Case Report

Median Nerve Palsy after Operative Treatment
of Olecranon Fracture
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Olecranon fracture is not an uncommon fracture in clinical practice. Simple olecranon fracture
usually heals quite well without any types of iatrogenic complications. Despite close proximity of the fracture
to the nerve, median nerve palsy after operative treatment of olecranon fracture is a rare complication. To the
authoes’ knowledge, this complication has not been previously reported in the Thai or English literature. The
authors present a patient who had median nerve palsy after tension-band wiring for olecranon fixation.
Intraoperative finding revealed that the median nerve was injured by the tip of K-wire. While this complication
iS uncommon on a per-person basis, it may results in serious complication, such as nerve palsy or limb
ischemia. Orthopedic surgeons must remain vigilant with regard to any type of internal fixation in the upper

extremity because the risk of neurovascular injury is high.
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Median nerve palsy after operative treatment
of olecranon fracture is a rare complication. To the
authors’ knowledge, this complication has not been
reported in the Thai or English literature. In the present
day, increasing malpractice premium continue to endan-
ger the practice of orthopedic surgeons to practice
medicine in Thailand. However, there is little informa-
tion that can accurately assist surgeons in minimizing
the risk of a malpractice claim. The authors present a
case of a patient who suffered from median nerve palsy
after operative treatment of olecranon fracture. The
patient was informed that data concerning his case
would be submitted for publication.

Case Report

A twenty-one-year-old man sustained a left
olecranon fracture from the knife of the opponents dur-
ing a quarrel. He was admitted to the nearest hospital
with open olecranon fracture. Open reduction and
internal fixation with tension-band wiring was performed
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eight hours after the injury. Long arm cast was used
postoperatively for one month. Two weeks after the
operation, the patient came to the hospital and com-
plained about the numbness of his left hand. One month
after the operation, the long arm cast was taken off and
active-assisted range-of-motion exercises were started.
The patient still complained about numbness of the
hand and weakness of hand grip. The doctor told
him that there was one nerve palsy and suggested
observation.

The patient came to our orthopedic clinic one
year after the injury. Physical examination demonstrated
no tenderness to palpation of the olecranon. Neuro-
logical evaluation revealed the decreased sensation
to pinprick along the radial side of the left hand. The
patient had atrophy of the thena muscle and could not
perform the opposition as Fig. 1. Tinel sign was posi-
tive at the volar site of the proximal forearm. Peripheral
pulse was presented.

Plain radiographs of the right elbow revealed
a healed fracture of olecranon and protrusion of Kirchner
wire (K-wire) through the volar cortex of ulna as in
Fig. 2. Electrodiagnosis revealed the median nerve palsy
atl the elbow level.
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The patient underwent exploration of the
median nerve before removal of the K-wire was done.
Intraoperative finding demonstrated K-wire protrusion
through the median nerve as in Fig. 3. There was fibro-
sis around the median nerve and ulnar artery. Median
nerve was gently elevated from the tip of the K-wire
and protected between removal of the K-wire. External
fibrolysis was done for median nerve and ulnar artery
to free them from the surrounding fibrosis. Six months
after the surgery,the patient had gained some grip
strength. There was progression of the Tinel sign to
the mid-forearm.

Discussion

Displaced fracture of olecranon is still the
indication for operative fixation. Tension-band wiring
is usually the best internal fixation construct to use in
these fractures®. Traditionally, K-wire has been used
in the tension-band construct except for some large
olecranon fragments, a long screw can be used in place
of the K-wire.

Complications of operative treatment of ole-
cranon are not uncommon@#4, Symptomatic hardware
has been reported in up to 80% of patients and may
require removal after the fracture is solidly healed®.
However, the neurological complications from this
injury are rare. Ulnar nerve symptoms have been
reported in 10% of patients®. To the authors’ know-
ledge, median nerve palsy from the operative treatment
of olecranon has not been reported.

The olecranon process is a large curved emi-
nence comprising the proximal and posterior portion
of the ulna. There are median, ulnar and radial nerves
surrounding the olecranon. Because of the close proxi-
mity of ulnar nerve to the medial cortex of olecranon, it
has the highest incidence of neurological complica-
tions in olecranon fracture. The median and radial
nerve seems to be less vulnerable. The median nerve
descends anterior to the volar cortex of the proximal
ulnaas in figure 4. In this area, it lies between the flexor
digitorum profundus and the flexor digitorum
superficialis muscle. The data of the pilot study from
our anatomy laboratory revealed that the average
distance from the median nerve to the volar cortex of
olecranon is 8 mm. To reduce the risk of neurovascular
injuries after operative treatment of olecranon fracture,
surgeons have to pay attention to the protrusion of
K-wire or screws through the volar cortex of the proxi-
mal ulna.

Although the median nerve palsy from the
internal fixation of olecranon is rare, a missed or
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Fig. 1  Picture of the left hand reveals atrophy of the thena

muscle. The patient can not perform the opposition

Fig. 2 Plain radiograph shows the protrusion of K-wires

through the volar surface of the ulnar cortex (arrow)

| Ulnar artery i
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An Intraoperative view, tip of K-wire penetrated
through the median nerve

Fig. 3

delayed diagnosis can be problematic in that it can
result not only in delayed surgical decompression but
also in increasing malpractice claims. The authors can
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Fig. 4  Schematic diagram shows median, ulnar and radial
nerves surrounding the elbow. Median nerve and
ulnar artery pass anterior to the volar cortex of the

proximal ulna

not assure that this complication is iatrogenic or a by
chance event but the modern clinical practice is further
clouded by the medical-legal conundrum. While mal-
practice risk management is of prime importance to prac-
ticing orthopedic surgeons, few scientific data are avail-
able on strategies to reduce the risk of a malpractice
claim.
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In conclusion, while neurovascular injuries
from K-wire protrusion of operative treatment of ole-
cranon fracture are uncommon on a per-person basis,
these may result in serious complications for the pa-
tient, such as nerve palsy or limb ischemia. Orthopedic
surgeons must remain vigilant with regard to any types
of fixation in the upper extremity because the risk of
neurovascular injury is high.
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