ORTHO for AMP


SHOULDER PAIN

A. CLINICAL ANATOMY: 

1. BONEY ANATOMY:

a. Proximal Humerus 

i. Head

ii. Greater Tuberosity: 

iii. Lessor Tuberosity: 

b. Scapula:

i. Glenoid: Glenohumeral joint. 

ii. Acromion

iii. Body 

c. Clavicle

2. LIGAMENTS & CAPSULE:

a. Coracoacromial Ligaments: Stabilize lateral clavicle. 

b. Acromioclavicular Ligaments: Stabilize AC joint.

c. Capsule: has thickenings which form "ligaments" which provided stability of the joint.

3. MUSCLES:

a. Rotator Cuff: Supraspinatous, Infraspinatous, Teres Minor, Sub'scapularis. Provide rotation and dynamic stability.

b. Pectoralis 

c. Deltoid.

d. Scapular Stabilizers: Latissimus Dorsi, Rhomboids, Levator Scapulae, Teres Major.

B. PERTINENT HISTORY: Two major factors play a major role in diagnosing shoulder problems: Age (other than severe trauma, rotator cuff tears are rare before age 40), and the Chief Complaint (usually one of two categories, Pain or Instability, which are often associated with weakness, stiffness).

1. AGE, HANDENDNESS, OCCUPATION-VOCATION (Throwing sport, overhead activities).

2. ONSET: When? Acute or Insidious?, Trauma? Mechanism? New activity?

3. PAIN HISTORY:

p. CHARACTER: Paresthesia, Deep, Shooting-Radicular, Burning, Aching? Severity (x/ 10)?

b. LOCATION: Boundary-Location? Radiation? Bilateral or unilateral?

c. TIMING: Constant-Occasional-Periodic? Morning-Evening? Duration of episodes? Night pain?

d. COURSE: Since onset? During course of day?

e. CHANGE: Frequency? Intensity? Duration? Worse-Better​

Same?

f. PRECIPITATING OR ALLEVIATING FACTORS: Specific posture? Activity? Overhead activity? Movement? Pain at rest?

4. SOFT TISSUE: Edema? Erythema? Tenderness? Deformity?

5. JOINTS: Stiffness? Loss of motion? Instability? Other joint pain? Prior shoulder problems, history of dislocation?

6. NEUROLOGICAL: Paresthesia? Anesthesia? Weakness? 

7. VASCULAR: Change in extremity color, hair, skin, nails?

8. PRIOR TREATMENT: Radiographs or other Imaging studies? Medications? Physical therapy? Chiropractic? Surgery?

9 PMH ALLERGIES. CURRENT MEDICATION. LMP. 

10. LITIGATION. WORKMAN'S COMPENSATION?

C. PHYSICAL EXAMINATION: 1. OBSERVATION:

a. GENERAL: Distress, Behavior, Willingness to move (watch patient undress).

b. SPECIFIC:

i. SOFT 'TISSUE: Deltoid or shoulder muscle asymmetry (Atrophy), Deformities, Scapular Winging.

PALPATION: Note any abnormal Deformity, Edema, warmth, Masses. Note Muscle tone, masses, Palpable Spasm, Palpable Tenderness.

a. BONEY PALPATION: 

i. ANTERIOR:

(1) AC Joint: 

(2) SC Joint: 

b.
OFT TISSUE PALPATION: 

i. ANTERIOR:

(1) Rotator Cuff 

(2) Biceps Groove 

(3) Muscle Groups 

(4) Supraclavicular Fossa (Nodes, Pancost's Tumor).

ii. POSTERIOR:

(1) Muscle Groups

3. RANGE OF MOTION: Note limitation or complaints of pain. Compare both sides. Compare Active then Passive.

a. FORWARD FLEXION:

b. EXTERNAL ROTATION (ELBOW AT SIDE): 

c. EXTERNAL ROTATION (ELBOW ABDUCTED 90°I: 

d. INTERNAL ROTATION [BY SPINE LEVEL):

