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bones	begin	to	heal.	This	is	especially	so	if	the	bones	require	
manipulation	to	improve	alignment		

o Second,	the	period	of	immobilization	required	for	healing	will	not	be	as	
long	as	compared	to	an	adult	

 X‐rays	initially	make	the	diagnosis	of	a	growth	plate	fracture.	Occasionally	
other	diagnostic	tests	such	as	magnetic	resonance	imaging	(MRI),	computed	
tomography	(CT),	or	ultrasound	are	necessary	to	evaluate	the	exact	nature	of	
the	fracture		

Risk	Factors	

 As	long	as	a	child	is	growing,	he	or	she	is	at	risk.	Children	that	are	nearing	the	
end	of	their	growth	potential	are	especially	vulnerable		

 The	risk	in	boys	is	twice	that	of	girls	
 One	third	of	growth	plate	injuries	occur	during	competitive	sports	such	as	

football,	basketball,	or	gymnastics		
 Nearly	20%	of	growth	plate	injuries	occur	during	recreational	activities	such	

as	bicycle	riding,	sledding,	skiing,	or	skateboarding		

Treatment	

 Growth	plate	fractures	are	classified	depending	on	the	degree	of	damage	to	the	
growth	plate	and	surrounding	bone	

 Several	classifications	exist	for	growth	plate	fractures,	but	the	Salter‐Harris	
system	is	the	most	widely	used	system.	This	classification	helps	determine	the	
treatment	of	the	fracture	

o Type	I	fractures	–	these	fractures	break	through	the	growth	plate	only.	
In	many	cases	no	shifting	of	bone	occurs	thus	these	fractures	may	not	
be	visible	on	x‐ray.		
 Fractures	isolated	to	the	growth	plate	heal	well	and	usually	do	

not	require	surgery	
 Treatment	is	with	cast	immobilization	

o Type	II	fractures	–	classified	as	a	break	in	the	shaft	of	the	bone	next	to	
the	growth	plate	(metaphysis)	and	growth	plate.		
 This	is	the	most	common	type	of	growth	plate	fracture	
 Surgery	is	usually	not	required	and	treatment	consists	of	cast	

immobilization	
o Type	III	fractures	–	defined	as	a	fracture	involving	the	end	of	the	bone	

(epiphysis)	and	growth	plate	
 Type	III	fractures	have	the	potential	to	arrest	the	activity	of	the	

growth	plate	
 Surgery	with	fixation	by	metal	implants	is	necessary	to	ensure	

proper	alignment	of	both	the	growth	plate	and	the	joint	surface	
o Type	IV	fractures	–	these	fractures	break	through	the	bone	shaft,	

growth	plate,	and	end	of	bone	
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some form of reduction is preferred 
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