














Pediatric Sports Injuries
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Fig. 5 Forces at the elbow are compression on the lateral side and tension of the medially side. The ulnar collateral ligament attaches lateral to
the medial humeral epiphysis. When skeletally immature, medial forces cause medial humeral epicondyle stress fracture rather than ulnar col-
lateral ligament sprain as seen in adults (A). In chronic conditions, as these forces continue, the medial tensile forces result in ulnar neuritis or
subluxation, posterior medial osteophytes. Laterally, the compressive forces result in osteochondritis dissecans of the capitellum, radial head

overgrowth and joint incongruity (B). (Reproduced with permission from Andrews JR, Zarins B, Wilk KE (eds): Injuries in Baseball. Philadelphia,

PA, Lippincott-Raven, 1998.)

may be because of demand and total
number of boys throwing compared with
girls rather than an absolute genetic pre-
disposition. Age is also a factor, and the
earlier maturity of females may be rela-
tively protective. Athletes will complain
of pain on the lateral aspect of the elbow
in 90% of cases. Other symptoms include
loss of motion (55% of patients), symp-
toms of locking (less than 20%), and an
acute onset (14%).%

Treatment of osteochondritis disse-
cans and Panner’s disease is guided by the
age of the patient, radiographic appear-
ance of an unstable fragment, and the
presence of loose bodies. Panner’s disease
is generally self-limited, does not create
loose bodies, and rarely causes long-term
problems. Treatment for Panner’s dis-
ease, therefore, is symptomatic. Young
athletes with Panner’s disease should be
restricted from axial stresses and valgus
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loading of the elbow (no gymnastics and
no throwing).

Varying stages of osteochondritis dis-
secans exist, ranging from cystic changes
to unstable but retained fragments to frag-
mentation and loose bodies. In general, the
carlier the presentation the better the prog-
nosis. As patients with osteochondritis
dissecans approach maturity, healing
potential diminishes and surgery becomes
more likely. The presence of loose bodies
and elbow locking is a strong indication
for arthroscopy and removal of loose bod-
ies. Once floating free, the fragments can
rarely be returned to their bed and should
be removed. Athletes with fragmentation
and loose bodies may present with elbow
pain and locking (Fig. 6, A). The capitel-
lum should be carefully evaluated as a
potential source of other loose fragments
or for the presence of exposed subchon-
dral bone that might be treated with mar-

row stimulation techniques (Fig. 6, B and
C). Locking, as a symptom, is not always
present even when loose bodies are pre-
sent. The most common presenting
complaint is pain with a loss of motion,
especially extension.

Specific guidelines in treatment of
osteochondritis dissecans lesions can be
controversial. Fundamentally, the best
option is always to save the athlete’s native
cartilage.*?" Cystic changes and stable
fragments should be allowed to heal with-
out surgical intervention by reducing axial
or valgus stresses until the fragment has
healed. Temporary immobilization can
reduce symptoms, but long-term immo-
bilization can lead to stiffness. When evi-
dence of healing is delayed or the patient
is resistant to conservative treatment,
anterograde drilling that does not violate
the chondral surface has been suggested
to improve circulation to the region.
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