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Clavicle and Shoulder injury.
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Clavicle and Shoulder injury.

Clavicle Dislocation.
Acromioclavicular (AC) Separation
Also called “separated shoulder” or “acromioclavicular dislocation,” acromioclavicular separation is essentially a ligamentous injury involving the distal clavicle and the acromion. Such separations are frequently sports injuries sustained in a fall on the “point of the shoulder” and can be divided into six classes. Type I is a sprain of the acromioclavicular ligaments, with tenderness in that joint on palpation. A type II injury is a more-pronounced deformity of the joint with some prominence of the distal clavicle felt above the level of the acromion. A complete rupture of the acromioclavicular ligament is seen. The X-ray, taken with the patient standing and the arm hanging down, with or without weight on it, shows the clavicle to be riding higher, but still in some contact with the acromion. Type III acromioclavicular separations occur as a result of a tear of the acromioclavicular ligaments and the coracoclavicular ligaments (conoid and trapezoid ligaments).
The muscles that insert on the clavicle tend to pull it up superiorly, resulting in an obvious deformity. This injury may be quite painful, but relatively speaking, is nowhere near as painful, dangerous, or requiring of any emergent treatment as a dislocated shoulder. Type IV injuries involve a posterior displacement of the clavicle from the acromion. These injuries are difﬁcult to reduce because they may protrude through the fascia of the trapezius. A type V injury is a dislocation of the AC joint with marked superior displacement of the clavicle greater than twice the normal coracoclavicular distance. Type VI injuries are rare, and involve an inferior dislocation of the AC joint with displacement of the clavicle inferior to the coracoid. Type I and II injuries are treated conservatively in a sling until pain subsides enough to undergo gentle range-of-motion exercises, followed by physical therapy. Function should be normal by 2 months. Treatment of type III injuries remains controversial, with the tendency toward operative treatment. Type IV, V, and VI injuries are almost always treated operatively, with surgical stabilization of the AC joint.

Fractures of the Clavicle.
The clavicle is the ﬁrst bone to ossify, and it does so by intramembranous ossiﬁcation. Fractures of the clavicle are very common in children and occur by either direct trauma or a fall onto the outstretched hand. Fractures of the clavicle in children heal well. The usual treatment consists of a ﬁgure-of-eight brace or bandage that holds the shoulders back and tends to reduce the clavicle. Anatomic reduction is unnecessary and impractical.
A sling is also a treatment option. In a child, a callus sufﬁcient to provide immobilization and relieve pain will be present in 2 to 3 weeks; shortly thereafter, normal activities are generally possible. The biggest dangers are overtreatment or a rigid type of bandage that interferes with the circulation of the extremity.
In the adult, fractures of the clavicle require more force than they do in children. Therefore, soft tissue injuries may simultaneously occur. Because of the proximity of the subclavian vessel behind the clavicle and the proximity of the brachial plexus, a careful neurovascular evaluation is imperative. Treatment usually is conservative, using the ﬁgure-of-eight brace or a sling. The patient must be told at the time of the fracture that a “bump” or swelling may be noticed after healing has occurred, and the treatment is usually not inﬂuenced by this anticipated event. Not all clavicular fractures heal primarily. Rarely, because of nonunion, it becomes necessary to perform an open reduction and internal ﬁxation. In these cases, bone graft can be added. The indications for surgical treatment are few. The physician must remember that complete healing of a fractured clavicle in the adult frequently takes 3 months or more. An open fracture will require operative debridement. Occasionally, the skin is “tented” over a spike of bone, and an open reduction, just before the skin is pierced by the underlying bone, is warranted. Distal fractures of the clavicle, that is, lateral to the coracoclavicular ligaments, may require an open reduction internal ﬁxation, if displaced.
Consideration:
· Mechanism
· Fall onto shoulder (87%)
· Direct blow (7%)
· Fall onto outstretched hand (6%)
· Trimodal distribution
The clavicle is the last ossification center to complete (sternal end) at about 22-25 yo.
· Clinical Evaluation
· Inspect and palpate for deformity/abnormal motion
· Thorough distal neurovascular exam
· Auscultate the chest for the possibility of lung injury or pneumothorax
· Radiographic Exam
· AP chest radiographs.
· Clavicular 45deg A/P oblique X-rays
· Traction pictures may be used as well
· Allman Classification of Clavicle Fractures
· Type I Middle Third (80%)
· Type II Distal Third (15%)
· Differentiate whether ligaments attached to lateral or medial fragment
· Type III Medial Third (5%)
· Closed Treatment
· Sling immobilization for usually 3-4 weeks with early ROM encouraged
· Operative intervention
· Fractures with neurovascular injury
· Fractures with severe associated chest injuries
· Open fractures
· Group II, type II fractures
· Cosmetic reasons, uncontrolled deformity
· Nonunion
· Associated Injuries
· Brachial Plexus Injuries
· Contusions most common, penetrating (rare)
· Vascular Injury
· Rib Fractures 
· Scapula Fractures
· Pneumothorax

