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need for additional exposure and improved cosmetic
outcomes
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ABSTRACT

BACKGROUND: This study aimed to compare the clinical, cosmetic, and surgical outcomes of medial-first and lateral-first open
reduction approaches in the treatment of unstable pediatric supracondylar humerus fractures when closed reduction fails.

METHODS: In this retrospective comparative study, 68 pediatric patients (aged 2—10 years) with Gartland Type Ill and IV supracon-
dylar humerus fractures requiring open reduction were evaluated. Patients were divided into two groups based on the initial surgical
approach: medial-first (n=31) and lateral-first (n=37). Demographic characteristics, surgical time, pin configuration, range of motion,
Flynn’s functional and cosmetic outcomes, and postoperative complications were compared between groups.

RESULTS: The medial-first group demonstrated significantly shorter surgical times (55.5+16.0 vs. 72.0+20.2 minutes, p<0.001) and
superior cosmetic outcomes (excellent cosmetic Flynn’s scores in 83.9% vs. 62.2%, p=0.0408). The need for an additional incision was
markedly higher in the lateral-first group (0 vs. 18 patients, p<0.00001). Functional outcomes and complication rates were comparable
between groups.

CONCLUSION: The medial-first approach in unstable pediatric supracondylar humerus fractures offers advantages in surgical effi-
ciency and cosmetic outcomes while minimizing the need for secondary incisions. It represents a safe and effective option for achieving
stable fixation when closed reduction is unsuccessful.

Keywords: Pediatric supracondylar humerus fracture; open reduction; Flynn’s criteria; medial approach; lateral approach; cosmetic
outcome.

INTRODUCTION ally require surgical intervention, with closed reduction and
percutaneous pinning (CRPP) being the preferred treatment

Pediatric supracondylar humerus fractures (SCHFs) are among method. However, due to the severity of trauma, significant

the most common elbow injuries in children and typically re- displacement may occur, which can also lead to soft-tissue
sult from a fall onto an outstretched hand.'! While nonop- interposition, rendering closed reduction unsuccessful in ap-
erative management is appropriate for nondisplaced fractures proximately 2-15% of cases according to the literature.?! In
(Gartland Type ), displaced fractures (Types II-IV) gener-  such scenarios, open reduction is often required to restore
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anatomical alignment and achieve stable fixation.[**!

The surgical approach for open reduction remains a topic of
ongoing debate. Although lateral pinning alone is biomechani-
cally sufficient in many cases, bicolumnar (crossed medial-
lateral) pinning provides greater rotational and varus/valgus
stability, particularly in unstable fractures (Gartland Types ll|
and IV).l! However, medial pinning carries a risk of iatrogenic
ulnar nerve injury, especially when anatomical landmarks are
obscured by soft-tissue swelling.l”? To mitigate this risk, some
authors recommend a small medial incision for direct visual-
ization and protection of the nerve during pin placement.’®’]

Given these considerations, the choice of surgical approach
in cases requiring open reduction remains controversial. Fur-
thermore, when open reduction is necessary, there is no clear
consensus on the optimal surgical approach. Surgeons fre-
quently prefer the lateral approach due to its familiarity and
ease of access; however, this technique may limit visualization
of the medial column, potentially resulting in malreduction!'!
(e.g., cubitus varus) or suboptimal cosmetic outcomes. Eren
et al.l' reported higher patient satisfaction in the medial-open
group compared to the lateral-open group in their studies. A
recent study also suggests that medial or anterior approaches
may provide better functional and cosmetic results with lower
complication rates.!"’]

Despite literature supporting surgeon-dependent approach
selection,!'*'¢] we propose that a medial-first open approach
for treating unstable SCHFs (Types IlIl/IV) offers distinct ad-
vantages:

I. Minimizes the need for combined approaches: Lateral-first
techniques often fail to adequately reduce the medial column,
necessitating secondary medial exposure.

2. Enhanced safety and efficiency: Direct ulnar nerve visual-
ization minimizes iatrogenic injury, while improved alignment
reduces operative time.

3. Improved outcomes: Anatomic reduction and stable bico-
lumnar fixation may lower complication rates (e.g., malunion)
and enhance cosmetic outcomes.

Although there are numerous studies in the literature on pe-
diatric supracondylar humerus fractures, very few include suf-
ficient follow-up periods to compare medial and lateral open
approaches and comprehensively address their outcomes.

