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Learning objectives:

* Describe the diagnosis and management of the
more common injuries of lower limbs like:

v'Joints dislocation
v'Ligamentous injuries
v'Bone fractures



Types of fractures according to the cause

Fractures are caused by:

(1) Injury to normal bone: direct or indirect cause
(2) Repetitive stress to normal bone

(3) Abnormal bone (a ‘pathological’ fracture).



Clinical features

* History: trauma, MSK symptoms
* Examination:
v General: vital signs, ABC,..
v’ Local: look: swelling, bruises, deformity
feel: tenderness, pulse, sensation
move: distal joints



TREATMENT

* General, Other System Management
 Specific Treatment:
v Reduce: Closed Or Open
v Hold: Operative Or Non Operative
v’ Exercise

Exercise

Principle Of Treatment of #




DISLOCATION OF THE HIP

* Hip dislocations are associated with high-energy
trauma in the majority of cases.

* They often happen in conjunction with fractures of
the femur or the acetabulum.

* Dislocation may be posterior (commonest) or
anterior or central hip dislocation according to the
location of femoral head.



1. Posterior Hip Dislocation

Mechanism of injury

e Usually occurs when force is applied to the knee,
commonly in a seated car passenger when the knee
strikes the dashboard.

* The femur is thrust proximally and the femoral head is
forced posteriorly




1. Posterior Hip Dislocation

Clinical features

Acute pain, inability to put
weight

The leg is shortened, | &

adducted, internally rotated ! -
and slightly flexed position. 5

The neurovascular status of
the limb should be assessed.




hip dislocation

1. Posterior Hip Dislocation

Clinical features

Sciatic nerve is particularly
at risk

i

shortened
adducted

_-tinternally rotated




lmaging

* In the anteroposterior view X-
ray, the femoral head is seen to
be high-riding out of
acetabulum.

* Associated femoral head and
posterior wall acetabular
fractures may be evident.

* CT scan: femoral head or
acetabular fractures more clear
and to show intraarticular loose
bony fragments.




Treatment

* The dislocation must be reduced as soon as possible,
rates of osteonecrosis and subsequent osteoarthritis
are increased if the hip is dislocated for more than 6
hours.

* This requires sedation or general anaesthesia and is
performed closed in the majority of cases.

* If closed reduction fail, then open reduction




Longitudinal traction is Posterior traction is applied
applied to the anterior superior iliac
spines for pelvic
b L stabilization

- nd

The leg is held in adduction and internal rotation



2. Anterior Dislocation: rare

Clinical features

* The leg lies externally rotated, abducted and
slightly flexed. Occasionally the leg is abducted
almost to a right angle.

X-rays

* In the anteroposterior
view the dislocation is
usually obvious

e A lateral film: femoral
head is anterior.




3. Central Dislocation

* A fall on the side, or a blow over the greater
trochanter, may force the femoral head medially
through the floor of the acetabulum.

e Although this is called a ‘central dlslocatlon itis
really a fracture of the acetabulum g 7
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Treatment of hip dislocation
1. Closed reduction

If the post-reduction x-rays or CT scans show the:
1. Failed closed reduction

2. Missed old dislocation
3. Associated fracture that need fixation

2. open operative procedure

* Postoperative: rest and non weight bearing for
3 weeks



Complications
EARLY

e Sciatic nerve injury. Nerve function must be tested
and documented before reduction of the hip is
attempted and after reduction.

LATE

* Osteonecrosis of the femoral head especially if
reduction more than 12 hours

* Missed Unreduced dislocation: After a few weeks
an untreated dislocation, open reduction is needed

e Secondary osteoarthritis
e Recurrent dislocation and instability



HIP FRACTURES

* Hip fractures are defined as fractures that occur
between the articular margin of the femoral head
to 5 cm below the lesser trochanter.

* They are subdivided into intracapsular and
extracapsular fractures.

e Extracapsular fractures are further subdivided into
(intertrochanteric) pertrochanteric and
subtrochanteric fractures.
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| Common Hip Fractures
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Intracapsular
(femoral neck)

fracture \
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\\Intertruchanteric

fracture

Subtrochanteric
fracture

The blood supply to the
femoral head is
typically damaged in
intracapsular fractures
and rarely in
extracapsular fractures.




