ANNEX |

MANAGEMENT OF FEMUR FRACTURES

MANAGEMENT OF FEMUR FRACTURES

FOR HOSPITAL STAFF

MEMBER OF MULTIDISCIPLINARY TEAM MANAGING PATIENT

WITH A FEMUR FRACTURE

PHYSIOTHERAPIST

Debridement
Reduction
Skeletal Traction*

Decrease traction
weight to 7% body
weight

Review
patient's
clinical
condition.

Delayed Primary
Closure

Perform
re-

A4 debridement

if necessary
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X-ray and if required,
adjust traction
position +/- weight

WOUND:
No dressing changes. Inspect
dressing, if signs of
infection inform the surgeon

PIN SITE:
Clean with saline solution and
dress daily. Inform surgeon if
signs of infection

GENERAL:
Check leg position 2x/day. Beware of
pressure sores

NON-AFFECTED BODY PARTS:
Active mobilizing and strengthening
as well as functional care to prevent

bedrest complications

AFFECTED LEG:

After discussion with surgeon and
considering pain level, mobilise
affected leg: aim for
passive = assisted knee flexion/
extension

X-RAYS:

then monthly until
consolidation
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Weekly for weék 1-3,

CONSIDER
REMOVAL OF
TRACTION:
Based on
clinical and
X-Ray
evidence of
consolidation

Consider patient’s mental health status

AFFECTED LEG:
Aim for assisted = active knee
maximum range of movement

AFFECTED LEG:
Aim for active knee maximum range of
movement

According to guidelines, provide
walking aids and start gait training
with gradual increase of
weight-bearing

NOTE: In some situations, portable X-Rays are not available. In this case patients should not be removed from traction in order to perform an X-ray,
assessment of consolidation should then be clinical

HLER FRAME

TRACTION IS APPLIED THROUGH A TIBIAL PIN
« 2.5cm distal to and 2.5cm posterior to the tibial tubercle

WEIGHT CALCULATION

« Weight depends on fracture type
« Guide: 1kg per 10kg/body weight to start

CORRECT LEG POSITION
« Hip: Slight abduction, flexion and 30" external rotation
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+ Knee: On angle of frame

MANAGEMENT OF LIMB INJURIES DURING DISASTERS AND CONFLICTS




