ed patients—do not assume that

smoking status.
medications, medical problems.
alsion, sharp/dull, dirty/clean).

nd distal to the injury to detect associated

antibiotics if needed (open injuries).

Reconstructive Surgery, 3rd edi
Williams & Wilkins, 1997. Wit}

the basilic vein {originates
. Allen’s test: Comy 1 sss %e radial and
patient make a tigli fist ( guin;
other artery to check blood supply to tl
via that artery. i :
. A digital Allen’s test can also be |
. Arterial location ralative to accompa
1. In the palm: Areries are volar to
2. In the digits: Arteries are dorsal
. Capillary refill should be 2 to 3 si
or eponychial fold.
IV. Nerves i
A. Radial nerve anatomy
1. Passes betweer heads of the
the brachiorad’alis and the EC
2. Branches {
a. Posterior interosseous {
EPL, EIP, and ECU; senso

fourth dorsal compartment of th

tal nerve grafts.
b. Superficial radial nerve: Se
space, IF, MF, and radial RF ug
B. Median nerve anatomy
1. Enters the forearm with the
pronator teres; mnervates the prons
2. Branches.
a. Anterior inirosse




Flexor tendon zones. (From Zxdel P. Tendon heﬂing C
astic Surgery, 5th ed. Asml SJ, |

the two slips of FDS, th
“Camper’s chiasm.”

- To test: Lay hand flat ¢ On exam table, palm up.
extension Cblocks FDP) test acttve flexion (a
RIRT:

“lexor digitorum profun dus
Inserts into proximal volar aspect of

§

Median nerve,




ing MPJ flexion.
c. The extensor hood div
d phalanx. The central lﬁp f
' the middle phalanx,
fuse prior to inserting on thebasé
i tendon). N
OK” sign). ! C. Intrinsic muscles
| increase the mechanical effectiveness | 1. ADP: Test for key pinch (thumb to
of paper here and resist the p:
(DIPJ flexes), this is a positive “Fro
ger function; located on the f is absent or diminished (compare
ctively. 2. Interosseus muscles: Tgst
and DIPJ, respectively. to resistance).

ate between A2, A3, A4, and A5 3. Intrinsic tightness test.‘
d oblique, which are located ) a. With the wrist in neuﬁml pesmo
respectively. The oblique pul: extrinsics.
{ b. Measure passive ﬂenén of PIPJ (¢
(1) Mild: 60 to 80 degrees.
(2) Moderate: 20 to 59 de; :
(3) Severe: Less than 20 degrees.
4. Extrinsic tightness test -
a. With the wrist in neutra
b. Check for resistance
tightness.
Bones and joints




tures to pressure and hypoxia. !
ischemic part for 5 minutes for evel
deflate tourniquet for 20 minutes e
thetics”)

crease between the PL and FCR; e

styloid; enter behind the
 to radial in the coronal p

1. Do not forget that hand m
2. When unsure of anatomy, physic
with the contralateral (uninjuy
3. Always document a neurovascular
4. Always test a tendon or muscle
injury that is otherwise compensated.
5. Always incorporate a “reminder” with finger




through physis, into epiphysis:

s and dislocations

to resist defornting forces
redisplace once reduced

ollowing.

d by fracture location and severity.

pal fractures

: Guided
1s Reduclble and
mg casting.
2. R clble and uns
tion and internal 1
3. Irreducible: Req\nrb ORIF.
4. Fixation choices
a. K-wires (percutaneous o
b. Plates and screws (e.g., modul
c. Lag screws.
d. Interosseous wii"es. :
D. Complications
1. Tendon adhesnonq (to fracture site).
a. Early ROM minimizes
b. Tenolysis has Vanable success.
2. Malunion. i
a. Rotational defor{mty can be treated with
b. Angular deformity can be treats
3. Symptomatic hardware.
a. Prominent plaze§ or screws can lead to p
b. Treatment: Hardware removal after f
4. Pin-tract infections.
Il. Metacarpal fractures
A. Evaluation: Similar to thal for phalangeal
B. Metacarpal head fra
1. Undisplaced fract
2. Displaced oblique fr;
C. Metacarpal neck fractures (e
1z Result of a direct blow to

a. Index ﬁnger (I!“)lbr niddle fi
b. ng finger (RF);




thumb metacarpal.
to anterior oblique

y and abducted by

jon and percutaneous pinning. |

!
of the base of the thumb

1 screws).

fracture. ;
deforming force on main metacarpal

the scaphoid. )
ous branches from d;s
f nonunion in proxim:

ated ligamentous i
and carpal collapse often follow.

