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Description
A 9-year-old boy presented to the emergency 
department with severe left elbow pain after 
a fall from a skateboard. On physical exam-
ination, an open injury in his left elbow that 
exposed the humeral lateral epicondyle was 
observed (Gustilo grade; figure 1A). The radial 
pulse was well palpated, but the neurological 
diagnosis was impossible because of severe 
pain.

A radiograph revealed a supracondylar 
humeral fracture in which the distal fragment 
was remarkably displaced (Figure 1B, C). After 
adequate preanaesthetic clearance, the patient 
was planned for surgery. On further explo-
ration, the radial nerve was tenting strongly 
by the displaced bone fragment (figure  1D). 
Hence, the radial nerve was carefully released, 
and its continuity was maintained. In addition, 
the supracondylar humeral fracture was stabi-
lised with Kirschner wires. On postoperative 
day 1, because a left wrist drop associated 
with hypoesthesia was observed, we diagnosed 
radial nerve palsy (figure  2A, B). The radial 
nerve was found almost intact after releasing; 
therefore, we decided to carefully follow-up for 
palsy. Five months later, palsy had completely 
recovered.

Reportedly, supracondylar humeral fractures 
are one of the most common fractures around 
the elbow joint in the paediatric age group. 
Paediatric supracondylar humeral fractures are 
rarely associated with a radial nerve injury.1 
Generally, radial nerve palsy results from trac-
tion injury, contusion, tenting and entrapment 
at the fracture site.2

The management of radial nerve palsy is 
controversial, as some will advocate a conser-
vative approach because majority will resolve 
spontaneously.1 Others will advocate open 
reduction and exploration to prevent entrap-
ment and iatrogenic laceration.3 Especially, 
in the ‘pink, pulseless hand’, a concurrent 
nerve palsy prompts early exploration as it is 
strongly predictive of nerve and vessel entrap-
ment. Our patient needed open reduction to 
prevent entrapment and iatrogenic laceration 
because the radial nerve was tenting strongly 
by the remarkably displaced bone fragment. 
When managed appropriately, nerve recovery 
and clinical outcomes for this paediatric popu-
lation are extremely favourable.2

It is important to examine and treat paediatric 
supracondylar fracture with a radial nerve injury in 
mind.

Learning points

►► Paediatric supracondylar humeral fractures are 
common and rarely associated with a radial 
nerve injury.

►► When managed appropriately, nerve recovery 
and clinical outcomes for this paediatric 
population are extremely favourable.

►► It is important to examine and treat paediatric 
supracondylar fracture with a radial nerve injury 
in mind.
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Figure 1  (A) The clinical photograph depicts the 
open injury on the left elbow. (B) The lateral radiograph 
shows supracondylar fracture that was remarkably 
displaced. (C) The anteroposterior radiograph 
shows supracondylar fracture that was remarkably 
displaced. (D) The clinical photograph depicts the tenting 
radial nerve.

Figure 2  (A) The clinical photograph depicts the limb 
position with instructed palm flexion. (B) The clinical 
photograph depicts the limb position with instructed 
dorsiflexion. Because he cannot dorsiflex his left hand, 
this indicates radial nerve palsy. 
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