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1. HISTORY :  

Age of the patient: it concerns the line of management. Treatment line may 


 be different in children, young adults and elderly people.

Sex : 


 Child bearing age in females has a relationship with 



 treatment 

Profession:

 employed, unemployed, farmer / labourer, office going 


 person / quality of life. This too concerns the line of 



 treatment.

Mode of trauma :
 Was the Trauma high velocity?




 or trivial, as is generally seen in osteoporotic elderly 



 patients. High energy trauma has worse prognosis for 


 fracture healing.

Duration of injury:
 neglected fractures of longer duration may have more 


 shortening and may require traction to achieve limb 



 length equalization.

Ability : 

 To stand and bear weight after the injury (it is very 



 important point: Students generally forget to note in 



 examination)

Neurological status: Was patient able to move his toes just after the injury?

History of pain : 
 preceding the fracture ? Presence of hip sympomatology before injury could be crucial, because presence of degenerative disease or associated pathology has implication on treatment options. Like wise metabolic diseases causing atraumatic fracture may have implications on fracture healing.

Treatment :

The details of treatment taken by the patient should be enquired into. History of massage or tight bandages by local quacks/osteopaths should always be asked and their complications be looked into if so. A number of femoral neck fractures are actually posterior dislocation of hip before they were managed by local osteopaths. Thus the patient may have fracture neck of femur secondary to posterior dislocation of hip consequent upon manipulation done by osteopath.

2. CLINICAL EXAMINATION :


Examination in supine; and standing particularly if patient comes walking should be known to the candidate. Heal of the ground, knee flexion, exaggerated lumber lordosis require discussion.

3. ATTITUDE ;


Student must express about the attitude of the limb, shortening on inspection, level of anterior superior iliac spines, level of two medial malleoli, wasting of muscles, and extent of external rotation. A mention of attitude of hip in adduction to should be looked into.

4. PALPATION :


Local temperature in scarpas triangle,, Tenderness in scarpas triangle, trochanteric region, gluteal region. Femoral pulsations, their volume on two sides. Resistance in femoral triangle in an attempt to know the status of femoral head. Plapation of greater trochanter is equally important to rule out associated pathology if any besides fracture itself. Gluteal region too msut be palpated for any kind of abnormal mass. A mention of shortening above trochanter by palpatory Briant’s method is equally important before it is finally ascertained on drawing Briant’s triangle and performing true and apparent measurements. The candidate must look for status of inguinal lymph nodes in local examination as well.

MEASUREMENTS : 
Both true and apparent measurements must be 




discussed.





Briants Triangle, shortening above / below trichanter 




should be discussed.

DEFORMITY : 

Methods to detect and measure a deformity like flexion 



deformity of the hip (fixed or otherwise) must be looked 



into in a neglected fracture neck of femur. Methods to 




measure the deformities should be discussed with the 



candidate.

MOVEMENTS : 

The range of movements both active and passive, pain 



free or painful should be discussed.

STRAIGHT LEG 

RAISING TEST:

Both active and passive.

TELESCOPIC TEST:
How to perform and its importance?

GAIT:



of the patient should be looked into both from front and 



. If the patient caries stick/lathi in hand, this too should be 



discussed. How to look for Trenddenienberg gait?

Differential Diagnosis : 
1. Is the fracture extracapsular or intracapsular?





2. Posterior dislocation of the hip?





3. Infective pathology like tuberculosis of hip?

5. INVESTIGATIONS:

X-RAYS : Both antero-posterior view and Frog leg view or lateral view of the hip must be taken. On antero-posterior radiograph the candidate should comment upon shenton’s line, prominence of lesser trochanter in terms of external rotation and proximal migration, prominence of greater trochanter vis a vis flexion deformity of hip, proximal displacement of distal fragment, type of fracture is terms of Pauwel’s and Garden’s classification. Status of head of femur in terms of its viability and joint line must be discussed besides Singh’s index to grade osteoporosis. Rotation of head of femur like varus position, absorption of neck of femur and saggital relationship of proximal and distal fragments should be looked into.

MRI : To discuss viability of head femur.

COMPUTED AXIAL TOMOGRAPHY: It is effective in evaluating non union.

TREATMENT : Patients age, morphological features of the fracuter, femoral head viability, extent of femoral neck resorption, shortening bone quality and status of articualr cartilage are some important factors that need to be discussed.

The candidate must know biological procedures which could be taken up in younger patients.