TESTS: Clavicle fracture
503. All are TRUE about clavicle, EXCEPT A. No treatment required for fracture but rest B. Breaks at mid point C. First bone to ossify D. Ossifies in membrane
504. True statement regarding Fracture of clavicle is: A. Most common Complication is Malunion B. Occurs at the jn. of medial & lateral theard. C. Usually occurs due to fall on elbow D. Communitted fracture is common
505. Absent lateral 1/3rd of clavicle is seen in A. Hyperparathyroidism B. Turner’s syndrome C. Fibrous dysplasia D. Cleidocranial dysostosis
ANSWERS
503). B 
504). A 
505). D


Glenohumeral Dislocation (Shoulder dislocation).
Dislocation of the shoulder is a common event. Typically, most of these dislocations are anterior, with the humeral head moving anterior to the glenoid. The dislocation results when the arm is forcefully abducted and externally rotated, which is a frequent position, unfortunately, in contact sports. This condition is extremely painful and requires early reduction of the dislocation. If a fracture, such as of the greater tuberosity, coexists with the dislocation, reduction is even more urgent. The patient presents in the emergency room with an obvious “squared” silhouette of the upper arm (the normal roundness of the humeral head being absent). A careful neurologic and vascular exam should be performed, with the appropriate scapular anteroposterior, scapular lateral, and axillary radiographs taken.
Reduction is then accomplished by one of several techniques, most of which employ traction and countertraction with the patient relaxed. Relaxation is usually obtained in the emergency room by the intravenous administration of sedatives and narcotics. The neurologic and vascular exams are then repeated. It must be stated that even before reduction, the so-called autonomous zone of the axillary nerve, lateral to the shoulder, must be included in this neurologic check. The immediate decrease in pain is striking once the shoulder is reduced. A sling and swathe are generally adequate to immobilize and rest the shoulder; a postreduction X-ray should be taken. 
Posterior shoulder dislocations account for only 4% of all dislocations and usually occur in patients during seizures, although occasionally they may occur in such sporting events as wrestling.
The duration of immobilization is not generally agreed. The classic thought, that a month of immobilization will decrease the likelihood of a recurrent dislocation, has unfortunately not proven to be true. The percentage of shoulder dislocations that recur after the ﬁrst dislocation depends on the age at which the ﬁrst event occurs. In the late teens and early twenties, the likelihood of a recurrence is very high (80%–90%). In patients more than 50 years old, the likelihood of a recurrence is lower (30%–40%); however, shoulder stiffness is a concern and, therefore, shoulder motion should be instituted early.
In the case of recurrent dislocations in a young person, surgical reconstruction is best performed on an elective basis. Repair of the anterior shoulder capsule and glenoid labrum is usually required.
Consideration^
· Epidemiology
· Anterior: Most common
· Posterior: Uncommon, 10%, Think Electrocutions & Seizures
· Inferior (Luxatio Erecta): Rare, hyperabduction injury
· Clinical Evaluation
· Examine axillary nerve (deltoid function, not sensation over lateral shoulder)
· Examine M/C nerve (biceps function and anterolateral forearm sensation)
· Radiographic Evaluation
· True AP shoulder
· Axillary Lateral
· Scapular Y
· Stryker Notch View (Bony Bankart)
· Anterior Dislocation Recurrence Rate
· Age 20: 80-92%
· Age 30: 60%
· > Age 40: 10-15%
· Look for Concomitant Injuries
· Bony: Bankart, Hill-Sachs Lesion, Glenoid Fracture, Greater Tuberosity Fracture
· Soft Tissue: Subscapularis Tear, RCT (older pts with dislocation)
· Vascular: Axillary artery injury (older pts with atherosclerosis)
· Nerve: Axillary nerve neuropraxia
Classification
· Anterior Dislocation
· Traumatic
· Atraumatic (Congenital Laxity)
· Acquired (Repeated Microtrauma)
· Posterior Dislocation
· Adduction/Flexion/IR at time of injury
· Electrocution and Seizures cause overpull of subscapularis and latissimus dorsi
· Look for «lightbulb sign» and «vacant glenoid» sign
· Reduce with traction and gentle anterior translation 
· Inferior Dislocations (Luxatio Erecta)
· Hyperabduction injury
· Arm presents in a flexed «asking a question» posture
· High rate of nerve and vascular injury
· Reduce with in-line traction and gentle adduction
Treatment
· Nonoperative treatment
· Closed reduction should be performed after adequate clinical evaluation and appropriate sedation
· Reduction Techniques:
· Traction/countertraction - Generally used with a sheet wrapped around the patient and one wrapped around the reducer.
· Hippocratic technique - Effective for one person. One foot placed across the axillary folds and onto the chest wall then using gentle internal and external rotation with axial traction
· Stimson technique - Patient placed prone with the affected extremity allowed to hang free. Gentle traction may be used
· Milch Technique - Arm is abducted and externally rotated with thumb pressure applied to the humeral head
· Scapular manipulation
· Postreduction
· Post reduction films are a must to confirm the position of the humeral head
· Pain control
· Immobilization for 7-10 days then begin progressive ROM
· Operative Indications
· Irreducible shoulder (soft tissue interposition)
· Displaced greater tuberosity fractures
· Glenoid rim fractures bigger than 5 mm
· Elective repair for younger patients

