. 

 

Case Report 

A 24-year-old, right-handed man presented to the emergency department with right shoulder 

and scapula pain after a high-energy trauma (motorcycle accident). Physical examination 

showed deformity of the right shoulder without any neurovascular deficit. Anteroposterior 

and lateral standard radiographs and CT scan showed a fracture of the scapula with anterior 

displacement of the glenoid surface and vault with the lateral pillar of the scapula (Fig.1). 

The fracture line was running in the coronal plane, from the area above the superior edge of 

glenoid to the lateral border of scapula. 

An open reduction and internal fixation were performed, using two surgical approaches: 

anterior and superior. First, a deltopectoral approach with lesser tuberosity osteotomy (LTO) 

was used to achieve the reduction of the fracture. The anterior displaced glenoid and pillar 

fracture was reduced using Homan retractors (Fig. 2A). Then, a superior approach was 

performed through the trapezius muscle behind the supraspinatus muscle with careful 

dissection of the suprascapular nerve. A PCL guide, introduced through the superior 

approach, was placed between the superior and inferior tubercles of the glenoid (Fig. 2B). 

With the guide in place, the reduction was maintained, and a K-wire was drilled from 

proximal to distal under fluoroscopic control (Fig. 2C). The reduced glenoid fracture was 

fixed with a 4.5 mm diameter cannulated screw. The subscapularis tendon was repaired with 

sutures and anchors. Postoperative radiographs and CT scan showed a perfect reduction of 

the fracture. The patient was immobilised for four weeks in a neutral rotation brace. After six 

weeks, active range of motion was authorized. Radiographs and CT-scan after 16 weeks 

showed complete fracture healing (Fig. 3). The patient achieved good shoulder function with 

complete range of motion and no pain. 
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Discussion 

This case report presents a rare case of anterior fracture-

dislocation of the glenoid and pillar of the scapula. The 

anterior fracture impaction of the humeral head (reverse 

Hill-Sachs fracture) suggests that a posterior dislocation of 

the shoulder occurred. This dislocation leads to anterior 

fracture and displacement of the glenoid vault with the pilar 

of the scapula. Posterior shoulder dislocation is infrequent 

and occurs after a high energy trauma in more than 50% of 

cases [6]. Associated injuries are very frequent. Humeral 

fractures were present in more than 30% after posterior 

shoulder dislocations [6]. As seen on 2D CT-scan with axial 

cut, the humeral head was perfectly aligned with the body of 

scapula (Fig. 1C). This is why we have called this fracture: 

anterior fracture-dislocation of the glenoid. This glenoid 

neck fracture still attached to the scapular lateral pillar is 

very unusual and rare. To achieve a precise diagnosis and 

possible associated injuries, radiographs and Ct scan should 

be performed. 3D reconstruction of CT imaging can be very 

helpful to understand the fracture pattern [4]. An open 

reduction and internal fixation were performed, using two 

surgical approaches. Deltopectoral approach was necessary 

to reduce. The glenoid fossa and lateral pillar were 

displaced anteriorly, so it was impossible with a posterior 

approach (Judet) to obtain an anatomical reduction. The 

superior approach was necessary for the fixation with screw. 

We thought it necessary to perform an open superior 

approach to avoid the risk of suprascapular nerve damage. 

We use the AO/OTA classification scapula fracture 

classification system focus on glenoid and body 

involvement, but this fracture is not described [1, 2, 8]. 

Generally, every glenoid fracture is classifiable in the 

AO/OTA classification [1-3]. The Ideberg-Goss classification 

is still widely used with six general fracture types [8]. We 

also used the Euler and Rüedi classification which has five 

subdivisions and fracture patterns which can be combined [3, 

5, 9, 10]. We have not been able to classify the patient’s 

fracture with these widely used three classifications. 

 

 
 

Fig 1: Radiographs and CT scan with 3D reconstructions are showing anterior displacement of the glenoid surface and vault together with 

the lateral pillar of the scapula. 

 

 
 

Fig 2: The fracture was reduced through a deltopectoral approach with LTO using Homan retractors (2A); a PCL guide was introduced 

through a superior approach and placed between the superior and inferior tubercles of the glenoid (2B); the reduction was maintained by the 

PCL guide, a K-wire was drilled from superior to inferior. This allowed to fix the fracture with a 4.5 mm cannulated screw (2C). 
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Fig 3: 16 weeks after surgery: AP and lateral radiographs and CT scan. 

 

Conclusion 

In summary, we report an unusual case of fracture of the 

scapula which, to the best of our knowledge, has never been 

described before and did not fit in any known classification 

of scapula fractures. This fracture involves anterior 

displacement of the glenoid surface and vault with the pillar 

of the scapula. We hypothesize that this fracture occurred 

after a posterior dislocation of the humeral head leading first 

to a posterior dislocation of the humeral head and thereafter 

to an anterior fracture pivot displacement of the glenoid and 

the lateral pillar of the scapula. The use of CT-scan with 3D 

reconstruction was useful to understand the mechanism of 

injury and plan the surgical management. We used an 

anterior and superior approaches and not a posterior 

approach. The patient obtained excellent radiological and 

clinical results. 
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