
Uniqueness

 The elbow is a very stable joint and therefore dislocations are not 
common inuries2.  In the United States, it is found that only 6-8 cases are 
reported per 100,000 people1.  Also, the particular fracture that the 
athlete received was shearing fracture through the coronoid process, which 
is a rare fracture in elbow dislocations.  Common associated fractures 
include radial head fractures, olecranon process fractures, and transverse 
coronoid process fractures1.

Conclusion

 After careful rehabilitation the athlete was able to return to full 
participation.  The associated fracture and ligamentous injuries were 
treated without surgery.  All of the medical personnel worked carefully 
during the rehabilitation to avoid any potential complications.  Today the 
athlete continues to be a competitive collegiate basketball player, and is 
able to fully function on and off the court.

Introduction

 A 20-year old male, center, falls 
backwards over another player during 
a collegiate basketball game and lands 
on an outstretched hand.  After the fall, 
there is a noticeable gross deformity at 
the elbow joint consistent with a dislo-
cation.  Due to the severity of the injury, 
immediate reduction was applied via 
distraction of the humerus and forearm.
The athletic trainer referred the athlete 
to a physician for imaging and further 
evaluation of other structures involved 
in the injury.

CT Scan showing coronoid fracture.

Background

 The elbow is a stable joint with a unique ligamentous complex as well as 
bony anatomy1, but can be compromised in many falls where a significant 
amount of weight is translated throughout the arm.  If enough force is 
placed on the stable joint when the olecranon is not sitting tight in the 
trochlear groove, a dislocation may occur.  When the elbow is dislocated, it 
can be difficult to determine and treat the overall injury due to the fact it 
could disrupt three separate joints; the humerorulnar joint, the humeroraldial 
joint and the proximal radioulnar joint.
 Elbow dislocations can be classified in two different ways.  A simple 
dislocation occurs when only soft tissue structures are disrupted during the 
injury1,2.  A complex dislocation is one that involves an associated bony 
disruption.  Complex dislocations require more conservative treatment and 
may require surgery if the motion at the joint is obstructed by a bony 
fragment.

Treatment

 During the initial rehabilitation, the 
athletic trainer working with the athlete
was concerned about being too aggre-
ssive due to the high risk of possible 
heterotopic bone formation.  For this 
reason, the athlete was in a locked hinge 
brace that did not extend past 90 
degrees for about two weeks and a more 
conservative plan was created.  This 
began with mostly AAROM exercises for the first two weeks until the athlete 
almost had regained full ROM bilaterally.
 Once this ROM was restored, the athletic trainer felt comfortable adding 
more aggressive techniques to help reduce swelling and regain strength.
Isometrics were started in various points of the range of motion, while supi-
nation and pronation were practiced more intensively.  Many athletes at this 
point in their rehab progression would begin pool exercises, however, the 
athletic trainer found difficulties using it due to the height of the athlete.
 Within another week adequate strength was achieved and the athlete 
had limited swelling.  He started working more on sport-specific propriocep-
tive actions such as ball rolls on the ground and position specific move-
ments.  Next, stability/proprioceptive exercises on a mini-trampoline, and 
strength/proprioceptive exercises using a Stairmaster to perform alternating 
pushups were added.
 Before the athlete could return to practice he needed to prove he could 
perform basic ball-handling, shooting, passing, and positional skills without 
being apprehensive.  He continued to practice with a hinged brace and was 
cleared to play once he was able to complete functional and proprioceptive 
tests.

Objective

 The goal of this case study is to gain a better understanding of 
the diagnosis and treatment of the multiple injuries involved in 
an elbow dislocation.  Elbow dislocations are not the most 
common type of dislocation, but there are several potential 
complications that could arise compared to other dislocations.
This creates a challenge for the athletic trainer and medical staff 
throughout the treatment process.

Diagnosis

The gross deformity of the elbow was consistent with a dislocation.  Fluoroscope
techniques were used at the arena to be sure there were no major fractures.
The athlete had an x-ray the next day, and further a CT scan, as the radiologist 
was able to see a bony fleck in the elbow, but was not able to determine where 
it had come from.  Results of the CT scan showed a small coronoid fracture from 
the lateral to medial part of the coronoid tip3.  There was no fracture of the radial 
head, which had been a previous concern.  The Physician and an upper body 
specialist determined that his hand was neurovascularly intact and the fracture 
was small enough that surgery would not be required.
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