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Abstract 

Fractures around the elbow are often challenging to treat and in most cases require an extensive approach. Since 
the development of elbow arthroscopy, most authors have pointed out the potential advantages of a less invasive 
technique that can be useful for visualization and reduction of the articular fragments with an eventual percutane-
ous fixation. Arthroscopic techniques provide a limited exposure that may lead to a faster wound healing, lower rate 
of complications and thus, better recovery of range of motion. However, elbow arthroscopy is also a demanding 
technique, especially in a swollen and fractured joint, and it is not exempt of risks. The overall rate of complications 
has been rated from 1.5% to 11% and nerve injury rates from 1.26–7.5%.

The objective of this review is to present the arthroscopic setup and general surgical technique for the management 
of elbow trauma and to define some clear indications. Patient positioning and operating room display is key in order 
to obtain success. In addition to the arthroscopic equipment, fluoroscopy is almost always necessary for percutane-
ous fixation and precise preparation is mandatory. In the last decade, literature regarding new portals or surgical tips 
for arthroscopic treatment of elbow fractures have been published.

The main indications for fracture arthroscopic-assisted fixation are those articular fractures involving the coronoid, dis-
tal humerus shear fractures in the coronal plane (trochlear and capitellum fractures) and, more controversially, those 
affecting the radial head. The treatment of these type of fractures all arthroscopically is exponentially demanding 
as it might also require ligament repair. For coronoid fractures, it can be useful in Morrey type II and III, and O´Driscoll 
anteromedial facet fractures associated to a posteromedial instability pattern that also require a repair of the LCL. 
Although excellent results have been published, comparative series are scarce. Radial head fractures can also be 
approached arthroscopically in simple non-comminute fractures that can be fixed percutaneously.

In conclusion, arthroscopy of the elbow is an excellent tool to better understand and visualize articular fractures 
of the elbow. However, despite the advances in surgical technique, whether it improves clinical and radiological 
results is still to be proven.
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Introduction
Fractures around the elbow joint are often challeng-
ing to treat as they usually require extended approaches 
and may put at risk neurovascular and ligamentous 
structures. In the majority of the cases it is mandatory 
to carry out a conventional open approach in order to 
assess fractures that affect several bones or require hard-
ware implantation and/or ligament repair or reconstruc-
tion. On the other hand, there are other cases that might 
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benefit from arthroscopy to help in achieving an anatom-
ical reduction of articular surface and to perform a per-
cutaneous fixation after reduction. It also allows for an 
evaluation of concomitant intra-articular injuries, such as 
loose bodies and chondral lesions, to limit the risk of het-
erotopic ossification compared to open surgery.

The less extensive approach provided by the arthro-
scopic technique has some inherent advantages such as 
limited soft tissue damage than might allow for an earlier 
mobilization and potentially less stiffness in the mid-term 
follow-up. However, elbow arthroscopy is a demanding 
technique that requires a thorough knowledge of the nor-
mal anatomy and nerve distribution. Moreover, advanced 
skills are also needed in order to perform a safe percuta-
neous fixation avoiding nerve and vascular damage.

From the current literature, we can define clear indica-
tions for elbow arthroscopy, for example, the coronoid 
fractures. It is especially recommended for those affect-
ing the anteromedial facet that would require a repair 
of the LCL and might need otherwise a double open 
approach [1–4]. Several authors have also reported good 
results in lateral condyle fractures or coronal shear frac-
tures of the distal humerus [29]. The results of the radial 
head fixation have also been published in small case 
series with satisfactory results [13–25]. More controver-
sial is the arthroscopic repair of the LCL [27].

Arthroscopic setup
Elbow arthroscopy setup requires specific experience of 
the surgical team. It is usually performed in the lateral 
decubitus with the elbow placed on a padded holder at 
90º of shoulder forward flexion and internal rotation, but 
the patient can also be positioned in the prone or supine 
position. A regional block can be performed before or 

after surgery if the surgeon wants to perform an immedi-
ate postoperative neurovascular examination, and it can 
be combined with a general anaesthesia [16].

