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Fasciculated retrograde nail 
with controlled elasticity and 
expansion

Operating instructions
The Elafix nail is suitable for treating proximal 
metaphyseal and diaphyseal fractures and 
pseudarthrosis of the humerus between the 
anatomical neck and approximately 3.5cm from 
the tip of the olecranon fossa.

Opening system  
with one-piece slider  
Ø8mm

Five wires  
Ø2.5mm 
elastically 
preloaded

Preassembled wire for 
applying traction to 
the slider

Proximal locking 
screw Ø3.5mm

Slider with the 
function of 
controlling  
opening/elasticity 

Angle 15°

Body Ø8.5mm

Contraindications
In the event of diaphyseal fractures in patients with 
a particularly wide medullary canal (generally found 
in elderly male subjects) especially in the presence 
of severe osteoporosis.
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Position of the patient
In diaphyseal and metaphyseal fractures, distal or 
proximal, the patient is usually positioned on the 
operating table in prone decubitus, with the limb 
abducted and the forearm hanging, supported on a 
radiotransparent surface.

The image intensifier can be positioned either 
proximally or distally to the patient, provided 
however that it ensures that the standard 
projections (antero-posterior and lateral) can be 
easily executed, displaying the entire bone segment, 
from the elbow to the glenohumeral articulation.

In proximal metaphyseal fractures (or fractures of 
the surgical neck) and in patients for whom prone 
decubitus is not possible (patients with multiple 
traumas, presence of costal fractures etc.), it is 
possible to use supine decubitus in a semi-seated 
position of “beach-chair” type.

Planning and choosing the nail
The choice of the nail to be implanted can be 
made preoperatively, by taking an x-ray of the 
contralateral humerus with a radio-opaque 
measuring gauge, marked in centimetres, placed 
alongside it. Generally and more practically, the 
measurement is taken intraoperatively, using a 
guide wire of predetermined length, used for 
reaming the distal part of the canal. The guide wire 
can be superimposed on the limb after exposing 
the olecranon fossa and identifying the point of 
introduction of the nail, simultaneously making an 
x-ray reference mark on the proximal epiphysis.
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- Surgical technique

1. Access route

The access route used is the trans-tricipital route: 
the cutaneous incision is therefore median, 
adjacent to the olecranon fossa, extended 
distally as far as the apex of the olecranon and 
proximally as far as 3cm from the apex of the 
fossa itself, making a total of about 4-6cm.

When the band has been cut, the longitudinal 
splitting of the fibres of the tricipital tendon is 
performed taking care to make contact with the 
apex of the olecranon.

An autostatic retractor will make it possible to keep 
the tendon fibres apart and to view the capsular 
plane and the olecranon fossa below it, which is 
thus partially exposed.

2. Entry of the nail
Using a drill of about 4mm (S52), make a hole 
in the posterior cortical bone, adjacent to the 
apex of the olecranon fossa or just proximally to 
it, taking care to stay parallel to the diaphyseal 
longitudinal axis, to avoid accidentally 

perforating the anterior cortical bone, which would 
make the subsequent stages of the operation 
particularly challenging.  
Progressively enlarge the hole diameter using the 
conical reamer (SM212). 
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3. 
Complete the hole with the conical reamer 
(SM212) taking care to stay tangent as much 
as possible respect to the posterior cortex (and 
diaphyseal axis).

Use a suitable punch 
(SM224) to complete the 
entry into the medullary 
canal.

4. Reaming the medullary canal
Reaming the entire medullary canal is not usually 
necessary.
It should however always be carried out just as far as 
the first 3-5cm of the distal metaphysis (about 4cm 
from the entry hole) where, at the end of the nailing 
procedure, the rigid component of the nail itself will 
be located, which has a diameter of about 8.5mm.

It is advisable, therefore, to use intramedullary 
cutters up to a diameter of 9.5mm or, when the 
dimensions allow it, of 10mm.
This precaution, besides facilitating the introduction 
of the nail will, if it should become necessary, allow 
easier removal when healing has taken place or in 
case of need.

