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Factors affecting the management of proximal humerus physeal injuries in decreasing order are: degree of displacement, fracture stability and age [1]. Neer Horowitz classified these fractures according to severity of displacement (Supplementary Table S1). In severe displacement, closed reduction attempts in the emergency room or the operating table usually fail due to soft tissue interposition. Additionally, late referral and acute swelling also play an important role. Repetitive manipulation trials should be avoided due to adverse effects on growth plate [1]. In terms of fixation, K-wires, Elastic stable intramedullary nailing (ESIN) and Cannulated Screws are the different fixation method available. Burgos-Flores et al. observed excellent results in displaced proximal humerus fractures fixed with K-wires at a mean of 6.8 year after surgery [2]. In concurrence with our approach, Dobbs et al. outlined treatment guidelines in patients suffering from severely displaced proximal humerus physeal injury based on age and angulation of the proximal humeral fracture suggesting stabilization with either k-wires or cannulated screws [6]. The proximal humerus has an immense remodelling potential and the mobility of the joint enables it to compensate in case of any residual deformity.

A thorough knowledge, experience and careful radiological assessment for the diagnosis of transphyseal distal humerus fracture dislocation (TDHF) is necessary. A TDHF initially may appear like an elbow dislocation, as the radius and ulna do not align with the humerus, however, the capitellum is still aligned with the radial head, which is especially evident on the AP view [3]. In case of younger patients (<3yrs) where TDHF is commonly reported, it may be difficult to diagnose due to non-ossification of the capitellum, necessitating MRI or arthrogram, nonetheless, it was evident in our patient where capitellum ossification centre was visible (Fig: 2). Pre-operative neurovascular injury is rarely seen in TDHF [3,4].

In our patient, although the displacement was severe in both proximal and distal physis, the child had attained a major part of the skeletal maturity before the time of injury. Pritchett et al. demonstrated that after the age of seven, the proportion between the upper and lower arms did not change appreciably till the skeletal maturity [5]. They showed that in boys, the humerus was 18 per cent of standing height at the age of seven and 20 per cent at the age of seventeen. The humerus was expected to show an increase in length by 1.2 cm in boys and 1.3 cm in girls each year from 7 yrs of age to skeletal maturity [5].

Legends
Supplementary Table S1: Neer Horowitz Proximal Humeral Epiphyseal Fracture Grading.
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