4. PROVOCATIVE MANEUVERS: 

a. IMPINGEMENT:

i. CROSS ADUCTION: pain at AC joint with arthritis.

ii. IMPINGEMENT SIGNS: subacromial pain with passive forward flexion, or abduction and internal rotation.

iii. IMPINGEMENT TEST: Relief of impingement with subacromial xylocaine injection.

b. ROTATOR CUFF:

i. PAINFUL ARC: Pain wit abduction of shoulder from 45°-60° to 120° indicating rotator cuff pathology.

ii. DROP ARM: Passively abduct arm to 90°, the patient cannot slowly lower the arm position due to tear in the rotator cuff.

iii. SUPRASPINATOUS TEST: ("pour out a beer can") 90° forward flexion, abducted 30°, thumb to floor, have patient resist downward force. Pain or weakness associated with supscapularis pathology.

iv. LIFT OFF TEST: Test for Subscapularis pathology by placing back of patient's hand an inch off of lumbar spine and push examiner's hand away.

c. INSTABILITY: Determine the degree of any passive lenohumeral translation and reproduce the instability.


GRADE
CLINICAL EXAM


Trace
Small translation


I
Humeral head rides up glenoid to rim but not over


II
Head rides over rim


III
Dislocatable humeral head

i. SULCUS SIGN: pull down on hanging arm and look for sulcus, associated wit multidirectional instability.

ii. APPREHENSION SIGN: with anterior instability patient becomes apprehensive of a dislocation if you abduct shoulder to 90°, fully externally rotate.

iii. RELOCATION TEST: do the apprehension test then push posterior on the humerus, relieving the anterior subluxation.

iv. POSTERIOR SUBLUXATION TEST: a "Drawer test of the shoulder" Abduct shoulder 80-120°, forward flexed 20-30°, grasp humeral head and push head of humerus out the back (can pull out front as well).

d. ALSO:

i. SPURLING MANEUVER: see C-Spine exam.

ii. ADSON MANEUVER: Rotation of head to opposite side with shoulder abduction and external rotation reproduces upper extremity neurological symptoms, decrease in pulse, or visible vascular changes in extremity with thoracic outlet syndrome.

5. NEUROLOGICAL EXAMINATION: Note symmetry, or changes in: a. SENSORY: Light Touch, Sharp-Dull, Vibration, Proprioception.
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b. MOTOR: Note pain, weakness or asymmetry:

i. EXTERNAL ROTATION: Supraspinatous, Infraspinatous. 

ii. INTERNAL ROTATION: Subscapularis (Lift Off test).

iii. ABDUCTION: Deltoid (C5).

iv. ELBOW FLEXION: Biceps (C6).

v. ELBOW EXTENSION: Triceps (C7). 

c. REFLEXES:

i. BICEPS (C5)

ii. BRACHIORADIALIS (C6) 

iii. TRICEPS (C7)

iv. HOFFMANN

6. VASCULAR EXAM: Carotid Bruits. Symmetrical pulses, Capillary refill.

D. RADIOGRAPHIC EXAMINATION:

1. SHOULDER SERIES: Order films with any history of trauma or dislocation, significant pain, abnormal physical exam, pain >6 weeks. 

a. TRUE AP

b. SCAPULAR LATERAL (`Y") 

c. AXILLARY LATERAL

2. IMPINGEMENT:

a. SCAPULAR OUTLET VIEW: better view of acromioclavicular arch and spurs.

3. INSTABILITY:

a. WEST POINT VIEW _

4. ACROMIOCLAVICULAR: 

a. 30° CAUDAL TILT VIEW: better view of joint and osteophytes.

E. OTHER STUDIES:

1. MRI: very sensitive for studying soft tissues, but a good physical exam is as accurate and less expensive. Order in consultation with orthopaedic surgeon or radiologist.

2. ARTHROGRAM: the gold-standard for detecting rotator cuff tears; -again, a good physical exam is as accurate and less expensive. Order in consultation with orthopaedic surgeon or radiologist.

