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Abstract

Supination and pronation deformity of the forearrm aommon
squeal of obstetric brachial palsy.

Initially, forearm deformity may be reduced gasly, with time and
growth — usually after 2 years of age — the ints@oss membrane begins
to retract and the deformity cannot be passivelyreoted. In the
supination position of the forearm the interossemesnbrane space of
the forearm reduces and the interosseous becortnasted in its strong
descending radio-ulnar fibers.

Supination contracture of the forearm is a veryallieg deformity.
Owing to its presence, many common activities iiflydéfe, such as
dressing, eating and writing, require elbow flexiand abduction plus
internal rotation of the shoulder

In these literature we review the anatomical carsiion and
pathophysiology of supination and pronation deftynof the forearm
and their management
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List of Abbreviations

OBPP = Obstetrical Brachial Plexus Plasy.

IOM =  The Interosseous Membrane.

DRUJ = Distal radioulnar joint.

PRUIJ =  Proximal Radioulnar Joint.

TFCC =  The triangular fibro cartilage complex.
C.TScan = Computed Tomography.

ROM =  Range Of Motion.

LAT = Lateral.

ECU = Extensor Carpi Ulnaris.

FCU = Flexor Carpi Ulnaris.

PT = The Pronator Teres.
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Aim of the work

The aim of the work is to review the literatures regarding
the supination and pronation deformities in Obstetric Brachial

Palsy and its management.



Introduction

Supination and pronation deformity of the forearre aommon
squeal of obstetric brachial palsy.

Initially, forearm deformity may be reduced gasly, with time and
growth — usually after 2 years of age — the intg@oss membrane begins
to retract and the deformity cannot be passivelyreoted. In the
supination position of the forearm the interossemesnbrane space of
the forearm reduces and the interosseous becortnasted in its strong
descending radio-ulnar fibers. Under these cir¢cantes these fibers
retract and pronation is blocked. The deformity dmees fixed very
quickly and with time the deformity produces a @tore of the forearm
bones, especially the radius volar subluxationd@slbcation of the distal
end of the ulna. In severe deformities the raukad dislocates volarly.

Associated with forearm supination, the wrist hgséends due to
the paralysis of its volar flexors and the pargativity of the dorsi
extensors tendons. With forearm in supination gyaincreases wrist
hyperextension and ulnar deviation. The frequersg@mce of an active
extensor carpi ulnaris (ECU) muscle tends to acatat the ulnar
deviation of the dorsiflexed wrist. The power oktEkCU is usually
greater than that of the radial extensors of thestwand flexor carpi
ulnaris.

Supination contracture of the forearm is a verablisg deformity.
Owing to its presence, many common activities iiflydéfe, such as
dressing, eating and writing, require elbow flexiand abduction plus
internal rotation of the shoulder.

With this deformity the patient is not motivateduse the hand and has a
functional deficit out of proportion to the real smular and hand sensory

conditions. This indicates the importance of eastyrection of the



deformity to improve hand function before bone defities and joint
dislocations occur.

Associated with forearm supination and deformity tbé wrist
(dorsiflexion and ulnar deviation) the fingers athdimb often  show
great weakness or paralysis, especially of théimsic muscles. Usually,
the metacarpophalangeal joints of the fingers aifeirs extension due to
contracture of their collateral ligaments.

In these literature we review the anatomical cagrsition and
pathophysiology of supination and pronation deftyraf the forearm

and their management.
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