Therefore, in this study, we hypothesize that a medial-first
strategy optimizes biomechanical stability and clinical out-
comes in unstable supracondylar humerus fractures by re-
ducing the need for combined approaches, enhancing safety
through direct neurovascular visualization, and improving frac-
ture alignment efficiency.

MATERIALS AND METHODS

Ethical approval was obtained from the Institutional Review
Board (Approval No: [28/192]), and written informed con-
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sent was obtained from the legal guardians of all pediatric
participants, in accordance with the principles of the Declara-
tion of Helsinki. This research is a single-center, retrospective
comparative study involving multiple surgeons. A retrospec-
tive evaluation was performed on 631 pediatric patients who
were diagnosed with supracondylar humerus fractures at our
hospital between 2014 and 2023. The inclusion criteria were
as follows:

|. pediatric patients between the ages of 2-10 years,

2. patients who underwent open reduction after attempted
closed reduction due to inadequate fracture alignment,

3. patients in whom a medial incision was used as the first
incision, and

4. patients in whom a lateral incision was used as the first
incision.

The indication for open reduction was the failure of closed
reduction attempts, depending on the surgeon’s decision and
experience. Patients with concomitant fractures, open frac-
tures, vascular injuries in the same extremity, or diagnosed
compartment syndrome at presentation were excluded from
the study, as were those with a history of previous fractures
around the elbow joint. The minimum follow-up period in
this study was two years, and patients who did not complete
follow-up before this time were excluded from the study. The
study flowchart is presented in Figure |.

Patients were divided into two groups: those who underwent
a medial incision (medial-first group) as the initial open ap-
proach and those who underwent a lateral incision (lateral-
first group). Cases in which a secondary incision was used
during surgery, such as a mini-open medial approach to pro-
tect the ulnar nerve during pin placement, were also noted.

Data Collection

The demographic, intraoperative, and follow-up data of all
patients were analyzed. The collected variables included age,
gender, affected side, Body Mass Index, and Gartland clas-
sification. Both intraoperative complications and early or late
postoperative complications-including infection, range-of-
motion limitations, nonunion, deformity, loss of reduction,
and heterotopic ossification with clinical manifestations-were
documented. Additionally, the pin configuration used for fixa-
tion was recorded.

Joint range of motion was assessed using a goniometer at
one year postoperatively and at the final follow-up visit. Bau-
mann’s angle was measured from radiographs obtained within
the first postoperative year. Pin tract infections and nerve in-
juries were evaluated based on outpatient follow-up records.

A standardized postoperative follow-up protocol was imple-
mented for all patients. A long arm splint was applied im-
mediately after surgery and removed within three weeks to
allow elbow mobilization. Patients were instructed to per-
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Patients aged 2-10 years
diagnosed with supracondylar
humerus fracture (n=631)

Excluded (n=431)
Patients treated conservatively (n=407)
Patients with concomitant fracture (n=16)
Patients with vascular injury (n=2)
Previous history of surgery or trauma from
the ipsilateral lower extremity (n=6)

\

Lost to follow-up (n=6)

A4

Patients who underwent surgery
(n=194)

Analyzed (n=68)
Patients who underwent medial
or lateral open reduction when
closed reduction failed

/'
\

Excluded (n=126)
Patients undergoing closed reduction
and percutaneous pinning (n=118)
Anterior or posterior approach (n=8)

{ Medial Approach (n=31) J

{ Lateral approach (n=37) }

Figure 1. Study flowchart.

form daily pin care throughout the follow-up period. The pins
were removed approximately four weeks postoperatively,
after callus formation was confirmed on standard anteropos-
terior and lateral radiographs. Routine radiographic and clini-
cal follow-up assessments were conducted at the fourth and
sixth weeks, as well as at the third, sixth, and twelfth months
postoperatively.

The final assessment was conducted based on Flynn’s criteria,
which evaluate both cosmetic and functional outcomes. Cos-
metic outcomes were determined by the degree of loss in
the carrying angle, while functional outcomes were assessed
based on the degree of motion loss. According to Flynn’s clas-
sification, a loss of 0-5° is considered excellent, 6-10° good,
I'1-15° fair, and 216° poor. The evaluations based on Flynn’s
criteria were performed at the |2-month postoperative fol-
low-up. After the first year, patients were monitored for late
complications and routine fracture follow-up, including poor
union progression, remodeling, heterotopic ossification, or
cubitus varus.
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Surgical Technique

All operations were performed by experienced surgeons
using lateral, medial, or combined approaches. Fluoroscop-
ic-guided closed reduction and percutaneous pinning were
initially attempted in all patients. In cases where adequate
reduction could not be achieved through closed reduction,
an open surgical approach was performed. All open proce-
dures were conducted under general anesthesia with the pa-
tient positioned supine on a radiolucent table, and a sterile
tourniquet was applied prior to surgery. Standard prophylaxis
with a first-generation cephalosporin was administered to all
patients 30 minutes preoperatively, with dosages adjusted ac-
cording to age and weight.

