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Acute injuries around the elbow 

by Ntambue Kauta & Stephen Roche 

Introduction 
The elbow is a complex hinge joint 
consisting of the radiocapitellar, 
ulnohumeral and proximal radioulnar 
joints. It allows flexion, extension and 
rotation of the forearm relative to the arm. 
 
Injuries around the elbow are commonly 
caused by high energy impact. 

 
The following injuries will be discussed in 
this chapter: 
• Elbow dislocation 
• Distal humeral fractures 
• Radial head fractures 
• Olecranon fractures 

 
The attending physician must follow the 
advanced trauma life support (ATLS) 
management protocol for all these high 
energy injuries, conduct a thorough 

neurovascular and soft tissue assessment, 
and document the findings. 
 

Elbow dislocation 
The elbow joint is stabilised by strong 
static and dynamic anatomic structures 
(joint capsule, ligaments and muscles 
crossing the joint). It takes a high energy 
impact to dislocate the elbow joint. 
The most common dislocation pattern is 
posterolateral; the proximal radius and 
ulnar joint are often not disrupted as both 
bones move out of the joint 
posterolaterally. 
 

Clinical assessment 
 ATLS approach. 

 Neurovascular status assessment. 

 Soft tissue assessment. 

 For grossly deformed joints and in 
situations where radiology facilities 
are not available, every dislocated 
joint should be documented, reduced 
and followed by radiography. 

 

Radiographic assessment 
Helps to decide whether you are dealing 
with a simple or complex dislocation. 

Learning objectives 
1.  Understand neurovascular, soft tissue and range of motion assessment. 

2.  Known X-Ray signs which need referral.  

3.  Prolonged immobilisation will lead to stiffness and needs to be avoided.  
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Simple dislocations have no associated 
fractures. 
 
Complex dislocations are associated with 
certain fractures such as radial head, 
coronoid, capitellum or olecranon 
fracture. 
 
The association of elbow dislocation, 
radial head and coronoid fractures is 
termed the ‘terrible triad’ due to the 
treatment challenges it poses to the 
treating surgeon. 
 

Management 
After an initial clinical and radiographic 
assessment, the dislocation must be 
reduced. 
Use the standard sedation protocol 
available. 
 
Simple dislocations 
For posterolateral dislocation (most 
common), a coupling of traction on the 
forearm, counter traction on the arm 
with downward pressure on the 
olecranon and gentle flexion should 
reduce the elbow. 
 
Reassess and document neurovascular 
status. Obtain control radiographs. 
 
Assess elbow stability by gentle 
extension of the elbow from 90o to 30o 
extension. 
 
If stable throughout this arc, the joint is 
deemed stable. Immobilise in an arm sling 
for two weeks and start range of motion. 

If re-dislocation occurs at 60o, reduce the 
elbow again, flex to 90o, pronate the 
forearm and test stability. If it is stable in 
pronation, then immobilise in pronation 
using commercially available braces or an 
above-elbow back slab. 
 
If re-dislocation occurs between 90o and 
60o, the joint is deemed unstable, reduce it 
again, immobilise in a back slab and refer 
to the orthopaedic surgeon for further 
assessment and surgical consideration. 
 
Complex dislocations 
 Attempt reduction as for simple 

dislocations. 
 Immobilise in a back slab and refer to 

an orthopaedic surgeon. 
 Neurovascular status must be 

carefully assessed and documented. 
 

Distal and intra-articular 
humeral fractures  

 Undisplaced extra-articular fractures 
may still be treated conservatively, 
provided they remain well-aligned 
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(less than 15o of varus/valgus, 
anterior/posterior apex angulation). 

 Displaced intra-articular fractures are 
best treated surgically to allow early 
range of motion and avoid elbow 
stiffness. 

 The initial treatment is to immobilise 
the limb in an above elbow back slab. 

 Undisplaced fractures should be 
treated conservatively for four to 
six weeks and followed by 
physiotherapy. 
 

Radial head fractures 
The management of isolated radial head 
fractures depends on the degree of 
displacement and the number of bony 
fragments. 
 
Undisplaced fractures are treated in an 
arm sling for three weeks, and early range 
of motion is encouraged. 
 
Angulated fractures by more than 30o 
should be reduced by the described 
technique and immobilised in an above-
elbow back slab for three weeks. 
 
Displaced isolated bony fragment from the 
radial head: a haematoma block with local 
anaesthetic is advised to relieve pain and 
examine for a mechanical block to 
pronation and supination. If there is no 
mechanical block, treat as for undisplaced 
fractures; if there is a mechanical block, 
the patient should be referred for surgery.  
 
Displaced and non-reducible fractures 
should be referred for surgery. 
Radial head fractures associated with 
elbow dislocation should be managed as 

per the complex elbow dislocation 
treatment protocol. 
 
Olecranon fractures 
Undisplaced olecranon fractures are 
treated conservatively in an above-elbow 
back slab for four to six weeks. 
 

Displaced olecranon fractures debilitate 
the elbow extension mechanism (the 
triceps tendon pulls on the olecranon to 
extend the elbow). They warrant an open 
reduction and stable fixation to restore the 
extensor mechanism. 
 
Other indications for surgical treatment 
include open fractures, trans-olecranon 
fracture dislocation, multiple ipsilateral or 
contralateral injuries. 
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