It is important to confirm preoperatively that fluoros-
copy can be located in the OR without interference of the 
arthroscopic equipment as it is determinant for percuta-
neous fixation. (Fig. 1). Fluoroscopy is positioned before 
draping ensuring enough space is available to perform 
the surgery while arthroscopy and fluoroscopic screens 
are visible. A tourniquet inflated to 250mmHG is rou-
tinely used.

Location of the portals should be carefully planned as 
the anatomical landmarks might be difficult to identify 
due to the swelling and the distorted bony references. In 
the acute setting, entrance to the joint is usually straight-
forward as it is distended by hematoma, so the injection 
of saline is not mandatory. A standard 4  mm 30º scope 
is routinely used, but a 70º camera could be useful for 
coronoid and capitellar fractures. The use of pump is not 
recommended and it is preferable to let the fluid come 
into the joint by gravity after hanging the saline bags 
2 m above the ground level. No suction is applied to the 
instruments to avoid articular space to collapse or soft 
tissue damage with the motorized devices.

Apart from the camera, other instruments should be 
prepared for the surgery; a synoviotome and a radiofre-
quency electrode system are used for cleaning the joint 
and the fracture site. Wissinger rods are useful for capsu-
lar retraction and fracture manipulation. Small periosteal 
elevators or other flat and long instruments are very use-
ful assisting in reduction and holding fracture fragments 
in place. A grasper is also used for fragment management 
and holding provisional wires in place.

Fig. 1  A Fluoroscopy is brought to the field from the head of the patient, with the arc tilted 40–60 degrees above the patient for screen 
visualization, and the thicker x-ray beam detector near the patient´s head. This disposition allows to work in the reduction and fixation at the same 
time the images are obtained. B The field is then prepared in a sterile fashion over the patient and the radioscopy device
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Surgical technique
Surgical steps are summarized in Table 1. Independently 
of what fracture needs to be fixed, the surgical technique 
is similar in every case, with variations in the portals used 
for the camera, the retractors and the fixation devices. 
After thoroughly cleaning the joint from hematoma and 
fracture debris, debridement of the fracture site is per-
formed in order to allow anatomical reduction and a 
correct visualization of the wires used for percutaneous 
fixation.

First, fine wires are introduced trough the bone per-
pendicular to the fracture plane, either through the 

arthroscopic portals or incisions created for this purpose; 
these wires should aim the fracture bed and exit in the 
desired locations for fixation. Then, the wires are pulled 
back flush to the fracture bed to allow fracture reduction 
with the aid of blunt instruments and graspers, with both 
visual and radioscopic confirmation. Pressing the frac-
ture fragment towards the fracture bed is usually enough 
to allow provisional k-wires to be further introduced to 
maintain the reduction. When performing screw fixation, 
based on the fragment size, we recommend introducing 
multiple fine k wires to maintain the reduction of the 
fragment and to allow cannulated drilling. The extra pro-
visional K-wire avoids losing the reduction, especially in 
the common situation in which the screw guiding wire is 
unintentionally removed when removing the cannulated 
drill, or during screw insertion of solid screws. A grasper 
on the tip of the wire at its exit point from the bone is 
useful to avoid both wire or fragment migration while 
drilling and screwing phases. The length of the screw is 
then measured with the aid of another wire of the same 
length, subtracting the length of the proximal part of the 
wire outside the bone. Finally, a cannulated or solid screw 
is introduced, reproducing this technique with as many 
screws as needed (Figs. 2 and 3).

Table 1  Surgical steps in arthroscopic fixation of elbow fractures

Surgical steps in arthroscopic fixation of elbow Fractures

1. Landmarks drawing for portal positioning

2. Camera, retractor and synoviotome insertion inside the joint

3. Articular cleaning (hematoma, fracture debris)

4. Fracture site debridement

5. Fracture reduction and provisional fixation with wires

6. Cannulated drilling

7. Definitive screw fixation

Fig. 2  Arthroscopic coronoid fixation A Fracture bed is cleaned. B Provisional wires are introduced trough the fracture bed, perpendicular 
to the fracture plane. C The fragment is reduced and the wires are passed through it. D Cannulated drilling. E Screw placement
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Indications and results
Coronoid fractures
The most commonly reported treatment of elbow frac-
tures assisted by arthroscopy is the coronoid fracture 
[1–4].