In the medial-first group, the medial approach was initiated
with a skin incision extending from 5 cm proximal to the me-
dial epicondyle to the distal joint line. The ulnar nerve was
identified and carefully protected. The incision traversed the
intermuscular septum to expose the distal humerus. (Fig. 2).
In the lateral-first group, a lateral approach was used, with a
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Figure 2. Preoperative, postoperative, and follow-up anteroposterior and lateral radiographs of a patient who underwent surgery using the
medial-first approach.

skin incision extending from approximately 2 cm proximal to
I cm distal to the lateral epicondyle. To visualize the lateral
border of the humerus, the interval between the extensor
carpi radialis longus, triceps brachii, and brachialis muscles
was utilized (Fig. 3).

In the medial-first approach group, lateral pinning was per-
formed percutaneously. In the lateral- first approach group,
medial pinning was performed either percutaneously or via an
additional medial incision, during which the ulnar nerve was
meticulously identified and protected.

Statistical Analysis

Statistical analysis was performed using IBM SPSS Statistics
22 (IBM SPSS Corp., Armonk, NY, USA). The Shapiro—Wilk
test was employed to assess the normality of continuous vari-
ables, which were determined to follow a normal distribution.
Descriptive statistics were presented as mean * standard de-
viation for continuous variables, while categorical variables
were reported as frequencies and percentages.

For comparisons involving quantitative data and normally dis-
tributed variables, a one-way analysis of variance (ANOVA)
was performed. Categorical data were analyzed using the chi-
square test. A P-value of <0.05 was considered statistically
significant.
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RESULTS

Patient Demographics

A total of 68 patients were included in the study, with 31
patients in the medial-first group and 37 in the lateral-first
group. Baseline demographic and clinical characteristics of
the study groups are presented in Table |. No significant dif-
ferences were found in baseline demographics between the
two groups. There was also no statistically significant differ-
ence between the groups in terms of displacement direction
(p=1.000). The mean follow-up duration was comparable
(70.2£21.0 vs. 66.4£25.2 months, p=0.631).

The mean surgical time was significantly shorter in the medi-
al-first group compared to the lateral-first group (55.5%16.0
minutes vs. 72.0£20.2 minutes, p<0.00l). Baseline demo-
graphic and clinical characteristics of the study groups are
presented in Table |.

Clinical and Functional Outcomes

Mean flexion loss was 2.7°£1.6 in the medial-first group and
3.0°£2.0 in the lateral-first group (p=0.144), while mean
extension loss was 4.5°42.3 and 5.8°%3.l, respectively
(p=0.216).

According to Flynn’s functional criteria, excellent or good
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Figure 3. Preoperative, postoperative, and follow-up anteroposterior and lateral radiographs of a patient who underwent surgery using the

lateral-first approach.

Table I. Patient demographics and baseline characteristics
Variable Medial-First Group Lateral-First Group p-value
(n=31) (n=37)
Age (years, meantSD) 5.312.6 5.6+3.4 0.0974
Sex (Male/Female) 18/13 22/15 |
BMI (meanzSD) 16.8+2.4 16.243.2 0.777
Side (Right/Left) 19/12 23/14 I
Gartland Type Il 11 (35.5%) 14 (37.8%) I
Gartland Type IV 20 (64.5%) 23 (62.2%) I
Follow-up duration (mean, months) 70.2121.0 66.4125.2 0.631
Surgical Time (mean, minutes) 55.5%16.0 72+20.2 <0.0001

outcomes were achieved in 96.8% of the medial group and
91.9% of the lateral group (p=0.6779), with no cases classified
as poor in either group.

In contrast, Flynn’s cosmetic outcomes showed a statistically
significant difference between groups (p=0.0408). Excellent
cosmetic results were obtained in 83.9% of the medial-first

Ulus Travma Acil Cerrahi Derg, January 2026, Vol. 32, No. |

group versus 62.2% of the lateral-first group, while fair cos-
metic outcomes were observed only in the lateral group

(16.2%) (Fig. 4).

