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REVIEW ARTICLE

Surgical and Nonoperative Management of Olecranon
Fractures in the Elderly: A Systematic Review and

Meta-Analysis

Michael J. Chen, MD,a Sean T. Campbell, MD,a Andrea K. Finlay, PhD,a

Andrew D. Duckworth, MSc, FRCSEd(Tr&Orth), PhD,b Julius A. Bishop, MD,a

and Michael J. Gardner, MDa

Objectives: The aim of this comparative effectiveness study was to
perform a meta-analysis of adverse events and outcomes in closed
geriatric olecranon fractures, without elbow instability, after treat-
ment with surgical or nonoperative management.

Data Sources: PubMed, Web of Science, and Embase databases.

Study Selection: Articles were included if they contained clinical
data evaluating outcomes in patients $65 years of age with closed
olecranon fractures, without elbow instability, treated surgically, or
with nonoperative management.

Data Extraction: Data regarding patient age, olecranon fracture
type, fracture union, adverse events, reoperation, elbow range of
motion, and surgeon and patient reported outcome measures were
recorded according to intervention. The interventions included for
analysis were tension band wire fixation, plate fixation, or non-
operative management.

Data Synthesis: Separate random effects meta-analyses were
conducted for each outcome according to intervention. Prevalence
and 95% confidence intervals were calculated for dichotomous
variables, whereas weighted means and confidence intervals were
calculated for continuous variables.

Conclusions: Comparable outcomes were achieved with surgical
or nonoperative management of olecranon fractures in geriatric
patients. Surgical intervention carried a high risk of reoperation
regardless of whether plate or tension band wire fixation was used.
Functional nonunion can be anticipated if nonoperative treatment is
elected in low-demand elderly patients.

Key Words: geriatric, olecranon fracture, implant removal

Level of Evidence: Therapeutic Level IV. See Instructions for
Authors for a complete description of levels of evidence.

(J Orthop Trauma 2021;35:10–16)

INTRODUCTION
Olecranon fractures are increasingly common in the

elderly.1,2 As with other fractures of the distal radius and
proximal humerus, olecranon fractures in this population pre-
dominantly occur after low-energy falls and should be con-
sidered fragility fractures.1–3 Poor bone quality and a fragile
soft tissue envelope present challenges when treating these
injuries surgically.3,4

Plate or tension band wire (TBW) fixation is commonly
used for stabilization during open reduction and internal
fixation (ORIF) of displaced olecranon fractures.5 Although
plating is associated with a reduced rate of loss of fixation in
comminuted and osteoporotic bone in comparison with TBW,
complications, including wound dehiscence, infection, and
symptomatic implants, with high rates of reoperation for
removal, have been reported for both constructs.6–12

Nonoperative management of displaced stable olecra-
non fractures in the elderly has recently gained interest.
Several authors have observed good outcomes and minimal
complications, despite a high nonunion rate, suggesting that a
fibrous pseudoarthrosis of the olecranon in the low-demand
patient may provide adequate elbow function for activities of
daily living.9,13–16 A systematic review of geriatric olecranon
fractures similarly found excellent patient reported outcome
measures (PROMs) and functional elbow flexion arcs after
nonoperative management using pooled data from 4 studies.17

Despite the promising results of nonoperative manage-
ment for geriatric olecranon fractures, there is a lack of high-
quality evidence comparing this treatment option with
currently recognized surgical interventions. The primary
aim of this comparative effectiveness study was to perform
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a meta-analysis of reoperation rates, in closed geriatric
olecranon fractures, without elbow instability, after treatment
with surgical or nonoperative management. Clinical outcomes
and other adverse events after surgical or nonoperative
management were secondarily assessed.

METHODS

Literature Search and Study Selection
A systematic review of the literature was performed

according to the Preferred Reporting Items for Systematic
Reviews and Meta-Analyses.18 The PubMed, Web of
Science, and Embase databases were searched on March 17,
2019, using explicit search algorithms (see Supplemental
Digital Content 1, http://links.lww.com/JOT/B114). Initial
screening by title was performed by one author (M.J.C.).
All relevant articles were included. Two authors (M.J.C.
and S.T.C.) then screened the remaining abstracts and finally
the full-text articles.

