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ABSTRACT 
 

The simultaneous fracture of both scapulae is an unusual clinical feature. They are thought to 
result from a violent trauma to the upper part of the shoulder often associated with other injuries 
whose severity obscures the scapular injuries. Computed tomography with 3D reconstruction may 
be of assistance in the diagnosis of involvement of the glenoid surface and associated lesions. 
Often conservative in treatment, surgical procedures may find their indications in patients with 
involvement of the glenoid cavity or the external abutment with significant displacement as well as 
other associated lesions. We report the clinical case of a 50-year-old patient, presenting with 
bilateral comminuted fracture of the bodies of the scapula with damage to the glenoid surface on 
the right following a work accident due to a fall from a 6m high ladder with landing on the dorsal 
surface of the thorax and having undergone conservative treatment with excellent functional results 
and a constant score of 100 for both shoulders at 1 year of follow-up. 
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1. INTRODUCTION 
 
Scapular fractures are a rare clinical entity, 
accounting for only 5% of shoulder fractures and 
1% of whole skeletal injuries. Bilateral scapular 
fracture is an unusual clinical feature. They are 
said to be the consequence of a violent trauma to 
the upper part of the shoulder or as a result of  
an electrocution or seizures [1–5]. Glenoid 
involvement or open scapular fractures are one 
of the indications for operative treatment in these 
lesions, in other cases simple immobilization is 
sufficient to obtain good results [5–11]. We report 
a case of a bilateral scapular fracture following a 
work-related accident, discussing the mechanism 
and the outcome of conservative treatment. 

 
2. CASE REPORT 
 
50-year-old patient, painter by profession, 
received in the emergency room for a closed 
trauma to the shoulders following a work 
accident by falling from the top of a ladder with 
landing on the dorsal surface of the thorax, 

causing bilateral shoulder pain with relative 
functional impotence of both thoracic limbs 
associated with head trauma with initial loss of 
consciousness. The clinical examination noted 
bruising on the dorsal surface of the shoulders 
and pain on palpation of both scapula and 
mobilization of the shoulders were painful without 
vasculo-nervous deficit, respiratory disorders, or 
other peripheral lesions. 
 

The x-rays of the scapula in front (Fig. 1) of the 
two shoulders revealed, at the level of the left 
shoulder a communitive fracture of the body of 
the scapula without involvement of the glenoid, 
and at the level of the right shoulder a 
communitive fracture of the body of the scapula 
associated with a fracture of the scapula          
spine; and computed tomography with 3D 
reconstruction (Fig. 2) confirmed involvement of 
the glenoid surface at the level of its lower part of 
the glenoid of the right shoulder. 
 

The brain scan was unremarkable; and without 
rib fractures or pulmonary parenchyma lesions 
nor other fracture injuries to the limbs. 

 

 
 

Fig. 1. Frontal x-ray, A. The arrow at the right shoulder showed a communitive fracture of the 
body of the scapula associated with a fracture of the scapula spine, B. The arrow at the left 

shoulder showed the communitive fracture of the body of the scapula 
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Fig. 2. A. Computed tomography with 3D reconstruction showing the 2 shoulders, 
B. Comminuted fracture of the body of the scapula on the left,  

C. Comminuted fracture on the right with involvement of the lower part of the glenoid 
 

 
 

Fig. 3. a, b frontal X-ray after 8 months of follow-up showing the consolidation of the fracture 
of the right shoulder (a) and the left shoulder (b) 

 
The treatment consisted of immobilization with 
an orthosis on the right shoulder and a simple 
sling, elbow to the body on the left for 3 weeks, 
followed by early rehabilitation at the 2 weeks by 
pendular movements then gradually passive and 

active exercises of amplitude crossing were 
started at week 3. 
 
At 12 months follow-up, there was a good clinical 
and radiological (Fig. 3) evolution with good 
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resumption of professional activities without 
discomfort in the shoulders. Constant's score 
was rated 100 for both shoulders. 
 

3. DISCUSSION 
 
Scapular fracture is an unusual lesion in 
everyday trauma. It is often associated with 
serious pulmonary or major vessel damage 
which can be life-threatening. A direct trauma to 
the posterior part of the thorax by road accident, 
work accident, fall, or in the battered was 
mentioned as the most frequent cause of this 
clinical entity [1,9,11,12]. 
 

Other mechanisms have been reported in the 
literature, some authors describe an indirect 
mode of fracture, the cause of which was strong 
muscle traction during convulsive seizures or 
during an electrocution [7,12–14]. The most 
frequent fractures of the scapula are those of the 
body, 35 to 45%, ahead of those of the neck 
25%, then of the acromion 8 to 12%, of the spine 
5 to 11%, of the glenoid 10% and the coracoid 
process 5 to 7% [4,15,16]. The diversity of 
scapular fractures explains the diversity of 
clinical forms, each with its own radiological and 
therapeutic specificity. Different classifications of 
scapular fractures are used in the literature. They 
are based on different and complementary 
criteria: descriptive anatomical, functional and 
even surgical. The classification used by 
Hardegger is topographic and global allowing a 
simple description of the different types of 
scapular fractures [17]. Computed tomography 
with 3D reconstruction could be of capital 
importance in the description of the fracture line 
and eliminate an articular component of the 
glenoid cavity compared to the standard 
radiography [11,18]. 
 

Glenoid involvement or open scapular fractures 
constitute one of the indications for operative 
treatment in these lesions, Some authors take 
into account more precise elements such as the 
penetration of the fragments into the chest wall, 
an angular deformation of thirty degrees lateral 
border and glenoid fossa, displacement of more 
than 100 percent by translation of the fragment of 
the lateral border, an intra-articular fragment, 
fracture of the glenoid cavity associated with a 
markedly displaced fracture of the scapular body, 
a glenoid fracture with dislocation of the 
shoulder, a coracoid fracture with 
acromioclavicular separation or associated 
neurovascular lesions, may warrant surgical 
treatment to reduce the risk of glenohumeral 

osteoarthritis and stiffness that is often 
associated with these long-term lesions [11,19]. 
 
Treatment of scapular fractures involving only the 
body or the lateral edge of the scapula requires 
just simple immobilization until the acute pain is 
gone, followed by active rehabilitation [5,20]. 
Conservative treatment thus keeps an important 
place in the treatment of these invoices, 
especially in the absence of criteria that could 
justify surgical management. Immobilization can 
be provided with an orthosis or sling for 3 weeks 
followed by immobilization as soon as possible to 
reduce the risk of shoulder stiffness. It allows 
consolidation in the majority of cases with very 
few complications after a well-conducted 
rehabilitation and almost total recovery of the 
function of the shoulder [7,18].  
 

4. CONCLUSION 
 
Bilateral scapular fracture is a rare injury. 
Treatment of the majority of scapular fractures 
without significant damage to the glenoid surface 
remains conservative by simple immobilization. 
These are mainly fractures at risk of joint 
complications or open lesions that would require 
surgical treatment, because of their long-term 
functional impact. Consolidation is regularly 
obtained and long-term sequelae are rare after 
well-conducted early rehabilitation. 
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