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Abstract
The coracoid process is the hook-shaped anterior process of the scapula, which runs cranially to the
scapula and then to the anterolateral side. Its size, shape, and orientation vary from person to person.
Coracoid fractures are rare. They can be missed on routine X-rays due to their anatomy.

We present a rare case of fracture of the coracoid process and conservatively managed
acromioclavicular joint dislocation.

A 46-year-old day laborer presented to our emergency department with pain in his left shoulder and
restricted movement following the tra�c collision. The radiograph of the left shoulder demonstrated just
AC joint dislocation. We ordered a CT scan of the shoulder based on the �ndings of the physical exam
and a suspicious-looking X-ray. The CT scan revealed a minimally displaced coracoid fracture. Despite
the concomitant dislocation, we managed the patient conservatively. After six weeks, the fracture had
healed completely. The patient had a satisfactory outcome following rigorous physical therapy.

Coracoid fractures are often overlooked due to their anatomical structure. We recommend speci�c
shoulder x-ray views such as the scapula Y or axillary view to rule out a coracoid fracture. CT scan is
considered to be the gold standard for diagnosis. Fractures can be treated conservatively or surgically,
depending on the indication.

Introduction
The coracoid process is a hook-shaped anterior process of the scapula that runs cranially and then
anterolaterally through the scapula. Its size, shape, and direction vary amongst individuals. Because of
the coracoclavicular, coracohumeral, and transverse ligaments, the coracoid process facilitates contact
between the clavicle, humerus, and scapula. The superior surface also provides attachment to pectoralis
minor, coracobrachialis, and short head of biceps. [1]

Coracoid fractures are uncommon. These can be missed on routine X-Rays due to their anatomical build
and orientation. Scapular fractures constitute 0.4% – 1% of all fractures, and CF contributes to 0% – 8%
of scapular fractures described in studies utilizing plain X-Rays.[2] We present a rare case of a coracoid
process fracture and grade 1 acromioclavicular joint dislocation treated with conservative management.

Case Presentation
Following a road accident, a 46-year-old male daily worker reported to the Emergency Room of our
institute with symptoms of discomfort and limited mobility in his left shoulder. He also experienced pain
and swelling in his chest below the nipple. There was ecchymosis over the anterior aspect of the left
shoulder and abrasion posteriorly on physical examination. Also acromioclavicular joint and chest at the
level of the sixth rib were tender, and the range of motion of the left shoulder was limited. The
neurovascular examination of the left upper extremity was routine. The plain AP X-Ray of the left
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shoulder demonstrated grade 1 acromioclavicular dislocation (Figure 3). We doubted the fracture of the
coracoid because of tenderness and X-Ray image. The chest X-Ray revealed the difference in the
orientation of both coracoid processes but did not reveal any fracture of the ribs. Subsequently, we
ordered a CT scan of the left shoulder after the strapping of the AC joint. 

The CT scan showed the fractured sixth rib and the coracoid fracture near the base (Figures 1and 2). The
glenoid was not involved. The distance between the broken fragment and the base was 3mm. We
classi�ed the fracture as Ogawa type 2 and opted for conservative management with a sling for coracoid
fracture and strapping for AC dislocation. The patient was radiographed a week later to look for the
displacement of the coracoid process. The X-Ray demonstrated a satisfactory position of the coracoid.
Subsequently, the radiographs were taken three weeks and six weeks after the injury (Figure 4). The
radiograph six weeks later showed the union of the coracoid. We started the patient on a passive range of
motion followed by active exercises. The patient has a normal range of motion on a three-month follow-
up.

Discussion
CP fractures are uncommon, accounting for around 1–3% of shoulder fractures. They are subdivided into
fatigue fractures and traumatic fractures. The traumatic subtype is more common. Trap shooters,
cricketers, and golfers are all prone to fatigue fractures. The three separate processes that induce
traumatic fractures are impact, collision with an anteriorly dislocating humeral head, or indirect damage
through the insertion of tendons or ligaments.

Road tra�c accidents were the leading causative factor in traumatic fractures, followed by falls from
height, sports, and falling off heavy objects on the shoulder.[3] The direct blow to the coracoid can result
in a coracoid fracture, typically near the base. In adolescents, the fractures occur around the site of
ossi�cation.

Ogawa and colleagues classi�ed them into two groups depending on the fracture's relationship to the
coracoclavicular ligament. Type 1 fractures occur anterior to the coracoclavicular ligament, while type 2 is
posterior.[4]. Our patient had a type 2 Ogawa type fracture. Type 1 is the predominant type, accounting for
77 percent of fractures. Type 2 injuries constitute 19%, while traction injuries 5%of all damages. [3]

Because of the anatomy, coracoid fractures could be easily overlooked. The possibility to miss a fracture
is more frequent in Type 2 fractures than in type 1 fractures.[5] Initially, ignoring the fracture could lead to
non–union, painful movement at the shoulder joint, instability, and di�culty in day-to-day activities.
Surgical treatment is then warranted to achieve union. Therefore, special radiographs of the shoulder like
scapula Y or lateral and axillary views should be performed to rule out a coracoid fracture. In speci�c
cohorts like manual laborers and athletes, surgery is preferred.[6] Surgical �xation can be either open via
anterior or posterior approach or �uoroscopy-guided. [7]Other modalities commonly utilized in diagnosing
coracoid fracture are sonography and CT scan.[4] CT scan with three-dimensional reconstructions is the
gold standard.
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According to Ogawa, type 2 fractures can be managed conservatively. Conservative management is done
by shoulder immobilization and elbow sling, followed by rigorous physiotherapy after the union. There
are no clear indications for surgery for type 2 fractures. [6] [4]Although some advise surgical
treatment.The indications for surgery include painful nonunion, > 1 cm displacement, concomitant
scapula fracture on the same side with a 4mm step off in glenoid, 20mm medialization of glenohumeral
joint, 25 degrees or more of angular deformity, and the presence of superior shoulder suspensory complex
injuries.[6], [7] The coracoid fracture is most commonly associated with rib fractures, followed by the
clavicle, pulmonary injuries, and brachial plexus injuries.[8]

Conclusion
An isolated coracoid fracture might often be considered after experiencing a direct hit to the shoulder or
violent traction of the upper arm. In such instances, we should do scapula Y, an axillary radiograph of the
shoulder, to detect the coracoid process's whole length and prevent overlooking, delaying, or
misdiagnosing the condition. CT scan with three-dimensional reconstruction is the gold standard. We
recommend conservative therapy for isolated undisplaced type I and most type II fractures.
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Figure 1

Fracture of coracoids with minimal displacement in 3D CT.
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Figure 2

Fracture of coracoid posterior view in 3D CT
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Figure 3

Coracoid fracture and AC dislocation on AP X-Ray
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Figure 4

Fracture after three months of injury