Inclusion criteria were studies available in the English
language reporting on outcomes after surgical or nonoperative
treatment of isolated closed olecranon fractures and stable
type 1 or 2 patterns according to the Mayo olecranon
classification system (OTA/AO 21-B1).19,20 Inclusion age
was $65 years, as with other studies examining management
of upper extremity fragility fractures in the elderly21,22 and
the definition of elderly according to the World Health
Organization (WHO).23 Observational studies and random-
ized controlled trials (RCTs) were included, given the limited
number of RCTs reporting on the topic, and the similar effect
estimates found between meta-analyses based on RCTs and
observation studies.24–26 Furthermore, observational studies
are proved to provide valid results in clinical effectiveness
research.27 Exclusion criteria were articles that reported on
biomechanical data, case reports or case series with ,2
patients, systematic reviews, letters to the editor, studies with
abstract-only available, or articles published before 1980.
Studies that included patients with open or Mayo type 3
fractures or age,65 years were excluded if individual patient
data meeting inclusion criteria were unavailable for extrac-
tion. Article methodological quality was graded using the
Effective Public Health Practice Project Quality Assessment
Tool (EPHPP).28 Oxford Center for Evidence-Based
Medicine levels of evidence were determined for each
article.29

Data Extraction
Study methodology, demographics, Mayo fracture

classification, and intervention data were extracted from all
articles. The primary outcome was reoperation in surgically
treated patients and delayed surgical intervention in non-
operatively managed patients. The reason for reoperation
(implant prominence/symptomatic metalwork, infection,
symptomatic nonunion, and failure of fixation) was recorded
if available. Secondary outcome data were extracted on other
postoperative complications (superficial infection and wound
problems), fracture union, elbow range of motion, surgeon
reported outcomes, and PROMs. Aside from reoperation,

only specific adverse events and outcomes with appropriate
data from 2 or more studies in each group were included in
the meta-analysis.

Statistical Analysis
A professional biostatistician (author A.K.F.) was

consulted for the statistical analysis. Random effects meta-
analyses were conducted for outcomes using R (R Core
Team, Vienna, Austria) and RStudio (RStudio Team, Boston,
MA) and meta and metafor packages.30,31 For dichotomous
outcomes, prevalence and 95% confidence intervals (CIs)
were calculated. For continuous outcomes, weighted means
and CI were calculated if the standard deviations were known
or could be determined from individual patient data. PROMs
included for meta-analysis were the Disabilities of Arm,
Shoulder, and Hand (DASH) and the Mayo Elbow
Performance Index (MEPI), which were the only PROMs that
had data from at least 2 studies in each group. Separate meta-
analyses were conducted according to intervention.
Heterogeneity was assessed using the I2 statistic, and hetero-
geneity P values were obtained. A regression test for funnel
plot asymmetry was used to assess publication bias.

RESULTS

Summary of Evidence
The literature search is summarized in Figure 1. Of the

1044 initial studies identified, 16 articles met inclusion crite-
ria. Of these, 2-suture anchor32,33 and one intramedullary
screw34 case series were excluded based on insufficient sam-
ple sizes of 6 and 3 patients, respectively. One recent publi-
cation from the senior author’s institution was included
outside of the search.35 Fourteen articles were included for
analysis describing outcomes after plate fixation, TBW fixa-
tion, or nonoperative management.

Table 1 summarizes the characteristics of the included
studies. There were 10 case series,12–15,35–40 2 retrospective
cohort studies,8,41 one prospective cohort study,16 and one
RCT.9 There were 7 articles regarding plate fixation with a
total of 83 patients, 5 articles regarding TBW with a total of
97 patients, and 6 articles regarding nonoperative manage-
ment with a total of 120 patients. The methodological quality
of all included studies according to the EPHPP assessment
tool was weak.

The mean patient age ranged from 75 to 85 years for
plate studies, 70–80 years for TBW studies, and 78–88 years
for nonoperative studies. All fractures treated with plates were
Mayo type 2. In the TBW group, one fracture was Mayo type
1 and the rest (99%) were type 2. Of the nonoperative
patients, 9 fractures were Mayo type 1 and the rest (93%)
were type 2. Distinction between Mayo type 2A and 2B
was not regularly reported with respect to outcome. Implant
selection and fixation technique were variable across studies
and not routinely specified according to results. Precontoured
locking and nonlocking, reconstruction, dynamic compres-
sion, and minifragment plates were used. Intramedullary
and transcortical Kirschner (K) wires were used in TBW
constructs. Nonoperative management varied with the
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immobilization method (plaster or sling) and duration (mean
range 1–4 weeks).

Meta-Analysis of Reoperation
The reoperation rate for TBW fixation was 40% (CI =

31%–51%) (Fig. 2A). Heterogeneity was low (3%), and there
was no evidence of publication bias. The overall reoperation
rate for plate fixation was 33% (CI = 18%–53%) (Fig. 2B).
Heterogeneity was moderate (49%), and there was no evi-
dence of publication bias. No subsequent surgical interven-
tions were reported for nonoperative patients.