3. BONE SCAN: Useful if vague pain without obvious cause, resistant treatment„to rule out infection, tumor.

4. LAB: CBC or ESR if suspicious for Tumor or Infection.

F. DIFFERENTIAL DIAGNOSIS:

1. EXTRINSIC CAUSES SHOULDER PAIN: 

a NEUROGENIC:

i. Brachial Neuritis

ii. Cervical Radiculopathy

iii. Thoracic Outlet Syndrome 

iv. Syringomyelia

b. REFERRED:

i. Cervical Spondylosis 

ii. Pancost's Lesion

iii. Subdiaphragmatic Process iv. Myocardial Ischemia

2. INTRINSIC CAUSES OF SHOULDER PAIN: a INFLAMMATORY:

i. Arthritis (Acromioclavicular, Glenchumeral) 

ii. Calcific Tendonitis

iii. Adhesive Capsulitis iv. Overuse Syndromes b. IMPINGEMENT:

i. Rotator Cuff Tendonitis 

ii. Rotator Cuff Tear

iii. Biceps Tendonitis

iv. Biceps Tendon Rupture 

c. INSTABILITY:

i. Acromioclavicular (AC) 

ii. Subacromial (SC)

iii. Glenohumeral Anterior Posterior Multidirectional

3. DONT MISS: 

a. Tumors 

b. Infections 

c. Fractures & Dislocations

d. Acute Post-Traumatic Rotator Cuff Tears (rare): tears may benefit from early surgical intervention.

acute large

G. DIAGNOSIS & TREATMENT OF COMMON PROBLEMS: 1. MAKING THE DIAGNOSIS:

a. PAIN AS A CHIEF COMPLAINT: 

i. LOCATION:

(1) Primary shoulder pathology usually localized to the deltoid region and can usually be reproduced by physical exam of the involved structures. Vague pain which cannot be localized or reproduced is usually referred.

(2) Referred pain form the neck often localizes to the top of the shoulder.

ii. PAIN SEVERITY:

(1) The 1-10 scale is useful for follow-up exams.

(2) The patients recreational activities is a good measure of real impairment.

(3) Pain diagram is useful in difficult cases. 

b. INSTABILITY AS A CHIEF COMPLAINT:

i. Instability is the second most frequent complaint. 

ii. Two major types of instability patients

(1) Post Traumatic, Unidirectional: Usually can identify a single traumatic episode requiring manipulative reduction. The event my be historically remote, followed by multiple dislocation episodes with

lessor trauma. These patients are best managed by with surgery. Anterior is the most common (in external rotation and abduction), while posterior is rare (and often missed initially, note loss of external rotation).

(2) A traumatic Multidirectional Instability (MDI): Chronic shoulder subluxation, usually bilateral, often have multiple hyper-mobile joints. Best treated with prolonged course of therapy (rotator cuff strengthening). Impingement syndrome in young patients often associated with MDI.

2. COMMON PROBLEMS:

	Diagnosis
	Typical age
	Chief complaint
	Physical exam
	X-ray findings

	Ac joint arthitis- Instability
	Trauma, (<40 if weight lifter)
	Pain at acj with Overhead work
	Ttp at acj, cross Adduction pain, Relief with Injection.
	Normal or Degenerative Changes (30° Caudal tilt an

	Sc joint Arthritis- Instabkf rry
	Instability any age, Arthritis >50
	Pant at scj
	Cross adduction Pain relief with Injection
	Ct or tomograms

	Glenohumeral Arthritis
	>50
	Pain at deltoid Region
	Pain with all rom
	Narrow joint space On true ap, Osteolthytes

	Impingement Syndromes
	<40 ?instability? >40 impingement
	Pain with Overhead use
	Impingement signs & test
	Normal or hooked Acromion or spur On lateral

	Biceps Tendonitis- Rupture
	Usually >40
	Anterior shoulder Pain, usually have Impingement
	Tender, speeds Sign, impingement Signs
	As for impingement

	Rotator cuff Tear (impingement)
	>40-45
	Pain or weakness Especially overhead
	Weak Supr aspinamus - External rotation, Pain with resisted Rom
	Narrow Subaeromial space.

