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# 3L DEFINITION

® LTt L L4 L ERE

€ Pairing relation of joint surface changed
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o # CLASSIFICATION

/& B cause
4| 45 & .45 (traumatic dislocation)
4, X ¥ #.4% (congenital dislocation)
/& 32 44 . 4% (pathologic dislocation)
£ £ ¢ 4% (recurrent dislocation)
#% #2 course of disease (two weeks)
# % a4z (fresh dislocation)
i &1 4 A% 4% (old dislocation)
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% = (PATHOLOGY)

N 1a & % 37 (fracture)
N 3k 4 42 4R 45 (soft tissue injury)
R £ % & @ Af(hematoma)

N 4 & % IR 45 (nerve and vessel injury)
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Clinical Manifestation and Diagnosis

s #5 £ injury history
/& K symptom
A . M. &3 PR
pain swelling dysfunction
1 4= physical sign
“w. BB £F 24
deformity elastic fixation joint lack
% 1§ F imageology
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# £ 2 COMPLICATION

# 47 (fracture)

2R 48,42 4% 15 (soft tissue injury)
# ¥ & % ( joint instability)
# % 185 ( joint stiffness)
F £ % £ ( osteoarthritis)

4% & 4 (ectopic ossification )
A5 It 22
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% 5 TREATMENT

% #1 5 4= reduction
W4 F 42: AT 4 -F as soon as possible
Ah 645 &
#%_#h % % i % normal passive activity
® 4 4z £ 4 4 bone mark recover
X £ % ;& 2 X-Ray confirm
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i A A 4z & 0k 6 2 &
Cause of Failed Closed Reduction

N 4 8 K % & anaesthesia dissatisfaction
N & & & % wrong method

R 4k 4 42 % »~ soft tissue inlay

R % ¥ A % 47 intra-articular fracture

N &% w1 4 44.4% old dislocation

19 90 5 o,




& BL R E D

Indication of Open Reduction

R £ % A % 4 intra-articular fracture

R 2k 4 42 % > soft tissue inlay

N &% & # a4z old dislocation

N & 45 4= % &k closed reduction failure
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% 7 TREATMENT

% £ @ s fixation
sial: 2~3A4
7 &
% & plaster
& _# 7| skin traction
£ % suspension
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% 7 TREATMENT

& @
rehabilitation training

MR A vt
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A £ F s
Shoulder Dislocation
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L R AR 2

AnatomX Outline
SRR ARG KT, KA EN3-44

ball-and-socket joint




47 #.4% 4] MECHANISM

R APz E1/2, ATAHUAL b 95%
R mERA: R IR Bt FTEFHR
the arm is pulled or twisted with extreme force in an outward, upward or

backward direction.
R HBZN I HERATHTEFTIFXK

a direct forceful blow to the shoulder, a seizure or a severe electric shock
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o & & A5 5 &

Clinical Manifestation and Diagnosis

LAAL G455
special positioning

2.7 JA #r

A distortion in the contour of the shoulder
3.Dugas/E A1 Dugas Sign (+)
4. XL F X-ray
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& 75 Treatment

Reduction

1.Hippocratesi*: 4 3| — P 4 — A 78 Traction — adduction — internally
rotated

F &Rtk

2TR &
3.Rocheri*
4. Milch#*
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Fixation

Exercise/Rehabilitaion
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B % ¥ Musx
ELBOW DISLOCATION
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o & Types
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/e 4z 4| MECHANISM

Elbow Dislocation

\
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W & & A &

Clinical Manifestation and Diagnosis

R, HREZAXKFER XA
Apparent elbow deformity and loss of normal relations between
the posterior triangle of elbow

HATEHEAZTF4 14 Elbow flexible fixed in Semi-extended
BT 7 T AR, HETHEIR ¥ ER

Palpable distal humerus in front of Elbow , palpable olecranon
at the back of Elbow

Forearm shortening, thickening around the elbow joint

X&A & T BBALE )L X-ray
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& 77 Treatment
REqUCTION @ —

JRFR it & S5 AR A P A 7 fy F 4 &
S8 EMF BAL, A5 HATEAL

During manipulation doctor will apply traction to

the forearm while a assistant holds upper arm. Gradually
the doctor will flex forearm and at the same pull it
upwards, with the assistant applying downward pressure
on the arm. The elbow will re-locate and it will be possible

to flex it bexond 90 degrees.
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HF Ak F A4

Subluxation of capitulum radii

RO A



MECHANISM

BMRABAELF T A=A A6 L&
Bl AR AR N Sk IR I 5T T 7 B SR
K ey o e F B4,

This disease often occurs when children

play games arm-in-arm, and when their

parents dress them, or lead them to walk,

pulling their forearms with too much force
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TREATMENT

BEI90° , —F#HG

JEe) AR Nk,
»—FHidk 5|5

ek fE &S, RBHA

RO R/

90 ° elbow flexion thumb
press radial head,the other hand

slightly tow and supinatio
A9 I8 5







£ ¥ M

Hip dislocation

\
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2 & TYPE

1B/ Anterior dislocation
)= Bt/z Posterior dislocation

T pifz Central dislocation
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wh£ ¥ 5 ME
posterior hip dislocations

Al B A HL R v, PR A 4R ) PR
In order to cause a posterior dislocation, a large force is
required to strike the flexed knee with the hip flexed,

adducted, and internally rotated.

EARRI: . W&, K. HAHH
Adduction, internal rotation, flexion, Shortening deformity

A5 RETTEIA

Allisik: BWBIREI0C ~#E A HREBIE > T 15
R - knee and hip are flexed to relax the hamstrings in 90° ;
R - assistant stabilizes the pelvis
LN
LN

- pull and external rotation
- reduction
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£ ¥ A M
Anterior hiE dislocations

MEl LRI ShakAt, A ESNREAFH
Excessive abduction, external rotation, combined
abduction violence
ERERI: SRk, sharFeja i
abduction, external rotation and flexion deformity
BAx: Allissk
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BEY P
Central dislocation
P& . w353 Acetabular fracture

& RE . BAR4is% Limb shortening
f4%: M7 %2 Lateral traction
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] A

N Bankartii 15

N Hill-sachs i} 15

N Dugasfz
RAG £ Y #is (A %)
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