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Abstract 

The floating elbow is a rare lesion, characterized by the presence of a fracture of the humerus and one or both bones of 
the homolateral forearm. Double disturbances of the upper suspensory shoulder complex, commonly referred to as 
“floating shoulder” injuries, are ipsilateral fractures of the clavicle and scapula with loss of bone attachment of the 
glenoid. The combination of a floating elbow and floating shoulder is extremely rare, added an ipsilateral dislocation of 
the glenohumeral remains exceptional. No case has been reported in the literature of such a lesional association. This 
observation makes it possible to describe an extremely rare lesion, by proposing the therapeutic attitude and the 
prognosis.  
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1. Introduction

The floating elbow is a rare lesion characterized by the presence of a fracture of the humerus and one or both bones of 
the homolateral forearm [1]. The floating shoulder is also known as the double disturbance of the upper suspensory 
shoulder complex, associated with ipsilateral fractures of the clavicle and scapula with loss of the glenoid bone 
attachments [2]. Its association with a floating shoulder with ipsilateral dislocation of the glenohumeral is even rarer. 
The first description of the floating elbow was reported in 1940 by Winderman [3], and that of the floating shoulder in 
1975 by Ganz [4]. Similarly, ipsilateral shoulder dislocation is a very rare lesion; only a few exceptional cases have been 
reported in the literature. No case has been reported in the literature of an association of a floating elbow and floating 
shoulder with ipsilateral glenohumeral dislocation.  

We report one case of fracture of the clavicle, humerus and radius associated with a dislocation of the homolateral 
glenohumeral resulting from a high-energy mechanism.  

2. Clinical case

H. A., 61 years old, is a farmer by profession, right-handed, previously autonomous and without antecedents. He is
admitted to the emergency room for a staged trauma of the right upper limb, a cranial and cervical trauma, following an
accident on the public highway (ejection from a vehicle). The patient was admitted to the emergency room for intensive
care where he was given a check-up and a radiographic check-up.

On admission, the patient was conscious, hemodynamically and respiratorily stable. Examination of the upper limb 
revealed a deformity of the entire right upper limb with significant oedema, an external axe blow and an enlargement 
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of the anteroposterior diameter of the shoulder. On palpation, the glenoid was found to be empty, with no cutaneous 
opening, vascular disorder, or nervous deficit, depending on the brachial plexus elements.  

The standard radiographic workup showed a subluxation of the C2, a fracture of the middle third of the right clavicle, 
an antero-medial shoulder dislocation, a fracture of the humeral diaphysis and a joint fracture of the distal radius, it is 
a floating elbow according to the classification of Agarval and Chadha [1], defining a flattened elbow and floating 
shoulder associated with a glenohumeral dislocation (Fig. 1-3). 

 

Figure 1 Floating shoulder associated with a glenohumeral dislocation 

 

 

Figure 2 Antero-medial shoulder dislocation and a fracture of the humeral diaphysis 
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Figure 3 Fracture of the distal radius 

Cervical spine CT revealed a non-displaced axis fracture with C1-C2 subluxation. The shoulder CT showed an associated 
fracture displaced of coracoid process type 3; that is, a lesion of the shoulder suspensor complex, and pure glenohumeral 
dislocation (Fig. 4).  

After hemodynamic stabilization of the patient, we proceeded to immobilization of the spine by a neck brace and 
emergency reduction under anesthesia of the shoulder dislocation by Kocher's maneuver.  

In the operating room, under general anaesthesia, the patient was placed in supine position on an ordinary table. 
Initially we performed osteosynthesis of the clavicle with a third tube plate, then of the humerus by static 
centromedullary nailing, finally we fixed the distal radius with a locked anterior plate Fig 5 (a, b). The patient was 
discharged at day 4 postoperatively with immobilization ofthe shoulder by an elbow-to-body orthosis for 21 days and 
rehabilitation was started at week 3. The neck brace was removed the sixth week, preceded by an X-ray check-up.  

The evolution after six months of follow-up was towards the consolidation of all fractures with a limitation of the 
amplitudes of the right shoulder with a constant score of 75 in relation to the left side. The result was considered good 
for the floating elbow according to the classification of Lange and Foster [2]. The cervical spine fracture consolidated 
without neurological sequelae. 

 

Figure 4 Shoulder CT lesion of the shoulder suspensor complex, and pure glenohumeral dislocation and fracture 
displaced of coracoid process 
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Figure 5 (a, b). Osteosynthesis of the clavicle with a third tube plate, of the humerus by static centromedullary nailing, 
finally we fixed the distal radius with a locked anterior plate 

3. Discussion  

The term floating shoulder currently refers to a set of lesions known as double disturbances of the upper suspensory 
shoulder complex, which are ipsilateral fractures of the clavicle and scapula with loss of bone attachment of the glenoid 
[3]. The superior suspensory shoulder complex (CSSS) is a ring of bone-soft tissue consisting of the glenoid, coracoid 
and acromion processes, as well as the distal aspect of the clavicle and their corresponding ligaments; the 
acromioclavicular joint also belongs to this structure [4].  

Homolateral fractures of the humerus and of one or both forearm bones, known generically as “floating elbows”, are a 
lesional association that is uncommon in traumatology [5].  

The combination of a dislocated floating shoulder and a homolateral floating elbow is an extremely rare entity [6], the 
mechanism is a high-energy shock. Several rare lesions have been reported such as a floating dislocated elbow with 
ipsilateral shoulder dislocation described by Bettuzzi [7], or from a floating elbow to a monteggia lesion or elbow 
dislocation [8], or even a dislocated shoulder [9]. But no case of lesional association like ours has been described.  

The first description of the floating elbow was reported in 1940 by Winderman [4], and that of the floating shoulder in 
1975 by Ganz and Noesbergerl, then in 1993 Goss [5] introduced the notion of the double perturbation of the upper 
suspensory shoulder complex, which can cause high instability.  

It was extremely difficult to determine the exact mechanism of the trauma. The force transmitted through the elbow in 
flexion and the shoulder in abduction and extension resulted in multiple staggered injuries following the shock 
transmission wave.  

In the literature, the various authors recommend concomitant treatment of the lesions with rigid internal 
osteosynthesis allowing early rehabilitation. For the shoulder suspensor complex lesion, fixation of the clavicle alone 
has been reported with good functional results [10]. While some authors advocate osteosynthesis of all lesions with 
early rehabilitation [7], [8].  

In our case, data concerning management and recoil are not available due to the rarity of the lesion. Complications of 
high-energy trauma to the upper limb are primarily of nervous vascular, cutaneous, pseudarthrosis and stiffness 
according to Rogers et al [11] and Yokohama [12].  

4. Conclusion 

The floating shoulder is a rare lesion formerly described by the association of a fracture and the neck of the scapula, 
currently defined by the disruption of the shoulder suspensory complex. Its association with a floating elbow and 
ipsilateral glenohumeral dislocation has never been described to our knowledge.  

In this article, we report a case of a lesional entity association of a dislocated floating shoulder and a homolateral floating 
elbow resulting from a high-energy mechanism. Complications remain frequent, sometimes serious given the 
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importance of the trauma. The reductionof the dislocation and the immediate and stable fixation of the fractures in a 
single operation, as well as early rehabilitation, is the only guarantee of good long-term results.  
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