	Frozen shoulder
	>40
	Stiffness with dec Rom, nocturnal Pain
	Severe loss rom, Esp internal Rotation
	Normal

	Calcific Tendonitis
	30-50
	Shoulder pain
	Pain with resisted Suuraspinatous
	Calcifications on ap

	Multidirectional Instability
	<30
	Shoulder pain, `slips out"
	Suleus sign, Increased Translation, lax Ligaments
	Normal

	Overuse Syndromes
	Any
	Vague pain
	Multiple trigger 2xints
	Normal


3. PRINCIPLES OF SHOULDER TREATMENT: 

a. NSAIDs

b. Moist Heat prior to exercises c. Physical Therapy:

i. Motivated patients do as well doing home exercise program 2​3 times per day without formal PT visits at much lower cost.

ii. Use therapist as teacher of home program & "Coach." 

iii. Step One: Restore motion

(1) Pulley Exercises (Forward Flexion, Abduction) 

(2) Pole Exercises (Internal & External Rotation)

iv. Rehab Rotator Cuff & Scapular Stabilizers only when have full ROM with 2-3x per day routine.

(1) Therabands (No surgical tubing-is too thick). 

(2) Chair & Wall Push-ups

I. INITIAL TREATMENT OF EMERGENT CONDITIONS: 

A. FRACTURES AND DISLOCATIONS:

1. ABC's and other injuries.

2. Careful detailed documented neurovascular exam. 

3. Sling and Swath.

4. Shoulder series (Must have a lateral view to prove not dislocated).

5. Dislocations will require prompt reduction. Emergent if vascular deficit.

KNEE PAIN

Session Outline:

A. Anatomy

B. Pertinent History

C_ Physical Examination 

D. Radiographic Evaluation 

E. Other Studies

F. Differential Diagnosis

G. Treatment Of Common Problems 

H. Treatment Of Emergent Conditions

A. Knee Anatomy: The knee consists of three separate articulations: the medial and lateral tibia-femoral and the patellofemoral. A complex network of ligaments bony geometry, meniscal attachments and capsular support provides the necessary restraint for proper gliding and rolling motion of the knee. 

1. Muscles​

A. Quadriceps: The major muscle group anteriorly. Consists of the vastus medialis, intermedius, and laterally, and the rectus femoris. These are all innervated by the femoral nerve. The quadriceps tendon inserts onto the patella and contributes to the medial and lateral . distally the patella tendon attaches to the tibial tubercle. the quadriceps is responsible for knee extension.

B. Hamstrings: Posterior muscles that are responsible for knee flexion. Consists of the semitendonosis and sernimembranosis medially, and the biceps femoris laterally. The semitendonosis along with the sartorius and gracilis muscles insert into the proximal medial tibia. this combined insertion is called the pas anserinus, and is a frequent site of bursal inflammation.

C. Distally the tendonous expansion of the tensor fascia lata is the iliotibial band (ITB)_ The ITB inserts onto the proximal lateral tibia at Gerdy's tubercle. Runners can frequently develop irritation of this ITB from overuse, running on embankments or excessive foot pronation.

D. The medial and lateral heads of the gastrocnemius originate from the posterior femoral condyles.

2. Vascular supply​

A. The blood supply to the knee is from the Geniculate branches of the Popliteal artery.

3. Ligaments- The stability of the knee is largely provided by the ligaments. A. The primary restraints for anterior and posterior translation are the anterior and posterior cruciate ligaments (ACL / PCL). The primary restraint for medial and lateral stability are the medial and lateral collateral ligaments (MCL / LCL).

4. Menisci- Two fibrocartilagenous structures that lie on the tibia] articular surface. The peripheral meniscal edge is attached to the joint capsule, which provides vascularity to the peripheral 1/3rd of the meniscus. The central portions are avascular.

A. The menisci contribute to both load transmission and stability of the knee. The menisci also act to deepen the contact surface between the femoral condyles and the tibbal plateau. Degeneration of the articular has been well documented following complete meniscectomy.

