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(Surgical Exposures for Total Elbow Arthroplasty)
Aol APt u
A3 %

FoAdo AF AYeL AT A ¢#4H P& vj¢ /FAEIY. o2 Elbow motiong
3| E A7) 3, stability®} strengthS FR3te Hel F FFolth. AF H FHHE Jye9 ¢4
indications 2&

1) Painful stiffness (<100°)

2) Painful instability
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24 F84d, 44 9959 Supra - or
Intercondylar nonunion®] &, =919 A¢4F YAF Y Acute severe comminuted Supra - or
Intercondylar E29 &, 281 944 FHF22 AT flail Elbowd Z o Bol 2AsA
A4,
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1. 849 Ry 7z
0 Biceps, Brachialis, Anconeus, Triceps muscles
o Medial collateral ligament complex (Fig. 1-A)
ant. component
post. component
transverse component
o Lateral collateral ligament complex (Fig. 1-B)
radial collateral ligament
lateral ulnar collateral ligament
annular ligament
accessory lateral collateral ligament
o Nerve
radial nerve
ulnar nerve

A : Latersl view

Fig. 1-A,B




= HM6xt Oist A - F HZE I3l Syl =

2. 9F A F34d 48 <E9 Surgical exposurerl 17 Fojokd A4}
a. Careful handling of skin & soft tissues '
b. The skin incision must not devascularize a compromised region of skin created by
previous incisions.
¢. The ulnar nerve is explored and transposed anteriorly.
d. Elevate the Triceps mechanism in continuity with the periostem — to avoid transection
or separation of the Triceps mechanism. .
e. The origin of one ligament is released, the joint is subluxated or dislocated.
Aol 571A] A1ge wt=A] e Fojof 3, 53] Triceps mechanism® BEE 93] Triceps
repairell -f¢] 8} oks 2(d), ulnohumeral joint®] posterolateral rotary subluxation®l o3& &)
lateral collateral ligament® ulanr part¥ repair(e) 3lejof &t}

3.5l =Y
F A F3A- AHIEEe Fe£3 @ HogE, &3] posterior Campbell approachs o} £3HA
%31 Triceps muscled] gl wet 471112 A A Do)

a. Triceps splitting method (Fig. 2-A)

Campbell posterior approach
Campbell (Van Gorder) approach
b. Triceps reflecting method (Fig. 2-B)
Kocher extensile approach
Mayo approach
Bryan post. approach (Mayo modified extensile Kocher)
Osteocutaneous flap (osteoAnconeus flap)
c. Triceps preserving method (Fig. 2-C)
Alonse Llames
Mayo
d. Posterior transosseous exposure method (Fig. 2-D)
oblique osteotomy of the olecranon (Muller posterior approach)
transolecranon osteotomy(Mac Ausland posterior approach)

Fig 2-A,.BC,D
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. Campbell’s posterior approach (Fig. 3-A)
Triceps tendong flape & wE9] Elbow joint® Exposure A7 WHoz o=
ankylosis\t contracture7t A% 7% Triceps tendon® elongations 93 Ar-&dch
@& 2 Triceps tendon stength®] &4Fo]t),

b. Kocher’s lateral approach (Fig. 3-B)

o, 4o
o oK 2

AP o 2= Triceps tendon®l continuty-$ entire operation procedure &<t #3 AZA$
Ao, severed Triceps tendon®l repair 18E& &4 o] Triceps® dysfunction
< EY F Ae Folth

c. Tsuge’s lateral approach
wide exposureZM Triceps attachmentZ elevate A7) raidal collateral ligamentZ
divide A17]1= ®¥ 22 Triceps tendon? ulnar periosteum Abe]l 9l continuity® &4 Al
Z14= 9lo] early rehabilitation 2 o] St}

Fig 3-A,B

AEH oz o= F7FY surgical approach® AH83tE 7He] Mele F&xt9 ZAgdd ¢}
ot} Z2¥xgt F#Ho] extended position °A  contracturelt ankylosis7t QA€ A9
posterior approach”’}, 123l significant 3t contracture’} $1& painful instability®l 7 -$-°ll3
postero- lateral approach’} ©] £& Ro=z Aztdr},
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