1. Ostocotmy of hip eg. Mcmurray and Valgus osteotomies and their pricinple.

2. Fibular grafting and osteosynthesis.

Excision arthroplasty in ederly poor females unfit for major surgery, fusion of hip in poor young labourers with femoral heads; and hemi & total hip arthroplasty in elderly patients with poor bone stock or avasular necrosis of femoral head should be discussed vis a vis priciples of treatment.
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GUIDELINES FOR THE RESOURCES PERSONS IN A CASE OF PIVD

2. HISTORY :

i. Importance of age: Most disc prolapses occur between the age 20 to 40 when the nucleus is juicy and fleshy.
ii. Relatively sudden onset of pain with radiation to one or both lower limbs.
iii. Relief of pain on rest and increase of pain on activity.
iv. Definite increase of pain on coughing and sneezing which raises epidural venous pressure.
v. History of remissions and exacerbations should be elicited.
vi. History of weakness and numbness in the lower limbs.
vii. Hesitancy of micturition and retention indicating impending cauda equinqa syndrome.
viii. History of neurogemic claudication.
ix. Past history of similar episodes of pain.
x. Profession e.g. heavy manual labourer.
3. CLINICAL EXAMINATION :

i. Spinal asymmetry. Compare the levels of shoulders, rib cage on both sides.
ii. Ability to differentiate between spinal list and scoliosis. Relation of the type of list to the anatomical location of the prolapse  whether shoulder or axillary type
iii. Spinal mobility. Schober’s test. If selective restriction of flexion and lateral flexion with normal extension could be demonstrated, it is highly suggestive of a prolapse.
iv. Muscular spasm.
v. Spinal tenderness.
vi. Root tension signs viz.
SLR 

Lasegue’s sign Braggad’s sign

Crossed / Contra lateral SLR

Bowstring sign.

Reverse SLR or Femoral stretch sign for higher lumbar prolapses.

False positive or false negative SLR.

vii. Neurological examination of lower limbs.

Muscular wasting indicating root involvement.

EHL weakness in L5 roots involvement.

Quadriceps wasting in L3 root involvement.

Gluteal wasting / weakness in S1

Check dermatomal sensory loss and detailed dermatomal mapping should be demonstrated.

Perianal / saddle anesthesia to be particularly looked for in cases of 

Impending cauda equina compression.

viii. Inappropriate signs to check malingering 

Flip Test

Burn’s Test

ix. Always check SI joints

x. Peripheral pulse to rule out vascular occlusive disorders.

4. INVESTIGATIONS :

a. Plain X-ray L-Spine :

Does not prove the diagnosis of a disc prolapse but may be helpful in ruling out certain conditions which can mimic a prolapse.

b. CT – Usually needs contrast, as CT is good to delineate bony structures rather than tissues.

c. MRI – gold standard but a strong clinical correlation is required to to diagnose. Up to 30% of normal individuals can have prolapses detected by MRI with no clinical relevance.
5. DIFFERENTIAL DIAGNOSIS : 

a. Lumbosacral strains.
b. Ankylosing spondylitis
c. Tumors like osteoid osteoma.
d. Major vascular occlusions / thrombosis like Leriche Syndrome.
6. NON SURGICAL MANAGEMENT :

It should be highlighted that approximately 90% of the prolapses respond to non operative treatment like :



Bed rest with or without L-S traction



Anti – inflammatory drugs.



Epidural steroids.



Local heat.
7. SURGICAL MANAGEMENT :

Indications : 

Absolute : 
1. Acute cauda equine compression with bladder bowel involvement.




2. Major neurological deficit like foot drop.

Relative :
1. Pain not responding after 6 weeks of non-operative treatment.


2. chronic PIVD with debilitating attacks of pain many times during a year.

8. SURGICAL PROCEDURES  :

i. Laminectomy

ii. Hemilaminectomy
iii. Fenestration.
iv. Microdiscectomy.
v. Chemonucleolysis.
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Surgical aspects


Elbow is a complex hinge joint.  It has three different articulations namely (a) humeroulnar joint where flexion and extension take place (b) Humero radial joint a Pivot joint (c) superior radio ulnar joint.


Superior radio ulnar joint along with humeroulnar joint rotates the forearm internally and externally.  It has two major muscle group origins namely common forearm flexors from medial epicondyle and common extensor origins from lateral epicondyle.

1.
HISTORY : (PRELIMINARY DATA)

Presenting complaints:

1) Pain in the elbow joint

2) Pain around elbow joint

3) Swelling

4) Deformity

5) Restriction of elbow movements

6) Loss of elbow movements (stiffness)

7) Exaggerated/ abnormal movements

8) Locking of elbow.

