Empirical therapy not indicated

IV antibiotics must be based on deep cultures

Surgical debridement

-
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Skin and soft tissues involvement

sequestrum refractory cases

Sinus tract dinical
Periods of quiescence followed by actite exacerbations
b ~
| _Operative sampling of deep specimens from muliple foci diagnosis |
L 7
painful imp

no systemic and often

o local signs or symptoms

s

Pain, malaise, restlessness.

Loss of function
Soft tissue abscess and swelling.
‘Septicemia and distant abscesses

Septic arthritis

clinical

Complications

Bone and joint infections

Pain, malaise, restlessness.

Loss of function

Soft issue abscess and swelling

Soft tissue swell

8 (early).

bone demineralization (10-14 days).
radiological changes
~——— | _sequestra radiolucency (later).

T WBC count mainly neutrophils.
diagnosis 1 ESR not specific
blood cultures may be positive

Crreactive protein monitor response to treatment

Definite Diagnosis By histopathology

involucrum periosteal new bone (later)

Pathological fracture.

Chronic osteomyelitis

diagnosis

hot swollen joint
painful to any motion
inability to bear weight

Joint s fixed in the position of ease.

Basic lab for infection (CBC, ESR and CRP) and Blood
cultures

Plain films and Ultrasound

Joint aspiration: WBC >50,000 (>30%PMNL)

(S

Trial Mode

hs o

Children (4 years of age or older) oxacilin or cefazolin

Adults 21 years of age or older oxacillin o cefazolin

EMPIRICAL TREATMENT

fluoroguinolones
Sickle cell anemia

penicillinase-resistant synthetic penicillns (PRSPs) +
ciprofloxacin

Hemodialysis and IV drug abuser
alternative treatment vancomycin with ciprofloxacin

3 months of age)

PRSP+

Children (3 months to 14 years of age)

Initial treatment PRSP + 3rd -generation cephalosporin

f

EMPIRICAL TREATMENT

Acute monoarticular septic arthritis in

__ iepraosporn

Antibiotic treatment PRSP + 3rd -generation
cephalosporin
adults

——
PRSP



Open fractures

-

Usually from high energy but can be caused by low.
energy in elderly patients with fragile skin

A clear picture of an open wound and visible bone

fracture.
How can open fractures present?
— A'small skin ops aozing blood

\
I
I
1
1
1
1
I
1
1
1
1

’

Stabilize the patient according to ATLS

Give patient:
Analgesia
Grade 1 = 15t gen cephalosporin like cefazolin
Grade 2 Add Gentamicin to cefazalin Antibiotics

Grade 3 add penicillin or clindamycin f allergic
ErECee WerCE e e )

Tetanus vaccine

Cleanwound  Dirty wound

If vaccinated and last booster > 10 Y Ifvaccinated and last booster > 5 Y

If unvaccinated

If unvaccinated

Give Immunoglobulins tao on top of toxoid vaceine

Xpind:

15t Do a general Examination and laok for other wounds

Take a picture

allergies

M= Medications and vaccinations

AMPLE history

ast medical and surgical

Examination

Last meal

vent that caused the injury

Examine the wound

Size
Swelling and defor

Degree of contamination

=
g

Grade 1

ity

Grade the wound according to gustillo cassification

Bone commuriton

stripping of bone periosteum

Grade 2

<6 Hours
No comminution

Not needing a skin flap

No vascular injury.

Clean

<1em

Same as grade 1 but with size of 1-10 cm

Grade 3

3 Contaminated or comminuted

E Requiring skin flap

Requiring vascular repair

Remove obvious foreign bodies (Glass or Clothes)
Irrigate with 1-2 Lof NS, Xrays
INER | Reduce any bone sticking out Reduce immobiize NV
Cover with sterlle wet gauze
1fbleeding apply pressure on wound
As soon as patient s stable

Extend wound f necessary

Irrigate with 3,6, and 9 lters of normal saline for grade 1,
2,and 3 respectively.

Remove floating bane fragments that are not aticular or
OR] attached to muscles.

youcan and close the fractures can be unless

[
wound severely contaminated

remove necrotic tissue and leave it apen for 48-72 hours

for second look. Externally fixate the wound in this case.

Check after reduction

Resolved?  Serial examination every 2 hours.

Not resolved

ABIif fracture is around the knee and if below 0.9 then
need vascular intervention

T angiography is the gold standard

Externally fixate then let vascular surgeon do vascular
repair

Nerve injury is usually neuropraxia and most treatment is
conservative.