Most reoperations occurred for symptomatic implants
or wound complications (Table 2A). In the TBW group, there
was one reoperation for nonunion41 and one for hematoma
evacuation.39 In the plate group, there were 3 reoperations for
deep infection9,35 and one for nonunion.41

Meta-Analysis of Other Adverse Events
Meta-analyses of other complications are reported in

Table 2, A. Implant removal occurred in 38% (CI = 29%–
49%) of the TBW group and 32% (CI = 18%–51%) of the
plate group. Deep infection occurred in 9% (CI = 4%–22%)
of patients treated with plates and no patients treated with
TBW. Superficial infection was reported in 5% (CI = 2%–
14%) after TBW and none after plate fixation. Wound prob-
lems occurred in 12% (CI = 4%–30%) of the plate group and

7% (2%–27%) of the TBW group. No instances of skin
breakdown were reported in nonoperative patients.

Meta-Analysis of Fracture Union
A majority of fractures treated with plates (94%, CI =

85%–98%) and TBW (94%, CI = 79%–99%) went onto
union (Table 2B). There were 14% (CI = 9%–23%) of non-
operative patients who went onto fracture union (Table 2B).

Meta-Analysis of Range of Motion
The average elbow extension deficit was 11.0 degrees

(CI = 3.3–18.7 degrees) after plate fixation, 10.7 degrees (CI
= 2.5–18.9 degrees) after TBW, and 15.2 degrees (CI = 13.1–
17.3 degrees) after nonoperative management (Table 3). The
average elbow flexion arc was 124.0 degrees (CI =
116.1–131.9 degrees) after plate fixation, 129.2 degrees (CI
= 125.1–133.6 degrees) after TBW, and 121.5 degrees (CI =
116.8–126.1 degree) after nonoperative management
(Table 3).

Meta-Analysis of Disabilities of Arm, Shoulder
and Hand and Mayo Elbow Performance
Index

Mean DASH scores were 27.1 (CI = 17.5–71.8) for
plate fixation, 17.5 (CI = 11.5–23.5) for TBW, and 12.3 (CI
= 1.3–23.2) for nonoperative management, indicating similar

FIGURE 1. Flowchart of studies identi-
fied, excluded, and included. IM,
intramedullary.
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upper extremity function compared with the general uninjured
population (Table 3).42 Mean MEPI scores were 94.6 (CI =
91.4–97.8) after plate fixation, 92.1 (CI = 85.9–98.2) after
TBW, and 95.1 (CI = 93.0–97.2) after nonoperative manage-
ment, indicating comparable excellent elbow function
(Table 3).43

Other Secondary Outcomes
Elbow extension strength was only evaluated in one

nonoperative management study.14 Gallucci et al reported
grades M5 (65%) and M4 (35%) strength in 28 patients using
the Medical Research Council scale despite an 82% nonunion
rate.

TABLE 1. Characteristics of Included Studies Analyzing Plate Fixation, TBW Fixation, and Nonoperative Management After
Treatment of Closed Olecranon Fractures (Mayo Type 1 or 2) in Patients .65 Years of age