- Surgical technique
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5. Assembly
The nail is made integral with the introducer (SM201) 
by means of the special cannulated assembler  
(SM202 - fig. A).

Butterfly key (B) is closed to lock the traction wire.

B

6. Introducing the nail and opening the bundle
The nail should then be introduced into the 
medullary canal without going past the site of the 
fracture which is reduced and aligned only under 
scopic control. 
At this stage the nail, which is integral with the 
impactor, can be appropriately manoeuvred to 
facilitate and improve the reduction and alignment 
of the distal stub. 
The nail is then inserted further until it is several 
centimetres past the fracture site. 

Generally, advancing the nail is easy, because of its 
small diameter and its elasticity. Sometimes, and only 
if necessary, a hammer can be used, with light and 
measured blows on the striking surface of the impactor.

A
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7. 
After passing the fracture, proceed to open the 
bundle:
• Remove the butterfly key “B” by unscrewing it 

completely.
• Introduce the traction tool (SM205).

8. To open the nail:
• tighten the butterfly key “C” and bend the wire 

by 90°.
• With one hand, grip the introducer and with the 

other, rotate the ring nut “D” all the way down.

9. Removing the wire and traction tool.
Slack off butterfly key the “C” and remove the 
wire by turning it 10-12 turns counterclockwise.
Remove the traction tool (SM205).

B C

C

D

C

- Surgical technique
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10. Distal locking
Distal locking is performed by using the special 
graduated drill guide (SM203), which is introduced 
into the hole in the introducer (SM201) and the 
dedicated lanceolate drill bit (SM222).
Measurement is carried out in an intuitive manner, 
by making the marks on the drill correspond to the 
millimetre reference marks on the guide.

11. 
When the inner cannula has been removed 
and the guide liner left in place, the final 
measurement screw is fitted into it, made 
integral with the screwdriver supplied with the 
instrumentation. 
The locking screw increases the distal anti-
rotatory grip, and prevents any tendency of the 
distal end of the nail to unscrew itself.

12. Removal of the nail 
It is not generally necessary to remove the Elafix 
nail, once the fracture has consolidated. However, 
if a decision is made to remove the nail, its distal 
tip must be carefully exposed and any bone or 
fibrous tissue must be removed.  
For that purpose an osteotome of a suitable size 
is used, taking care to create, particularly on the 
front side of the nail, an adequate space for it to 
slide in the proximal-distal direction during the 
removal procedures. 
Once the nail is free and the locking screw has 
been removed, the nail can be connected to the 
introducer handpiece by using the cannulated 
assembler (see Fig 5A). Then, with light and 
measured blows on the front surface of the 

handpiece, it can be removed. During this step, as 
soon as the body of the nail is completely exposed, 
rotational movements both in the clockwise and 
anticlockwise direction will help with its complete 
removal.
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30 Days 60 Days 90 Days

29 Year old - Man Post-Operative

X-ray case
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82 Year old - Woman Post-Operative

30 Days 90 Days
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Informations for order
Ref. Instrumentation 

SM200 Elafix Instrument Case 

SM201 Nail Introducer

SM202 Nail Holding Cannulated Screw

SM203 Ø2.8mm Graduated Drill Guide 

SM204 Screw Guide

SM205 Slider Puller

SM208 3.5mm Hex Screwdriver

SM212 Conical Reamer

SM222 Ø2.8mm Drill Bit, 230mm

SM224 Awl

SM225 Nail Ruler

SM227 Assembly Bushing

S52 Ø4.0mm Drill Bit, 200mm

Ref. L. (mm)

202.2100 210

202.2200 220

202.2300 230

202.2400 240

202.2500 250

202.2600 260

202.2700 270

202.2800 280

202.2900 290

202.3000 300

202.3100 310

202.3200 320

Ref. L. (mm)

202.0020 20

202.0022 22

202.0024 24

202.0026 26

202.0028 28

202.0030 30

Material: AISI 316 LVM - ISO 5832-1

Locking screw  
Ø3.5mm
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