History of present illness:


Mode of onset duration and progress

Pain:  exact location, characters, radiation aggravating factors, relieving factors, relation with movement of elbow, night cries, exacerbation and remission.

Swelling:  Location, progressive regressive history of exacerbation, variation (more prominent, less prominent) on movement of the joint.

Deformity:  bony deformity or joint deformity (varus or valgus), undue bony prominences, variation (obliteration or appearance) of the deformity with movement of the elbow joint.

Restriction of movements:

●
Flexion or extension

●
Supination or pronation

●
Associated with spasm or crepitus or pain

Loss of movements

●
Total loss or flicker of movements associated with pain, spasm or crepitus 

Locking of elbow:


At what degree, whether associated with pain

Exaggerated/ abnormal movements:


Hyper extension, valgus or varus


Movements Associated with creptus

History of trauma:


Direct or indirect injury


H/o massage after the injury


H/o treatment by an osteopath.

Treatment history:


Details of the treatment take in respect of each complaint whether there was relief from the symptoms (partial or complete) or no improvement.

2.
CLINICAL EXAMINATION

Inspection:

· Attitude

· Carrying angle measurement of angle

· Deformity (flexion deformity, cubitus varus, cubitus valgus)

· Measurement of the angle of deformity.

· Swelling – position, number, extent, size, shape, surface, skin over the swelling, obliteration of hollow and depression around elbow, fullness of cubital fossa,

· Sinuses and scars, discharge from the sinus, bluish discolouration of the skin, engorged veins, visible pulsation.

Palpation:

· Local rise of temperatue

· Local bony tenderness (anatomical location)

· Joint line tenderness

· Tenderness over the swelling crepitations

· Swelling consistency, fluctuation, boggy feeling

· Sinus – mobility (fixity to under lying bone), any discharge on palpation, mouth of the sinus.

· Palpation of bony prominences.

· Tip of olecranon, lateral epicondyle, supracondylar ridges and posterior surface of humerus.

· Tip of medial epicondyle, supracondylarride, capitulum, radial head (rotating forearm).

· Three bony relations in flexion (900)  a triangle and on extension, straight line between lateral epicondyle, medial epicondyle and tip of olecranon. 

· Interacondylar distance altered in intercondylar fractures, condylar fractures and epicondylar fractures.

Movements:

· Flexion-extension

· Whether restricted or exaggerated, associated with pain spasm or crepitus

· Abnormal mobility (Whether joint is unstable) anterior or posterior block

· Supination – pronation.

· Loss of functional ability

· Estimation of muscle strength, instability of superior, Radio ulnar joint.

Measurements:
· Length of the arm and forearm (arm short in supracondylar fracture, forearm short in posterior dislocation of elbow)

· In old fractures of the lateral condyle or intercondylar fractures intercondylar distance is increased.

· Measurement of the triangle.

· Measurement of the carrying angle, varus or valgus deformity.

· Wasting of muscles.

Diagnostic points in nonunion of lateralcondyle of humerus.

· Patient is commonly a child 

· History of injury (commonly fall)

· Inadequate treatment

· H/o massaging may be present

· Swelling, more pronounced on the lateral condylar region

· Local warmth may be present

· Bony tenderness over lateral condyle

· Bony thickening or loss of contour of lateral condylar ridge.

· Abnormal mobility of lateral condyle

· Lateral instability may be present

· Restriction of flexion or extension

· Intercondylar distance is increased.

· Weakness of extensor group of muscles.

3.
INVESTIGATIONS


X-ray, AP, lateral, with valgus angle with varus angle

4.
DIFFERENTIAL DIAGNOSIS


Intercondylar fracture: Common in adults with history of fall on point of Elbow, tenderness over intercondylar area and posterior part of humerus enlarged and thickened, intercondyle length increased.  Movements of the elbow restricted and painful.

5.
MANAGEMENT

· Very small fragment conservative in a POP slab.

· Undisplaced – Plaster immobilization or percutaneous ‘K’ wire fixation.

· Displaced-open reduction and fixation with “K” wire or cancellous screw fixation engaging the medial condyle with or without bone grafting (precaution to be taken to maintain the soft tissue attachment)

6. 
ANY OTHER

Classification of lateral condyle fractures:


Classified not based on morphological trauma or by a mechanism of trauma, but by amount of displacement.

I. Undisplaced (stable centrally) – Incomplete articular fractures.

II. Displaced fractures – displacement of more than 2 mm in the central part – complete articular fractures.
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