Article (Year) EPHPP Design
Level of
Evidence Subjects, n Mean Age, y

Mayo
Type 2,

n (2A, %)
Implant
Type

Mean FU,
mo

Plate fixation

Duckworth et al9 (2017)* Weak RCT 1 2 84.5 2 (100) PN 12

Melamed et al36 (2015) Weak R 4 4 75 4 (75) PL, DC, Rc 15

Niglis et al38 (2015) Weak R 4 4 81.8 4 (0) PL 18

Morwood et al37 (2015) Weak R 4 2 85.5 2 (50) PL 10

Wellman et al40 (2015) Weak R 4 15 75.7 14 (47) Rc 23

Liñán-Padilla et al41 (2017)* Weak R 3 23 78 23 (43) PL 15

Campbell et al35 (2019) Weak R 4 33 83 33 (NR) PL, MF 10

Article (Year) EPHPP Design
Level of
Evidence Subjects, n Mean Age, y

Mayo
Type 2,

n (2A, %)
Wire

Placement
Mean FU,

mo

TBW fixation

Duckworth et al9 (2017)* Weak RCT 1 9 85.3 9 (44) NR 12

Mullett et al12 (2000) Weak R 4 34 80.4 NR IM, TC 41

Villanueva et al39 (2006) Weak R 4 19 79.2 18 (74) IM, TC 50

Liñán-Padilla et al41 (2017)* Weak R 3 26 70 26 (62) IM, TC 15

Batten et al8 (2016)* Weak R 3 9 .74 9 (NR) NR .6

Article (Year) EPHPP Design
Level of
Evidence Subjects, n Mean Age, y

Mayo
Type 2,

n (2A, %)
Immobilization,

wk

Mean
FU,
mo

Nonoperative management

Duckworth et al9 (2017)* Weak RCT 1 6 78 6 (33) ;2 12

Gallucci et al14 (2014) Weak R 4 28 82 28 (64) ;1 12

Batten et al8 (2016)* Weak R 3 17 .74 16 (NR) NR .6

Marot et al16 (2018) Weak R 3 22 88.8 14 (71) ;2 6

Veras Del Monte et al13 (1999) Weak R 4 11 81.5 11 (73) ;4 16

Duckworth et al15 (2014) Weak R 4 36 80.1 36 (50) ;4 3.3 (72)

Duckworth et al15 (2014) reported 3.3 months short-term follow-up for entire cohort and 72 months long-term follow-up for the 23 surviving patients.
*Data were extracted according to intervention.
Implant Type: DC, dynamic compression; MF, minifragment; PL, precontoured locking; PN, precontoured nonlocking; Rc, reconstruction.
Wire Placement: IM, intramedullary; TC, transcortical.
2A, % of Mayo type 2 fractures with “2A” pattern; FU, follow-up; NR, not reported; R, retrospective design.

FIGURE 2. Forest plot and meta-analysis of reoperation rates after (A) TBW and (B) plate fixation. Prevalence with 95% CI pre-
sented. Editor’s Note: A color image accompanies the online version of this article.
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Only one patient in the plate fixation group experienced
reduction loss in the setting of an infection, which was treated
with implant removal, fragment excision, and triceps
advancement.35 By contrast, 7 patients in the TBW group
had reduction loss without reoperation.8,9

The following outcome scores were not routinely
reported and were omitted from the meta-analysis but are
presented for completeness. Average QuickDASH (abbrevi-
ated DASH) scores were 16.4 after plate fixation (one
study),41 16.3–23.4 after TBW (2 studies),8,41 and 7.4–4.3
after nonoperative treatment (2 studies).8,16 Average
Broberg and Morrey scores were 88.5–96.3 after plate fixa-
tion (2 studies),9,38 95.1 after TBW (1 study),9 and 82.1–89.0
after nonoperative treatment (2 studies).9,15 Average visual
analog scale scores were 2.0 after plate fixation (one study),41

2.0–4.1 after TBW (2 studies),8,41 and 1.0–1.6 after nonoper-
ative treatment (3 studies).8,14,16

DISCUSSION
With an increasingly aging population,44 olecranon frac-

tures in the elderly are likely to be encountered at higher fre-
quency.1,2 Quality studies evaluating treatment of these
fractures in this specific population are limited, with only a
single RCT reporting on 19 patients.9 This systematic review
and meta-analysis aimed to improve the current understanding

of geriatric olecranon fracture treatment by providing a quan-
titative assessment of the outcomes observed after surgical and
nonoperative management.

This study found that high reoperation rates can be
expected in patients treated with TBW or plate fixation,
compared with the nonoperative group that experienced no
subsequent surgeries to address symptomatic nonunion.
Removal of symptomatic implants comprised most reopera-
tions in the operative groups. Plate fixation had less reduction
loss in comparison with TBW but had higher rates of deep
infection and wound problems. Increased infection may be
due to larger implants, which may be associated with more
extensive soft tissue trauma and a larger inert surface.45 High
rates of union were equally achieved in both operative groups,
whereas nonunion occurred in 86% of nonoperative patients.
Although not statistically significant, the nonoperative group
experienced the greatest elbow motion deficits. Regardless,
functional flexion arcs were achieved in all groups.46

Functional outcome scores were comparably excellent across
all groups.

