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Comparison of the Henry versus Thompson Approaches for Fixation of
Proximal Radial Shaft Fractures: A Multicenter Study
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Background/Purpose: The standard of care for radial shaft fractures is compression plating.
A volar Henry approach is recommended for the distal 2/3 of the radius. In contradistinc-
tion, many sources recommend a dorsal Thompson approach for proximal 1/3 fractures to
allow for more proximal fixation points and to identify and protect the posterior interosseous
nerve (PIN). Other surgeons are comfortable using the extensile volar Henry for proximal
fractures, with fixation up to the biceps insertion, which avoids dissection of the PIN and
uses a medial release of the supinator to protect the nerve in the supinated position. There
are no clinical series describing the use of the volar Henry approach for proximal 1/3 radial
shaft fractures. The purpose of this study was to compare these two approaches in a large
series of proximal 1/3 radial shaft fractures with respect to complications and resultant
range of motion.

Methods: All patients with a proximal 1/3 radial shaft fracture (with or without associated
ulna fracture) treated operatively in 8 trauma centers were included. Demographic patient,
injury, fracture, and surgical data were recorded. Final range of motion and complications
of infection, wound dehiscence, neurologic injury, compartment syndrome, malunion/
nonunion, pain, hardware irritation, contracture, and severe restriction of range of motion
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(<90° arc) were gathered and compared for volar versus dorsal approaches using t tests for
continuous variables and Fisher’s exact test for categorical variables.

Results: 172 patients (119 M, 53 F) aged 18-84 years (average 35.9) with 63 transverse, 32
oblique, 57 comminuted, and 20 segmental fractures of the proximal 1/3 of the radius were
evaluated. Patients were followed an average of 347 days and all patients were followed
through union or the diagnosis of nonunion. 60 fractures were open (51 I-IIIA; 9 IIIBC), 121
patients had an associated ulna fracture, and 85 patients had associated injuries. 131 were
fixed through a volar and 41 via a dorsal approach. There were no differences in the patient
factors between the groups. Patients treated with a dorsal approach had fractures that were
slightly more proximal (71 mm vs 86 mm from the radiocapitellar joint) (P = 0.0006). This
did not translate to more fixation proximal to the fracture with the mean number of screws
being 4 for both approaches. No other patient or fracture factor correlated with the chosen
approach. 52% of the volar and 53% of the dorsal plates ended distal to the bicipital tuber-
osity and the remainder engaged or were proximal to the tuberosity. Double plating was
used in 14% of the volar and 10% of the dorsal approaches. Complications occurred in 32%
of dorsal and 23% of volar approaches (P = 0.3). Complications were more common in open
fractures approached dorsally (P = 0.005) but not in those approached volarly (P = 0.51).
There were only 3 neurologic injuries (1.7%) in the series, 2 in the volar and 1 in the dorsal
group. Three patients had a deep infection, all in the volar group. Nine (5%) nonunions
occurred, 5 volar and 4 dorsal. Nine patients had significant restrictions in their rotation
(<90° arc). After removing these outliers, the average arc of pronosupination in the volar
and dorsal groups was 160° and 159° and elbow range of motion was 5°-132° and 6°-128°,
respectively. The presence of an ulna fracture did not influence pronosupination in either
group or the combined series (P = 0.58).

Conclusion: This multicenter series demonstrates no difference in the complication rates
between a volar and dorsal approach for proximal 1/3 radius fractures. Specifically, fixa-
tion to the level of the tuberosity is safely accomplished via the volar approach without an
increase in risk to the PIN. Nonunion was more common in the dorsal approach, but no
other differences were seen in the complication rates between the groups. 5% of patients
had significant restrictions in their arc of motion (<90°), but all others in both groups had a
final average arc of 160°. This series demonstrates the safety of the volar Henry approach for
proximal 1/3 radial shaft fractures with a trend toward a lower complication rate than the
dorsal approach. Surgeons may employ the volar approach with greater confidence despite
the general recommendations to use a dorsal approach for neurologic safety.

The FDA has stated that it is the responsibility of the physician to determine the FDA clearance status of each drug or medical
device he or she wishes to use in clinical practice.
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