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of the Humerus in Children
– Back to Basics
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Unlike adults children usually sustain fractures in the upper limb. Of all
the fractures in the upper limb the supracondylar fracture of the humerus
is not only the most common injury but can result in serious complications
if not treated appropriately.

In general fractures in children are treated conservatively. Surgical
treatment is reserved for some physeal injuries, fractures associated with
neurovascular compromise, open fractures and certain special circumstances
such as fractures around the hip. The management of supracondylar fractures
of the humerus has evolved from a purely conservative approach to a more
aggressive approach in recent years. When deciding on the appropriate
treatment for these fractures it is useful to classify these fractures into three
groups. Group 1- undisplaced fractures (Gartland type 1), Group 2 – partially
displaced fractures (Gartland type 2) and Group 3 –completely displaced
fractures (Gartland type 3). Needless to say undisplaced fractures should
be treated conservatively with protection in a backslab or a cast for a period
of about 3 weeks. In the case of partially displaced fractures the majority
can be treated by closed reduction usually under general anaesthetic
followed by immobilisation for about 3 weeks.

The management of the completely displaced fracture is more
controversial. Regardless of the choice of treatment protocol it is imperative
that the child is properly assessed for potential neurovascular injuries.
If the child is seen within the first few hours of the injury it is possible to
do a closed reduction and immobilisation under general anaesthesia.
However there are cases where adequate flexion of the elbow to maintain
reduction cannot be achieved due to potential vascular compromise. In
such cases percutaneous pinning under image intensifier will allow the
reduction to be maintained with the elbow immobilised in a less flexed
position. Although closed reduction and immobilisation can be done for
these fractures a number of studies have shown that there is a high incidence
of redisplacement of the fracture despite adequate immobilisation. These
authors advocate routine percutaneous pinning after closed reduction for
these fractures(1,2). Open reduction and internal fixation with K-wires are
also advocated by a number of authors(3). This is not routinely necessary
as many of the fractures can be reduced closed. In cases where closed
reduction is not possible or where there is vascular compromise open
reduction and internal fixation will then become necessary. Some of these
children can present acutely with very swollen elbows. In these cases
it may be prudent to admit these children and put the arm in traction till the
swelling subsides before further treatment is instituted. In all cases of
displaced fractures it is important to monitor these children closely post-
operatively for signs of compartment syndrome and vascular compromise.
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It is imperative that non-narcotic analgesics be given as narcotic analgesics
can mask the early symptoms of vascular compromise.

HOW SHOULD WE MANAGE A CHILD WHO PRESENTS LATE
WITH A VERY SWOLLEN ELBOW?
The article in this journal by Dr Devnani addresses this problem. Quite
often parents have taken the child for alternative treatment and the child
may have had manipulation or massage performed on the elbow which
can contribute to further soft tissue injury. In this circumstance it is wise to
admit the child and place the arm in traction until the swelling subsides
before further treatment is instituted. Traction is always a very safe method
of treatment in the interim period. Once the swelling subsides the
orthopaedic surgeon has a number of choices. (1) closed reduction and cast
immobilisation, (2) closed reduction with percutaneous pinning, (3) open
reduction and pinning and (4) gradual reduction until union. The results
reported by Dr Devnani in his article are very acceptable for this particular
group of patients. The advantage of his method of treatment is that patients
are not subjected to any surgical treatment or general anaesthesia. The
main disadvantage is that patients have to stay in hospital for a prolonged
period of time(4). Closed reduction in these late cases can be difficult and
in some instances open reduction is required for adequate reduction.
When open reduction is contemplated, it is important that the final results
should be at least as good if not better than closed treatment and
complications such as nerve injury, myositis ossificans or stiffness of the
elbow does not result(5).

The supracondylar fracture of the humerus in children remains a most
challenging injury for the orthopaedic surgeon. It is important to consider
the options of treatment very carefully and tailor the treatment to the
personality of each fracture.
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