Indications for fixation of coronoid fractures are equiv-
alent as for the open procedure [9]: Fractures: Morrey 
type II and III, and O´Driscoll anteromedial facet frac-
tures associated to a posteromedial instability pattern 
that also require a repair of the LCL.

For isolated bony coronoid fractures (in absence of 
other fractures) standard anteromedial viewing portal 
is performed, as well as the anterolateral and proximal 
anterolateral portals for the use of retractors and reduc-
tion tools. In the case of coronoid fixation, introduc-
ing the camera from one of the lateral portals allows a 
wider visualization of the coronoid and the lateral frac-
ture bed. On the other hand, when there is a distortion 
of normal anatomy, a posterior trans articular portal has 
been suggested by Kim et al. [17]. The percutaneous fixa-
tion is performed from the subcutaneous border of the 

proximal ulna in a posterior to anterior direction [21]. 
Several techniques have been described: screws, suture 
lasso technique or indirect capsular sutures [11]. Some 
authors recommend the use of an anterior cruciate lig-
ament guide in order to position the k wires but it can 
also be performed freehand under direct arthroscopic 
visualization [1]. The level of the insertion can be inferred 
using the radial head as a reference. There is controversy 
on whether to use cannulated 2.5  mm screws but solid 
2.7 mm screws might provide a stronger fixation and are 
the preferred author´s technique [10]. The thinner screws 
are more difficult to find in the market in the necessary 
length to provide coronoid fixation without the need of 
sinking the whole screw pass the proximal cortical. Solid 
screws are inserted after drilling with a cannulated drill 
over a guiding wire, which is removed for screw inser-
tion. Measurement should be carefully performed so that 
the length is enough to fix the fragment but the tip does 
not penetrate excessively in the joint interfering with 
elbow flexion. An indirect fixation by means of sutures 
can also be performed. A curette or a blunt instrument 
might be used to help maintaining reduction.

Adams et  al. published good results in their 7 cases 
series of isolated coronoid fracture arthroscopic fixation 
[1]. Colozza et  al. [4] also reported excellent results of 
anteromedial fractures. Of 36 cases, 27 required a repair 
of the LCL and 8 of them were performed in an arthro-
scopic fashion. However, literature comparing both open 
and arthroscopic techniques is scarce. Oh et al. [23] pub-
lished the results of a case control study including 25 
fractures (10 treated by open surgery and 15 arthroscopi-
cally). They did not find any differences in terms of radio-
logical or clinical results but they describe a higher rate 
of complications in the open group (40% vs 13%) with 
two cases of ulnar nerve neuropathy.

Radial head fracture
The fixation of the radial head by means of arthroscopy is 
yet controversial as it has not demonstrated greater clini-
cal or radiological results than the open technique [14]. 
Indications for arthroscopy would include resection of 
less than 30% fragments [20] and fixation of simple non 
comminute fractures of the radial head [20–25].

In these cases, a posterolateral viewing portal can be 
established first as visualization portal and the soft spot 
portal as a working portal. If the fragment is anteriorly 
located as it is usually the case, an anteromedial portal 
could be useful for viewing and fracture reduction and 
fixation can be performed from the lateral side [8] play-
ing with radius rotations for proper screw orientation.