Trial Mode



Most common fracture of lwer imb
associated wi osteaporasis
Caused by falsfrom standing hight
Rule out other causes of fall
Commanly associated with other fragiity fractures

Classified into intra-capsular and extra-capsular

Intra-capsular fracture associated with AVN

Full detais of event

rule out causes of fall History.
Detaled systemic review

Generalinfo

_Internal fixation n young__J Intre-capsuler

1- Large lesser trachanter fragment
2-Extension to sub-trochanterc region
3- Four parts fracture

High rate of nonunion

Life changing event (high mortaliy)

Complications

AN
Ve
Rule out pathological fracture in young f low energy
Knee ligament injuries 50% P,

Ipsilateral femoral neck fractures

Assodiated with
| Assodaedwih
Floating knee

ARDS and fat embolism

Knee effusion and ecchymosis Expase and look SEADS.

NV exam Physical examination
Compartment syndrome.

AP and lateral views of femur

T if femoral neck fracture i suspected

Chietong necsli SISl be e CH)
Traction uniil surgery (either skeletal or skin)

Surgery within 24nrs.
Treaument
Externa fixation Unstable patient

N Stable patient
N SEEbrEEE )

Malunion s a common complication

Beware of VTE Complications

Infections.

Knee AP and lateral Investigations

High suspicion of Open fracture (thin skin)
Most common large long bone fracture

Highest rsk of campartment syndrame.

20% associated with ankie

tra-articular fractures

Expose and look SEADS

N exam Physical examination
Compartment syndrome (serial examination)
AP & lateral Xerays of Ubia and fibula

e
oy int s andinblow_| _imestigtions

General info

CT ifintra-articular
STiinra-ardevlar )

I no displacement, Comminution, and shortening

Conservative
Bivalved above knee ful cast
_Bivalved abovekneefulcast ]

Treatment
Above knee back-slab and U slap 1N surgical

Nonunion(most common)

Delayed union

Complications

Infection

ovTIPE

Low energy torsional fractures
Stable or unstable (lateral displacement o talus)

Medial, lateral o

Below level of ankle with intact alofibular syndesmosis Weber A Generalinfo

Atlevel of ankle with Intact or partally torn talofibular
)

syndesmosis Weber B

Above level of ankle with disrupted talofibular
syndesmasis and widening of distal talfibular articulation Weber

Expose and ook SEADS
Eipose andlookSEADS

Feel for djointine |

Wean_|

4P and lateral

Mortise view

solitary medial

Investigations

Common adult fractures

-_ on examination

Investigarions AP view and Clavicle view (cephalic i) X-rays

Proximal, middle, and lateral thirds

Generalinfa

Caused by fall on outstretched hand

Middle third i most common fracture.

Proximal thrd is associated with brachial plexus njury.

Finding.

Doa NV exam

Pneumothorax is a possible complication
Expose and look "SEADS" skin tenting s a common

P —

You can check for any signs of pneumathorax

Treatment

Mostly conservative using figure 8 splint or a ling

Skin tenting

ORFin: Severe displacement 100% or >2 cm overlap.

Comminuted (more than 3 parts)

Surgical neck fractures are more common and have.
better prognosis.

- #natomical neck fractures have worse outcomes(AVN)

Physical examination

Caused by high energy in young and low in elderly
because of osteaporosis

Expose and look SEADS. Make sure to check in the axilla

Examine Auxilary nerve. Deltoid atrophy and sensation
erit

Examine joint above and below (cenvical spine and clbow)

\_ CEGEBORMEEDEE D

AP, Lateral, and alary views

Investigations. Fracture is defined by fragment displacement

Ask patient to move his hand and elbow

Treatment

1fno displacement then itis a 1 part fracture

Conservative if not displaced

sl s

Sling and nwb for 68 weeks

Early ROM exercises after 2-4 weeks

ORIF in young patients or old patients with no anatomical
neck fractrues

patients with
| anatomical neck fractures or fracture dislocations

Expose and look SEADS

General examination NV Exam for radial nerve palsy (wrist drop)

Investigations 2orthogonal views

Conservative

Closed reduction then use sugar tong sling (U-shaped
slab) for 1 week then use functional brace for 4-6 weeks

Treatment
\_ Treatment |

ORIF Obese patients

(i

Comminuted

Open fractures.

Bilateral ractures

Floating elbow

- o
Investigations
T ifintra-articular

Both bone fracture

Fracture from fall or direct blow

Generalinfo

Very unlikely o fracture one without disrupting their
articulation

Both bone fracture.

Monteggja fracture: Proximal ulna fracture and radius

dislocation

Galeazi fracture: Fracture of distal radius and disruption
of DRUJ

Expose and look SEADS
Exmine median, unar and racial nerves
Examine the vasculature
Check for compartment syndrome

2 0rthogonal xerays.

ORIF after closed reduction and splinting fo relif pain in
R

ORIF Uina and closed reduction of radius

ORIF Rad DR

proximal fibular fracture?)