TESTS: Shoulder dislocation
129. Recurrent dislocation of shoulder occurs, because of A. Incomplete labrum B. Superadded secondary infection C. Crushed glenoidal labrum D. Weak posterior capsule
130. Traumatic anterior dislocation of shoulder with sensory loss in lateral side of forearm and weakness of flexion of elbow joint, most likely injured nerve is A. radial nerve B. ulnar nerve C. axillary nerve D. musculocutaneous nerve
131. Bankart’s lesion is seen at A. Post surface of glenoid labrum B. Ant surface of glenoid labrum C. Ant part of head of humerus D. Post part of head of humerus
132. A 6 year old boy has a history of recurrent dislocation of the right shoulder. On examination, the orthopedician puts the patient in the supine position and abducts his arm to 90 degrees with the bed as the fulcrum and then externally rotates it but the boy does not allow the test to be performed. The test done by the orthopedician is A. Apprehension test B. Sulcus test C. Dugas test D. MC Murray’s test
133. Following anterior dislocation of the shoulder,a pt develops weakness of flexion at elbow and lack of sensation over the lateral aspect forearm; nerve injured is: A. Radial nerve B. Musculocutaneous nerve C. Axillary nerve D. Ulnar nerve
134. The nerve involved in anterior dislocation of the shoulder is A. Radial nerve B. Axillary nerve C. Ulnar nerve D. Musculocutaneous nerve
135. Most common nerve to be damaged in dislocation of shoulder is: A. Axillary nerve B. Radial nerve C. Median nerve D. Musculocutaneous nerve
136. Most common joint to undergo V-urrent dislocation is A. Shoulderjoint B. Patella C. Kneejoint D. Hip joint
137. Commonest dislocation of shoulder is: A. Subcoracoid B. Subacromial C. Supraacromial D. Posterior
138. Anterior dislocation of shoulder is most commonly complicated by: A. Recurrent dislocation B. Circumflex nerve injury C. Axillary nerve injury D. Axillary artery injury
139. Which nerve is damaged in ant dislocation of shoulder: A. Axillary B. Median C. Radial D. Musculocutaneous
140. Recurrent dislocation are commdi in A. Shoulder B. Patella Hip joint C. Elbow joint C. Elbow joint
141.	A 24-year-old male, known epileptic, presented following a seizure with pain in the right shoulder region. Examination revealed that the right upper limb was adducted and internally rotated and die movements could not be performed. Which of the following is the most likely diagnosis A. Posterior dislocation of shoulder B. Luxatio erecta C. Intrathoracic dislocation of shoulder D. Subglenoid dislocation of shoulder
142.	The lesions associated with recurrent dislocation of shoulder include all, except: A. Hill-Sach’s lesion B. Bankart’s lesion C. Capsular laxity D. Supraspinatus tear
143. Bankart’s lesion involves which of the following part of the glenoid labrum A. Anterior part B. Superior part C. Anterosuperior part D. Antero inferior part
ANSWERS
129). C 
130). D 
131). B 
132). A 
133). B 
134). B 
135). A 
136). A 
137). A 
138). C 
139). A 
140). A 
141). A 
142). D 
143). A