Michels et  al. described a technique in prone posi-
tion with the arm flexed 90º [20]. A mid lateral portal 
is used for visualization and the anterolateral portal for 

Fig. 3  This image shows an exterior view at the moment of screw 
coronoid fixation. The surgeon takes the camera with the left hand 
and proceeds with screw length measurement with the right hand. 
An assistant, in the left side of the surgeon, maintains the capsule 
pushed anteriorly with an elevator introduced in the proximal 
anterolateral portal. Another assistant, in the right side of the surgeon, 
holds the reduction with a grasper taking a protruding reduction wire
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instrumentation. Pronation and supination can help in 
identifying and defining the fragments of the fracture. 
A probe or a k wire can be percutaneously inserted and 
used in a joystick fashion to help in reduction manoeu-
vres and for reduction itself. A small stab incision is rec-
ommended to introduce the screws. On the other hand, a 
standard technique in lateral decubitus and starting from 
the anteromedial portal can be performed. The soft spot 
is then used to introduce a periosteal elevator in order to 
help in reduction and fixation is performed through the 
anterolateral portal [6, 7]. Care should be taken when 
performing a percutaneous fixation, as posterior interos-
seous nerve is close in this location. The fixation can be 
performed with cannulated screws in a similar fashion 
to the open technique and the size of the screws can be 
checked under fluoroscopy.

The results of this technique have been published 
in two case series by Rolla et  al. [25] and Michels et  al. 
[20]. Michels et al. obtained excellent results for a series 
of 16 Mason Type II fractures without reporting any 
complications.

Capitellar fractures
Isolated capitellar fractures are infrequent and represent 
1% of all elbow fractures and in more than 60% of the 
cases are associated to fractures of the radial head or LCL 
injuries. Several open approaches have been described 
from the lateral Kocher and Kaplan to some anterior lim-
ited approaches with satisfactory results [3].

When performing an arthroscopic capitellar fixa-
tion, fractures can be reduced in a closed fashion before 
starting arthroscopy or once the scope is located inside 
the joint. The fractures typically reduce with full exten-
sion of the elbow and the forearm supinated. Then, the 
elbow should be flexed gently and maintaining the trac-
tion so that the radial head does not displace the frag-
ment again [22]. Once the fragment is reduced, the elbow 
should be flexed more than 90º to keep the fragment in 
place. Conventional portals can be used but in cases of 
plastic deformity of the distal humerus, or comminute 
fractures, posterolateral portals can be useful to debride. 
Bryan- Morrey type I fractures (large osseous piece 
of the capitellum involved) can be fixed with 3.5  mm 
screws from posterior to anterior through a small inci-
sion in the lateral triceps and a minimum of two screws 
are recommended depending on the fragment size [30]. 
Bryan-Morrey types II and III fractures can be managed 
by osteosutures and very small fragments can be excised 
[8]. Type IV fractures (McKee modification that includes 
trochlear extension) are usually fixed with three screws in 
a tripod fashion, with one screw in the medial trochlea 
and two in the capitellum.

Clinical and radiological results have been reported in 
some cases series [15–29]. The most recent, by Zhang 
et  al. included 10 cases, and reported good clinical and 
radiological results and no complications related to 
the surgical technique. There were 4 cases of AVN with 
no clinical impact. The authors recommend to wait in 
between 3 to 14  days to undergo the surgery to avoid 
excessive bleeding during the scope but they did not 
relate any association between time from injury to sur-
gery and incidence of AVN.

However, comparative series are still lacking in order 
to determine if the advantages of the arthroscopic tech-
nique are substantial.

Ligament repair
In order to treat complex coronoid and radial head frac-
tures, traditionally, an open approach was advocated for 
the treatment of the ligamentous lesions that are present 
in these injuries [26]. However, more recently, an arthro-
scopic management of injuries to the LUCL has been 
reported [5–27]. In the acute setting, when the ligament 
is torn, a formal repair with anchors can be performed, 
usually in the proximal attachment [5].

The formal repair can be performed arthroscopi-
cally viewing primarily the joint from the posterior 
compartment.

As the first step, the lateral epicondyle should be 
debrided and decorticated in order to expose subchon-
dral bone and enhance healing. Then, the isometric 
point should be identified in order to place the anchor 
with the help of a needle entering straight lateral to the 
bone. Depending on the type of anchor used, a drill guide 
might be necessary as well. The third step should be to 
pass the sutures through the proximal part of the liga-
ment with an indirect suture shuttling device. However, 
the results of this technique have not been published yet 
to our knowledge.

