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PRESENTATION OF CASE 

A 12 yrs. old boy was brought to our hospital on 11th January 

2017 with the chief complaints of deformity and restricted 

movements of left elbow since 1 year six months. Patient 

gives a history of fall on outstretched hand while playing 1 

and ½ years back on January 11th 2017 following trauma 

patient was taken to local bone setter where bandage was 

applied after massaging for a total of 3 times over a span of 1 

month and after the bandage was removed patient noticed he 

had restriction of movements and deformity over the left 

elbow. He did not take any medical advise for the same and 

now after 1 and half years presented to us with the above 

mentioned complaints. Patients also gives history of fall 

previously on 2nd Feb. 2015 for which he again went to local 

bone setter and bandage was applied for 14 days and later 

patient was symptom free until the second trauma. 

On examination, patient had reduced carrying angle 

(cubitus varus deformity) of left elbow associated with 

internal rotation of left forearm. Medial and lateral 

supracondylar ridges were thickened. The 3 bony point 

relationship was not altered, elbow range of motion was 

reduced with flexion only until 90 degrees, there was no limb 

length discrepancy and distal neurovascular status was 

intact. Range of movements of ipsilateral shoulder and wrist 

were within normal limits. AP and LATERAL views of x-ray of 

left elbow was done. X-ray was reported as malunited 

supracondylar humerus fracture. 

After counselling the patient and after obtaining written 

consent, surgical intervention was done under general 

anaesthesia. Lateral closed wedge osteotomy procedure was 

done with additional 2 k-wires was inserted and A/E pop slab 

was applied and post operatively patient had no 

complications and sutures were removed on the 10th day.  
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Patient was clinic-radiologically followed up regularly at 

2 weeks interval. At 6 weeks pop and k-wires were removed 

and patient was put on ROM under supervision of 

physiotherapists. 

 

DIFFERENTIAL DIAGNOSIS 

In children, malunited supracondylar humerus fracture, 

medial epicondyle fracture, lateral epicondyle fracture, 

Physeal injury of distal humerus. 

 

CLINICAL DIAGNOSIS 

Left sided cubitus varus deformity secondary to malunited 

supracondylar humerus fracture with carrying angle of -20 

degree without distal neurovascular injury 

 

 
Post Operative X-Ray 

 

 
6 Week Follow Up X-Ray 
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DISCUSSION MANAGEMENT 

Cubitus varus deformity is one of the most common 

complications seen in paediatric patients (age group: 5–8 

years) following trauma.(1,2,3) cubitus varus can increase the 

risk of lateral condylar fracture, pain, tardy posterolateral 

rotatory instability, internal rotational malalignment and 

poor cosmesis. 

In supracondylar humerus fracture types I and II has 

enough residual internal stability and are treated with cast or 

posterior splint.(4,5,6,7,8) and results are satisfactory. In older 

children’s displacement of fracture is more results are 

unsatisfactory as compared with young children. In displaced 

fractures open reduction and internal fixation with 2 smooth 

k-wires is the modality of treatment.(9,10,11,12) 2 k-wires are 

necessary because of the sagittal rotation forces exerted on 

the fracture fragment by the common flexor muscles. 

For cubitus varus deformity various osteotomies have 

been described as corrective surgeries like lateral closed 

wedge osteotomy, medial open wedge osteotomy, dome 

osteotomy, step-cut osteotomy, oblique osteotomy with 

derotation. In our study lateral closed wedge osteotomy was 

a choice of treatment. 

Lateral closed wedge osteotomy was performed above 

the olecranon fossa at diaphysiometaphyseal junction. With 

fluoroscopic guidance 2 screws of 4.5 mm were inserted into 

lateral condyle before osteotomy. Closing wedge osteotomy 

was made laterally leaving medial cortex intact, which was 

weekend with drill holes. A forceful valgus stress was applied 

to complete the osteotomy with forearm in pronation and 

flexed elbow. Tension band wiring was done to achieve a 

compression. Additionally, 2 smooth k-wires from lateral 

condyle to medial condyle to the proximal fragment was 

inserted for additional stability. The wires were buried under 

the skin. After closure of wound posterior above elbow slab 

was applied in 90 degree with forearm in pronation. 

 

FINAL DIAGNOSIS 

Clinicoradiologically, it was a case of left side cubitus varus 

deformity with carrying angle of -20 degree with restricted 

elbow flexion without neurovascular deficit. 

https://www.sciencedirect.com/topics/medicine-and-dentistry/deformity
https://www.sciencedirect.com/topics/medicine-and-dentistry/condylar-fracture
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