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Managing a Pulled Elbow in the Clinic

Shalin Shah', Mandar Agashe2

Pulled elbow is one of the commonest clinical conditions encountered by the Paediatric orthopaedic surgeon. It is primarily due to
axial force applied to a semi-prone forearm which leads to proximal radio-ulnar joint dislocation. Diagnosis is usually clinical and
radiographs are rarely needed. Reduction maneuvers include the Traction-supination and traction-hyperpronation method and

almost always cause immediate pain reliefand return to function.
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Introduction

Pulled elbow or Nursemaid’s elbow is a
clinical entity wherein the annular
ligament of a child displaces over the
radial head and becomes entrapped
causing a painful non-use of the involved
1). Pulled elbow is
one of the most common pediatric

extremity (Figure .

emergencies presented to the orthopedic
clinic and is also one of the most
rewarding one where a reduction causes
animmediate reliefto the child’s pain and
to the parents’ anxiety.

Pulled elbow is a common elbow injury
in the child typically presenting between
1 -and 4 years of age though case reports
with ageless than <6 monthsandupto 11
years of age have been published. By S
years, the annular ligament becomes taut
and strong so that slippage or a tear is
difficult. The most common mode of
occurrence of a pulled elbow is a forceful
pull on an extended elbow with a
pronated forearm. This traction causes a

slip of the annular ligament over the
radial head and this annular ligament gets
entrapped after the slip. There is no
actual subluxation or dislocation of the
radial head but a slip of the annular
ligament over the radial head. Among
other modes, twisting of the limb, fall
while playing, playing with the
babysitter, or a sudden pull by the child
himself may be the cause. The parents
may also give the history of a pop felt
around the elbow. Anecdotally, the
history of fall may many times be
assumed by the parents or guardian.

A child with a pulled elbow will typically
present with a painful non-use of the
affected extremity. The pain described by
the parents, or the child may be anywhere
over the entire limb from clavicle to the
wrist, but an examination would rule out
any focal swelling or tenderness over the
wrist or shoulder. There is no restriction
of elbow or forearm range of motion,
though it is difficult to check in a crying
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child. Neurovascular examination would
alsobe normal.

In children with classical history and age
distribution without a history of trauma
or fall, no radiological investigation is
necessary before proceeding to
reduction. Table 1 shows the red flag
signs which would mandate a radiograph
or further evaluation before reduction.

[1].

Differentials

Following are the differentials of pulled
elbow which must be kept in mind while
examining:

1. Fracture around the elbow

2. Isolated radial head dislocation /
Monteggia variant.

3.Clavicle fracture

4. Type 1 physeal fractures of the upper
limb.

Radiographs are usually enough to
differentiate these fractures and
dislocation from a pulled elbow. In a
pulled elbow, the radiograph is
completely normal. Type 1 physeal
fractures may be initially normal on
appearance but will show changes at a
follow- up radiograph after a week or on
magnetic resonance imagingMRI
evaluation.
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Figure 1: A pull on an extended elbow with a
pronated forearm causes the annular ligament
to slip and interpose between the radial head
and the capitellum (Illustration by Dr. Hirva
Manek).

Figure 2: Two maneuvers for reducing a pulled elbow — hyper-pronation and supination
and flexion (Illustration by Dr. Hirva Manek).

Reduction

Pulled elbow can be reduced in the clinic
without any special requirement. Asitisa
quick procedure with immediate relief
from pain, no sedation or pain
medication is required before or after the
maneuver. With the child comfortable in
the parents’lap, a gentle combined elbow
flexion and forearm supination
maneuver is carried out till the end of
range with a thumb over the radial head.
A pop of reduction is felt with immediate
relief of the pain in the child. The active
movement will start by the child in a
while as the child realizes the relief from
pain. Many times, a repeat maneuver is
required when the reduction does not
happen at the first attempt. More than 3
attempts are usually an indication for
further evaluation. [1,2].

There has been lot of literature support
for hyper- pronation maneuver for
reducing the pulled elbow with some
studies proving it more efficient for
reduction of pulled elbows in the first
attempt .[3]. In this instead of supinating
the forearm, a thumb is kept over the
radial head and forearm is completely

pronated to more than the entire normal
range. Though Although the supination
maneuver is widely used and taught,
hyper- pronation maneuver has been
found to be more effective in studies.
(Figure .2).

Afterreduction, the child may be allowed
to play in the clinic till active movements
resume to the parents’ contention. There
is no follow- up visit required for a pulled
elbow, however, the parents may be
taught about the precautions for
prevention by explaining the mechanism
for occurrence.

There are high chances of follow- up
incidence of a pulled elbow in the same
child with literature quoting incidence
from 27% to 39% .[3, 4, S, -6]. This
should be explained to the parents at the
first visit itself as a repeat occurrence may
alarm them. Pulled elbow in isolated
incidence or recurrent episode has no
long- term affection to the elbow joint of
the child which should be explained to

the worried parents.

RecentAdvances
Ultrasonographic studies have been
carried out in the child presenting to the

emergency with symptoms suggestive of
pulled elbow. They’ve confirmed the
annular ligament slippage as the
causative factor in pulled elbows. Tear of
the annular ligament have hasbeen found
in studies performing ultrasonography
immediately following reduction .[7].
However, no routine sonography is
warranted for this benign condition
which has no long- term
sequalaesequelae. [8].
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