
Monteggia Fracture-Dislocations  



Introduction 

 

  < 1% of all pediatric forearm fxs  

 

  typically between 4-10 years 
 







 Bado Type I : most common (70-75%) 





Bado Type II : most common Monteggia lesion in 

adults,(6%  in children), 



 second most common. 

 olecranon fx and a lateral or 

anterolateral radiocapitellar Dx but no 

radioulnar dissociation! 

 not a true Monteggia! 



Bado Type IV  

Type IV lesions are relatively rare in children.  













Up to 10 degrees of ulnar angulation is 

acceptable in younger children, provided the 

radial head reduction is concentric and 

stable.  

 



 

⇰ When the radial head is dislocated in a straight lateral or 

anterolateral position, flexion to 100-110 degrees improves 

stability. 

⇰ If there is a posterolateral  dislocation, flexion to 70-80 

degrees has been recommended. 

⇨ Forearm is usually in supination,(tightens the interosseous 

membrane and further stabilizes the reduction) 



 

 In children older than 12 years, 

plating of the radius (Type IV) 

through a volar Henry  approach 

provides more rigid stabilization. 

 



 The diagnosis of an acute Monteggia fracture–dislocation is often missed by 

skilled radiologists, emergency room physicians, pediatricians, and orthopedic 

surgeons, particularly when the ulnar injury is subtle or in the form of plastic 

deformation.  

 

 The shape of the ulna in patients with a seemingly isolated dislocation of the 

radial head usually indicates persistent plastic deformation or malunion of the 

ulna and a traumatic etiology to the radial head dislocation  



 

 the shape of the radial head is concave in most chronic 

Monteggia but is convex in congenital radial head Dx. 

 

  In congenital radial head Dx, the capitellum is often 

hypoplastic.   





Chronic Monteggia  

with ulnar bow line.  

(8-year-old girl ) 

Note the persistent 

ulnar bow and 

overgrowth of radius.  



Chronic Monteggia lesion with a 

persistent anterior radial head 

Dx and ossification of the 

displaced annular ligament.  



1- annular lig. Repair/reconstruction alone,  

2- ulnar osteotomy ± annular lig. 

Repair/reconstruction 

3- radial osteotomy. 

 





 

 reconstruction provides the best results in pts who have had a 

Dx for ≤3-6 months.  

 They also reported successful relocations up to 3 years.  

 Freedman et al.: for up to 6 years after injury.  



the age and the duration of the Dx are 

unimportant !  

Their criteria for surgical repair were:  

(1) normal concave radial head  

(2) normal shape of the ulna and radius 

(deformity is correctable by osteotomy).  

 





 

A: The Bell Tawse: results in a 

posteriorly directed force.  

B: The Seel and Peterson: crossing 

drill holes are created at the anterior 

and posterior rim of the lesser 

sigmoid notch. (may improve stability 

of the radial head. ) 



A: 8-year-old female - chronic  type I Monteggia, (+ ipsilateral medial 

(epicondyle fx. 

 

- Note the positive ulnar bow sign + ant. radial head Dx.  








