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4.5.1 Recognise those fracture patterns which occur in the elderly

Common fractures in the elderly:

· Neck of femur

· Wrist

· Proximal humerus/ shoulder

· Vertebrae (wedge fractures)

Neck of Femur

Type/ classification of facture and clinical significance:

	Class
	Sub class
	Clinical Signs
	Clinical Importance

	Intracapsular
	Subcapital

Transcervical
	· Inability to weight bear

· Tenderness around femoral neck

· Shortened, externally rotated limb

· Bruising minimal – bleeding into capsule occurs
	Blood supply loss to femoral head – avascular necrosis if not treated

Head provides any anchorage point for any fixation device (may lead to non union)

Surgical management – internal pin fixation

	Extracapsular
	Intertrochanteric – runs between the 2 trochanters

Pertrachanteric – fracture line involves the trochanters- either 1 or both is fractured

Subtrochanteric
	· Inability to weight bear

· Tenderness around femoral neck

· Shortened, externally rotated limb

· Bruising in the region of the greater trochanter is a late sign
	Blood supply to the head remains intact and therefore healing of this fracture type is favoured

Surgical management with sliding pin compression



	Subcapital fracture
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	Intertrochanteric fracture

	Subtrochanteric
	




General approach to Hip X rays:

Look at/ for:

1. Shenton’s lines for asymmetry

2. Angulation of the head with the neck

3. Fragmentation

If appears negative or there is doubt:

· Ask for localised AP views

· Bone scan at 48 hours

· Repeat X ray 1-2- weeks later

Fracture of distal radius

· Usually caused by a fall onto the outstretched hand

· Resulting in a fracture of the cancelous bone at the head

Clinical examination

· Look: for an obvious ‘dinner fork’ deformity

· Feel: for tenderness over the radial head.

· Also check tenderness over the ulnar head and in the anatomical snuffbox (scaphoid #)

· Move: difficulties in pronation / supination

The normal radio-ulnar joint:

· The head of the radius tilts downwards at ~5°

· A line drawn between the two points at the end of radius is at ~22° to the horizontal

· The radial styloid lies ~1cm in front of the ulnar styloid

· The Radius is connected to the ulna styloid by the triangular ligament
On the radiograph check all these factors

· The head of the radius is often tilted upwards – more than 10° requires manipulation.

· Check for visible displacement of the radial fragment or a change in the ~22° angle.

· If the radial styloid lies >>1cm in front of the ulnar styloid then impaction has occurred to a significant degree.

· The ulnar styloid is often avulsed – if not then the ligament may be ruptured. If either is the case then the radio-ulnar joint is unstable.

Proximal humerus

Structures that may become fractured in the proximal humerus (moving prox(dist)

· Anatomical neck (rare)

· Greater tuberosity

· Lesser tuberosity

· Surgical neck

As well as listing the structure affected, proximal humerus fractures are referred to as two part, three part or four part as appropriate.

Radial nerve damage: This arises usually from fractures in the middle third of the humerus – it is less common in proximal fractures.

Clinical examination

· Look: The arm is supported by the other hand. There may be obvious deformity and gross bruising follows later prox(dist.

· Damage to the radial nerve will be accompanied by wristdrop.

· Feel: Tenderness over the proximal humerus

· Sensory impairment over the radial side of the dorsum of the hand for radial nerve damage.

· Radiograph: two views required – AP and either apical oblique or a good translateral.

4.5.2 Recognise the underlying factors which predispose to fracture in the elderly

· Muscle degeneration decreases support

· Osteoporosis directly weakens bone

· Increased falls provides more opportunities for damage. Causes include

· Poor eyesight

· Poor reactions

· Poor balance

4.5.3 Recognise the possibility of significant inderlying disease which may influence definitive treatment of the fracture and initiate appropriate investigation

Colles Fracture


Distal radius within 2.5 cm of wrist.


Dorsally angulated


Patient over 60











