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Figure 36-10. Three-dimensional reconstruction of the fractiige seen in Figure 36.9. A: Anterior view. B: Lateral view. C: Posterior view.
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Humeral Shaft Fractures :37 Jusé

Figure 37-36. A pathologic fracture at the proximal humerus (A) was treated with antegrade nailing (B). Since this fracture was stabilized in a closed fashion
therapeutic radiation can be applied to the metastatic lesion without fear of surgical wound breakdown. (C) Intraoperative fluoroscopic view of distal locking and (D)

followup radiograph showing adequate alignment and stabilization.
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437 Elbow Dislocations and Terrible Triadf Injuries :40 Jwsé

:Postro medial rotatory instability
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Figure 40-16. Lateral (A) and anteroposterior (B) radiographs demenstrating a terrible triad injury in a 50-year-old woman with a cycling injury. Intrapperative
images demonstrating coronoid fracture (C), placement of the I1JS guide wire along the ulnohumeral axis of rotation (D), and fixation of the coronoid with headless
compression screws (E). The lateral collateral ligament was repaired using a single bone anchor. A splint was applied to immaobilize the elbow for 5 days, after which
the patient began range of motion. Lateral (F) and anteroposterior (G) radiographs at one month demonstrating fixation of the coronoid with headless compression
screws, replacement of the radial head, and temporary internal joint stabilizer. Range of motion at 1 month demonstrating elbow extension (H) and flexion (I) of the
operative arm. Lateral (J) and anteroposterior (K) radiographs at 3 months following removal of the internal joint stabilizer. (Courtesy of Jorge L. Orbay, MD.)
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Figure 43-15. With the spanning plate seci 0 hy a single screw and provisionally clamped 1o the radius, a reduction maneuver is performed
utilizing elbow flexion, longitudinal traction, a i

Dorsal Spanning Fixation of the Distal Radius:
PREOPERATIVE CHECKLIST

OR table Regular OR table or stretcher
- .
Position/positioning aids ‘ [_Jsupine, hand able, towel bump
Fluaroscopy location D Mini C-arm or large C-arm from end of hand table to move easily in and out
Equipment D Dorsal spanning plate of choice
Tourniquet D Placed on upper arm

Dorsal Spanning Fixation of the Distal Ra

Incision over the “bare area” of the radius between BR and ECRL
Second incision over the dorsum of the second or third metacarpal
If the spanning plate is to be applied to the third metacarpal, an additional incision is made just ulnar to Lister tubercle to facilitate passage of the
plate below the third and fourth compartment tendons
Use a key elevator to tunnel between the incisions in preparation for plate passage
Place the plate from distal to proximal, confirming that the plate is deep to the extensor tendons
Affix the plate to the metacarpal first utilizing a single cortical screw. Provisionally secure the plate to the radius using a serrated bone-holding
clamp and confirm reduction with fluoroscopy.
D Complete fixation using at least three screws in both radius and metacarpal
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Carpal Ligament Injuri
PEARLS AND PITFALLS

SLD is the most common pattern of carpal instability.

Accurate diagnosis of associated ligament injuries including the critical secondary stabilizers needs to be assessed to determine treatment.

Many factors need to be considered in the treatment of carpal instability including the other ligament injuries, chronicity, carpal alignment, nature

of the cartilage, the completeness of injury, and the age and function of the patient in most acute cases.

e For chronic scapholunate instability, reconstructions and partial or complete wrist fusion may be needed. As results are unpredictable, no one
method is recommended or preferred.

e Perilunate dislocation patterns include a considerable spectrum of sprains, fracture-dislocations, and instabilities. These injuries are complex and
best treated by centers with high referral patterns.

e Up to a quarter of perilunate dislocations are initially missed.

Perilunate dislocation and fracture-dislocations routinely require immediate reduction and operative stabilization. Patients should be monitored for

acute carpal tunnel syndrome and vascular compromise.

LTD may result in disruption of Gilula lines on the radiograph.

Open repair of the lunotriquetral ligament is possible if the tissue quality is suitable and determined at the time of surgery. LT reconstruction with a

slip of the ECU has demonstrated superior results to repair and arthrodesis.

Figure 44-50. PA and Lateral radiographs depicting a radiocarpal dislocation with associated radial styloid fracture. Operative fixation included a dorsal spanning
plate and volar ligamentous repair. (Copyright Michael Gottschalk, MD.)
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Splinting
Dorsal Base Fractures
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Oblique incision over the A1 pulley
Identification of the radial and ulnar neurovascular bundles

A1 pulley incised

Flexor tendons and lumbricals retracted

If stable after reduction, no repair of the volar plate is necessary

If continued instability, pinning of the MCP joint or repair of the volar plate
Soft dressing and a dorsal block splint

Limit motion for 2 weeks

Guided therapy in a dorsal block splint at 2—6 weeks

Buddy tape from 6—12 weeks

Full activity at 12 weeks

B
C D
EF G

Figure 45-54. Standard UCL repair. A: Lazy S incision on the ulnar aspect of the thumb to approach UCL repair. B: The dorsal sensory nerve must be located and
protected throughout the approach. C: The adductor aponeurosis as depicted by the forceps must be divided to gain access to the collateral ligament and joint capsule.
D: Once the capsule is incised, the collateral ligament is often easily identified here with the forceps. E: A suture anchor can be placed volarly for direct repair of the
ligament. F, G: Fluoroscopic images demonstrating anchor and pin placement for repair.



Hand Fractures and Dislocations :45 (Joé

Open Reduction and Internal Fixation:
KEY SURGICAL STEPS

Large bump with the palm down

Surgeon usually sits in the neck/shoulder area when working on the dorsum of the hand

Incision through the epidermis/dermis and identification and protection of the dorsal sensory nerves
Incision of the juncturae tendinae or sagittal band as necessary to gain access

Careful elevation of the periosteum to allow closure over the screws or plates

Provisional reduction with fixation using K-wires or bone tenaculum clamps

Frequent radiographs to check alignment in addition to composite fist making to ensure no scissoring
Closure of the periosteum over the plate or screws and repair of the juncturae or sagittal band as necessary
Early active motion
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Intermetacarpal

Intermetacarpal ligament

ligament

Dorsoradial
ligament

Volar oblique ligament

Postérior
oblique ligament

| rerinﬁhh‘que, dorsoradial, posterior oblique, and intermetacarpal
stabilizer

Figure 45-72. The primary stabilizing ligaments of the thumb CMC joint ind|
ligaments. The superficial anterior oblique and ulnar collateral ligaments are not pri
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Hand Fractures and Dislocations :45 (Joé
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Figure 45-78. Chronic Bennett injury. A: Injury film of a missed Bennett fracture with callus formation and large intra-articular step-off. B: Open reduction of the
malunion through a Wagner approach allows direct visualization of the joint surface. C: A concentric reduction of the joint is necessary to prevent further insult to the
joint and to reduce the risk of postiraumatic arthritis.



	32
	33
	34
	35
	36
	37
	39
	40
	41
	42
	43
	44
	45



