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Summary 

Olecranon fractures constitute 10% of traumatic 

fractures in the upper limb however; bilateral traumatic 

olecranon fracture is rare. They follow a fall on a flexed 

elbow or strike on the point of the elbow or in patients 

with other systemic pathology such as Rheumatoid 

arthritis or sarcoidosis. Bilateral fractures with posterior 

radio humeral dislocation are even rarer and offer a 

management dilemma. We report one case of traumatic 

bilateral olecranon fractures with posterior radio-

humeral dislocation without any concomitant systemic 

disease.  After imaging studies, the olecranon fracture 

was classified using Mayo classification and the patient 

was prepared for surgery under general anesthesia. 

Tension band wiring fixation was performed on the left 

oblique olecranon fracture and contoured reconstruction 

 

Introduction 

Trauma to the upper limb is devastating as it affects the 

livelihood of the patient and injuries around the elbow 

are associated with posttraumatic loss of joint range of 

motion. Unilateral olecranon fractures constitute 10% of 

upper limb fractures (1). They follow trauma either as a 

fall from a height on the elbow or motor vehicle 

accident injury as a side swipe. Bilateral fractures of 

olecranon are very rare. They have been seen in patients 

with other systematic pathology such as rheumatoid 

arthritis or sarcoidosis (2, 3). Bilateral traumatic 

olecranon fractures in healthy individual are quite rare. 

This paper highlights this rare injury and the challenges 

in treatment and outcome. 

 

Case Report 

A 30yr old carpenter on outstretched hands fell from a 

height of about 3 meters while repairing a roof. He 

sustained injuries to both elbows, and bruises over the 

trunk; there were no other associated injuries. There 

 

 

 

 

 

 

 

 

plate fixation was performed on the right comminuted 

fracture. The recovery was uneventful and through 

intense physiotherapy the elbow function was quite 

impressive. The patient was able to perform daily living 

activities on his own having achieved Mayo elbow 

score (MES) of 90 on the right and 85 on the left. 
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was no loss of consciousness during and after the fall. 

On examination, he had grossly swollen tender elbows 

with minimal bruising over the posterior surface. 

No bleeding or cuts were seen. 

Brachial and radial pulses were present on both limbs. 

Sensation was normal. The elbows were splinted flexed 

at 90
0 

and intramuscular analgesia administered. A 

radiograph showed bilateral fractures of the olecranon 

with posterior radio-humeral dislocation (Figure 1). 

Informed consent was obtained from the patient for 

open reduction and internal fixation to be performed 

under general anaesthesia. Intraoperatively, prophylaxis 

antibiotic (2grams cefuroxime) was given, tourniquet 

was applied and in supine position; bilateral posterior 

elbow incisions were made to expose the fractures; 

which were then reduced and prefixed with K wires. 

The left olecranon fracture was finally fixed by tension 

band wiring due to its transverse nature while the right 

was reduced and fixed with a contoured reconstruction 

plate and screws because it was comminuted. 
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The dislocations reduced spontaneously after the 

fracture fixation. The annular ligaments were repaired 

using absorbable 2/0 polyglactin suture. Stability intra 

operatively was ascertained by going through a full 

range of motion without any loss of reduction. 

The elbows were then immobilized in back slab at 90
0
 

of flexion after the surgery. The post reduction 

radiographs were satisfactory (Figure 2).  

 
Figure 1: Preoperative radiograph of right elbow (Fracture 

demonstrated by the arrows) 

 

 
 
Figure 2: Postoperative radiograph of the right elbow 

 

After 7 days, active and passive range of motion was 

commenced with the help of a physiotherapist. Oral 

Indomethacin 25mg thrice daily was given for two 

weeks to prevent heterotrophic ossification. The 

patient recovered well and the wounds healed 

uneventfully. Elbow stability was satisfactory, 

achieving range of motion (ROM) of 0-120
0
 on the left 

and 0 -110
0
 on the right with pronation and supination 

of 0 -20
0
 achieved on both elbows. Functional 

outcome was done using Mayo Elbow Score (MES) 

with a score of 90 on the right (excellent) and 85 on 

the left (excellent) (Table 1) .After six months follow 

up, the patient was able to return to normal occupation 

but with mild discomfort on both elbows due to 

hardware friction under the skin. 