- Evaluation: Thin-cut compute
exact anatomy. &

. Treatment: ORIF with bone grafting
reduction is possible; salvage p1
tercarpal arthrodesis) are indicated in advanced
arthritis, etc.). t

. Malunion :
a. Occurs when angulated fracture heals
b. Usually heals with apex dorsal angulation
leads to dorsal intercalated segmental a
by an increased scapholunate angle.
€. End result: Post-traumatic arthritis, loss of |
strength.
. Post-traumatic arthritis
a. Associated with scaphoid nonunion and mal
b. Scapholunate advanced collapse (SLAC)
arthritis, can result from scaphoid nonuni
Avascular necrosis
a. Risk is 90% in proximal pole fractures; risk
tures. ~
b. Evaluation: X-rays reveal sclerosis in the proxim
resonance imaging (MRI) is the most s ]
indicated when x-rays are equivocal.

. Treatment: ORIF with bone grafting in sel
graft from distal radius has been suc
clude proximal pole excision, proximal
subtotal and total wrist fusions.

IV. Distal radius fractures
A. General information

1. Most common fracture of the upper extr
2. Very heterogeneous group of injuries; wide-
3. Management remains controversial and
clinical outcomes are difficy
4. Residual articular incongruity results
patients. 5
5. Maximum functional recovery r
'

B. Anatomy

1. Distal radius has thr




a. Usually improves
b. If not improved after 48
are indicated.
2. Compartment syndroin
Oblique views are often helpful. : Cl_\ap_tex; 45, “Hand Infections,
ulnar deviation and fist clenched): _ 5 !I"gg(l:e?n)j.ury' P
cture and/or scapholunate ligament 4. Ligament injury: Camal lig
; i igament). !
Severity of fracture and evaluate re- I Trealifnent principles
¥ 1. Goal: Anatomic reduction
es (PA view). ] a. Maximizes function and minimizes thy
: e;%.w) : b. The younger and niore active the
- 0, A ; achieve anatomic reduction.
gmi%\%e.lmferval, associated u;lna . Stability ﬁur ) 3
[ S i o a. Stable, reduced fractures: 'sually trea
uire other imaging modalities. i b. Unstable and/or irreducible fractures,
Bl fractures (e.4, (1) Articular depresSion greater t
(2) Radial shortening greater than
(3) Dorsal tilt greater than 20 degre
(4) Excessive conmﬁ;inuﬁom
. Timing :
a. In most cases, initial reduction and
emergency room. -
b. Operative intervention, if required, can b
. Immobilization
a. Initial splint is usu: sugar-tong
Lo prevent pronation/supinatio .
b. May change to a removab splint
on individual patient-and frac
¢. If uninjured, fingers hould be free
ROM as early as 1 to 2 v
d. Do not immobilize !
tendonitis and adhe
e. Undisplaced fracty
f. Displaced f




¢
na.lﬁxaﬁcn,and ne T
M. Complications
1. Malunion: Reiaﬁvelxcommm

can lead to ulnocarpal impactio
decreased ROM).

2. Nonunion: Rareexceintmcasesm‘

3. Tendon rupture: Usually EPL (a late

4. Post-traumatic arthritis. )
5. Complex regional pain syndromes (CR

7.28;235 adequacy of reduction.

' postreduction x-rays.

l. Phalangeal dislocations
A. Distal interphalangeal Bl
o/ Anatomy and me h




2) Requires op 2
C. Thumb radial collateral ligams i
1. Rare and less debilitating than ulnar
2. Treated nonoperatively wi splm&
lll. Carpal dislocations and ligament
A. Anatomy ¢ :
1. There are seven carpal bonas
within FCU tendon),
oplasty (volar fragment
volar n middle a. Proximal row: Sez
Lo oeialy o b. Distal row: Trap
- Wrist ligaments.
a. Intrinsic ligaments.
(1) Connect carpal bones
(2) Most important are sc:
ments.
b. Extrinsic ligamenis
(1) Connect bones betw
(2) Volar extrinsic I
ments. {
. Kinematics. !
a. Wrist motion is mplex and c
carpal intertace.