The Rotator Cuff injuries
The rotator cuff consists of four muscle–tendon units including the subscapularis, supraspinatus, infraspinatus, and teres minor. These muscles originate on the scapula and insert onto the tuberosities of the proximal humerus. The subscapularis originates on the anterior surface of the scapula and inserts onto the lesser tuberosity. The remaining rotator cuff muscles originate from the posterior surface of the scapula and insert along the greater tuberosity. The roles of the rotator cuff are to keep the humeral head centered in the glenoid fossa throughout the range of shoulder motion and to contribute to the rotation and elevation of the extremity. As such, the rotator cuff is the primary dynamic stabilizer of the glenohumeral joint. Traumatic and overuse injuries to the rotator cuff are the most common problems in the shoulder girdle.
Initial Treatment
The goal of treatment is to return the patient to painfree activity. Initially, treatment consists of education, rest, and activity modiﬁcations. If the pain is signiﬁcant, an oral antiinﬂammatory medication can be prescribed. Once the painful period subsides, the patient may beneﬁt from a course of physical therapy to strengthen the rotator cuff and scapular stabilizers. Radiographs are generally obtained in patients who fail initial therapy. A subacromial corticosteroid injection can be considered in a patient who fails to respond to the initial treatment over 2 to 3 months. Additional physical therapy can also be helpful. Patients who fail to respond to nonoperative management over 3 to 6 months may beneﬁt from surgical treatment. Most surgeons will obtain an MRI scan before surgical treatment.
Surgical Treatment
In the absence of a RC tear, most surgeons recommend a subacromial decompression performed either open or arthroscopically. This procedure involves removing the inﬂamed subacromial bursa and shaving the undersurface of the acromion (acromioplasty) to create more room in the subacromial space for the rotator cuff. Patients who have reparable RC tears are treated with primary repair, and most surgeons perform an acromioplasty.

TESTS: The Rotator Cuff injuries
563. Painful arc syndrome is seen in all except: A. Complete tear of supraspinatus B. greater tuberosity C. Subacromial bursitis. D. Supraspinatus tendinitis.
564. Progressive stiffening of a joint is seen in: A. Peri-arthritis of shoulder B. Osteochondritis C. Gout D. Ankylosis.
ANSWERS
563). A 
564). A 


