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We read with interest the publication by Vergara and Fretes.1

The authors only used the Weiss classification,2 without
measuring the amount of displacement for type III fractures
(no data provided) and without recording if the fragment was
rotated or not. All lateral humeral condyle fracture (LHCF)
classifications have limitations, so that it is probably better to
use 3 classifications,which complement each other by provid-
ing information on anatomy (Milch type 1 and 2),3 displace-
ment and malrotation of the fragment (Jacob 1 to 3)4 and
displacement and outcome (Weiss. I: <2mm; II:�2-<4mm
with intact articular cartilage; III:�4mm),2 in addition to
measuring the amount of displacement.

Bland et al.5 reported that the internal oblique radiograph
(IOR) is the most reliable view to measure displacement of
LHCFs. Vergara and Fretes1 did not take IORs, raising the
possibility that some of the fracture classed as Weiss type II
might have been a type III.

Weiss et al.2 performed arthrograms on all patients with 2
to<4mmdisplacement, which showed that all fractures had
an intact articular cartilage and were therefore treated with
closed reduction and percutaneous pinning (CRPP). We
would like to ask Vergara and Fretes why they performed

an open reduction in 4 of their Weiss type II fractures, which
could have possibly been treated with CRPP instead?

Xie et al.6 managed to perform CRPP in 74% of their Weiss
type III fractures, with the success rate of performing a closed
reduction having depended on the fracture anatomy. The
success rate was 82% for Milch type 2 (fracture line runs
through the trochlea) and 50% for type 1 fractures (line runs
through the capitello-trochlear sulcus or lateral to it), with-
out there having been a significant difference between
displaced fractureswith (Jakob type 3) andwithout fragment
rotation.

Li et al.7 performed ultrasounds and identified that the
articular cartilage was intact in 14 of 39 children with Weiss
type II fractures. Based on the latter Li et al7 expanded the use
of non-operative management to these 14 patients, which
did not show further displacement in the casts.

Bernthal et al.8 reported on 141 LHCFs, 76 treated non-
operatively, 14 with CRPP and 51 with open reduction and
percutaneouspinning (ORPP). Those treatedwithCRPP orORPP
had a significantly reduced absolute arc of motion up to
18 weeks after injury compared to the non-operative group,
with6major complications in theORPPgroup (4xosteonecrosis
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of the capitellum; 1x osteonecrosis of the trochlea; 1x deep
infection), but none in the other two groups.

Nazarethet al.9 reportedsignificantly reducedPODCI scores
for type II and III fractures at 6 and12weeks andno significant
difference at 1 year, compared to normative data.

The above publications8,9 show that patients who had
non-operative management recover elbow function quicker
and that ORPP is associated with a by far high major
complication rate compared to non-operative management
and CRPP. Vergara and Fretes’ two cases with a major opera-
tive complication (1x radial nerve palsy and non-union; 1x
non-union) had undergone an open reduction and screw
fixation. This gives a major complication rate of 40% for this
combination and 18% for screw fixation, which is by far
higher than the 12% reported by Bernthal et al.8 for ORPP.
Vergara and Fretes presented radiographs of two patients
who had undergone screw fixation. These show that both
fixations are inadequate because of the screws not being
perpendicular to the fracture line, reducing biomechanical
stability by increasing shear forces across the fracture site,10

thereby increasing failure risk. In contrary to the authors’
claim that their study does not show any benefits in relation
to the use of smooth pins or cannulated screws, we identified
that there is a high major complication rate for screw
fixations and surgeons seem to struggle to obtain a good
screw position in relation to the fracture configuration.

There are inconsistencies in Vergara and Fretes’ paper.1

The authors first gave the impression as if they had con-
ducted a prospective randomized trial:” The treatment was
selected by drawing lots. The envelopes were selected in the
preoperative holding area by the circulating nurse…”

The authors then stated:” The decision on which implant
to use was always made in the operating room, based on
previous operative planning.” The latter statement contra-
dicts the former. The authors stated that there was no
difference regarding the observed range of movement
between the two implant types at 12 weeks, not providing
any measurements and not providing data on how long it
took for the function to return to normal, sinceweknow from
the literature that it takes much longer than 12 weeks for
function to recover.8,9

In conclusion, Vergara and Fretes’ data show a high major
complication rate for open reductions and screw fixations. To
use exuberant callus formation as an outcome measure to
compare surgical techniques since is not useful since it is very

common (73% of fractures).11 The authors missed the oppor-
tunity to assess the intactness of the articular cartilage by
performing arthrograms or ultrasounds, which could possibly
help to increase the number of patients treated non-opera-
tively and treated by CRPP, with non-operative treatment
being associated with improved restoration of elbow function
and non-operative management and CRPP potentially avoid-
ing major complications associated with open reductions.
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