Regarding pin configuration, all patients in the medial-first
group received medial + lateral pinning (100%), whereas this
configuration was used in only 56.7% of the lateral-first group.
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Figure 4. Distribution of functional and cosmetic outcomes according to Flynn’s criteria in medial-first and lateral-first approaches.

Table 2.  Clinical and functional outcomes
Outcome Measure Medial-First Group Lateral-First Group p-value
(n=31) (n=37)
Flexion loss (°, mean%SD) 2.7°+1.6 3.0°+2.0 0.144
Extension loss (°, mean+SD) 4.5°+2.3 5.8°+3.1 0.216
Flynn’s Functional Outcome (%) 0.6779
Excellent (0-5°) 27 (87.1%) 30 (81.1%)
Good (6-10°) 3 (9.7%) 4 (10.8%)
Fair (11-15°) 1 (3.2%) 3 (8.1%)
Poor (216°) - -
Flynn’s Cosmetic Outcome (%) 0.0408
Excellent (0-5°) 26 (83.9%) 23 (62.2%)
Good (6-10°) 5 (16.1%) 8 (21.6%)
Fair (11-15°) - 6 (16.2%)
Poor (216°) - -
Pin Configuration
Medial+Lateral 31 (100%) 21 (56.7%) 0.0002
Two Lateral Pins 0 9 (24.3%) 0.0029
Three Lateral Pins 0 7 (18.9%) 0.0133

The remaining lateral-first group patients were treated with
either two (24.3%) or three (18.9%) lateral pins. The differ-
ences in pin configuration between groups were statistically
significant (p=0.0002 for medial + lateral vs. others, p=0.0029
for two lateral, and p=0.0133 for three lateral pin configura-
tions). Clinical and functional outcomes, including range of
motion, Flynn’s scores, and pin configuration, are summarized
in Table 2.
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Complications

A low overall rate of complications was observed, with spe-
cific adverse events distributed across both groups as fol-
lows: pin tract infections occurred in two patients in the
medial group and one in the lateral group (p=0.588). Ulnar
nerve injury was observed in two patients in the lateral-first
group, while no such cases occurred in the medial-first group
(p=0.496). In both patients who showed clinical signs of early
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Table 3. Complications

Complication Type Medial-First Group Lateral-First Group p-value
(n=31) (n=37)

Pin tract infection 2 | 0.588

Ulnar nerve injury 0 2 0.496

Loss of reduction 0 2 0.496

Heterotopic ossification | | |

Nonunion 0 0 |

Additional incision 0 18 <0.0001

Revision surgery 0 0.496

postoperative ulnar nerve impairment, open reduction had
been performed via the lateral approach, and the medial pin
was inserted percutaneously. On the following day, in one
patient, the medial pin was removed due to signs of ulnar
nerve irritation. The other patient underwent reoperation
the following day for ulnar nerve exploration, during which
the medial pin was replaced. Similarly, loss of reduction was
reported in two patients in the lateral-first group and in
none of the medial-first group (p=0.496). The medial pin was
not used in either of these patients. However, no additional
intervention was performed for loss of reduction, and the
patients were followed throughout the remodeling process.
Heterotopic ossification occurred in one patient per group
(p=1.000), and there were no cases of nonunion.

The need for an additional incision during surgery was sig-
nificantly more common in the lateral-first group (0 vs. 18
patients, p<0.00001). Among the patients who required an
additional incision, a secondary medial incision was used to
safely place the medial pin in 7 of I8 patients, while in |1
patients, an additional medial incision was necessary because
reduction was not successful using the lateral approach alone.
One patient in the lateral group required revision surgery,
whereas no revisions were necessary in the medial group.
One patient underwent revision surgery the following day
due to postoperative ulnar nerve symptoms. No new com-
plications were observed during the long-term follow-up pe-
riod. The incidence and distribution of postoperative compli-
cations in both groups are detailed in Table 3.

DISCUSSION

The most important finding of our study is that the medial-
first approach reduces the need for dual incisions in unstable
supracondylar humerus fractures. In addition, it was observed
that more medial pins were used in patients treated with the
medial approach, as the concern for ulnar nerve injury was
eliminated. Loss of reduction was also less frequent in the
medial-first group throughout the follow-up period.

Ulus Travma Acil Cerrahi Derg, January 2026, Vol. 32, No. |

The treatment strategy for unstable supracondylar humerus
fractures in which proper alignment cannot be achieved with
closed reduction is controversial. Recent biomechanical stud-
ies have shown that the use of bicolumnar pins provides the
most stable fixation in unstable supracondylar humerus frac-
tures. From this perspective, the effect of medial pin use on
stability in these patients is clear. When the medial-first ap-
proach is used, there is no concern about adding lateral pins
or the number of medial pins. This allows the use of as many
pins as needed to increase stability.