Authors opinion and recommendations
We recommend arthroscopic fixation for elbow frac-
tures in cases in which this technique is going to save an 
open approach. In other words, it does not make sense 
to fix the radial head arthroscopically if an open lateral 
approach is also going to be performed for lateral col-
lateral ligament repair. For coronoid fractures, we do not 
perform arthroscopic fixation of the injuries in terrible 
triads, as the coronoid fragment is usually small and does 
not need to be fixed in the majority of cases. Standard 
radial head repair/replacement along with lateral col-
lateral ligament repair is often enough, and in the rare 
cases of persistent instability, open medial collateral liga-
ment repair with or without coronoid fixation or recon-
struction is performed. Coronoid fractures in the setting 
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of trans-ulnar fracture dislocations are also fixed open, 
as the proximal ulna needs to be exposed for fixation. 
However, arthroscopy is most useful in cases of isolated 
coronoid fractures needing fixation (those greater than 
50% of the height of the coronoid or associated to persis-
tent ligamentous instability), along with lateral collateral 
ligament repair. The contraindications for this technique 
include: 1) sublime tubercle involvement, which needs 
in our opinion buttress plate fixation; 2) comminution, 
there must be a big competent fragment amenable for 
fixation, as opposed to multiple small fragments; and 
3) the fragment should be wide and big enough as to be 
fixed at least by two screws.

For distal humerus coronal shear fractures, arthro-
scopic fixation is possible when the following is fulfilled: 
1) The fracture should be able to be reduced closed, or at 
least with the aid of scope visualization and retractors or 
rods; 2) there should be only one fragment, or at least the 
majority of the fracture should be included in a big fix-
able fragment. Fixation will be performed from posterior 
to anterior, holding the reduction with a grasper and with 
the aid of elbow flexion entrapping the fragment between 
the fracture bed and the radial head. Isolated, one frag-
ment, capitellar fractures are ideal for arthroscopic fixa-
tion. Capitellar fractures with trochlear extension in a 
single fragment are also good candidates. Osteochondral 
fragments can be debrided or arthroscopically fixed with 
Crossed PDS sutures depending on size and location, 
being amenable for fixation big fragments in the central 
part of the capitellum. Severe capitellar comminution can 
be debrided or treated conservatively depending on the 
existence of mechanical interference with complete range 
of motion after intra-articular anaesthesia injection.

Radial head fractures are the most controversial indica-
tion in our hands. Non displaced Mason type I fractures 
are treated conservatively. Mason type III and IV are too 
complex for arthroscopic fixation in our hands, either 
because of the presence of severe displacement, a instable 
neck fracture, comminution, associated injuries needing 
open repair (i.e.  ligament ruptures or  translunar frac-
tures), or a combination of the above. Type II radial head 
fractures would be suitable for arthroscopic fixation, but 
the majority can be treated conservatively (those with-
out mechanical interference in exam under intra-articu-
lar anaesthesia), many are anterior in location (needing 
fixation from posterior, increasing the chances of reduc-
tion loss and decreasing the strength of fixation due to 
the posterior location of the compression screw mecha-
nism; or fixation in full pronation or supination for fixa-
tion through lateral or medial portals to avoid anterior 
percutaneous approaches, decreasing the control of the 
reduction); and, as mentioned before, arthroscopic radial 
head fixation does not seem to further improve the good 

results of open repair. Having said that, skilled elbow sur-
geons will find this technique very rewarding for specific 
easy cases.

Conclusions
Arthroscopy of the elbow has evolved significantly in the 
last decade, becoming an excellent tool to better under-
stand and visualize some articular fractures of the elbow. 
Its main advantage is preserving the soft tissue envelope 
and avoidance of multiple approaches in specific complex 
elbow instability patterns. However, despite the advances 
in surgical technique, whether it improves clinical and 
radiological results is still to be proven.

Abbreviations
LCL	� Lateral Collateral Ligament
OR	� Operating Room

Acknowledgements
NA.

Authors’ contributions
Social Media Handles *.
*Instagram @drforuria.
*www.​linke​din.​com/​in/​anton​io-m-​forur​ia-​md-​phd-​facgme-​59723​141.