A. In eated if dlséropg
tlon (ROM).

: Longitudinal organization of collagen fibers

2. After soft tisswes a |

C. Inflexors, prwerve.AP.md ulle
:m in straight lines (no sharp turns) have
radialis longus [ECRL] and extensor carpi radi-

loose connective tissue, continuous with the

v . General considerations
in the perimysium, at the bony inser- A. Atraumatic handling of tendon ends, synth
tendon, forming a longitudi- ture, and end-to-end repair.
SHEEOL e = : &= - Sheath repair is controversial. The theo
blasts illary buds migrate into the Lo nutrition for healing, but this has not be
gt capifiazy, bo ; - Tensile strength-time relationship
1. Weakest 7 to 10 days after repair.
a. Postoperative day 10 is the most c
primary repair.
b. Treat with prompt exploration and
2. Most strength has returned 4 t

3. Maximum strength 6 months after
(vmcma) at discrete points along the tendon o . Core suture (Fig. 37-1)

 exist along the tendon, which receive nutrition A. Strength of repair is proporﬁonal to
i repair.
B. There are a number of ways to suture a ter
features.
1. Small grasping stitches avo
2. Knots buried in t| air site

ne repe
C. Most common: Modified Kessl
. Epitendinous suture

ap mation, w!
C Smoothes adgei gliding

o




D

avery strongjuncture, D. Zone iz Over the proximal i
due 1o its bn.!k (From Zidel P. 1. Laceratio!

DIP joint free
distally, takmgpressume the

(of PIP on!y)

F. Zone V (and zon
sagittal bands.
1. Simple lace
2. Beware of the




ed injur
arc;h is common,
E. Zone |V: Under transve
1. Treat with

F. Zone V: Proximal bo:dcr
Junction, Generally has the
lIl. Partial injuries

A. Full ROM is present, bt patient
B. Should be e xplored.

1. Repair if laceration is gre
: lf Iess than 60%, lacerati
impede blood suppl} or ¢
C. If partlal injuries are
triggering can result,

I. Definition and epldamlology
A. Stenosing te enosyn
B. A nodule forms | the ﬂax
tendon and the annular p
1 pull




§
v
|
1
t
f
]
]
3
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expertise large
. Proxlmal I‘Ingar am, utuﬂonc
A. Amputations through joints (distal i
langeal joints)

1. The bone end must be debrided.
distal end by removing the con
spikes.

2. Digital nerves must be transected
formation.

3. The extensor and flexor tendons
suture the ends of them together, as
a. If the flexor digitorum

ered, then the quadrigia ef

common muscle belly, If orie

. 3 not be fully contracted, leading to

? J b. Another potential prob)
(DIP) level is the lumbri
from its insertion and mi
attempts to flex the digit I
(from FDP pull on lumbrical
Sectioning of the hmib:ded

B. Middle and proximal
1. A fish-mouth clasure

't
ns of injury as it relates to body image? (May

1s? (May be unrealistic.)




digits
lll. Preoperative care

A. Care of amputated p




'f M : lingexaﬂacedremégradem




postreplant complaint. It typically im-

sensation and function

f mobility is poor, the-replam: has value asa
f 82 degrees of mo?,ion(at the PIP
> degrees of mqii‘on at the PIP

1 finger replant is 11 mim.
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Flaps for fingertip repair
A. Asdiscussed earlier, healing by secondary intention often gives as good or better
outcomes than flap repairs. A varicty of techniques can be used to repair
fingertip injuries. The angle of injury or amputation, as well as individual 4
surgeon experience, determines when and where to use a given technique.
B. Advancement flaps
1. Lateral V-Y advancement flaps (Kutler flaps)
a. Most useful for transverse amputations.
3 b. Bilateral triangles are advanced and sutured to distal nail bed
c. Can advance up to 5 mum if skin alone, and up to 14 mm if a neurovas-
cular flap is elevated down to the level of the perosteun.
d, Disadvantages.
(1) Vascular supply is sometimes unreliable
(2) Sear isat the tip; may be painful or insensate.
2. Volar V-Y advancement flap (Atasoy-Kleinert flap} )
a. Most useful for dorsal oblique amputations )
b. Triangular flap, with base no wider than nail bed b ! I. Peripheral nerve anatomy i
c. Skin incisions are through the dermis; deep aspect is dissected off of g Al NfeurMo;\t:’:, l'::' ';'Z\’SIC unit of nervous tissue.
: - urons
d. r‘,;l:i:!.:;\\:e.mem of up to 10 mm. b S a. Large, multipolar cell body, with multiple dendrites and a long axon.