KNEE PAIN

5. The patellofemoral articulation provides a fulcrum on which the extensor mechanism acts.

A. The undersurface of the patella is divided into two major facets that articulate with the medial and lateral aspects of the femoral trochlea.

B. History​

1. Age / Occupation. 

2. Onset -

a. when?

b. acute vs. chronic.

c. pauma, mechanism of the injury. 

d. bruising.

e. swelling. 

3. Pain​

a. Location - focal vs. diffuse. 

b. radiation.

c. timing - activity related, intermittent, morning pain, 

d. change - worse, better, same.

e. precipitating activities - stairs, running, cutting, walking.

 f. alleviating activities.

4. Tissues -

a. edema b.erythema.

c.tenderness.

5.Joints

a. effusion.

b. snapping. 

c. locking. 

d. instability. 

e. morning stiffness.

f. other joints involved. 

g. prior injuries.

6. Neurological -

a. Paresthesia's 

b. anesthesia. 

c. weakness.

7. Prior treatment - 

a. x-rays.

b. medications. 

c. cast/splint. 

d. PT

e. surgery.

C. Physical Exam​

1. Bony Palpation:

1. Medially-Medial tibia] plateau, tibia] tuberc: . medial femoral condyle, adductor tubercle.

2. Laterally- Lateral tibia] plateau, lateral femoral condyle, head of the fibula, Gerdys tubercle.

3. Patella.

2. Soft Tissue Palpation:

1. Anteriorly- Quadriceps tendon, patellar tendon, iafrapatellar bursa, prepatellar bursa, pes anserine bursa.

2. Medially- Medial meniscus, medial collateral ligament, sartorius, gracilis and sen»tendonosis muscles.

3. Laterally- Lateral meniscus, biceps femoris tendon, iliotibial tract, common peroneal nerve.

4. Posteriorly- Popliteal fossa (formed by the two heads of the gastrocnemius muscles, the biceps tendon, and the semimembranosous, semitendonosis tendons).

3. Observation: 

a. Gait. 

b. Swelling.

c. Muscle symmetry.

d. Alignment (varus or valgus, recurvatum). 

4. Palpation:

a. Pulses.

b. Areas of Tenderness. 

c. Effusion.

d. Temperature. 

e. Sensation.

f. Stability.

5. Stability Testing: 

a. MCL/LCL 

1. 0 degrees flexion - apply valgus / varus load to the knee joint. 

2. 30 degrees flexion - apply valgus / varus load to the knee joint. 

3. Classification.

a) first degree- mild, less than 5 mm gap.

b) second degree- moderate, 5mm- I0mm gap. 

c) third degree- severe, greater than l0mm gap. 

b. Cruciate Ligaments.

1. ACL​

a) anterior drawer test - knee flexed at 90 degrees, stabilize foot, place thumbs on medial and lateral tibial plateau, attempt to displace the tibia anteriorly. Compare to the other side.

b) lachman test - Patient supine, hold knee in 10-20 degrees of flexion. Place one hand on distal femur to stabilize it. Other hand on anterior part of proximal tibia. Attempt to displace the tibia anteriorly. Compare to the other side.

c) pivot shift. 

2. PCL​

a) posterior drawer test - Flex knee to 90 degrees. Stabilize foot. Thumbs on tibia! plateau. Attempt to displace tibia posteriorly.

b) quad active test - Flex knee to 90 degrees. Have patient slide foot to the end of the exam table against resistance. Look for anterior movement of the tibia. c) posterior cruciate gravity test.

6. ROM Testing:

a. 0 -135 degrees

b. Active / Passive ROM 

c. Extension lag.

7. Meniscal Pathology:

a. Palpate for joint line tenderness.

b. McMurray Test - Flex knee to 90 degrees. Place fingers on the joint lines. Extend the knee while applying a varus and valgus load. Feel for palpable meniscus, and or pop, click

8. Patella Femoral Grind Test. 

9. Patella Apprehension Test. 

D. Radiographic Evaluation:

1. Routine: AP and lateral views of the knee

2. 45 degree flexion weight bearing AP for degenerative knees. 

