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The impact of varus angulation on proximal
fractures of the ulna
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Abstract

Background: We studied anteromedial varus angulation (VA) in the proximal third of the ulna. The importance of
restoration of the anatomical orientation of the ulnar after a proximal fracture is unclear. The purpose of this study
was to evaluate the impact of minimal proximal ulna malunion on elbow function after a proximal ulna fracture.

Methods: We reviewed the follow-up of 60 patients who had undergone open reduction with internal fixation
(ORIF) of a proximal fracture of the ulna. Patients were divided into two groups, defined as either more or less than
5° of the difference between the VA of the fractured and contralateral ulna. The range of motion(ROM)of elbow
flexion, extension and forearm rotation on both sides, Mayo Elbow Performance Score (MEPS) and Visual Analogue
Scale (VAS) were measured.

Results: The average postoperative time was 3.1 years (1–5 years). Mean VA of the fractured arm was different from
the normal side (7.8 ± 3.0 vs 12.7 ± 3.0). Compared to the unfractured arm there was a loss in mean elbow flexion
(14.2 ± 4.9 vs 18.0 ± 5.9), extension ROM (7.1 ± 2.5 vs 9.3 ± 1.9, p < 0.05) and forearm rotation ROM (15.6 ± 8.6 vs 21.8 ± 9.5)
that were statistically significant (p < 0.05). There were no statistically significant differences in the MEPS and VAS score
results between the two groups (p > 0.05).

Conclusions: The function of the elbow and forearm was restricted after VA malunion in the proximal ulna, but
the quality of life of these patients had not been significantly affected. We suggest that orthopedic surgeons
should assess whether the specialized structures of the proximal ulna are damaged or not before surgery. If the
anatomy of the fractured bone cannot be restored through manipulation of the connected end directly, it is
better to image the anatomical structure of the healthy side from using an elbow X-ray before surgery, and then
reset using a pre-shaped plate to prevent malunion.
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Background
Fracture of the proximal ulnar is quite common because
the elbow does not have much protection from muscle
and soft tissue. If the fracture is displaced, it can be fixed
using dorsal plates, tension band wiring or intramedullary
screws [1–4]. For comminuted fractures, it is difficult to
restore the original anatomy through splicing the fracture,
so the shape of the plate largely determines the shape of
the ulna after reduction. Plates for the proximal ulna are
usually “anatomically pre-shaped”, but the individual anat-
omy of the proximal ulna can vary considerably, and so it
is difficult to achieve a true anatomical reduction in every

case. It is important to understand the anatomical struc-
ture of the proximal ulna and its relationship with the
elbow joint after injury. Proximal ulnar morphology can
influence the ROM of the elbow [5] and also fracture
fixation [6, 7]. Elbow function and ROM are greater after
restoration of the original anatomy of the elbow. The
unique bone structures in the proximal ulna present spe-
cial difficulties in the reduction of an elbow joint, fracture
fixation and arthroplasty. In the existing literature, the
anatomy of the adult and adolescent ulna have been de-
fined [8–13], however, there are few reports regarding the
motion of the elbow and quality of life of the patient when
these particular bone structures have been disrupted or
deformed.* Correspondence: 675331207@qq.com
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The purpose of this retrospective study is to compare
the recovery of forearm function following surgery by
measuring postoperative ROM, function, pain and reop-
eration rates. Thus, by increasing the importance of VA
to the surgeon, it may be considered more carefully fol-
lowing proximal ulnar fracture and so avoid malunion.

Methods
Patient selection
After approval by the Second Affiliated Hospital of
Wenzhou Medical University, we identified all patients
that were over 18 years of age that had unstable proximal
ulnar fractures and had undergone fracture reduction with
internal fixation between 2012 and 2016. The exclusion cri-
teria were nonoperative treatment of fractures or disloca-
tions associated with other parts (such as ulna and radius
fractures, dislocation of the capitulum radii, etc.). Eighty
patients were initially enrolled, seven of whom were unable
to be contacted and 13 patients who refused to participate
in the follow-up for personal reasons. Therefore, the 60
remaining patients that were contacted agreed to partici-
pate in the study. The study cohort consisted of 32 males
and 28 females with a mean and standard deviation age of
46.6 and 12.7 years, respectively. For volunteers who
received an invitation and gave informed consent, their
personal data such as age, body mass index (BMI), if
ulnar fracture occurred in dominant side(OIDS), smoking
and drinking history and secondary surgery were collected.