Nerve Injuries,
Compression
Syndromes, and
Tendon Transfers

Keith G. Wolter

Nerve Injury

S T

e. Good survival; disadvantages include possible hypersensitiyity or f 4 b. The cell body is loeated in the ventral horn of the spinal cord; the axen
hook nail. ‘i !x:; es the spinal cord via the ventral root
3. Volar neurovascular advancement flap (Moberg flap) c. Terminate on the motor end plate of the innervated muscle.
a. Best sensation preservation. - 2. Sen_sory neurons _
b. Longitudinal incisions are made on both sides, dorsal to the neurovas- ] . “l'l“‘ cell body is found in the dorsal root ganglion.
cular structures, Nerves and arteries are contained in the flap b. Unipolar, with a single axonal process running from the periphery
c. Advanced to cover tip defect >t (either an encapsulated receptor in the skin or a terminal branch in
d. Requires some joint flexion during healing, therefore, there is a high 5 tissue), through the dorsal root ganglion, and into the spinal cord.
risk of flexion contracture L 3 c. ilmumluu € in the dorsal horn of the spinal cord, or may ascend to the
3 ip, when padding and sensation are critical al 2 ~ TAINSTem,
© ls—l:npi f;;x%;ttc\z:‘t:a:gue can x!w mhﬁ-aawl The Moberg Bap should ] 3. Sym.pathem: neurons
generally not be used for fingers ;;; a. Control vasomator and pilomotor function.

C. Regional flaps

b. Axons are unmyelinated
1. Cross-finger flap

e

An G

B. Glial cells: Produce myelin to insulate axons and increase conduction speed.

a. Dorsal skin from one digit is transferred to the injured arca of an adja- b 1. Schwann cells are the primary glial cell of the peripheral nervous sys-
cent digit; can be used for volar or dorsal amputations ; tem. ) .
b. Pedicled flap with delayed division, usually in 2 10 3 weeks a. Schw l\ulj cells prodiice a sheath of myelin that wraps muitiple times
¢. Donor site requires a skin graft rmu-m‘m ically around the axon.
2. Thenar flap . b. Bach Schwann cefl covers a segment of axon 1 mm in length.
a. The injured digit is flexed and tucked into the thenar area, and the c

- Spaces between Schwann cells are the nodes of Ranvier.
2. Peripheral nerve fibers can be myelinated or unmyelinated.
C. Connective tissue: Makes up 25% to 75% of the cross-section of nerves; it has
three layers.
1. Endoneurium

palmar skin is used to cover the tip.
b. Advantage: No defect on fingers adjacent to injury. ‘
¢. Disadvantage: PIP flexion contracture of recipient finger. Therefore
mostly used in children. )
3. Neurovascular island transfer flap (Littler flap)

a. Used for insensate fingers following trauma to recreate sensibility in
the tip. )

b. Usually reserved for thumb, index finger, or ulnar little finger.

c. Must balance recipient sensation restoration with donor site loss.

d. Flap pedicle is composed of digital vessels and nerve. o

e. Typically raised from the ulnar aspect of the ring or middle finger;
raised at the level of the flexor sheath.

f. Donor site is closed either with graft or primarily.

a. Within the fascicle, individual axons are surrounded by endoneurium.
b. Unmyetinated nerve fibers have a diameter ranging from 0.2 to 3.0 L.
c. Myelinated fibers have diameters ranging from 2 to 25 pm.

2. Perineurium
a. Surrounds individual fascicles within nerves.
b. Each fascicle represents a group of nerve fibers.
¢. Fascicular diameter ranges from 0,04 to 3.0 mm.

3. Epineurlum
a2, External epineurlum surrounds the whole nerve as an outer sheath
b. Internal epineurium is composed of loose connective tissue anci

serves to cukhion the fascicles from trauma.

¢. Contains a lpngitudinal plexus of blood vessels.

d. Usually the site for suturing during nerve reconstruction.
D. Nerve topography

1. Peripheral nerves can be;




axonal transport along the nerve,
locus 10 become symy :
syndrome). "
5. Systemic conditions: Can «
turn lowers t.hq thresho{ for symp
roidism, and exposure to industrial ).
B. Diagnostic testing
regene ! : d 1. Sensory testing: Use threshold tests to
on and clenuns of debris takes ropathies.
0 { a. SOmmes-\Nemsteln test: Monofilament
nd by approximately 1 mm a day. R fibers.
[ 7 ! 1 b. Vibration mt. Best test for guick-adap!
system: Described by Sir Herbert 2. Tinel's sig| esldnbpercusse T
y i over the ne

ferve repair,

[ conduction along a nerve: The
0 Wallerian degeneration ocours.
ke several months. Selective demyeli-

vihg the p:
and held in this position fo
drome will exhibit hypesth
ton of the affected hand(s).
4. Electrodiagnosti testing: The
support or disprove a compression

the nerve. Anatomic coutiﬁu&ty is
Recovery rate is | mm per
Mbdﬂgﬁomarepmemu onelec-




magnetic resonance imaging

s the most coramon mononeuropathy.
!