 
Table 1: Mayo Elbow Score (MES) 

Function  Definition Points 

Pain  None  45 

Mild  30 

Moderate 15 

Severe 0 

Motion  Arc >100
0 

20 

Arc 50-100
0 

15 

Arc <50
0 

5 

Stability  Stable  10 

Moderate instability  5 

Severe instability  0 

Function  Comb hair  5 

Feed  5 

Hygiene  5 

Wear shirt  5 

Wear shoes 5 

Total score 100; Excellent result >90, Good result 75-89, Fair 60-

74, Poor result <60 
 

Discussion 

Olecranon fractures are commonly unilateral with 

bilateral fractures being quite rare (5). Bilateral 

olecranon fractures with elbow dislocation are rarer. 

They commonly follow a fall on the elbow or a blow 

on the tip of the elbow. A significant number occur in 

patients with concomitant systemic pathology such as 

rheumatoid arthritis; sarcoidosis or osteogenesis 

imperfecta (6, 7, 8,). Citlak et al described two cases 

with bilateral olecranon fractures after a fall, however 

they were not associated with radio humeral 

dislocation. (11)We describe bilateral olecranon and 

posterior radio-humeral dislocation after a fall in an 

adult with no systemic disease, a variant of an earlier 

described injury; the terrible triad which defined as 

fracture coronoid; fracture head of radius and elbow 

dislocation (9, 10). Various classifications are used for 



The ANNALS of AFRICAN SURGERYIwww.annalsofafricansurgery.com Kalande et al. Bilateral Elbow Fracture Dislocation  

 

The ANNALS of AFRICAN SURGERY, July 2018 Volume 15 Issue 2 

79 

 

olecranon fracture but Mayo classification is the most 

commonly used. It is based on stability, displacement 

and comminution of the fracture.  It was applied in our 

case and formed a guide of whether to plate as was 

done on the right or tension band wiring (TBW) as was 

done on the left (4).Our patient had Mayo IIIA on the 

left where the olecranon fracture was are displaced, 

associated joint dislocation and IIIB on the right due to 

the concomitant comminution (13).There are few cases 

of bilateral Mayo IIB managed both by TBW (4, 11). 

With timely intervention the patient gained well near 

normal elbow function. Mayo elbow score is a 

valuable monitoring tool for improvement of function 

following elbow surgery. Amit Patel and Vullasetal (6) 

had two cases which had fracture and dislocation and 

the results were similar as in our case. The treatment 

technique followed in our case was as that for 

unilateral fracture using Mayo classification (8).  John 

D; Miller and Ford (5, 9) described plates for 

comminuted fractures and TBW for linear fractures. 

Hak and Colliday (4) did describe the treatment option 

for fixing different types of olecranon fractures. 

Bilaterality influenced few aspects of the management 

except the duration of surgery and type of anesthesia; 

brachial plexus block in bilateral fractures is 

associated with lignocaine toxicity and was not used in 

our case (10). This would impact on patients with co-

morbid conditions that preclude use of general 

anesthesia (9). In our case rehabilitation was a more 

arduous task for the patient who was however able to 

achieve good early range of motion with the help of 

physiotherapist, we achieved; Mayo Elbow Score 

(MES) of 90 on the right and 85 on the left. 

Indomethacin was given to prevent heterotrophic 

ossification as advocated by others (12 13, 14).  

Douglas and Cannada had shown in their study that 

indomethacin did prevent extra- osseous ossification 

our case had similar outcome and we recommend in 

such cases (13). Elbow instability following such 

complex fracture dislocation with associated ligament 

tear require ligament repair for good function. On 

follow up at 6 months both elbows were stable. We 

recommend its repair at reduction to achieve good and 

stable elbow function. 

 

Conclusion 

Management of bilateral olecranon fracture is feasible 

in one single operation. The fixation, approach and 

hardware used is still guided by the pattern of the 

fractures and the quality of bone.Active and passive 

physiotherapy, together with indomethacin are 

initiated early to avoid debilitating elbow stiffness that 

would incapacitate the victim. 
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