On the other hand, when the lateral-first approach is used, it
is necessary either to protect the ulnar nerve with a medial
incision or to accept the risk of closed medial pin placement
in a swollen arm with poorly defined landmarks. The third
alternative is to complete the surgery with lateral pins only,
without placing a medial pin, resulting in a less stable fixation.
In our series, greater loss of reduction was observed in the
patient group in which only lateral pins were used.

Loss of carrying angle has been reported as the most com-
mon complication of the lateral open approach.l'>¥] In the
systematic review by Gonzalez-Morgado et al.['! the pos-
terior and lateral approaches were associated with a higher
relative risk (RR) for unsatisfactory cosmetic Flynn's scores
compared to the medial approach. The medial and anterior
approaches showed a lower RR for unsatisfactory cosmetic
results. They reported that a possible explanation for this
finding is that these approaches provide better exposure of
the medial column and facilitate correction of internal rota-
tion of the distal fragment, which contributes to loss of the
carrying angle and varus deformity. In our study, we observed
better cosmetic scores and less loss of carrying angle in the
medial-first group.

Kizilay et al.'! compared open approaches used when closed
reduction failed in their study. They reported that the me-
dial and lateral approaches yielded better cosmetic and func-
tional results than the posterior approach, while the medial
approach showed the best results according to the Flynn
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score after closed reduction. In our study, we also observed
that the medial approach was associated with better results
in terms of Flynn scores compared to the lateral approach.
However, the main point we want to emphasize in our study
is that when the medial approach is used, there is no need
for an additional incision, whereas when the lateral approach
is used, an additional incision is required for both medial col-
umn reduction and medial pin placement.

Another important aspect involves the differences in the tra-
becular bone structure of the distal humerus. Diederichs et
al.l'® found the lowest trabecular bone density in the capitel-
lum region and reported high trabecular bone density on the
medial side. Therefore, it can be predicted that medial pins
will provide greater stability than lateral pins. Consequently,
the medial approach facilitates medial pin placement, which
is a significant advantage. In our study, we observed poorer
outcomes in patients who did not receive medial pins.

Although several studies support selecting the surgical ap-
proach based on the direction of fracture displacement,
a more nuanced view suggests that the incision should be
made on the side of maximum soft-tissue injury rather than
strictly following the displacement pattern.l'® In many cases,
soft-tissue trauma does not perfectly align with the direction
of the metaphyseal spike seen on radiographs. For instance,
in many fractures, the medial periosteum and soft tissues are
often disrupted, making a medial approach more logical and
potentially facilitating reduction.l'’>"3] Conversely, if lateral
soft-tissue injury is more severe, a lateral approach may be
preferable.l'”) This perspective emphasizes that surgical ac-
cess through the injured side may be more physiologic and
technically effective, as attempting reduction from the intact
side can increase the risk of further soft-tissue damage and
may complicate the procedure. However, in our study, no
statistically significant difference was observed between pos-
teromedial and posterolateral displacement patterns in terms
of the chosen surgical approach. Furthermore, there was no
apparent correlation between the direction of soft-tissue in-
jury and the type of incision performed.

Eren et al.l'Z reported that the medial incision was cosmeti-
cally preferred when patients were asked about their satis-
faction. They concluded that the medial approach is more
appropriate for displaced supracondylar humerus fractures
because of the lower incidence of ulnar nerve injury and less
cubitus varus deformity due to accurate evaluation of the
medial column. Our results also suggest that the medial ap-
proach provides better cosmetic outcomes as well as proper
postoperative alignment and stability.

Yavuz et al.,” in a multicenter study comparing four differ-
ent surgical approaches, reported that each approach yielded
similar results. They suggested that the choice of approach
should be based on surgical experience. However, surgical
time was not included in their analysis. In our series, the
medial-first approach was statistically significantly shorter
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in surgical time compared to the lateral-first approach. An
important reason for this was likely that no additional inci-
sion was required during surgery. In addition, percutaneous
placement of lateral pins after medial pin placement may be
relatively easier.