Although nonunion is anticipated after nonoperative
treatment of displaced olecranon fractures, most nonunions
seem asymptomatic and may be compatible with the require-
ments of low-demand elderly patients. In the study performed
by Duckworth et al,15 the authors found that of the patients
with displaced olecranon fractures who had been managed

TABLE 2. Results of Meta-Analysis for (A) Commonly Reported Complications and (B) Fracture Union After Treatment With Plate
Fixation, TBW Fixation, or Nonoperative Management

Plate Fixation TBW Nonoperative

Studies,
n

Prevalence
(CI) I2 P

Studies,
n

Prevalence
(CI) I2 P

Studies,
n

Prevalence
(CI) I2 P

A: Complications

Reoperation 7 33% (18%–53%) 49% 0.07 5 40% (31%–51%) 3% 0.39 N — — —

Implant removal 7 32% (18%–51%) 44% 0.10 5 38% (29%–49%) 0% 0.30 N — — —

Deep infection 5 9% (4%–22%) 0% 0.43 N — — — N — — —

Superficial
infection

N — — — 3 5% (2%–14%) 0% 0.86 N — — —

Wound problems 5 12% (4%–30%) 15% 0.32 3 7% (2%–27%) 33% 0.22 N — — —

B: Fracture union 7 94% (85%–98%) 0% 0.84 4 94% (79%–99%) 41% 0.17 5 14% (9%–23%) 0% 0.91

Prevalence with 95% CI, level of heterogeneity (I2), and P values presented.
N, no reported cases.

TABLE 3. Results of Meta-Analysis for Commonly Reported Outcomes After Treatment With Plate Fixation, TBW Fixation, or
Nonoperative Management

Plate Fixation TBW Nonoperative

Studies,
n Mean (CI) I2 P

Studies,
n Mean (CI) I2 P

Studies,
n Mean (CI) I2 P

Extension
deficit,
degrees

5 11.0 (3.3–18.7) 67% 0.02 2 10.7 (2.5–18.9) 85% 0.01 3 15.2 (13.1–17.3) 0% 0.50

Flexion arc,
degrees

5 124.0 (116.1–131.9) 31% 0.21 2 129.2 (125.1–133.6) 16% 0.27 3 121.5 (116.8–126.1) 59% 0.09

DASH 2 27.1 (17.5–71.8) 97% ,0.01 2 17.5 (11.5–23.5) 0% 0.47 3 12.3 (1.3–23.2) 92% ,0.01

MEPI 3 94.6 (91.4–97.8) 0% 0.86 2 92.1 (85.9–98.2) 61% 0.11 2 95.1 (93.0–97.2) 0% 0.79

Weighted means with 95% CI, level of heterogeneity (I2), and P values presented.
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nonoperatively with available radiographs (n = 32), 25 (78%)
had developed radiographic evidence of nonunion (while re-
maining asymptomatic and satisfied with their outcome) and
the remaining 7 (22%) had union. No patient underwent addi-
tional surgery for a symptomatic nonunion or for any other
cause within the first year after injury. Furthermore, at a mean
of 6 years, overall patient satisfaction was 91%, 19 (83%)
reported no limitation in their ability to push themselves up
from a chair, and none had undergone additional surgery
since the time of their original injury. Nonoperative treatment
in the elderly seems an attractive option, particularly in the
higher-risk surgical patient, with anticipation of minimal
complications and similar functional outcomes when com-
pared with ORIF.

In this study, variable plate selection did not affect the
rate of union or quality of fixation because there was only one
case of nonunion and one case of fixation loss in the setting of
infection. The use of locking and nonlocking implants for
comminuted olecranon fractures has biomechanical evidence
of similar construct stability.47 Plate selection should be based
on surgeon experience and fixation requirements unique to
the fracture. Regarding the variability in K-wire placement
for TBW fixation, we did not compare failure rates for intra-
medullary versus transcortical wires due to inconsistent re-
porting. Van der Linden et al48 reported a 78% instability rate
when intramedullary wires are used for TBW, as defined by
wire migration or fracture displacement, compared with a
36% instability rate when using transcortical wires. If TBW
fixation is used for the appropriate noncomminuted pattern,
transcortical wire placement is recommended to avoid these
aforementioned complications.12,48

The conclusions of this study are limited by the
heterogeneity and lower levels of evidence of the previously
published articles. However, several authors have reported
similar estimates of effect between meta-analyses based on
RCTs and observational studies.24–26 A review by Shrier
et al49 provides a compelling argument for the inclusion of
observational studies when performing a meta-analysis. We
acknowledge this study sought to determine more precise
estimates of effect, regarding adverse events and other out-
comes, after surgical or nonoperative management of geriatric
olecranon fractures. Although heterogeneity assessment was
performed to determine consistency, the authors recognize the
limitations in determining causal inference.50 Results of meta-
analyses for elbow motion and PROMs are less impactful due
to the limited number of studies with available data. More
uniform reporting of outcomes in future studies is recommen-
ded. Two of the nonoperative studies, Marot et al16 and
Duckworth et al,15 had less than ideal average follow-up of
6 and 3.3 months, respectively. However, the 3.3 months
reported by Duckworth et al15 was regarding short-term
follow-up for the entire cohort, and the authors actually re-
ported on all alive patients (n = 23) at a mean of 6 years using
validated PROMs and reported complications.

