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Atlanto occipital dislocation

Figure 8. Atlanto-occipital dislocation.



ening emergencies

vinal cord/cauda equina compression
ing limb injuries



Non limb threatening
mergencies
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Vilisculoskeletal injury

fe
ndangered limb/spine
- b

€ function of the

ortant MSK injury to detect quickly is an
pelvic fracture

an lead to massive life threatening internal

bleeding



lressing to open wounds



1 by compression rather than

b deformity by traction

ief using narcotics and/or nerve blocs



Ic fractures

0-20%
atient hypotensive and 50% if

ted injuries chest, abdominal, urological,

pelvic volume via sheet wrap (applied
- level of trochanters)
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ocol for the evaluation and
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nary survey

1ent of ABC’s and adressing life
ems

or fluid replacement if



Yy survey Other non life
hreatening injuries
hreatening injuries
ment limbs, pelvis and

yvascular assessment
fractures

-rays



Jer, elbow, hip etc.)

films if poor quality or not showing the
Done



S open fractures

versus closed fracture with
eration?

of wound

with fat glob
oint injury

zing from wound

joint on radiographs

e of pelvis fractures open into
/vagina



slassification open fracures

Classification of Open Fracture (Gustilo and Anderson)

Wound
<1 am long
>1 am long
Usually =10 ecm long

Usually =10 em leng

Usuglly =10 cm long

Level of
Contamination

Ciean
Moderate

High

Soft Tissue Injury

Minimal
Moderate, some musde damage

Severe with crushing

Very severe loss of coverage;
usually requires soft tissue
reconstructive surgery

Very severe loss of coverage
plus vascular injury requiring
repair; may require soft tissue
reconstructive surgery

Bone injury

Simple, minimal comminution
Moderate comminution

Usually comminuted: soft
tissuie coverage of bone
possible

Bone coverage poor; variable,
may beé moderate to severe
comminution

Bone coverage poor; variable,
may be moderate to severe
comminution

¢ Segment:l fractures, farmyard injuries, fractures cccurring in a highly contaminatad environment, shotgun wounds, or high-velstity gunshot
wounds automatically result in dassification as type lIl open fracture.
From Chapman MW. The role of intramedullary fixation in open fractures. Clin Orthop 1986;212:27.




fracture issues

nage often more extensive than at

7ascular injury
omminution/loss



1al treatment

n material
ontamination by

al saline + anti solution (Betadine)

quantities up to 2 litres

terile saline soaked dressing +
ssion bandage

Immobilise

Antibiotics and tetanus



ANITibiotics In open fractures

Sram positive, negative and
ne situations

titutes for amynoglycoside: quinolones, 3t
generation cephalosporin etc)

5 Anaerobic cover for farm, vascular injuries etc:
penicillin, ampicillin
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@ cruciform ligament
@ alar ligaments
@ apical ligament




"OMY NEURAL

m Cervical cord
@ Nerve roots
= Vertebral artery



ANATOMY

column concept

Posteror Middle Anlarior
column column column



@ 2 or 3 column injury




igns of instability

Subluxation with angulation el
graaler than 11" and/or
anterior displacemenl grealer \-—J .

than 3.5 mm generally I J
indicalive of instability .@-_-r 4 'f\s _
7 \R

A
b

3 >3.5 mm

ubluxation with angulation greatar than 11 — il

pine potentially unstable if 2 or more columns
are disrupted!






ASSESSMENT

s apply “ABCSL’

eck pain? sensation/ motor
er limbs?

sitive apply hard co

ed unconscious or decreased level of
clousness

hard collar

“careful airway management

safety position



SSESSMENT cont

GP surgery
requiring transfer
d let them sort it out

ed to rule out neck



RULE OUT NECK INJURY

over yourself
lated features



ULE OUT NECK INJURY
cont

ways proportional to severity of

bness / motor weakness limbs

‘= Able to stand up/hold head unsupported
~ after injury



JLE OUT NECK INJURY
cont

1a to rule out serious injury (
M 94: July 2000)

deficit
mal level of consciousness
) evidence of intoxication

= jsolated injury



EXAMINATION

vical collar

rior midline tenderness

ROM
= Neuro exam



1CAL ASSESSMENT



WARE !!