Study design
All volunteers were individually examined. Firstly, we
undertook an X-ray measurement of the anteroposterior
position of the bilateral elbow joint. All X-rays were
stored using Picture Archiving and Communication
System (PACS). Two trauma orthopedic surgeons in-
dependently measured each radiograph to determine
interobserver reliability. All radiographs were randomly
arranged to reduce observer recall bias. All patients
underwent bilateral VA measurements because studies
have shown that there is no significant difference in bi-
lateral VA in the same individual [14]. The difference in
VA before and after fracture could be inferred by com-
paring the difference in VA between the two sides, so
as to determine whether the fractured forearm exhib-
ited deformity or not. At the same time, we measured
the ROM of elbow flexion and extension and forearm
rotation on both sides, to compare the effect of postop-
erative VA healing on forearm function. These mea-
surements were performed by the same person so as to
reduce measurement error. All volunteers were invited
to complete the MEPS [15] and VAS questionnaires
[16]. MEPS is widely used in the evaluation of elbow
fractures. The total score is 100 points, including 45
points of pain, 20 points of exercise function, 10 points

of stability and 25 points of daily activities. These as-
sessments were collated and analyzed to determine the
effect of malunion on the limb of the patient. Patients
were separated into two groups according to whether
they exhibited VA malreduction or not, defined as more
than a 5° difference between the ulna of the fractured
and contralateral side.

Statistical analysis
SPSS 22.0 (IBM Corporation, Armonk, NY, USA) was used
for statistical analysis. In addition to descriptive statistics,
unpaired student’s t-test and Fisher’s exact test were used
to compare the demographic characteristics of both groups.
The loss of ROM of elbow flexion, extension and forearm
rotation, and MEPS and VAS score results were compared
using a student’s t test. Patients were included in a Pearson
correlation analysis. P values of 0.05 or less were considered
significant.
Interobserver and intraobserver reliability were quantified

using the intraclass correlation coefficient (ICC). Reliability
was scored based on the criteria defined by Altman (Very
good: 0.81 to 1.00; Good: 0.61 to 0.80; Moderate: 0.41 to 0.
60; Fair: 0.21 to 0.40; and Poor: ≤0.20).

Results
Baseline characteristics for the patients
Baseline characteristics for the patients are shown in
Table 1. A total of 60 volunteers participated in the
study, of which 32 were males and 28 females, with a
mean age of 46.6 ± 12.7. Of these, 46 patients had a
dominant right hand and 14 were left hand dominant.
Patients had undergone their first ORIF on average 3.
1 years previously. All patients had been fixed with an
ulna plate. Fifty one patients had undergone surgery a
second time, all of whom had had the internal fixation
surgically removed. No postoperative infection occurred
and debridement was performed on 2 occasions.

Table 1 Demographics

Total cohort Group VA
restored

Group VA
not restored

Age (year) 46.6 ± 12.7 47.1 ± 12.6 45.8 ± 12.9

BMI 22.8 ± 3.7 22.6 ± 3.7 23.2 ± 3.7

Male 32 22 10

Female 28 18 10

Smoking 20 9 11

Alcohol consumption 29 12 17

OIDS 41 22 19

NOIDS 19 11 8

secondary surgery 51 33 18

BMI body mass index, OIDS Ulnar fracture occurred in dominant side, NOIDS
Ulnar fracture not occurred in dominant side
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The difference in bilateral VAs
The difference in bilateral VAs can be seen in Fig. 1,
where the healthy proximal ulna VA of the volunteers
was 12.7 ± 3.0° as measured from X-rays, while the mean
contralateral VA was 7.8 ± 3.0°, a statistically significant
difference (p < 0.05). This indicates that the difference in
preoperative and postoperative VA in volunteers was sta-
tistically significant. As we can see from Table 2, inter-
observer reliability was “very good” for VA.