Other limitations include lack of independent data
extraction and no process to confirm the data from previous
investigators. The data also assumed that any operation to
address nonunion or painful implants would have occurred
within the follow-up period. Certain interventions used to

treat olecranon fractures are also not included in this study
because of the articles not meeting inclusion criteria,
specifically fragment excision with triceps advancement51,52

and intramedullary nailing.53,54 In addition to other potential
confounding factors, the nonoperative patient mean age range
was marginally older that may have biased outcomes, includ-
ing the decision not to pursue delayed surgery in the setting of
a poor outcome. Moreover, the study design is limited by
comparing 2 patient populations that face different post-
treatment challenges. Infection, wound dehiscence, and
implant removal occur exclusively in surgical patients,
whereas nonunion is predominantly associated with nonoper-
ative treatment. The results of the comparisons should be
interpreted with this recognition. A further limitation is
generic to all literature regarding geriatric patients.
Although the WHO definition of elderly is 65 years of
age,23 chronologic age is a crude marker for physiological
age and functional activity, with little supporting evidence.55

Currently, there is no system that is universally advocated for
scoring physical activity or fragility, to allow better stratifi-
cation in the geriatric patient.56

The conclusions from this systematic review and meta-
analysis are as follows: (1) Nonoperative treatment or ORIF
of geriatric olecranon fractures can achieve excellent and
comparable functional outcomes, (2) TBW and plate fixation
have comparable high rates of reoperation for symptomatic
implants or wound problems in elderly patients, and (3) Given
the frequency of reoperation after surgery and the similar
outcomes achieved with nonoperative management, patients
should be educated on the likelihood of reoperation to address
symptomatic implants or wound problems with surgery.
Despite the limited evidence available, the literature seems
to support the use of primary conservative management of
stable, displaced olecranon fractures in the low-demand
elderly.

REFERENCES
1. Duckworth AD, Clement ND, Aitken SA, et al. The epidemiology of

fractures of the proximal ulna. Injury. 2012;43:343–346.
2. Court-Brown CM, Caesar B. Epidemiology of adult fractures: a review.

Injury. 2006;37:691–697.
3. Park SC, Gong HS, Kim K, et al. Olecranon fractures have features of

osteoporotic fracture. J Bone Metab. 2017;24:175–181.
4. Dyer JM, Miller RA. Chronic skin fragility of aging: current concepts in

the pathogenesis, recognition, and management of dermatoporosis. J Clin
Aesthet Dermatol. 2018;11:13–18.

5. Koziarz A, Woolnough T, Oitment C, et al. Surgical management for
olecranon fractures in adults: a systematic review and meta-analysis.
Orthopedics. 2019;42:75–82.

6. Siebenlist S, Torsiglieri T, Kraus T, et al. Comminuted fractures of the
proximal ulna—preliminary results with an anatomically preshaped lock-
ing compression plate (LCP) system. Injury. 2010;41:1306–1311.

7. Bailey CS, MacDermid J, Patterson SD, et al. Outcome of plate fixation
of olecranon fractures. J Orthop Trauma. 2001;15:542–548.

8. Batten TJ, Patel NG, Birdsall P. Olecranon fractures: is nonoperative
treatment acceptable in older patients? Curr Orthop Pract. 2016;27:
103–106.

9. Duckworth AD, Clement ND, White TO, et al. Plate versus tension-band
wire fixation for olecranon fractures: a prospective randomized trial. J
Bone Joint Surg Am. 2017;99:1261–1273.

10. Tarallo L, Mugnai R, Adani R, et al. Simple and comminuted displaced
olecranon fractures: a clinical comparison between tension band wiring

Geriatric Olecranon FracturesJ Orthop Trauma � Volume 35, Number 1, January 2021

Copyright © 2020 Wolters Kluwer Health, Inc. All rights reserved. www.jorthotrauma.com | 15

Copyright © 2020 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.



and plate fixation techniques. Arch Orthop Trauma Surg. 2014;134:
1107–1114.

11. Karlsson MK, Hasserius R, Besjakov J, et al. Comparison of tension-
band and figure-of-eight wiring techniques for treatment of olecranon
fractures. J Shoulder Elbow Surg. 2002;11:377–382.