Fractures of the Proximal Humerus
Fractures just distal to the head of the humerus, the so-called surgical neck of the humerus, are extremely common in elderly osteoporotic bone. Healing of these fractures, even with some displacement, is rarely a problem, but the resulting shoulder stiffness may severely impair the older patient. This stiff and painful shoulder is often referred to as “adhesive capsulitis.” Therefore, treatment of the elderly, with this type of fracture, is directed toward early mobilization after a short period of immobilization; several days are usually adequate for initial pain relief. Codman’s exercises are usually begun after the ﬁrst week. These simple pendulum exercises are done with the arm held in what is referred to as a “collar and cuff” or sling, using the weight of the arm itself as a traction mechanism. Codman’s exercises are performed by the patient holding on to a table or other steady object with the good hand, and bending 90 degrees at the waist while allowing the injured extremity to hand straight down, hence employing the pull of gravity. This maneuver alone is frequently adequate to minimize shoulder stiffness.
An entirely different injury is seen in the younger patient. Although the pattern may be the same, the mechanism and force vary greatly. The high energy fracture of the head of the humerus seen mostly in younger adults is frequently the result of sports or motor vehicle accidents and high velocity falls. These injuries are often combined with dislocations of the shoulder (described next). Intraarticular fractures of the head of the humerus present a signiﬁcant problem. The Neer classiﬁcation can guide treatment of these injuries. The classiﬁcation deﬁnes four segments of the proximal humerus: (1) the actual articular cartilage-covered head, (2) the shaft, (3) the greater tuberosity, and (4) the lesser tuberosity. Any of these fragments that are separated a centimeter or more from the others, or that are tilted by 40 degrees, are considered as a separate fragment. Generally speaking, if conservative treatment cannot hold an adequate reduction in a two- to three-part fracture, open reduction with internal ﬁxation is often performed. A four-part fracture, or one in which the head fragment is actually split, is often treated by the insertion of a humeral head prosthesis replacing the broken segments. Inherent to all treatment protocols is an aggressive rehabilitation program to regain shoulder motion. Therefore, ﬁxation should be strong enough and rigid enough to allow early motion.
Consideration:
· Epidemiology
· Most common fracture of the humerus
· Higher incidence in the elderly, thought to be related to osteoporosis
· Females 2:1 greater incidence than males
· Mechanism of Injury
· Most commonly a fall onto an outstretched arm from standing height
· Younger patient typically presents after high energy trauma such as MVA
· Clinical Evaluation
· Patients typically present with arm held close to chest by contralateral hand. Pain and crepitus detected on palpation
· Careful NV exam is essential, particularly with regards to the axillary nerve. Test sensation over the deltoid. Deltoid atony does not necessarily confirm an axillary nerve injury
· Neer Classification
· Four parts
· Greater and lesser tuberosities, 
· Humeral shaft
· Humeral head
· A part is displaced if >1 cm displacement or >45 degrees of angulation is seen
· Treatment
· Minimally displaced fractures - Sling immobilization, early motion
· Two-part fractures - 
· Anatomic neck fractures likely require ORIF. High incidence of osteonecrosis
· Surgical neck fractures that are minimally displaced can be treated conservatively. Displacement usually requires ORIF
· Three-part fractures
· Due to disruption of opposing muscle forces, these are unstable so closed treatment is difficult. Displacement requires ORIF. 
· Four-part fractures
In general, for displacement or unstable injuries ORIF in the young and hemiarthroplasty in the elderly and those with severe comminution. High rate of AVN (13-34%)

TESTS: Proximal humerus fracture
274. Treatment of choice in 65 year old female with impacted fracture neck of humerus is A. triangular sling B. arm chest strapping C. arthroplasty D. observation.
275. Which of the following movements will be affected if the greater tubercle of the humerus is lost A. Abduction and lateral rotation B. Adduction and flexion C. Adduction and medial rotation D. Flexion and medial rotation.
276. A boy fell down from a tree and has fracture of neck of humerus. He connot raise his arm because of involvement of: A. Axillary nerve B. Supraspinatus nerve C. Musculocutaneus nerve D. Radial nerve
278. Most common nerve involved in the fracture of surgical neck of humerusis: A. Median B. Radial C. Ulnar D. Axillary.
282. Most common nerve involvement in fracture surgical neck humerus: A. Auxiliary nerve B. Radial nerve C. Ulnar nerve D. Median nerve.
ANSWERS
274). A 
275). A 
276). A 
278). D 
282). A


Humeral Shaft Fractures.
Humeral shaft fractures are common, and their patterns vary. Displacement is generally caused by eccentric muscular pull with action of the supraspinatus, pectoralis major, and the deltoid determining the displacement of the proximal fragment. The long muscles determine the displacement if the fracture is below the deltoid insertion. Treatment of the humeral shaft fracture has traditionally been conservative; options include coaptation plaster splints, which serve as a functional brace, as popularized by Sarmiento. The brace is a plastic, prefabricated device, usually worn 6 to 10 weeks. Its use permits excellent function of the hand while healing progresses.
In fractures at the junction of the middle and distal third of the humerus, the radial nerve is vulnerable to injury. Radial nerve function must be documented. Fortunately, most of these nerve injuries are neuropraxias; hence, excellent recovery can be expected. In more-comminuted fractures of the humeral shaft, open reduction and internal fixation are currently popular. The use of plates versus intramedullary locked rods is a current controversy.
Consideration:
· Mechanism of Injury
· Direct trauma is the most common especially MVA
· Indirect trauma such as fall on an outstretched hand
· Fracture pattern depends on stress applied
· Compressive - proximal or distal humerus
· Bending - transverse fracture of the shaft
· Torsional - spiral fracture of the shaft
· Torsion and bending - oblique fracture usually associated with a butterfly fragment
· Clinical evaluation
· Thorough history and physical
· Patients typically present with pain, swelling, and deformity of the upper arm
· Careful NV exam important as the radial nerve is in close proximity to the humerus and can be injured
· Radiographic evaluation
· AP and lateral views of the humerus 
· Traction radiographs may be indicated for hard to classify secondary to severe displacement or a lot of comminution
· Conservative Treatment
· Goal of treatment is to establish union with acceptable alignment
· >90% of humeral shaft fractures heal with nonsurgical management
· 20 degrees of anterior angulation, 30 degrees of varus angulation and up to 3 cm of shortening are acceptable
· Most treatment begins with application of a coaptation spint or a hanging arm cast followed by placement of a fracture brace 
· Operative Treatment
· Indications for operative treatment include inadequate reduction, nonunion, associated injuries, open fractures, segmental fractures, associated vascular or nerve injuries
· Most commonly treated with plates and screws but also IM nails
· Holstein-Lewis Fractures
· Distal 1/3 fractures
· May entrap or lacerate radial nerve as the fracture passes through the intermuscular septum

