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PURPOSE: To provide a framework for management of the patient with long bone fractures including Humeral Shaft 

Fractures, Radius/Ulna Fractures, Femoral Shaft Fractures and Tibia/Fibula Shaft Fractures.    

 

 

POLICY: 

                        

Long Bone Fracture Management

General principles for all diaphyseal fractures 

1.  Imaging of the joint proximal and distal to the 

fracture is completed.

2.  In-patient or out-patient treatment is decided 

on case-bycase basis by the Ortho trauma 

surgeon and ED MD.

3.  Temporary stabilization in the ED is required 

before admission or discharge.

4.  Open fractures are described in separate 

algorithm

Humeral 

diaphysis 

fractures

Exam and document 

the motor and sensory 

function of the radial 

nerve.

Obtain the following x-

rays:

●Humerus AP & lateral

●Shoulder AP & lateral

●Elbow AP & lateral

Non or 

minimally 

displaced 

fracutre?

Immobilize in a 

sling

Immobilize 

displaced 

fractures in a 

coaptation splint

Manage non-operative.  

Admission not required.  

Surgery is indicated for an 

open fracture, multiple 

injuires, failed non-op 

treatment and very distal 

or very proximal fractures.  

If admitted, complete 

surgery during 

admission.  There is no 

literature supporting 

surgical fixation within a 

certain timeframe

Radius / ulna 

diaphysis 

fractures

Examine and 

document a 

thorough UE 

neurovascular 

exam.

Obtain the following 

x-rays:

●Forearm AP & 

lateral

●Elbow AP & lateral

●Wrist AP & lateral

Immobilize in a 

long arm or sugar-

tong splint to 

immoblize the 

elbow and wrist.

Admission not required.  

Surgery is indicated for 

fractures involving both 

the ulna and radius.  

Isolated ulna fractures 

most often are non-

surgical.

If admitted, complete 

surgery during 

admission.  There is no 

literature supporting 

surgical fixation within a 

certain timeframe.

Femoral 

diaphyseal 

fractures

Examine and 

document a 

thorough LE 

neurovascular 

exam.

Obtain the following x-rays:

●Femur AP & lateral

●Pelvis AP 

●Knee AP & lateral

Pelvis CT scan-3mm cuts 

with coronal and sagittal 

reconstructions

Place distal fractures in 

a knee immobilizer and 

place proximal fractures 

in 5 pounds skin 

traction in the ED prior 

to hospital admission

Admission required.  

Place on surgery 

schedule on the day of or 

the day following the 

injury.  Early operative 

intervention is associated 

with better outcomes.

Tibia / fibula 

diaphyseal 

fractures

Examine and document 

a thorough LE 

neurovascular exam.  

This includes an exam 

for compartment 

syndrome.

Obtain the following 

x-rays:

●Tibia AP & lateral

●Knee AP & lateral

●Ankle AP, lateral & 

mortise

Immobilize with splint 

to include knee and 

ankle.  Isolated fibula 

shaft fractures do not 

always require 

splinting.

Most tibial shaft fractures 

require admission for surgical 

treatment.  Isolated fibula shaft 

fractures can be managed as 

out-pt.Most Isolated fibula shaft 

fractures are non-operative, 

except those resulting in ankle 

instability.  

Place tibial shaft fractures 

on surgery schedule on the 

day of or the day following 

the injury.There is no 

literature supporting 

surgical fixation within a 

certain timeframe

If compartment 

syndrome is 

present, proceed 

emergently to the 

OR.

 
 

 

 

 

 

 

 

 

 

These guidelines are designed for the general use of most patients, but may need to be adapted to meet the special needs 
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of a specific patient as determined by the patient's care giver. 
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