





on upper
v/ fracture

OOSH!
* Extremity often looks

normal

— Swelling may not
develop immediately

— Often no deformity

OMMG 2001



— What if you don’t have x-
ray?



is ideal
— 2 planes of motion

* Volar splint and a sling
in a pinch







re

mon carpal
acture

* FOOSH!

 Avascular necrosis risk

— Blood supply enters at
distal pole

* Pain, worse with grip




sensitive for fx
— Less specific (40%)
* Obtain x-ray...
But don’t believe them!




S in 7-10 days
e-check snuff box

oooooo — Repeat x-rays

e Alternatively, MRl or CT

* Refer to Ortho if
fracture is present or
symptoms persist









acarpal head

e Assess rotational
alignment
_— — On exam
— On x-ray




Box ont

er splint

to Orthoin 1
week

* Urgent referral
— Open fracture

— Neurovascular
compromise

— “pseudo-clawing”
— Significant angulation






Metacarpus \

1/.
7

\ l‘ Skier's thumb .
L. \, — orced abduction and
\*“ a hyperextension of 1
Y XN NV ==t MCP joint
b . "  Ski pole injuries most
common cause

~N
Ulnar collateral
ligament



Abduction Adduction Extension Flexion Opposition Reposition




nlar Collateral

Ligament e ire joint

nar aspect

n with extension or
abduction

e Laxity of MCP joint
— Compare to other thumb




|  Ortho referral ASAP
weore especially if...

o — Presence of fracture

— Significant laxity of joint

e Early surgical repair has
better outcomes






| Promimal phalan ) M ech a n ism : hype r_
extension of joint

Middle phalanx .

e “Swan Neck” deformity

— PIP joint hyperextended
by extensor tendons




e X-ray to rule out
avulsion fracture



aping for less
severe strains

e Ortho referral
— Presence of fracture
— Unstable joint






Normal alignment

Ceantral slip
L

",
Lateral bharnd

Boutonniére deformity

Ceantral slip disruption

Volar migration of
the lateral bands

jury
Boutonniere Deformity

PIP most commonly
affected

Mechanism = forced
flexion of an extended
PIP joint

*Usually don’t present
for 4-6 weeks



ut dorsal
racture



of fracture

ability to passively
extend PIP joint

— Non-urgent
 What if you can’t tell?






DIP extensor

Most common tendon
injury in finger

Avulsion of distal
interphalangeal joint
(mallet finger)

* Pain, swelling, bruising
* *|nability to extend DIP
— Flexed DIP at rest







g
e of fracture

— Distal phalanx
subluxation

r






DP) Tendon

* Forced hyperextension
of flexed DIP joint

* Ring finger = 75% of
cases






— Call Ortho/Hand that
day

— Requires surgical repair
* Acute care

— Splint with DIP and PIP
joint in slight flexion.






anism = direct
blow



r status
Al

— 2-point discrimination
e X-ray to evaluate intra-

articular fracture and
displacement



eks

severe crush
Iry, neuro compromise

ithin 3-4 days
* Tendon dysfunction
* Nerve dysfunction

* Intraarticular (> 30%) or
displaced



re
3toma
nail

eponychial fold
disruption or
deformity




10N

— Acute ( <48 hours)
Nail bed — Painful

Nail p|ofe

gl > ——— Toht
oy ', * Electrocautery
i ] — 18-gauge needle
D ‘ — Heated paperclip
B i * No antibiotics

* Soapy soaks for 2 days






ate intra-
fracture and
displacement



nt for

o Ortho/Hand

— Comminuted , rotational,
intraarticular, displaced,
angulated or unstable






y to assess for
associated fracture



t in flexion
dy tape after 3-5 days
Prompt Referral

— Irreducible

— unstable

— Tendon rupture

— Volar dislocation






v - Sprains

\ Anterior tibiofibular ligament

Deltoid ligament (on medial aspect)
Posterior 1d g

talofibular
Talus

| .
e |ateral sprains most
' common

 Medial injuries usually

> R
result in fractures

]

Calcaneus Calcaneofibular ligament Anterior talofibular ligament

 Syndesmotic (“high”)
sprains predict poor
outcomes

tibiofibular

ligamen

Figure 2. Posterior Inferior tibiofibular syndesmosis.