12. Mullett H, Noel J, Shannon F, et al. Tension band wiring of transverse
olecranon fractures in the elderly-transcortical K-wires prevent backout.
Eur J Orthop Surg Traumatol. 2000;10:65–67.

13. Veras Del Monte L, Sirera Vercher M, Busquets Net R, et al.
Conservative treatment of displaced fractures of the olecranon in the
elderly. Injury. 1999;30:105–110.

14. Gallucci GL, Piuzzi NS, Slullitel PA, et al. Non-surgical functional treat-
ment for displaced olecranon fractures in the elderly. Bone Joint J. 2014;
96-B:530–534.

15. Duckworth AD, Bugler KE, Clement ND, et al. Nonoperative manage-
ment of displaced olecranon fractures in low-demand elderly patients. J
Bone Joint Surg Am. 2014;96:67–72.

16. Marot V, Bayle-Iniguez X, Cavaignac E, et al. Results of non-operative
treatment of olecranon fracture in over 75-year-olds. Orthop Traumatol
Surg Res. 2018;104:79–82.

17. Lenz M, Wegmann K, Müller LP, et al. Nonoperative treatment of olec-
ranon fractures in the elderly—a systematic review. Obere Extrem. 2018;
14:48–52.

18. Moher D, Liberati A, Tetzlaff J, et al. Preferred reporting items for
systematic reviews and meta-analyses: the PRISMA statement. PLoS
Med. 2009;6:e1000097.

19. Morrey BF. Current concepts in the treatment of fractures of the radial
head, the olecranon, and the coronoid. Instr Course Lect. 1995;44:175–
185.

20. Meinberg EG, Agel J, Roberts CS, et al. Fracture and Dislocation
Classification Compendium-2018. J Orthop Trauma. 2018;32(suppl 1):
S1–S170.

21. Arora R, Lutz M, Deml C, et al. A prospective randomized trial com-
paring nonoperative treatment with volar locking plate fixation for dis-
placed and unstable distal radial fractures in patients sixty-five years of
age and older. J Bone Joint Surg Am. 2011;93:2146–2153.

22. Beks RB, Ochen Y, Frima H, et al. Operative versus nonoperative treat-
ment of proximal humeral fractures: a systematic review, meta-analysis,
and comparison of observational studies and randomized controlled tri-
als. J Shoulder Elbow Surg. 2018;27:1526–1534.

23. WHO. Definition of an Older or Elderly Person. Geneva, Switzerland:
World Health Organization; 2010.

24. Concato J, Shah N, Horwitz RI. Randomized, controlled trials, observa-
tional studies, and the hierarchy of research designs. N Engl J Med. 2000;
342:1887–1892.

25. Benson K, Hartz AJ. A comparison of observational studies and random-
ized, controlled trials. N Engl J Med. 2000;342:1878–1886.

26. Anglemyer A, Horvath HT, Bero L. Healthcare outcomes assessed with
observational study designs compared with those assessed in randomized
trials. Cochrane Database Syst Rev. 2014:MR000034.

27. Concato J, Lawler EV, Lew RA, et al. Observational methods in com-
parative effectiveness research. Am J Med. 2010;123:e16–e23.

28. Thomas BH, Ciliska D, Dobbins M, et al. A process for systematically
reviewing the literature: providing the research evidence for public health
nursing interventions. Worldviews Evid Based Nurs. 2004;1:176–184.

29. Marx RG, Wilson SM, Swiontkowski MF. Updating the assignment of
levels of evidence. J Bone Joint Surg Am. 2015;97:1–2.

30. Viechtbauer W. Conducting meta-analyses in R with the metaphor pack-
age. J Stat Softw. 2010;36:1–47.

31. Schwarzer G. Meta: an R package for meta-analysis. R News. 2007;7:40–
45.

32. Cha SM, Shin HD, Lee JW. Application of the suture bridge method to
olecranon fractures with a poor soft-tissue envelope around the elbow:
modification of the Cha-Bateman methods for elderly populations. J
Shoulder Elbow Surg. 2016;25:1243–1250.

33. Bateman DK, Barlow JD, VanBeek C, et al. Suture anchor fixation of
displaced olecranon fractures in the elderly: a case series and surgical
technique. J Shoulder Elbow Surg. 2015;24:1090–1097.

34. Bosman WPF, Emmink BL, Bhashyam AR, et al. Intramedullary screw
fixation for simple displaced olecranon fractures. Eur J Trauma Emerg
Surg. 2019;46:83–89.

35. Campbell ST, DeBaun MR, Goodnough HL, et al. Geriatric olecranon
fractures treated with plate fixation have low complication rates. Curr
Orthop Pract. 2019;30:353–355.