This study had some limitations. First, although the overall
study population was large (631 patients), we applied strict
exclusion criteria to include only unstable patients who re-
quired open reduction, resulting in a relatively small final
study group of 68 patients across both groups. Second, the
retrospective nature of the study introduces some selection
bias. The decision regarding incision type and pin configura-
tion was made by the treating surgeon, with potential vari-
ability between individual assessments. Third, the decision to
convert from closed to open reduction was also surgeon-de-
pendent, and it was not possible to determine which incision
group had more unstable fractures. In our clinic, closed reduc-
tion and percutaneous pinning are routinely preferred as the
first-line treatment for all supracondylar humerus fractures. It
is standard practice to attempt closed reduction initially and
proceed to open reduction only if the closed approach fails.
However, we acknowledge that the threshold for converting
to open reduction may vary among surgeons, and some may
opt for open reduction more readily in cases where they are
not fully satisfied with the alignment achieved through closed
techniques. This variation in clinical decision-making may
represent a limitation in the generalizability of our findings.
Finally, since no surgeon in our clinic routinely uses an ante-
rior incision in patients without vascular injury, the anterior
approach is reserved only for cases with suspected vascular
injury. In our study, patients with vascular injury who under-
went the anterior approach were excluded; therefore, it was
not possible to compare the anterior approach with other
techniques. Although our study addresses some important
questions despite these limitations, multicenter prospective
randomized controlled trials with larger cohorts comparing
different approaches are needed to validate these findings and
further investigate outcomes in this challenging fracture type.

CONCLUSION

In the surgical management of unstable supracondylar humer-
us fractures requiring open reduction, our findings suggest
that the medial-first approach offers notable clinical advan-
tages over the lateral-first approach. This technique not only
reduces the need for additional incisions but also facilitates
safe and effective medial pin placement, contributing to en-
hanced construct stability and fewer cases of reduction loss.
Moreover, better cosmetic outcomes and shorter operative
times were observed in the medial-first group. These results
support the preference for the medial approach in cases
where closed reduction is unsuccessful, given its contribution
to stable fixation, improved alignment, and patient satisfac-
tion. Nevertheless, the potential benefits of the surgeon's
experience and familiarity with a particular approach should
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not be overlooked.
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Stabil olmayan pediatrik suprakondiler humerus kiriklarinda medial-6ncelikli yaklagim:
Ek insizyon gereksiniminin azalmasi ve kozmetik sonuglardaki iyilesme ile iligkisi

AMAC: Kapali rediiksiyonun basarisiz oldugu durumlarda, instabil pediatrik suprakondiler humerus kiriklarinin tedavisinde medial-6ncelikli ve late-
ral-Oncelikli agik rediiksiyon yaklagimlarinin klinik, kozmetik ve cerrahi sonuglarini karsilagtirmak.

GEREC VE YONTEM: Bu retrospektif karsilastirmali calismada, acik rediiksiyon gerektiren Gartland Tip Ill ve IV suprakondiler humerus kirigi tanisi
almis, 2-10 yas araligindaki 68 pediatrik hasta degerlendirildi. Hastalar, uygulanan ilk cerrahi yaklagima gore iki gruba ayrildi: Medial-6ncelikli (n=31)
ve lateral-6ncelikli (n=37). Demografik &zellikler, cerrahi stiresi, pin konfiglirasyonu, eklem hareket agikligi, Flynn’in fonksiyonel ve kozmetik sonug-
lari ile postoperatif komplikasyonlar gruplar arasinda karsilastirildi.

BULGULAR: Medial-6ncelikli grupta cerrahi siire anlamli diizeyde daha kisa bulundu (55.5+16.0 dakika ve 72.0£20.2 dakika, p<0.001) ve kozmetik
sonuglar daha tsttindu (Flynn’in kozmetik skorunda milkemmel sonug orani: %83.9 ve %62.2, p = 0.0408). Ek bir insizyon ihtiyaci lateral-6ncelikli
grupta belirgin sekilde daha fazlaydi (0 ve 18 hasta, p<0.00001). Fonksiyonel sonuglar ve komplikasyon oranlari ise gruplar arasinda benzerdi.
SONUC: Kapali rediiksiyonun yetersiz kaldigi instabil pediatrik suprakondiler humerus kiriklarinda medial-6ncelikli yaklasim, cerrahi etkinlik ve
kozmetik sonuglar agisindan avantaj saglamakta ve ek insizyon ihtiyacini azaltmaktadir. Bu yaklagim, stabil fiksasyon saglamak igin gtivenli ve etkili bir
segenek olarak degerlendirilebilir.

Anahtar sézclikler: Agik rediiksiyon; Flynn kriterleri; kozmetik sonug; lateral yaklagim; medial yaklagim; pediatrik suprakondiler humerus kirig:.
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