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* High energy (life - threatening )truma
* Infection

* Neurovascular injury

* Nonunion

 Soft tissue crushing

* Delayed wound heelind
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FIGURE 10-6 The skin wound in this patient, although located proxi-
mal to the fracture (A), communicated with it under degloved skin (B).
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Initial Evaluation
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Examination
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tenting

dimpling *

FIGURE 10-5 The sharp ends of the broken bone may cause skin tethering jeopardizing its vascular
supply (A). The bone ends may also cause pressure on local neurovascular structures resulting in distal
avascularity. In this patient the flexed distal fragment (B, C) caused local vascular pressure resulting in
absent distal pulses. Distal vascularity was established once the bone was reduced by gentle traction.

B, C



Puker sign = impending open fx
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TAELE (%8 Signs of Vascular Injury

Hard Signs

¢ Absent or significant difference in pulsations compared to
normal side.

» Severe hemorrhage from the wound.

¢ Expanding and pulsatile hematoma.

* Bruit or thrill.

Associated Signs

¢ Associated numbness and neurclogic deficit.

» Difference in skin temperature distal to injury.

» Abszence of venous filling.

» Abszence of pulse-oximeter reading. Mo capillary blanching.

. vy




D28 Geal Jliiss (ay R e
il 5 8 il 5 alignment Zobal lai) 1
20 e ol 5s) GBS 5 et el (Ao il 40 SE L G ) pan A2



IR0 Gustilo and Anderson

Antibiotics

r

s Classification™*

Type  Wound Level of Contamination  Soft Tissue Injury Bone Injury

I <1 cm long Clean Minimal Simple, minimal comminution

| >1 cm long Moderate Moderate; some muscle damage  Moderate comminution

A Usually =10 cm High Severe with crushing Usually communited; soft tissue cover-
age of bone possible

Il B Usually 10 cm High Very severe loss of cover Bone cover poor; usually requires soft
tissue reconstructive surgery

Il C Usually »10 cm High Very severe loss of cover and Bone cover poor; usually requires soft

vascular injury requiring repair

tissue reconstructive surgery
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Type Type Type Organic
| 11 1l Contaminatior

Cefazolin, 1 g X X X
every 8 hours

Aminoglycoside, X
3k©5
mg/kg/dayb

Penicillin, X
2,000,000 units

every 4 hours

(or

metronidazole,

500 mg every 6

hours)

aAntibiotic doses for adult patients.
bVaries with renal function of patient.

From Bucholz RW, Heckman JD, Court-Brown C, et al.,
eds. Rockwood and Green#k## Fractures in Adults, 6th ed.
Philadelphia: Lippincott Williams & Wilkins, 2006.

Grade 1, 1I: First-generation cephalosporin
Grade I1l1I: Add an aminoglycoside

Farm Add penicillin and an

injuries: aminoglycoside

Tetanus prophvlaxis should also be aiven in the



e Gentamicin 1.5 mg/kg

* True penicillin allergy (anaphylaxis) clindamycin (600 mg IV pre-
op/qds) in place of co-amoxiclav/cephalosporin.

* Lesser allergic reaction to penicillin (rash, etc.) a cephalosporin is
considered to be safe and is the agent of choice.



Shoulder dislocation

FIGURE 40-27 AP shoulder radiograph of a posterior dislocation.






Light bulb sign










FIGURE 40-40 Closed shoulder reduction using traction—countertraction. The original Hippocratic
method (A) uses gentle traction on the arm against countertraction provided by placing the foot on
the chest wall. Care must be taken to avoid placing the foot in the axilla, as it can cause damage to
neurovascular structures. With the help of an assistant, this technique can be performed using a sheet
wrapped around the upper thorax to provide countertraction (B).




FIGURE 40-3 AP view of a subglenoid dislocation. Note the associ-
ated greater tuberosity fracture.
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Posterior Dislocation

POSTERIOR flexed. mtemally row and adducted

-~

FIGURE 48-5 The trauma AP pelvis radiograph demonstrates a
patient with a posterior dislocation of the right hip. Note the supe-
rior location of the femoral head and the internally rotated proximal
femur.




Hip Dislocation




ANTERIOR: The hip is minimally flexed,

externally rotated and markedly abducted
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2;; g FIGURE 48-19 The Allis’ maneuver for anterior hip dislocations.

FIGURE 48-18 The Allis' reduction technique for posterior hip dis-
locations.
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328 Modified Schenck Classification
System of Knee Dislocations

Classification Injury Description

KD | PCL intact knee dislocation with a func-
tioning PCL and variable collateral
involvement (usually lateral)

KD 11 Complete bicruciate injury with both
collaterals intact (uncommon)

KD 1l An injury to both cruciate ligaments and

one collateral ligament, either medial
(M) or lateral (L)

KD IV An injury to both cruciate ligaments and
both collateral ligaments

KDV A knee dislocation with periarticular
fracture

An appended uppercase C indicataes circulatory injury, an N denotas neurologic
damage. For example, KD [II-MC implies tearing of both cruciate ligaments and
the medial collateral ligament, with an associated popliteal artery injury.

PCL, posterior cruciate ligament.

(From Wascher DC. High-velocity knee dislocation with vascular injury. Treat-
ment principles. Clin Sports Med. 2000;19(3):457-477, with permission).
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Arterial hemorrhage,
distal ischemia

Yes

Doppler arterial
pressure index




Longitudinal
countertraction

\

For posterior dislocation
lift tibia to reduce

For anterior dislocation
lift femur to reduce

Longitudinal
traction
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