3. Oblique Views.

4. Sunrise view. 

E. Other Studies:

1. MRI - rarely adds to the history and physical exam.

F. Differential Diagnosis:

1. Common Problems​

a. Meniscal injuries. 

b. Popliteal cysts. 

c. ACL injury.

d. MCULCL injury.

e. Patella femoral syndrome.

.
f. Subluxation / dislocation of the patella. 


g. Degenerative Arthritis.

h. Bursitis.

i.Tendonitis.

j.Osgood-Schlatter Disease. 

k. Gout.

2. Less Common Problems​a.Discoid meniscus.

b_ Rupture of the extensor mechanism. 

c. Osteochondritis Dissecans.

d. Loose bodies.

e. PCL injuries.

3. Problems Not To Miss​

a. Infection.

b. Fracture. 

c. Tumor.

d. Knee dislocation.

G. Injuries to the meniscus​

1. History- Twisting injury with the foot in a weight bearing positiol:

a) popping, tearing often felt.

b) pain well localized medially or laterally. 

c) locking occasionally occurs.

d) swelling occurs after several hours, unless tear is peripheral_

e) acute symptoms resolve after several days.

f) chronically the patient may have locking, popping, giving way, pain with squatting, swelling intermittently. 

2. Exam​

a) effus .m

b) joint line tenderness.

c) positive McMurray test.

d. quad atrophy in long standing disease. 

3. Treatment-

a. Initially conservative. 

1. ice / elevate

2. crutches as needed.

3. Begin quadriceps rehab.

b. Few if any indications for aspiration.

c. Surgery acutely for irreducible locking, and for chronic signs and symptoms of meniscal injury.

H. MCL injuries​

1. History​

a. Valgus injury to the knee. 

b. sensation of a pop.

c. unstable sensation when walking. 

2. Exam​

a. tender over the MCL.

b. valgus laxity at 30 degrees flexion.

c. Valgus laxity at full extension indicates ACL tear also. 

d. May have an effusion.

3. Treatment​

a. Conservative treatment for grade 1 and'-'. 

b. Ice / Elevate.

c. Begin ROM in rehab brace.

d. May resume sports when pain has resolved and motion and strength are full.( grade 1).

e. Grade 3 are treated with either surgery acutely or in a rehab brace for 6 weeks.

1. ACL injury

1. History​

a. Commonly patient hears a painful "pop". 

b. Followed by swelling within 1 to 2 hours. 

c. Unable to resume sport.

d. Old injuries- symptoms of giving out and instability, chronic swelling. 

2. Exam​

a. effusion.

b. positive anterior drawer, lachman, pivot shift 

3. Treatment- Controversial.

a. ice / elevate initially.

b. Some surgeons will arthroscopically examine all knees following ACL tears.

c. Rehab to restore ROM and quadriceps strength.

d. Operative vs. nonoperative treatment of the ACL tear. 

J. Patella Femoral Syndrome​

1. History​

a. Common in young adults.

b. aggravated by walking up or down stairs. 

c. worsened by prolonged sitting.

d. symptoms of giving way, crepitus, and locking are common. 

e. often bilateral_

2. Exam​

a. generalized tenderness around the patella. 

b. positive patella grind test.

3. Treatment​

a. Avoid prolonged sitting, squatting. 

b. quad rehab with leg in extension. 

c_ NSAID.

d. Hamstring stretches. 

K. Patellar Dislocation​

1. History​

a. Sudden valgus strain, or a direct blow to the medial side of the patella. 

2. Exam​

a. Deformity is usually obvious.

b. Patella is displaced laterally, with the knee held in slight flexion. 

c. X-ray should be performed to rule out fracture_

3. Treatment​

a. Gentle reduction of the patella. 

b. Acutely immobilize the knee. 

c. ice / elevate.

d. Immobilize knee x 2-3 weeks vs. early motion_ 

e. Quadricep rehab as soon as possible.