Comparison of function of elbow joint
Data in Table 3 indicates that injury resulted in loss of
maximal flexion (14.2 ± 4.9° vs 18.0 ± 5.9°), maximal ex-
tension (7.1 ± 2.5° vs 9.3 ± 1.9°) and total elbow flexion
and extension (21.3 ± 6.4° vs 27.3 ± 6.0°). All three measure-
ments were statistically significant (p < 0.05). Rotational
ROM in the repaired compared to uninjured forearm was
15.6 ± 8.6° vs 21.8 ± 9.5°, also a statistically significant differ-
ence (p < 0.05).

Correlation between deformity degree and outcomes of
the elbow joint
As we can see from Table 4, there was no statistically
significant difference in MEPS and pain scale. Loss of
elbow flexion, extension and forearm rotation exhibited
a strong positive correlation with VA.

Discussion
Displaced comminuted fractures involving the proximal
third of the ulna are mainly treated using a dorsal plate.
When the anatomical contour of the dorsal plate is con-
sidered, individual differences in the proximal ulna must

be taken into account. Its anatomy, especially the posterior
margin, has clinical significance in this surgical procedure.
However, the ulna is generally considered straight rather
than curved, even when analyzed using three-dimensional
geometry [14, 17].
The many specialized structures and curves in the prox-

imal ulna describe VA in many studies [8, 10, 12–14, 18].
Grechenig et al. [10] defined VA as the "anterior medial
angle of one third of the proximal ulna". They mea-
sured the anatomical structure of the ulna so as to as-
sess the effect of the plate on fixation of the proximal
ulnar fracture, in which mean VA was 17.5° (11–23°).
Windisch et al. [12] measured the elbow joints of 74
cadavers, finding a mean VA of 17.7° (11–28°). Totlis et
al. [14] measured 200 ulna, Puchwein et al. [18] studied
40 and Beser et al. [8] measured 50 ulna, finding a
mean VA of 8.48° (2.1–15.7°), 14.3 ± 3.6° and 9.3 ± 2.2°
(4.0–15.0°), respectively. There are two reasons for the
large differences in the reported measurements. Firstly,
different researchers chose different reference points:
Beser et al. [8] and Totlis et al. chose the intermediate
bone shaft (ulnar midshaft axis), while three other studies
chose the posterior margin of the ulna. Secondly, variabil-
ity in VA was quite large, VA of different sexes in the same
study were also statistically different [14].
Because there is a great difference in VA within the

population, restoration of proximal ulna fractures requires
attention to individual differences, in order to correctly
design the internal fixation plate. Since the lateral angle of
the VA varies considerably, it may not be possible to
achieve a true anatomical reduction if the fracture is ad-
justed to fit the shape of an "anatomically prefabricated

Fig. 1 Comparison of VA measurements on both sides of the same patient
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plate". If it eventually leads to malunion, it may affect the
function of the forearm. Therefore, understanding the
effect of non-anatomical reduction of VA on the function
of the affected limb requires further confirmation.
In our study, we could not measure the posterior border

of the ulna because of the use of X-ray film instead of dis-
secting cadaveric bone, so the ulna midshaft axis was mea-
sured instead. The subjective basis for these measurements
is large, that is, they require the examiner to subjectively
create 2 straight lines in 2 different bony segments. The
reliability between observers was very high in our study.
The VA decreased by more than 5 degrees in 38 patients.
We measured elbow flexion, stretching, total ROM and
forearm rotation ROM reduction in these patients, and
demonstrated that restoration of VA anatomy is critical for
the recovery of ROM in the forearm. The anatomical plates
were not in accordance with the specific structure of the
proximal ulna, because of individual differences. Therefore,
we suggest that X-rays of the two proximal ulna should be
performed at the same time after ORIF of the fracture. Pre-
shaped anatomical plates of the proximal ulna matching
the VA on the healthy side, especially for comminuted frac-
tures which cannot be reset by fracture block splicing, are
particularly important, as preoperative preparation often
determines the quality of life of the patients after surgery.
However, there was no statistical difference between

the MEPS of the two groups so that while it can be seen
that the ROM of the forearm was limited, it presented
no obvious obstacle to everyday activities. The level of
pain between the two groups was not statistically signifi-
cant, as a long time had elapsed since the surgery. Most
patients had had the internal fixation removed and their
scar had stabilized. Loss of elbow flexion, extension and
forearm rotation had a strong positive correlation with
VA, meaning that as the deformity angle of the VA in-
creased the ROM of the elbow and forearm decreased.

