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Clinical Assessment 

 The clinical evaluation should include careful 
assessment of the ipsilateral shoulder and 
wrist, and a detailed neurovascular 
examination (The prevalence of preoperative 
ulnar nerve symptoms in patients with a type-
C fracture of the distal part of the humerus 
has been reported to be 24.8%) 



Radiography 

 Anteroposterior and lateral radiographs of the 
distal part of the humerus  and computed 
tomography (CT) scanning with three-
dimensional reconstructions In the setting of 
articular comminution should be obtained. 



• The principles of treatment include anatomic 
articular reduction and rigid fixation with two 
strong plates (highly rigid and 3.5 mm at a 
minimum). 

 
• the risk of a poor outcome with the use of Kirschner wires or screws was 

almost three times higher than the risk with plate fixation.  



90 or 180 degrees ?? 

 

Biomechanical study have demonstrated that parallel plate configurations 

with the plates at 180 to each other are biomechanically superior to 

perpendicular plates 



Nonoperative Treatment 

 Nonoperative management is reserved                           
for completely undisplaced fractures, patients 
who are unable to tolerate anesthesia, and those 
with advanced dementia. 

 

 This typically involves immobilization of the elbow in 60 of flexion for two to 

three weeks, followed by gentle range-of-motion exercises.  



Bag of bone 

• Patients were treated in an above-elbow plaster 

splint, but had this changed to a simple sling 

within 14 days of injury. Patients were not 

referred for physiotherapy, but were encouraged 

to use and move the elbow as discomfort 
allowed.  

• 95% reported a functional range of elbow flexion (4 
months of follow-up). The cumulative rate of fracture 
union at one year was 53%  

 



Why not ?? 

 



 DHH is most typically used for intraarticular 
fractures of the distal humerus in older 
patients. DHH offers preservation of bone 
stock without the postoperative restrictions 
required by TEA  



TEA or ORIF ?? 

• TEA and ORIF lead to comparable functional results, but major 
complications are more common after ORIF. Despite this, ORIF 
remains the gold standard for younger and older patients 
because of the lifelong loading limitation after TEA, unknown 
implant survival and problematic revision surgery.  



olecranon 

 



 

• No patient underwent additional elbow 
surgery, for a symptomatic nonunion or for 
any other cause, within the first year following 
injury  

• Only three patients had minimal loss of power  



Radial head 

• Type I – Partial head fractures without displacement 

• Type II – Partial head fractures with displacement 

• Type III – Comminuted fractures involving the whole head 

• Type IV – Radial head fracture associated with an elbow 
dislocation (Added by Johnston) 

 

     Broberg and Morrey modification is inclusion of radial neck 
fractures and definition of displaced fractures as fracture 
displacement >2mm and fragment size >30% of the articular 
surface. 



Radial head 
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Radial head 
 the high complication rate occurring after radial head replacement in 

comparison with radial head resection, as well as good functional results 
obtained with this last technique, leads us  

 to recommend it for comminuted radial head fractures without 

associated instability.  



Coronoid Fractures 

 

O'Driscoll classification Regan and Morrey classification  



 



nonoperative treatment 

• anteromedial facet fractures can be 
considered if subluxation is excluded and the 
fracture is small and minimally displaced 

• Type I (Regan and Morrey) – avulsion of the 
tip of the coronoid process, which does not 
require internal fixation 



terrible triad injury 

 Elbow dislocation 
associated with both 
radial head and 
coronoid fractures 



 



nonoperative treatment 

 Terrible triad injuries with type I and II 
coronoid process fractures can be effectively 
treated without fixation of coronoid fractures 
when repair or replacement of the radial head 
fracture and reconstruction of the LUCL 
complex sufficiently restores intraoperative 
stability of the elbow through  a functional 
range of motion.  



ORIF or replacement 

 radial head arthroplasty afforded the ability to obtain 
elbow stability with comparable overall outcomes 
when compared to ORIF. As these injuries commonly 
occur in younger patients, longer-term studies will be 
required to ascertain whether the apparent benefits 
of radial head arthroplasty are offset by late 
complications of arthroplasty, such as loosening.  



Nonoperatively ? 

 In selected patients, nonoperative treatment of 

terrible triad injuries is an option that can provide 

good function and restore stable elbow ROM. 

However, nonoperative management requires 
close clinical and radiographic followup to 

monitor for any delayed elbow subluxation or 
fracture displacement.  



• a concentric joint reduction,  

• a radial head fracture that did not cause a 
mechanical block to rotation,  

• a smaller coronoid fracture (Regan-Morrey Type 
1 or 2) 

• a stable arc of motion to a minimum of 30 of 
extension to allow active motion within the first 
10 days.  

Nonoperatively ? 



 

 

 

 

 

 

Thank you for the attention 
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