Funding
None.

Declarations

Ethics approval and consent to participate
NA.

Consent for publication
NA.

Conflict of interest
None.

Received: 18 September 2023   Accepted: 20 November 2023

References
	1.	 Adams JE, Merten SM, Steinmann SP (2007) Arthroscopic-Assisted 

Treatment of Coronoid Fractures. Arthrosc J Arthrosc Relat Surg 
23(10):1060–1065

	2.	 Barco R, Antuña SA (2015) Management of Elbow Trauma. Hand Clin 
31(4):509–519

	3.	 Carroll MJ, Athwal GS, King GJW, Faber KJ (2015) Capitellar and Trochlear 
Fractures. Hand Clin 31(4):615–630

	4.	 Colozza A, Menozzi M, Perna L, Cavaciocchi M, Martini I, Galavotti C, Pado-
vani S (2022) Results of arthroscopically assisted reduction and fixation of 
anteromedial facet coronoid fractures at short-term follow-up. J Shoulder 
Elbow Surg 31(9):1890–1897

	5.	 Ek ET, Wang KK (2018) Arthroscopic Repair of the Lateral Ulnar Collateral 
Ligament of the Elbow Using a Knotless Suture Anchor. Arthrosc Tech 
7(2):e77–e81

	6.	 ESSKA Elbow and Wrist Committee 2016–2018, Cucchi D, Arrigoni P, 
Luceri F, Menon A, Guerra E, Müller LP, Burger C, Eygendaal D, Wegmann 
K (2019) Modified anteromedial and anterolateral elbow arthroscopy 

http://www.linkedin.com/in/antonio-m-foruria-md-phd-facgme-59723141


Page 7 of 7Valencia and Foruria ﻿Journal of Experimental Orthopaedics          (2023) 10:144 	

portals show superiority to standard portals in guiding arthroscopic 
radial head screw fixation. Knee Surg Sports Traumatol Arthrosc 
27(10):3276–3283

	7.	 ESSKA Elbow and Wrist Committee 2016–2018, Cucchi D, Guerra E, Luceri 
F, Lenich A, Nicoletti S, Randelli P, Wirtz DC, Eygendaal D, Arrigoni P (2019) 
A combination of an anteromedial, anterolateral and midlateral portals 
is sufficient for 360° exposure of the radial head for arthroscopic fracture 
fixation. Knee Surg Sports Traumatol Arthrosc 27(1):319–325

	8.	 Fink Barnes LA, Parsons BO, Hausman M (2015) Arthroscopic Manage-
ment of Elbow Fractures. Hand Clin 31(4):651–661

	9.	 Foruria AM, Gutiérrez B, Cobos J, Haeni DL, Valencia M, Calvo E (2019) 
Most coronoid fractures and fracture-dislocations with no radial head 
involvement can be treated nonsurgically with elbow immobilization. J 
Shoulder Elbow Surg 28(7):1395–1405

	10.	 Garofalo R, Bollmann C, Kombot C, Moretti B, Borens O, Mouhsine E 
(2005) Minimal invasive surgery for coronoid fracture: technical note. 
Knee Surg Sports Traumatol Arthrosc 13(7):608–611

	11.	 Garrigues GE, Wray WH, Lindenhovius ALC, Ring DC, Ruch DS (2011) 
Fixation of the Coronoid Process in Elbow Fracture-Dislocations. J Bone Jt 
Surg 93(20):1873–1881

	12.	 Gouveia K, Zhang K, Kay J, Memon M, Simunovic N, Garrigues GE, Pollock 
JW, Ayeni OR (2021) The Use of Elbow Arthroscopy for Management of 
the Pediatric Elbow: A Systematic Review of Indications and Outcomes. 
Arthrosc J Arthrosc Relat Surg 37(6):1958–1970.e1

	13.	 Guerra E, Marinelli A, Tortorella F, Flöter MDS, Ritali A, Sessa A, Carbone 
G, Cavallo M (2023) Elbow Arthroscopy for the Treatment of Radial Head 
Fractures: Surgical Technique and 10 Years of Follow Up Results Com-
pared to Open Surgery. J Clin Med 12(4):1558