Figure 1. Anterior inferior tiblofibular syndesmosis.




gament

o Test

— Assess syndesmotic
structures




Lateral view

|

A. Posterior edge ' f [
or tip of lateral
malleclus - 6 cm

Pain over malleolus
and/or midfoot

AND

e Tenderness over
el malleolus and/or
B(;rpastg;n: e?jrije?le 'I m i d fo Ot

Malleclar zone

malleolus - 6 cm

OR

* |nability to bear weight
immediately and at visit

Mid-foot zone

D. Navicular
Medial view



ent

eatment*

PRICE protocol
within 24 hours

Strength and ROM
exercises in 48-72
hours

. Endurance and
balance training



on

alleolar

ated medial
malleolar fx are rare
and unstable

— Treat like bi- or tri-
malleolar



Ank ent

on-displaced
avulsion fractures
— Like ankle sprain

e |solated Malleolar fx

— Stirrup splint
e At 90 degrees (neutral
position)
* Non weight-bearing
— Ortho follow-up in 3-5
days






fracture

Intermetatarsal joint

) ath. Matatarsai Most common fracture
SOEEN N P \“7[‘_ M of lower extremity

brevis
tendon

\ —  Mechanism identical to
':::';;::'/ T etophysis P lateral ankle sprain

Tuberosity
("styloid")

— Inversion while foot is

plantar flexed
(shin bone)

il 18 « Walking possible but

(lower leg bone)

Torn lateral >— _ pa i nfu I

ankle ligaments



Jones fracture




EREREuER
* Weight-bearing as
tolerated

* Post-op shoe +/- elastic
wrap

e Usually resolves in 3-6
weeks






re

—————————————————— Lateral Process of Talus

| * Exact mechanism
Middle phalanx u n known

Proximal phalanx

— Axial loading + external
rotation, dorsiflexion
and inversion

e Soft snowboarding
boots contribute

Posterior tubercle of talus

Os trigonum



f’%-

lus

0 pick up on exam
and on x-ray

— looks a lot like ankle
sprain



[ ~—A DT

v‘v
N
\\’f} oearing

0 ortho
—\(

> * Erron the side of
\ g caution






Ire

Feels sudden “pop” or
“being kicked”

e Weekend warriors in
late 20’s, 30’s

e Medications

— Fluoroquinolones
— Steroids

Z:: 4: 1;. * Missed 25% of time

Calcaneus

Posterior view



ompson

d on toes

Gastrocnemius muscle

Rupture
— Normal Thompson
— +/- Palpable defect

Achilles tendon

— Plantar flexion intact

— Patient can walk
— Tendon is not painful



(—

w;‘%

—\

eferral
-bearing

ast or posterior
splint for comfort

— Slight plantar flexion

V






t tenderness

Neurovascular exam

— Pain, pallor, paresthesia,
pulselessness

e Lisfranc joint*



Metate ement

e Posterior splint
* Non weight-bearing
e Ortho F/U in 3-5 days

— Immediate for open
fracture and/or neuro-
vascular compromise

Posterior leg splint

Stockinette
Webril roll









) shoe prn pain
 R.I.C.E.
* Follow-up in 1-2 weeks






1jo

Clean, lication
Clothing
Neurovascular st
R.I.C.E.

Position of Function

d post application

Pad between digits and bony prominences



Pc

1S

Volar

Ulnar gutter

Thumb spica

Finger
Sugar Tong

Ankle posterior/stirrup

Neutral forearm (thumb up), wrist slightly extended

Neutral forearm, wrist at 20 degrees extension, MCP at 50
degrees flexion, PIP in slight flexion (10 degrees), DIP in
extension

Forearm neutral, wrist at 25 degrees extension, allowing
thumb-index finger opposition and alignment of the thumb
and forearm (“Can of Soda” position)

Finger in slight flexion
Elbow at 90 degrees flexion, neutral flexion, neutral wrist

Ankle at 90 degrees




SPLINT INDICATION

Wrist fractures or sprains, fractures of 2nd
Volar splint to 5th metacarpals, soft tissue injuries of
the hand

Reverse sugar tong splint Wrist and distal forearm fractures

Ulnar gutter splint 5t metacarpal (Boxer’s) fractures

Scaphoid fractures, fractures of 15t
Thumb spica splint (thumb) metacarpal, ulnar collateral
ligament (Skier’s thumb) injuries

Fractures of distal phalanges and

Volar finger splint interphalangeal joints

Finger phalanx fractures, finger

Buddy taping dislocations (post-reduction)




SPLINT INDICATION

Posterior splint Ankle, tarsal, and metatarsal fractures,
severe sprains

Stirrup splint Ankle fractures
Buddy taping Toe phalanx fractures

Elastic wrap/AirCast Ankle sprains

Crutches As needed for pain with soft tissue
injuries and until ortho follow-up for
fractures requiring non weight-bearing

Postoperative shoe 5t metatarsal styloid avulsion fractures,
15t toe fractures and lesser toe fx prn pain




paralysis
e DON’T LET THE X-RAY GET IN YOUR WAY
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