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History of present illness:  A 15-year-old male presented to the emergency department with right elbow pain 
after falling off a skateboard.  The patient denied a decrease in strength or sensation but did endorse 
paresthesias to his hand.  On exam, the patient had an obvious deformity of his right elbow with tenderness 
to palpation and decreased range of motion at the elbow.  Sensation, motor function, and pulses were intact.  
Radiographic imaging was obtained.  
 
Significant findings: The pre-reduction films show a type III supracondylar fracture.  There is complete 
displacement of the distal humerus anteriorly.  Specific findings for supracondylar fracture include: a 
posterior fat pad (red arrow) and a displaced anterior humeral line (yellow line).1 When no fracture is present, 
the anterior humeral line should intersect the middle third of the capitellum; in this X-ray, it does not 
intersect the capitellum at all.  This X-ray demonstrates a normal radiocapitellar line (blue line) that intersects 
the capitellum.  The presence of a narrow anterior fat pad aka “sail sign” can be normal. 
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Discussion: Supracondylar fractures of the humerus occur at the distal portion of the humerus without 
involving the growth plate.2 This is the second most common fracture in children overall.  In children, it is the 
most common fracture of the elbow.3  This injury has a high risk of neurovascular compromise, such as 
compartment syndrome or ischemic contracture, and thus the clinician must perform immediate and 
frequent neurovascular assessments focusing on the distributions of the brachial artery in addition to the 
median, ulnar, and radial nerves.4  Hyperextension injuries that typically occur following a fall onto an 
outstretched arm are responsible for 95% of supracondylar fractures.1  A type I supracondylar fracture is non-
displaced and can be treated with immobilization through a  posterior splint and sling5 with close follow-up, 
type II is angulated but with an intact posterior cortex and can be treated either surgically or with 
immobilization, and type III is completely displaced and requires orthopedic intervention and surgery.1,4  Due 
to the unstable nature of these type III fractures, rapid anatomic reduction is recommended followed by 
further orthopedic surgical stabilization.2  Orthopedic consultation should be obtained in the following 
scenarios: open fracture, neurovascular compromise, compartment syndrome, and a type II or III fracture.5  
 
Topics: Orthopedics, ortho, musculoskeletal, supracondylar fracture, pediatrics. 
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