f cervical spine Xrays is

often poor

from Radiologist/orthopaedic

iology useful



ICAL ASSESSMENT

olaminar curve




inal line
ased interspinous distance
r drop’ fractures
cet joints oblique views
= Spinous processes (use bright light)
= C1C2 AND C7T1
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iagnosis difficult
common in children
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DISLOCATIONS

acet dislocation
ed with facet #

to the abnormal side

eral facet dislocation

rd Injury common

s >50% displacement

= MRI prior to reduction disc disruption
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INJURIES
g 36(2) Feb 2001

rvical spine injur
ge 11+ /-5 years

5 Mortality upper 23% (atlanto axial dislocation)
lower4 %



entres

al wedge shaped bodies

1dosubluxation due to horizontal angle of
joints

vecialist advice



STEROIDS IN SPINAL
CORD INJURY

ethyl prednisolone in acute SCI
jal

ASCIS study
al cord recovery

M reported an increase

os and data interpretation has been



Aclite Compartment syndrome




@ Location:
= Leg

= Forearm
m Cause:

= Fracture
= Crush

= Reperfusion

» Closed
muscle/tendon
rupture

Compartment Syndrome

e Swelling of muscles
Cross-section through causingcompression

calf showing muscie of nerves and blood
;ompanmentg vessels

Swollen

Supetficial posterior
compartment

Posterior
- tibial artery

Deep posterior
compartment

Anterior

tibial artery
compartment

Anterior

compartment Bere

Anterior (front) view

> - ’i‘ 9‘
Anterior (front) view
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Pathophysiology

\J

Tissue
swelling

\

1

Cell membrane Increased compart-
damage ment pressure
|
|
J

y

Decreased perfusion
pressure

Local hypoxia

‘\‘-




and signs ACS

@ Pain with passive
muscle stretch

Limb tense “wood like”
feeling

= Altered sensation
m Muscle weakness



agnosis

1C10N
ulse does not exclude

tment pressure measurements



lanagement

dage down to skin
heart

sciotomies



Posterior Tiblal Artery,
Vein and Nerve

LATERAL FASCIOTOMY

and Deep Peroneal Nerve



‘hopaedic infections

ections (gas gangrene,

s)



painful and swollen limb (sometimes skin
in the area)

\bscess formation
m Skin discolouration or necrosis ( late feature)
= Can lead to multi organ failure!



s elevated
enal function

emia in most cases
coccus pyogenes/beta haemolytic
lum if gas gangrene

10NS:
= Xrays look for gas in the soft tissues
Ultrasound to look for collection
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iIC arthritis

joint in somebody feeling

seeding

joint infection is a separate entity!!



1p, shoulder, wrist, elbow, ankle (hip
children beware!)

in, swelling, redness if joint

consistent with infection
te to confirm diagnosis
on organism Staphylococcus aureus
atial diagnosis gout









atory markers
oosening in chronic infections
for knee, image intensifier

few organisms di It to grow (patient often
iven antibiotics prior to aspiration!!)

sms: staph aureus, strep, gram negative,
epidermidis etc



off from immune
glycocalix

ften required

otics alone o t able to cure

n

ion of infection following joint
ment surgery essential!!!



ents like septic arthritis
High temperature

Blood cultures positive in
0%

me organisms

Xrays normal initially but
1ll show bone

truction/ periostal new
bone formation after some
weeks

@ Ultrasound/MRI to confirm
and localise

@ High dose antibiotics and
surgery if abscess formation

@ Chronic osteomyelitis rare

Osteomyelitis

Nutrient

artery

. \
\;\, Blood vessel

\\‘\ Marrow

\ Medullary

( canal

=N
mAL,-" DY . &t

Staphylococcus aureus
in bone tissue

Microabscesstforms

withiin loops. of metaphysis .

Necrotic cortical
- bone results from
cutoff blood supply

" er® j Y s>
/ . 'lnfecéd-gys-filled abscess,
. - rarély expands into epiphysis
‘A .

Articular ¢ age

_.’

Figure 1 - This diagram shows hematogenous osteomyelitis of a tubular bone
in a child.




| iInfections

nd systemic symptoms (red

] Serious infection with high morbidity
‘Mortality in elderly and immuno compromised



matogenous with positive blood

concomitant si
rly if red flags
nt:

ose IV antibiotics
if instability and neurological compromise




ing perianal), weakness
gs, urinary retention,

t referral for surgical decompression



nee dislocation

haemia if not recognised can lead to
tion

ften dislocation partially reduced
culation distal pulses (Doppler!)
Refer urgently



Scate nerve
Popliteal vein (cut)
Superior

lateral 3
genicular artery

Common 3 | &
peroneal nerve : g k Adductor
| 1 magnus lendon
Biceps femoris ‘ ‘ i - Superior

madial
Sural ¢ genicuar
communicating L Fff { '; A LY artery
branch -~ 47 \ |

Inferior lateral L B4 | J! 87/~ Infesior medial
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Sural nerve
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iIsplacement risk of serious neuro
achial artery, median nerve)

ow + deformity



in extension
ticularly if no pulse and

- syndrome fore arm
uscle necrosis if treatment delayed

uire closed/open reduction + K wire
+/- vascular repair
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