L. Extensor Mechanism Rupture- Patella tendon or quadricep mechanism. 

1. History​

a. Active extension of the knee is lost immediately.

b. Quad ruptures in ages >40, patella ruptures in those younger than 40. 

2. Exam​

a. Hemorrhage and a palpable sulcus in the area of the tear. 

b. Knee extension is weak or absent.

c. Lateral x-ray of the knee shows patella alta when the patella tendon is ruptured.

3. Treatment​

a. Immediate surgical repair.

M. Osgood-Schlatter Disease​

1. History​

a. Local pain, swelling, tenderness in the area of the tibial tubercle.

b. Pain accentuated by activity.

c. Stair walking and squatting are painful. 

2. Exam​

a. Pain on palpation of the tibia! tubercle. 

b. Prominent tibial tubercle.

c. Pain is increased by extension of the knee against resistance. 

d. Fragmentation of the upper tibia! epiphysis on lateral x-ray. 

3. Treatment​

a. Abstinence from physical activity will relieve the pain in most cases. 

b. Surgery is rarely indicated.

c. Prognosis for complete recovery is excellent. 

N_ Degenerative Arthritis​

1. History​

a. Pain with activity that is relieved by rest is characteristic. 

b. Morning stiffness that is relieved by activity.

c. Chronic effusion. 

2. Exam​

a. Effusion.

b. restriction of motion.

c. local tenderness and deformity.

d. X-ray demonstrate joint space narrowing, osteophytes, subchondral sclerosis, and cyst formation.

3. Treatment​

a. Conservative- Weight loss, rest, NSAID, Quad rehab. 

b. Cane is frequently helpful.

c. Occasional injection.

d. Surgery-Arthrodesis, arthroscopy, osteotomy, arthroplasty.

O. Bursitis​

1. Anserine Bursitis​

a. Bursa located deep to the tendons of the Semitendonosis, gracilis and sartorius tendons.

b. Usually responds to rest, NSAID, and possibly injection into the bursa. 

2. Prepatellar Bursitis​

a. Lies between the skin and the patella.

b. Becomes irritated from recurrent trauma, especially kneeling (housemaids knee).

c. Usually responds to rest, compression.

d. Aspiration and injection is occasionally necessary.

P. Tendonitis​

1. Affects the patella and quadriceps tendons. 

2. Pain with activity, and point tenderness.

3. Pain is aggravated by passive stretching of the tendon, as well as forceful contraction against resistance.

4. Treatment- Symptomatic with rest immobilization, and NSAID.

5. Never inject these tendons with steroids.

Q. Emergent Conditions​

1. Knee Dislocations​

a. Uncommon injury that results from severe trauma.

b. Usually there is gross deformity, but the knee may have spontaneously reduced.

c. A Complete neurovascular exam should be performed.

d. The knee should be reduced as soon as possible.

e. Repeat the neurovascular exam after reduction. 

f. Immobilize the limb

g. Immediate referral to Orthopedic team..

h. Angiography if any concern for the vascular status of the limb. 

2. Open Knee Joint​

a. Can be confirmed by injecting at least 60 cc of sterile saline into the knee joint, and observing for extravasation from the wound.

b. Place sterile dressing over the wound, immobilize the extremity. 

c. Complete neurovascular exam.

d. No need for repeated examination of the wound. 

e. Antibiotics.

f. Refer to Orthopedics. 

3. Open Fractures​

a. Can be outside in or inside out. Even pin hole break in skin caused by the bone is considered an open fracture.

b. Need complete neurovascular exam.

c. Look at wound 1 x then cover with a sterile dressing and immobilize the extremity.

d. Antibiotics.

e. Immediate Orthopedic referral. 4. Infection -

a. Typical patient would have a red, swollen, tender, knee that is painful to axial load. This patient does not walk into the clinic.

b. Subacute infections with few if any of the above symptoms can occur. 

c. Labs (CBC / ESR)

d. Splint the knee

e. Do NOT give antibiotics until Orthopedics has been consulted.

Page 1 of 14

