4.4 Fractures – General

4.2.1 Manage the immediate first aid care of a fracture

Aims of fracture treatment:

· Attain bony union without deformity

· Restore function (so that patient may return to his/her normal activities)

1. Reduce undue movement of fracture using temporary splintage (reduces pain and haemorrhage, minimises chances of closed fracture becoming open

2. If deformity so great overlying skin is likely to become damaged and fracture to be come open deal with this before X ray – gentle reposition of the distal part of the limb (entanox may be required)

3. If fracture open – take bacteriological swab and cover wound with sterile dressing.  Commence antibiotic therapy immediately.

4. Assess clinically and radiologically.  Note site, pattern, displacement and angulation of the fracture.  Assess neurovascular status – nearby vessels and nerves may be damaged.

Using this information decide:

1. Does the fracture require reduction?
· Displaced fractures require reduction

· Slight displacement can be tolerated in:

i. Children – good remodelling anticipated

ii. Elderly – if risks of anaesthesia > benefits of reduction

2. How will reduction be carried out?
Types of reduction:

· Traction under GA

commonest type of reduction

· Open reduction

Obvious part of open fracture treatment,

Wound can be debrided at same time

Used where conservative measures have failed

If best method of fracture support is internal fixation

· Continuous traction

Best in certain fracture types- e.g. femur 



fracture/dislocations of C spine

3. What support is required until there is union?
Types of support:

· 2 broad categories – rigid and non rigid

· Non rigid methods (e.g. arm slings, bandages and adhesive straps) are useful for:

i. Limiting swelling and oedema, restriction of haematoma spread

ii. Arm slings elevate

iii. Restrict movements to relieve pain, may be enough to prevent displacement or to prevent movements which cause further damage

Rigid methods:

· Plaster of Paris bandage

Hold limb in place until callous formation occurs

· Internal fixation is indicated when:

a. Fracture cannot be reduced by closed methods

b. Reduction by closed methods cannot be maintained (e.g. fractured neck of femur)

c. Higher quality of reduction is required than with closed methods

d. Multiple injuries – early fixation and mobilisation reduces risk of fat embolism, respiratory distress syndrome and other complications

· External fixation
· Bones held in place by external percutaneous pins

· Management of open fractures where state of skin and other soft tissues make open fixation undesirable

· Some risk of non union, as are dependant on pins remaining tight in the bone

· Cast bracing
· Used some weeks after initial management to allow some movement and ambulation (e.g. at knee)

4. If the fracture is open, how does this influence treatment?

· Neurovascular involvement common, look for neurovascular signs

· There is increased swelling associated with more soft tissue involvement, therefore the patient will most likely have to be admitted for observation

· Risk of infection from both gram negative and gram positive organisms is highly likely, the open site should be swabbed for culture and sensitivity; broad spectrum antibiotic prophylaxis started; consider tetanus injection.  Surgical debridement will almost definitely be needed

· Secondary wound closure may only be possible once good healing has become established