Fracture Neck of Femur
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Clinical features

* With an impacted intracapsular fracture the patient may
still be able to walk, and patients who are debilitated or
have dementia may not complain at all.

Diagnosis ©
e Simple X-rays

* If no fracture apparent on plain X-
rays, further investigation is
required, MR/ is the most
sensitive and specific to diagnose
an occult hip fracture,

* If MRI is not available rapidly, CT is
preferred.




Treatment of hip fractures : general notes

* All hip fractures treated by surgery. Even in
patients considered high risk for surgery, to
achieve pain relief and allow effective
nursing care.

* Analgesic medication, Skin traction, can be
useful till preparation of patient for surgery.




Treatment of hip fractures : general notes

* All hip fractures treated by surgery. Even in
patients considered high risk for surgery, to
achieve pain relief and allow effective
nursing care.

* Analgesic medication, Skin traction, can be
useful till preparation of patient for surgery.




* All hip fractures should be treated by reduction and
internal fixation, surgery should be performed
urgently to decrease the risk of subsequent
complications.

* In elderly patient (above 60 years age) with
intracapsular fracture (displaced or nondisplaced) is
better treated by joint replacement (Arthroplasty).
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COMPLICATIONS OF HIP FRACTURES:
General:

Most of pt. are elderly, have a high rate of
comorbidities prior to injury. They are prone to
general complications as DVT, pulmonary
embolism, pneumonia and bed sores.



COMPLICATIONS of intracapsular fractures:

Osteonecrosis of the femoral head especially in
displaced fractures, treatment delayed or
patient more than 45 year old.

Non-union: the risk is particularly high in
fractures that are severely displaced.

Osteoarthritis



Complications of intertrochanteric fracture:
Failed fixation: screw cut out the bone

Malunion: Varus and external rotation deformities are
common.



Complications of subtrochanteric fractures:

Malunion: Varus and rotational malunions are fairly
common.

Non-union: The risk 7% and 20%.
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Pathological fractures:

Hip fractures, particularly intertrochanteric fractures may
occur secondary to metastatic disease or myeloma.




FEMORAL SHAFT FRACTURES

General notes:

* The femoral shaft is circumferentially
padded with large muscles.

* Muscle contraction can displace femoral

shaft fractures making reduction
difficult.

* However, the muscle layers are
advantageous, the healing potential is
improved by having a well-vascularized
sleeve soft tissue coverage.




* Extensive bleeding from femoral
fractures may occur. Over a liter of
blood may be lost into the soft tissues
and a patient can become hypotensive
quickly if not adequately resuscitated.

* Fractures at the junction of the middle
and distal thirds of the femoral shaft
can directly damage the femoral artery
in the adductor canal.




* An ipsilateral femoral neck fracture can occurs
* An ipsilateral tibia fracture produces a ‘floating knee’

* Indicates high-energy trauma, more complications ,liable
to be missed, indication for surgery p=




Emergency treatment

* Traction with a splint is mandatory for a patient
with a femoral shaft fracture. It is applied at the site
of the accident, and before the patient is moved.

* A Thomas splint, or one of the modern derivations
of this practical device, is ideal: the leg is pulled
straight and threaded through the ring of the splint;
the foot is tied to the cross-piece so as to maintain
traction, and the limb and splint are firmly
bandaged together.

* This temporary stabilization helps to control pain,
reduces blood loss and makes transfer easier.

* Shock should be treated; blood volume is restored
and maintained, and analgesia is commenced.






Definitive treatment: operative

Non operative treatment:

* indicated for:

(1) fractures in children

(2) contraindications to anaesthesia or surgery

* Methods are: traction, cast spica.




Operative treatment

* is the commonest option for all adult femoral
fractures (reduction and fixation) to achieve:

1. perfect reduction
2. Strong holding
3. Earlier movement




SUPRACONDYLAR FRACTURES OF THE FEMUR

* The fracture line is just above the condyles but may
extend between them. In the worst cases the
fracture is severely comminuted.

* There is risk of inju




Treatment: operative

Non-operative treatment. Indicated for:

1) If the fracture i1s non displaced and extra

articular

2) children

 Methods of nonoperative treatment: it can be
treated by traction, After union, traction can be
replaced by a cast-brace andthe patient allowed
up and partially weight-bearing with crutches
until consolidation




Operative treatment
* Operative treatment with internal fixation
1s usual for all adults
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