	14.	 Haasters F, Helfen T, Böcker W, Mayr HO, Prall WC, Lenich A (2019) The 
value of elbow arthroscopy in diagnosing and treatment of radial head 
fractures. BMC Musculoskelet Disord 20(1):343

	15.	 Hardy P, Menguy F, Guillot S (2002) Arthroscopic treatment of capitellum 
fracture of the humerus. Arthrosc J Arthrosc Relat Surg 18(4):422–426

	16.	 Hy Chow D, Eygendaal B The (2021) Elbow arthroscopy - Indications and 
technique. J Clin Orthop Trauma 19:147–153

	17.	 Kim S-J, Jeong J-H (2003) Transarticular approach for elbow arthroscopy. 
Arthrosc J Arthrosc Relat Surg 19(4):1–4

	18.	 Kuriyama K, Kawanishi Y, Yamamoto K (2010) Arthroscopic-Assisted 
Reduction and Percutaneous Fixation for Coronal Shear Fractures of the 
Distal Humerus: Report of Two Cases. J Hand Surg 35(9):1506–1509

	19.	 Menth-Chiari WA, Poehling GG, Ruch DS (1999) Arthroscopic Resection of 
the Radial Head. Arthrosc J Arthrosc Relat Surg 15(2):226–230

	20.	 Michels F, Pouliart N, Handelberg F (2007) Arthroscopic management of 
Mason type 2 radial head fractures. Knee Surg Sports Traumatol Arthrosc 
15(10):1244–1250

	21.	 Moon J-G, Zobitz ME, An K-N, O’Driscoll SW (2009) Optimal Screw Orien-
tation for Fixation of Coronoid Fractures. J Orthop Trauma 23(4):277–280

	22.	 Ochner RS, Bloom H, Palumbo RC, Coyle MP (1996) Closed Reduction 
of Coronal Fractures of the Capitellum: J Trauma Inj Infect. Crit Care 
40(2):199–203

	23.	 Oh W-T, Do W-S, Oh J-C, Koh I-H, Kang H-J, Choi Y-R (2021) Comparison 
of arthroscopy-assisted vs. open reduction and fixation of coronoid 
fractures of the ulna. J Shoulder Elbow Surg 30(3):469–478

	24.	 van Riet R, van den Bekerom M, Van Tongel A, Spross C, Barco R, Watts A 
(2020) Radial head fractures. Shoulder Elb 12(3):212–223

	25.	 Rolla PR, Surace MF, Bini A, Pilato G (2006) Arthroscopic Treatment of Frac-
tures of the Radial Head. Arthrosc J Arthrosc Relat Surg 22(2):233.e1–233.
e6

	26.	 Sanchez-Sotelo J, Morrey BF, O’Driscoll SW (2005) Ligamentous repair and 
reconstruction for posterolateral rotatory instability of the elbow. J Bone 
Joint Surg Br 87(1):54–61

	27.	 Savoie FH, Field LD, Gurley DJ (2009) Arthroscopic and Open Radial Ulno-
humeral Ligament Reconstruction for Posterolateral Rotatory Instability 
of the Elbow. Hand Clin 25(3):323–329

	28.	 Tsenkov T, Dimitrov N (2022) A systematic review of elbow arthroscopy 
complications: Complications, risk factors, and safety tips. Int Orthop 
46(5):1073–1083

	29.	 Zhang Y, Chang N, Athwal GS, King GJ (2023) Arthroscopic reduction 
and internal fixation of capitellar and trochlear fractures: A case series. 
Shoulder Elb 15(1):75–81

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


	The role of arthroscopy in the management of adult elbow trauma
	Abstract 
	Introduction
	Arthroscopic setup
	Surgical technique
	Indications and results
	Coronoid fractures
	Radial head fracture
	Capitellar fractures
	Ligament repair

	Authors opinion and recommendations
	Conclusions
	Acknowledgements
	References


