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ABSTRACT   

The concomitant lateral condyle and olecranon fractures in the same elbow occur very rarely. It is 

essential to do the needful clinical examination and appropriate anteroposterior and lateral 

radiographic views with a high index of suspension so as not to miss either of these fractures which 

otherwise lead to malunion, nonunion, tardy ulnar nerve palsy, and secondary osteoarthritis of 

elbow joint in adult age. We report a six-year-old male child with concomitant lateral condyle and 

olecranon fractures which were correctly diagnosed with a second standard radiograph and 

managed by open reduction and internal fixation with Kirschner wires with reasonable functional 

outcomes after surgical intervention.  
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INTRODUCTION 

Incidence of lateral condyle fracture of distal humerus 

in children is around 17 to 34 % while that for 

olecranon fracture is about 5 to 7% individually.1,2 

Combination of lateral condyle fracture and olecranon 

fracture in same elbow occurs more infrequently.3 

Pediatric lateral condyle fracture are infrequently 

associated with dislocation of elbow, radial head 

fractures and olecranon fractures.4 There are very few 

articles describing the concomitant lateral condyle 

fractures and olecranon fractures in children.4,5,6 

It is justified to report this case report because 

combination of this fracture pattern is not only  

 

 

 

 

uncommon but also is easily missed and if any one of 

these fractures is missed in early standard radiograph, 

functional outcomes will be disastrous. 

This case report aims to mention the concomitant 

lateral condyle and olecranon fractures which is 

otherwise easily missed resulting into the 

unacceptable deformities of elbow joint with 

significant loss of functional outcomes unless close 

clinical examination, standard radiographic views 

were performed with high index of suspension. 

 

CASE REPORT 

A six year male child was brought to our hospital with 

history of pain, swelling and inability to move the 
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right elbow as a result of injury while playing with his 

friends. On examination, elbow was swollen, tender, 

restricted range of motion without open wound around 

elbow region and normal distal neurovascular status. 

There were no features of compartment syndrome on 

close observation of limb and no injuries on other 

parts of body as well. Patient was suggested for X-ray 

of elbow joint antero-posterior (AP) and lateral view. 

Radiographer was not able to perform the AP and 

Lateral views because of uncooperative child even 

though X-ray showed doubtful lateral condyle 

fracture. X-ray was again repeated for standard AP 

and Lateral view which showed the displaced lateral 

condyle fracture and displaced olecranon fracture (Fig 

1). 

Child was posted for surgery after doing all necessary 

investigation and proper anesthetic evaluation.  

Painting and draping was done in supine position of 

patient. At first, incision was given around the 

olecranon and proximal ulna after lifting the elbow 

positioning in 90 degree. Fracture was exposed, 

reduced and fixed with two percutaneous Kirschner 

(K wires) from olecranon to anterior cortex of ulna in 

parallel fashion. After closing the skin, another 

incision was given on lateral side of elbow for lateral 

condyle fracture on supine position. Fracture site was 

exposed after proper soft tissue dissection. Lateral 

condyle fracture was found to be Milch type III which 

was reduced and temporarily hold with pointed small 

bone clamp. After proper reduction, fracture was fixed 

with three K wires in parallel fashion with wide 

separation at fracture site (Fig 2). I am aware that 

lateral condyle fractures are usually fixed by two 

parallel K wires, however I used three instead of two 

K wires to further enhance the fracture construct with 

presence of two unstable fractures simultaneously. 

Skin incision was closed and after proper dressing, 

posterior slab was applied.  

 

First dressing was performed 48 hours after surgery 

and every fifth day until suture was removed in two 

weeks. Standard X-ray of elbow joint AP and Lateral 

views was performed two weeks after surgery to 

reassess the fracture displacement. K wires and 

posterior slab were continued for six weeks (Fig 3 and 

4) when K wires were removed and range of 

movement of elbow joint was started with special 

precaution of not to massage the elbow. Last follow 

up mas made six months after index surgery when 

there was complete union of both lateral condyle and 

olecranon fracture with full flexion, extension, 

supination and pronation movement without any 

complications. Intraoperative picture could not be get 

because we fix the fracture in emergency operation 

theatre and no extra persons were available to get 

photo at that time. We are not also able to get the 

elbow picture at six month period because of technical 

problem. 

 

 
Fig 1: Concomitant displaced lateral condyle and 

olecranon fractures of right elbow joint. 

 

 
Fig 2 Immediate postoperative X-ray of elbow joint 

with K wires in situ.  
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Fig 3: Six week postoperative X-ray showing union of 

both lateral condyle and olecranon fractures. 

 

 
Fig 4: Right elbow joint of six year old child six 

weeks after surgery showing percutaneous K wires. 

 

DISCUSSION 

The concomitant lateral condyle and olecranon 

fractures is very rare injuries either of which is easily 

missed unless proper clinical examination eliciting the 

tenderness in lateral condyle and olecranon and 

standard radiographic AP and lateral views are 

performed with heightened index of suspicion by 

physician.3 If either of fractures is missed by the 

primary physician and not treated in early stage it is 

almost difficult to get the anatomical reduction of 

fractures in late stage leading to elbow subluxation 

and secondary osteoarthritis. 

Regarding the mechanism of injury, there are push-off 

and pull-off mechanisms for lateral condyle fractures.7 

Farooq et al mentioned that probable mechanism of 

injury for lateral condyle fracture is push-off of the 

lateral condyle by radial head during falling on 

outstretched hand creating the valgus force on elbow 

while fracture of olecranon is due to the direct impact 

of olecranon on hard object during injury.5,7,8 Since 

lateral condyle fractures in children are physeal 

injuries, displaced fractures which are either Milch 

type II or III  need anatomical reduction and fixation 

otherwise inadequately treated or untreated fractures 

lead to either nonunion, malunion, carrying angle 

abnormalities, late onset ulnar nerve palsy and 

secondary osteoarthritis of elbow in early adult age.7, 

9.10 In case of olecranon fracture, Graves and Canale 

recommended the surgical treatment when 

displacement of fracture fragments is more than 

5mm.11 

In our case both lateral condyle and olecranon 

fractures were significantly displaced, hence both of 

these fractures were managed by open reduction and 

internal fixation with K wires. In case of lateral 

condyle fracture, K wires were parallel with wide 

separation at fracture site to enhance the fracture 

strength, while olecranon fractures were fixed by two 

K wires engaging the anterior cortex of proximal ulna 

without using the tension band wiring which 

otherwise causes the inhibition of physeal growth of 

proximal ulna. The main issue in our case is difficulty 

in identifying the olecranon fractures with first 

radiograph which was inadequate. Standard AP and 

Lateral views were able to diagnose ulna fracture with 

careful observation in second proper radiograph.  

 

Since both of these fractures involve physis, it is not 

uncommon to miss theses fractures. Therefore proper 

examination especially swelling and tenderness on 

both olecranon and lateral condyle guide us to find the 

fracture at both sites. Standard AP and Lateral 

radiographs are necessary to avoid the missing of 

either fracture, especially internal rotation view of 

elbow joint to properly view the lateral condyle 

fractures. 

 

CONCLUSION 

Concomitant lateral condyle and olecranon fractures 

in children is not only uncommon but also is easily 

missed and if any one of these fractures is missed in 

early standard radiograph, functional outcomes will be 

disastrous. Therefore proper clinical examination, 
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standard radiographic views and high index of 

suspicion were needed to early detect the fractures. 

Acknowledgment: I acknowledged to the patient who 

participated in this case report 
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