TESTS: Proximal humerus fracture
277. Babloo a 10 year old boy presents with fracture of humerus. Xray reveals a lytic lesion at the upper end. Likely condition is: A. Unicameral bone cyst B. Osteosarcoma C. Osteoclastoma D. Aneurysmal bone cyst
279. Least correction in remodelling of bone in children is seen in: A. Fracture shaft of femur B. Fracture shaft of humerus C. Fracture above lateral condyle D. Subtrochanteric fracture.
280. Hanging cast is used in: A. Fracture Femur B. Fracture Radius C. Fracture Tibia D. Fracture humerus.
ANSWERS
277). A 
279). B 
280). D


Distal Humeral Fractures (Supracondylar and Intercondylar Fractures). Clinical features, diagnostics and treatment. Complication

Supracondylar Fractures in Children
This notorious fracture, the supracondylar fracture in children, presents a "minefield" for the orthopedic surgeon. In early stages, one must be vigilant in evaluating the child for vascular compromise, specifically compartment syndrome. Later, these can result in a Volkmann's contracture. Angular deformity resulting from growth plate damage occasionally may be seen. In an effort to minimize these disastrous complications, aggressive early closed reduction and percutaneous pinning currently form the treatment of choice. Alternatives such as open reduction or overhead traction are, nevertheless, available.
Closed reduction is best accomplished in the operating room with adequate anesthesia. Considering the risk of vascular compromise, these fractures should be treated emergently. With the C-arm (fluoroscopy) in place, a closed reduction is performed and two Kirschner wires are driven across the fracture site percutaneously. A plaster splint is then used to hold the elbow initially, with cast application in several days. In 3 weeks, the pins are generally removed, and in 3 more weeks the cast is discontinued. It is normal for there to be a good deal of stiffness after such an event occurs in a child. The key to postoperative management is to emphatically tell the parents not to make the child move the elbow. In other words, if the child is left alone, in a reasonably short time a good deal of motion is automatically regained. There should be no passive manipulation of the child's elbow. Because of the cartilaginous growth centers (physes, epiphyses, and apophyses) around the child's elbow, diagnosis may be difficult. The inexperienced practitioner may benefit from review of comparison views of the normal elbow.

Distal Humeral Fractures in Adults
These intraarticular fractures of the distal humerus are difficult to treat and are often followed by stiffness and arthritis. Therefore, an early open reduction and anatomic restoration of the articular surfaces with rigid fixation of the fragments to the shaft of the humerus give the best result. The ulnar nerve, because of its location, is at risk and generally has to be moved from the cubital tunnel and transported anteriorly. The goal of treatment is to restore function by an anatomic restoration of the fragments and initiation of early motion. It is generally agreed that if a traumatized elbow is immobilized for 3 weeks or more, a poor result will follow. Functional elbow motion is approximately 30 to 100 degrees; this will allow the hand to reach the mouth.