Thus, we recommend that orthopedic surgeons consider
the series of specialized anatomical structures of the
proximal region of the ulna at the time of surgery to
prevent malunion of the fracture, thereby affecting func-
tion of the patient’s forearm.
However, our research has some limitations. First of all,

measurement of VA and answering the questionnaire is
subjective, which may impact the results of the study. Sec-
ondly, the sample size of our study was not large enough
to reach firm conclusions. Finally, the retrospective nature
of the present study makes it impossible to evaluate the
impact of soft tissue damage, rehabilitation programs or
immobilization time on the final outcome of function.

Conclusions
Elbow and forearm function can become limited following
malunion in a proximal fracture of the ulna, but quality of
life of the patients was not significantly affected. In view
of this result, we suggest that orthopedic surgeons assess
if the specialized structures of proximal ulna have been
damaged prior to surgery. If the anatomy of the fractured
bone cannot be directly restored, it is better to measure
the anatomical structures of the healthy side using X-rays
before the operation, then reset using a pre-shaped plate
to prevent malunion.
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Table 2 ICCs for Interobserver and Intraobserver Reliability

Variables Interobserver Intraobserver

VA (deg.) 0.82 0.87

ICC Intraclass correlation coefficient, VA Varus angulation

Table 3 Outcomes of the elbow joint

Group VA
restored

Group VA
not restored

P value

Loss of flexion 14.2 ± 4.9 18.0 ± 5.9 0.011

Loss of extension 7.1 ± 2.5 9.3 ± 1.9 0.001

Loss of total elbow ROM 21.3 ± 6.4 27.3 ± 6.0 0.001

Loss of forearm rotational ROM 15.6 ± 8.6 21.8 ± 9.5 0.012

MEPS 91.7 ± 4.6 91.4 ± 4.3 0.836

VAS 0.5 ± 0.9 0.6 ± 0.8 0.710

VA Varus angulation, ROM Range of motion, MEPS Mayo Elbow Performance
Score, VAS Visual Analogue Scale

Table 4 Correlation between deformity degree and outcomes
of the elbow joint

Loss of
flexion

Loss of
extension

Loss of
total elbow
ROM

Loss of
forearm
rotational
ROM

MEPS VAS

Deformity
degree (deg.)

0.456 0.529 0.565 0.432 −0.014 0.093

ROM Range of motion, MEPS Mayo Elbow Performance Score, VAS Visual
Analogue Scale

Shi et al. BMC Musculoskeletal Disorders  (2018) 19:103 Page 4 of 5



Ethics approval and consent to participate
The study was approved by the Ethical Board Review of the Second
Affiliated Hospital of Wenzhou Medical University (Wenzhou, Zhejiang,
China),the participant consent was written, the reference number was
2,356,543 and was performed in accordance with the ethical standards of
the Declaration of Helsinki of 1964.

Consent for publication
Not applicable

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Received: 22 November 2017 Accepted: 20 March 2018

References
1. Chalidis BE, Sachinis NC, Samoladas EP, Dimitriou CG, Pournaras JD. Ist

ension band wiring technique the "gold standard" for the treatment of
olecranon fractures? A long term functional outcome study. J Orthop Surg
Res. 2008 Feb 22;3:9.

