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Comminuted Fractures of the Proximal Ulna

• Surgical Strategy

• Implant Choice
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A,B: Grade 1 open lesion from a dorsal cortex spike that required a 
modified approach to avoid the damaged skin
C: Pressure wound from a splint that

Incorporate open wound with incision or ignore?
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Proximal Ulna fractures

• Come in various combinations

• Typical Olecranon fracture +/- comminution at articulation

• Associated with a fracture dislocation

• Principles- Use the least amount of hardware that will 
stabilize the fx to minimize the encroachment on the 
olecranon fossae and triceps mechanism
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Implant?

• Tension band wiring or what I prefer tension band cabling 
for any olecranon fracture, ( defined as being proximal to 
the coronoid process)

• Single dorsal periarticular plate, with locking capability, for 
any fracture distal to coronoid including shaft

• Double plating with standard locking plates, posterior and 
medial
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How often does the literature indicate hardware 
removal is necessary following proximal ulnar 

fracture fixation?
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POLL 
OPEN

1 10 %
0%

2 25%
0%

3 50%
0%

4 85%
0%
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Case: 59 y/o F, Closed Monteggia fx dislocation
Grossly unstable, neuro intact

Question‐
Ulnar fracture fixation
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POLL 
OPEN

1 Tension band wires/ cables
0%

2 Dorsal Periarticular plating
0%

3 Double plating
0%

4 IM nail
0%
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Single Ulnar Olecranon Locking Plate inadequate to support 
medial comminution, not enough proximal  screw fixation 
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2 month FU: ROM approx. 40‐115°
P 65° / S 25°

Posterior plate itself prominent and blocking ext

Question‐
Approach to place posterior Prox Ulnar Plate
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POLL 
OPEN

1 Posteromedial with in situ ulnar nerve release
0%

2 Posterolateral
0%

3 Straight midline
0%

4 Any of the above with a triceps split to allow for 
better plate bone contact

0%
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4 month FU: Fx’s healed, elbow stable
DASH = 15.8
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4 month FU: Extension to ‐5°
Flexion 130°

Rotation is always the issue, RH prosthesis is not 
a perfect match

Case: 44yo RHD male iron worker fell off ladder

Left olecranon and radial head fractures
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Implant Selection?
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POLL 
OPEN

1 Tension band
0%

2 Olecranon locking plate
0%

3 Standard compression plate
0%

4 Double plating
0%

Olecranon Fx Radial Head Fx Coronoid FxOlecranon Fx

Does CT change your mind?

Question – Does information in scan change 
your implant?
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POLL 
OPEN

1 Yes
0%

2 No
0%
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Intraoperative

Postoperative 

4 Month Follow‐up



11/28/2017

8

11 Month Clinical Follow‐up

No Pain

• Elbow ROM: -5°to 130°

• Supination: 60°

• Pronation: 80°

Case: 70 y/o RHD F 

• Retired admin assistant sustained ground-level fall 
onto non-dominant elbow

• Active in community, avid pianist, desired full 
restoration of motion

Displaced Olecranon comminuted
Rx?
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Treatment?

25

POLL 
OPEN

1 1. Olecranon Plate
0%

2 2. Tension band
0%

3 3. Double plating
0%

4 4. IM Nail
0%

Surgery

ORIF with iso-elastic tension band and 2 parallel K-wires

Post‐op Radiographs
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@ 3 Months
Healed and No Proximal migration of K wires

Make sure to have them under triceps 

1 Year Post‐Op

Physical Exam

• Flexion arc (degrees)

– Injured/Noninjured 120/135 = 89%

• Forearm arc (degrees)

– Injured/Noninjured 180/175 = 102%

• Grip strength (kg)

– Injured/Noninjured 24/34 = 71%

1 Year Post‐op

Functional Assessment

• Broberg & Morrey 82/100 = “good”

• DASH = 3.6 (range nl population 0-251)

• VAS Pain 0/10 

• VAS Satisfaction 9.5/10

• Functioning at pre-injury level 

– Playing piano regularly

– Working in garden
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1 Year Post‐op

91 y/o F with osteoporosis and olecranon fx

33

1. Yes

2. No

Question: Is this fracture stable post ORIF?
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Pearl: Add tension band
• Avoid the proximal ulnar fragment escape
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Salvage with tension band
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Case: 63 y/o M, slip and fall 
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Question: Implants?
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POLL 
OPEN

1 1. Tension band
0%

2 2. Olecranon plate
0%

3 3. Double plate
0%

38

Immediate post‐op
Coronoid fx not addressed

Question: Is this fixation adequate?
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POLL 
OPEN

1 Yes
0%

2 No
0%
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6 months post‐op 

41

6 months post‐op: only pain from proximal K 
wire 

42

6 months post‐op
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Case: Comminuted fracture involving the coronoid 
process

HWR selection?
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POLL 
OPEN

1 Tension band
0%

2 Olecranon plate
0%

3 Double plate
0%

4 IM Nail
0%

Dorsal plate necessary in 
order to fix the coronoid 
process
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Case: Comminuted olecranon/ shaft fracture

Another option: wrap 
around long lateral plate

51 y/o Monteggia fx
dislocation 
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WHY ?

Post Op persistent subluxation

Options?

50

POLL 
OPEN

1 Repair MCL
0%

2 Revise proximal ulnar fracture
0%

3 Radial head implant
0%

4 4.  Both  2 and 3
0%

R.O.M.: @ final F/U

• Extension/flexion 10˚-120˚ 

• Pronation / supination 45˚/ 70˚

Restore ulnar length with BG
Double plating and RH implant
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Don’t throw away proximal bone

• Comminuted proximal 
ulnar fragments 
discarded and ulnar 
curvature mismatched 
with distal humerus

• No lateral column 
support with 
concomitant MCL 
injury

55 y/o F closed olecranon fx: Rx Tension band
No forearm supination‐ ? RU synostosis

Question: No forearm rotation, Options?

POLL 
OPEN

1 Revise tension band
0%

2 Excise radio-ulnar synostosis
0%

3 Manipulation under anesthesia
0%

4 Continue PT
0%
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55

Culprit: protruding K‐wires into proximal 
radius

1. Critical point is to identify the fracture components

2. Proximal to coronoid with minimal comminution use

tension band

3. Distal to coronoid then plating preferred

4. May need more than 1 plate

5. Make sure the plate or wires are placed subtriceps to 
minimize posterior impingement

6. Don’t throw away any intermediate fragments of olecranon 
or humeral ulnar joint will not be congruent

Conclusions
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Thank You

58