¥
X, pregnancy, diabetes, imd rheuma-

nsisting of the deep forearm
), and the distal fascia




3 weeks of weakness, then observe
inthe exam or the EMG, then surgery is
the same as above. Neurolysis of the an-

e the ethow should be performed

cm distal to eubzta! umn,el, be-;*

y aggravate the | s;mdronw \'

d. Intramuseular transposition:

e. Medial epicondylectomy
(1) Useful fop post-traumatic cases wi
(2) Carries thie risk of dam»gingma

in elbow instability and pain,
B. Ulnar tunnel syndrome
1. Anatomy § X

a. Ulnar nerve analogue of the carpal tunnel.

1861; commonly zeferred to as G

b. Canahs#ﬂtoflsmnmlangm
mepa.tma:cm-palligamentwme fibro
hypothenar muscles,

25 Pathophysiolngy (various compressiy )
a. Ganglia and Soft tissue masses: Most
cases).

. Muscle anomkli&w 10%to 15%.




e and radial tunnel syn-

carpi radialis brevis (ECRB), supinator,

(ECU), sor digitorum communis (EDC),

X r digiti quinti (EDQ), abductor

mrgoﬂlims ongus (EPL), and extensor
 sensory component).

Itist unded by the biceps tendon, ECRL,

1 Jjoint capsule. It ends at the

the radiocapitellar joint.
‘recurrent artery (leash of Henry).

Frohse). ;
{ mthin the supmaxor

nel y
(1) Nonopem;we
NSAIDs).
(2) No progression t
5. Operative treati ent
a. PIN syndronje
(1) Indicano

(2) Good or t resul
take up to 18 mcmtbs

b. Radial tunnei ‘syndrome: Surgery is in
tive treatmentg

B, Superficial radial nerve compressi

1. Anatomy and pathophysi

(2) Overuse/répenﬁve acth
Wwrist contusion.
(3) Scissoring of
ened by nerv:
b. The superficial brane
about 9 cm proximal to the radial
the brachioradialis.
2. Diagnosis




Ider, upper back, negk)’ with

. _
reproduction and/or loss of the

t the side, hyperextend the
the affected side and breathe deeply.
i ; military brace test):







Thumb flexion
(high palsy)

Index flexion
(high palsy)

MJM abducmrdiglﬁmmbmm |
c'!s X







ones.

C. Early slgnc H : :
2. Crepims ' :
3. Skin vesicles or bullae
4. Fever and early sepsis - ,
5. Grayish watery drainage (* dishwater pus”)
6. Coppery hue eﬂ the skin

D. Late signs
1. Cutaneous anesthesia
2. Focal skin gar

3. shock, coagulopathy, and multiorgan failure
’

I. Clostridial necrotizing infections
A. Caused by multiple species of Clostr
(8086), €. novyi (205), and C. septicum,
traumatic wounds. !
B. Adecrease in focal ‘oxygen tens
C. Production of muitiple exoto;
nase), which causes cell membrane break
D. The diagnosis of gas gangrene is mi
has early local signs with m i
Myonecrosis presents with sev i
=, A Gram stain of wound ﬂu!d mvaa!c g
ry cells,
L. Nonclosir!dtal necrotizing infections
5 ! s ) g A. Streptococcal gangrene
Bntamocba h.;seabpj/; g 1. Caused by hemolyti
gcglstic gangrerie b 1 2. Presents with rapid
nomicrobial necro- toblve

B. Necroetzing fasciitis
1. Typically has sf slower onset




5
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370 CGh49. Necrotizing Soft Tissue Infections
e

C. Necrotizing fasciitis with

streptococcal toxic shock syndrome
Ts “Flesh-eating bacteria”