2. Hak DJ, Golladay GJ. Olecranon fractures: treatment options. J Am Acad
Orthop Surg. 2000 Jul-Aug;8(4):266–75.

3. Newman SD, Mauffrey C, Krikler S. Olecranon fractures. Injury. 2009 Jun;
40(6):575–81.

4. Sahajpal D, Wright TW. Proximal ulna fractures. J Hand Surg Am.
2009 Feb;34(2):357–62.

5. Rouleau DM, Faber KJ, Athwal GS. The proximal ulna dorsal angulation: a
radiographic study. J Shoulder Elb Surg. 2010 Jan;19(1):26–30.

6. Anderson ML, Larson AN, Merten SM, Steinmann SP. Congruent elbow plate
fixation of olecranon fractures. J Orthop Trauma. 2007 Jul;21(6):386–93.

7. Wang AA, Mara M, Hutchinson DT. The proximal ulna: an anatomic study
with relevance to olecranon osteotomy and fracture fixation. J Shoulder Elb
Surg. 2003 May-Jun;12(3):293–6.

8. Beser CG, Demiryurek D, Ozsoy H, Ercakmak B, Hayran M, Kizilay O, Ozsoy A.
Surg Radiol Anat. 2014 Dec;36(10):1023–31.

9. Chapleau J, Balg F, Harvey EJ, Menard J, Vauclair F, Laflamme GY, Hebert-Davies J,
Rouleau DM. Impact of olecranon fracture malunion: study on the importance of
PUDA (proximal ulna dorsal angulation). Injury. 2016 Nov;47(11):2520–4.

10. Grechenig W, Clement H, Pichler W, Tesch NP, Windisch G. The influence of
lateral and anterior angulation of the proximal ulna on the treatment of a
Monteggia fracture: an anatomical cadaver study. J Bone Joint Surg Br.
2007 Jun;89(6):836–8.

11. Windisch G, Clement H, Grechenig W, Tesch NP, Pichler W. A
morphometrical study of the medullary cavity of the ulna referred to
intramedullary nailing. Surg Radiol Anat. 2007 Feb;29(1):47–53.

12. Windisch G, Clement H, Grechenig W, Tesch NP, Pichler W. The anatomy of
the proximal ulna. J Shoulder Elb Surg. 2007 Sep-Oct;16(5):661–6.

13. Yong WJ, Tan J, Adikrishna A, Lee HJ, Jung JW, Cho DW, Jeon IH.
Morphometric analysis of the proximal ulna using three-dimensional
computed tomography and computer-aided design: varus, dorsal, and
torsion angulation. Surg Radiol Anat. 2014 Oct;36(8):763–8.

14. Totlis T, Anastasopoulos N, Apostolidis S, Paraskevas G, Terzidis I, Natsis K.
Proximal ulna morphometry: which are the "true" anatomical preshaped
olecranon plates? Surg Radiol Anat. 2014;36(10):1015–22.

15. David R, Jupiter Jesse B, Jeffrey Z. Posterior dislocation of the elbow with fractures
of the radial head and coronoid. J Bone Joint Surg Am. 2002;84-A(4):547–51.

16. Solarino G, Vicenti G, Abate A, Carrozzo M, Picca G, Moretti B. Mason type II
and III radial head fracture in patients older than 65: is there still a place for
radial head resection? Aging Clin Exp Res. 2015 Oct;27(Suppl 1):S77–83.

17. Brownhill JR, Mozzon JB, Ferreira LM, Johnson JA, King GJ. Morphologic
analysis of the proximal ulna with special interest in elbow implant sizing
and alignment. J Shoulder Elb Surg. 2009 Jan-Feb;18(1):27–32.

18. Puchwein P, Schildhauer TA, Schöffmann S, Heidari N, Windisch G, Pichler
W. Three-dimensional morphometry of the proximal ulna: a comparison to
currently used anatomically preshaped ulna plates. J Shoulder Elb Surg.
2012;21:1018–23.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Shi et al. BMC Musculoskeletal Disorders  (2018) 19:103 Page 5 of 5


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Patient selection
	Study design
	Statistical analysis

	Results
	Baseline characteristics for the patients
	The difference in bilateral VAs
	Comparison of function of elbow joint
	Correlation between deformity degree and outcomes of the elbow joint

	Discussion
	Conclusions
	Abbreviations
	Funding
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	References