36. Melamed E, Danna N, Debkowska M, et al. Complex proximal ulna
fractures: outcomes of surgical treatment. Eur J Orthop Surg
Traumatol. 2015;25:851–858.

37. Morwood MP, Ruch DS, Leversedge FJ, et al. Olecranon fractures with
sagittal splits treated with dual fixation. J Hand Surg Am. 2015;40:711–
715.

38. Niglis L, Bonnomet F, Schenck B, et al. Critical analysis of olecranon
fracture management by pre-contoured locking plates. Orthop Traumatol
Surg Res. 2015;101:201–207.

39. Villanueva P, Osorio F, Commessatti M, et al. Tension-band wiring for
olecranon fractures: analysis of risk factors for failure. J Shoulder Elbow
Surg. 2006;15:351–356.

40. Wellman DS, Lazaro LE, Cymerman RM, et al. Treatment of olecranon
fractures with 2.4- and 2.7-mm plating techniques. J Orthop Trauma.
2015;29:36–43.

41. Liñán-Padilla A, Cáceres-Sánchez L. Type II olecranon fractures in
patients over 65. Tension band or pre-formed plate? Analysis and results.
Rev Esp Cir Ortop Traumatol. 2017;61:339–342.

42. Hunsaker FG, Cioffi DA, Amadio PC, et al. The American Academy of
Orthopaedic Surgeons outcomes instruments: normative values from the
general population. J Bone Joint Surg Am. 2002;84:208–215.

43. Longo UG, Franceschi F, Loppini M, et al. Rating systems for evaluation
of the elbow. Br Med Bull. 2008;87:131–161.

44. Census.gov. Older People Projected to Outnumber Children for First
Time in U.S. History. Washington, DC: United States Census Bureau;
2018.

45. Ribeiro M, Monteiro FJ, Ferraz MP. Infection of orthopedic implants
with emphasis on bacterial adhesion process and techniques used in
studying bacterial-material interactions. Biomatter. 2012;2:176–194.

46. Vasen AP, Lacey SH, Keith MW, et al. Functional range of motion of the
elbow. J Hand Surg Am. 1995;20:288–292.

47. Edwards SG, Martin BD, Fu RH, et al. Comparison of olecranon plate
fixation in osteoporotic bone: do current technologies and designs make a
difference? J Orthop Trauma. 2011;25:306–311.

48. van der Linden SC, van Kampen A, Jaarsma RL. K-wire position in
tension-band wiring technique affects stability of wires and long-term
outcome in surgical treatment of olecranon fractures. J Shoulder Elbow
Surg. 2012;21:405–411.

49. Shrier I, Boivin JF, Steele RJ, et al. Should meta-analyses of interven-
tions include observational studies in addition to randomized controlled
trials? A critical examination of underlying principles. Am J Epidemiol.
2007;166:1203–1209.

50. Weed DL. Interpreting epidemiological evidence: how meta-analysis and
causal inference methods are related. Int J Epidemiol. 2000;29:387–390.

51. Gartsman GM, Sculco TP, Otis JC. Operative treatment of olecranon
fractures. Excision or open reduction with internal fixation. J Bone
Joint Surg Am. 1981;63:718–721.

52. Inhofe PD, Howard TC. The treatment of olecranon fractures by excision
or fragments and repair of the extensor mechanism: historical review and
report of 12 fractures. Orthopedics. 1993;16:1313–1317.

53. Gehr J, Friedl W. Intramedullary locking compression nail for the treatment
of an olecranon fracture. Oper Orthop Traumatol. 2006;18:199–213.

54. Argintar E, Cohen M, Eglseder A, et al. Clinical results of olecranon
fractures treated with multiplanar locked intramedullary nailing. J Orthop
Trauma. 2013;27:140–144.

55. Ouchi Y, Rakugi H, Arai H, et al. Redefining the elderly as aged 75 years
and older: proposal from the Joint Committee of Japan Gerontological
Society and the Japan Geriatrics Society. Geriatr Gerontol Int. 2017;17:
1045–1047.

56. Washburn RA, Ficker JL. Physical Activity Scale for the Elderly
(PASE): the relationship with activity measured by a portable acceler-
ometer. J Sports Med Phys Fitness. 1999;39:336–340.

Chen et al J Orthop Trauma � Volume 35, Number 1, January 2021

16 | www.jorthotrauma.com Copyright © 2020 Wolters Kluwer Health, Inc. All rights reserved.

Copyright © 2020 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.