: Caused by Streplococcus pyogenes.
2, Systen\ic pathogenesis is related to superantigens, M proteins, and induc-
tion of monokines (tumor necrosis factor, interleukins 1 and 6).
3. Rapid presentation of pain, edema, fever, shock, and organ failure.
4. Clindamycin impairs M-protein synthesis and exotoxin production.
D. Idiopathic scrotal gangreneé
1. Fournier's gangrene: Perineal gram-negative synergistic necrotizing cellulitis,
2. Causative organisms; Anaerobic sireptococci.
3. Presentation: Sudden onset of fever and rapid development of scrotal gan-
, grene and skin sloughing (24-30 hours),

e N
I. Early diagnosis

A. Primarily based on clinical sus;
studies that include a com
tate levels.

B. Soft tissue x-rays (soft tissue gas), computed tormographic scan, or magnetic
resonance imaging with gadolinium.

C. Early tissue biopsy may facilitate early recognition of phycomycoses.

ll. Radical surgical debridement ;

A. Debridement of all necrotic tissues should be performed, with intraoper-
ative quantitative culture and collection of biopsy specimens. Gram staining
of wound fluid should be performed.

B. Debridement should extend to viable tissue, with possible extremity am-
putation in clostridial gangrene, debridement of abdominal wall in Meleney's
synergistic postoperative gangrene, and creation of a testicular thigh pouch in
Fournier's gangrene.

C. Postoperative intensive care is usually required, with invasive monitoring,
aggressive resuscitation, immobilization and elevation of involved extremities,
and initiation of dressing changes (topical antimicrobial Versus moist gauze).

D. Repeat exploration in 24 to 48 hours is performed, and remaining infected
tissue is excised.

Management 4

picion, but may be assisted with laboratory
plete bload count, serum electrolyte levels, and lac-

lil. Antibiotic coverage

A. Broad coverage should be used until nicrobiologic analysis of the woéund is
available. Penicillin, ampicillin, and beta-lactams are effective for Clostridia, en-

terococci, and Peptostreptococcus. Clindamycin is excellent for anaerobes, and
gentarnicin is effective against most Enterobacter and gram-negative species,

. Single-agent, broad-spectrum drug therapy may be initiated. !

. Amphotericin B should be started for demonstrated phycomycoses,

. Third-generation cephalosporins and doxycycline or fluoroquinolones
should be used for Vibrio vulnificus infection,

Human immunoglobulin should be given to patients with streptococeal TSS,

. Antibiotic treatment alone is not enough. Surgical debridement of ajl devi-
talized tissues is required,

mm oOom

V. Hyperbaric oxygen therapy

A. Canbe used for clostridial necrotizing infections in conjunction with the previ-
ously listed treatments.
B. There is no proven efficacy in nonclostridial infections.

Brown Recluse Spider Bites

I. Entomology

A. Loxosceles reclusa is identified by 2 violin-shaped mark on the dorsal
cephalothorax.,

Ch 49. Necrotizing Soft Tissue Infections 371

B. The spider measures 1 10 3 ¢m in size, and is often found indoors or outdoors
in debris piles.

Clinical presentation
A. The bite presents with superficial erythema with surrounding purplish discol-
oration (6-24 hours).
B. Progression to full-thickness skin necrosis often ensues (over >48 hours).
C. Systemic symploms may include fever, myalgia, malaise, and/or gastroin-
testinal upset (beginning at 12-24 hours).
Pathophysiology
A. The spider's venom is cytotoxie, with protease, hyaluronidase, esterase,
and sphingomyelinase components,
B. There is potentiation of the local neutrophil-mediated immune response, with
development of dermatonecrosis and systemic lymphokine response.
C. Histologic pol ymorphonuclear neutrophil perivasculitis with Jocal hemor-
rhage also oceurs.
Treatment '
- Correct identification of the lesion ¢
. Evaluate for other causes and monit
. Initial irrigation, local cold therapy,
affected extremity are helpful,
. Closely observe for 72 hours,
- Dapsone (a leukocyte inhibitor) should be initiated orally if a brown recluse
spider bite is suspected. Dapsone is continued until the
. Surgical debridement with skin grafting is indicated if
and the lesion is well demarcated.,
G. Failure of grafting is high—around 15%.

an be difficul, and is often delayed.
or for systemic symptoras,
tetanus prophylaxis, and elevation of the

mo Oo>

skin lesion resalves,
medical therapy fails

-

—_—
Pearls
e —_——
1. Necrotizing fasciitis is a surgical disease.
2. Biopsies of tissue for culture ar
24 hours
3. Hyperbaric oxygel
tions.
4. Dapsone can reduce the need fo)
recluse spider bites. |

¢ mandatory, as is a “second look” operation in
N therapy may be helpful in the treatment of clostridial infec-
r surgical treatment of wounds from brown

- Skin grafting of brown recluse spider bites is associated with high failure rates.
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