TESTS: Supracondylar fracture of humerus
79. Three point relationship is reversed in all, except A. fracture medial epicondyle B. fracture lateral epicondyle C. Supracondylar fracture D. Posterior elbow dislocation
80. Most common cause of VIC (Volkmann’s ischaemic contracture) in children due to A. supracondylar fracture humerus B. lateral condyle fracture humerus C. medial condyle fracture humerus D. both bone forearm fracture
81. After falling from a height, a child lands on his fully out stretched hands. On examination there is pain and swelling over his right elbow. Give your probable diagnosis: A. Fracture olecranon B. Post dislocation of elbow C. Supra condylar fracture of humerus D. Fracture both bones forearm
82. Most common nerve involvement in Volkmann’s ischaemic contracture is: A. Median nerve B. Radial nerve C. Ulner nerve D. Posterior interosseous nerve
83. All of the following are associated with supracondylar fracture of humerus, EXCEPT: A. It is uncommon after 15 yrs of age B. Extension type fracture is more common than the flexion type C. Cubitus varus deformity commonly results following malunion D. Ulnar nerve is most commonly involved
84. Cubitus varus is commonly caused by A. Supracondylar fracture of humerus B. Fracture of the lateral epicondyle C. Chronic osteomyelitis D. Acute epiphysitis
85. The most common type of Supracondylar fracture is  A. Flexion type B. Extension type C. Abduction type D. Adduction type
86. Most common complication of supracondylar fracture A. Malunion with gun stock deformity B. Volkman’s ischaemic contracture C. Blood vessel injury D. Genu valgum
87. Gun stock deformity is seen in fracture of A. Lateral condyle B. Humerus, lower end C. Radius, lower end D. Ulna, upper end
88. Three bony point relationship is maintained in: A. Supracondylar fracture humerus B. Dislocation of elbow C. fracture Lateral condyle D. Intercondylar fracture
89. Three point relationship is lost in all, EXCEPT  A. Fracture of lateral epicondyle B. Fracture of medial epicondyle C. Posterior dislocation of elbow D. Supracondylar fracture of humerus
90. Supracondylar fracture complications are all except A. Elbow stiffness. B. Mal union. C. Non union D. Myositis ossificans
91. A 10-year-old boy presenting with a cubitus varus deformity and a history of trauma 3 months back on clinical examination, has the preserved 3 bony point relationship of the elbow. The most probable diagnosis is A. Old unreduced dislocation of elbow B. Non-union lateral condylar fracture of humerus C. Malunited intercondylar fracture of humerus D. Malunited supracondylar fracture of humerus
92. The malunion of supracondylar fracture of the humerus most commonly leads to: A. Flexion deformity B. Cubitus varus C. Cubitus valgus D. Extension deformity
93. All of the following are complications of supracondylar fracture of humerus in children. except: A. Compartment syndrome B. Myositis ossificans C. Malunion D. NonUnion
94. Most common complication of supracondylar fracture of the humerus: A. Brachial artery injury B. Cubitus varus C. Myositis - ossificans D. VIC 
95. Most common muscle involved in volkmann’s ischemic contracture is A. Flexor- pollicis longus B. Flexor-digitorum profunds C. Flexor-indicis D. Abductor pollicis
96. 3 point symmetry is NOT disturbed in which fracture A. Fracture ulna only B. Fracture radius only C. Fracture of radius & ulna both bones of forearm D. Weak posterior capsule
281. Vascular injury during childhood is common in fracture of A. Lower end of humerus B. Lower end of radius C. Upper end of femur D. Upper end of radius.
347. A 6 year old child has an accident and had fracture elbow, after 4 years presented with tingling and numbness in the ulnar side of finger, fracture is A. supra condylar humerus fracture B. lateral condylar humerus fracture C. olecranon fracture D. dislocation of elbow.
348. Patient sustained injury to the upper limb 3 yrs back; he now presents with valgus deformity in the elbow and paresthesias over the medial border of the hand. The injury is likely to have been; A. Supracondylar fracture humerus B. Lateral condyle fracture humerus C. Medial condyle fracture humerus D. Postr dislocation of the humerus.
349. Tardy unlar nerve palsy caused by: A. Supracondylar fracture B. Lateral condylar fracture C. Olecranon fracture D. Intercondlyar fracture E. Distal radio-ulnar dislocation.
350. Surgical excision is contraindicated in: A. Olecranon process fracture B. Patella fracture C. Head of radius fracture D. Lateral condyle humerus fracture.
351. Open reduction is indicated in A. # clavicle fracture B. # both bone forearm fracture in children C. # lateral condyle humerus fracture D. supra condyle humerus fracture.
352. “Cubitus-valgus” deformity is complication of: A. fracture lateral condyle of humerus B. fracture intercondylar of humerus C. fracture jf the olecranon D. Head of the radius. fracture.
353. Tardy ulnar nerve palsy seen in A. Medial condyle fracture of humerus B. Lateral condyle fracture of humerus C. Supracondylar condyie fracture of humerus D. Fracture shaft humerus
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