CTifintra-articular

Surgery Medial or bi-malieolar

Splint NWE 6 weeks. Weber A

ORIF if widened medial joint ine
Weber B&C

if not widened call Ortho for stress xrays

Treatment

Most common fracture of upper extremity.

Generalinfo

Extra-articular

High energy in young and low in old because of
Osteoporasis

Either extra or Intra articular

Colle's fracture: Dorsal displacementinner fork)

s o Sppenene .
(et o oo oo plos s enes DY

Intra-articular Volar or dorsal Barton fractures

Investigations

Two orthogonal Xeray views

CT i Barton's

Closed reduction and Below elbow cast
Send patient home if reduction is successful

instruct patient to come i pain is out of proportion

Treatment

Check alignment in 1 week {swelling i gane giving more.
Space for motion i the cast which can disturb the
alignment)

Trial Mode

Check againin 1 week

ORIF in intra-articular(2cm displacement) o unstale
extra-articular




Pain out of proportion to the injury

Early Signs
Pain with passive stretching of the muscles in the compartment.
4P Paralysis, Paresthesia, Pallor and Pulselessness.
Tight (Woody compartment) most reliable sign
) Late signs Tender compartment
incicaiots Reduced two-paint discrimination
in pediatric:Agitation, Anxitey, increase Analgesic requirement
Meeded for comatose or otherwise non-evaluable patient:
-Anesthesia and Sedated
when to use IMP? -Head Injury, Intoxicated, Pediatric patients
how to calculate IMP? (Diastolic blood pressure - IMP) it should be<30 mmHgy
1. Immediately assess the patient
Bi-valving the cast and loogening circurnferential dressings
2. ldentification and removal of external compressive forces Leg compartment: keep the ankle in neutral to 30-degree plantar flexion
Forearm compartment: avoid deep elbow flexion
3. Elevate at the level of the heart
SRR YT 4. Serial physical examination
4. Reqular close monitaring
Treatrent 6. Avoid nerve blocks, sedation and strang analgesia
7. Maintain narmal BP
8. Early assessment of metabolic acidosis and myaglabinuria, to avoid renal failure
indication of Fasciotomy:
= Ahsolute Cornpartrment pressure >30 mmHy or <30 mm Hy difference from diastolic
pressure
9. Emergent Fasciotamy within Bhrs = b hours of total ischermia time

Complication of C5:

= Significant tissue injury,
= Worsening initial clinical picture.
= Delayed presentation with a picture of developed compartment syndrome

= Myoglobinuria = kidney tubular damage = acute renal failure
= Flexion contracture

« Paralysis

= Loss of sensation

>|Leg:

= Drop foot

= Claw toes

>Forearm:

= olkmann's contracture

Managment Q Hyx of Traumatic event
3 Pain and inability to use the limb
0 Deforrity.
prandibE Q Shortening
Diagnosis Q Malalignment
Q Malrotation
¥eray iz the milestone in diagnosing dislocation B iy ta theijoint goiave and belo.
¥ g 4 0 Xeray 2 views and order special view depends an joint.
e Check for other injuries (distracting injury)
1. Mlust rule out ather injuries e Always check the distal neurovascular status
e Check for compartment syndrame.
2. Pain relief
3. Urgent reduction
Managment 4. Check stability and safety zone
5. Check N status
B. Do X-ray
7. Rehabilitation

8. Fuollow for late cornplications

For method of reduction go back and check the lectures.

Acute Joint Dislocation

Early

Complications:

Late

Special consideration

Heterotopic ossification.
MNeurologicalvascular injury
Compartrent

Heterotopic ossification

A

QA

Hip joint Dislocation

- Posterior dislocation is the commenest
- Sciatic M. is comrmon

- Dashboard injury (RTA).

- High rigk of AN,

Shoulder dislocation

- Ant dislocation the commenest.

- Patients with seizures prone to posterior dislocation.
- Axillary nerve injury.

Knee dislacation:

- Viry serious emergency.

- It is could be anterior dislocation or posterior dislocation.
- Three or more ligaments are teared.

- with Popliteal artery injury (50%) or peroneal nerve injury.
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Lower back pain /=citica

Urinary retention

Clinical Bowel incontine noe

Sadd ke anesthesia

cental dec prolapss

Burst fracture of lum bar s pine

Tumeors com pressing lower nene roots

. '_- Epidural hematoma
Cauda equina

Sevem spinal stenose

S}”—“j rDrrIE Stabwo unds or bulets

X-ray initially

MRl E the best

—[ Investigation s ~.|
_J l_ CT if MR E contraindicated

- Emergency decompression (decectomy) withinz4 hrs



