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Hip Pain—It May Not Be
Just From The Hip

By Charles M. Creasman, M.D.

H ip pain isacommon
1eason forpatients to see an
orthopedic surgeon. The
diagnosis is frequently
straightforw ard and easily
obtained through history,
physicalexam ination, and
X-1ays.

O ne of them ore comm on
causes of hip pain is arthri-
tis. This can be secondary
to wearand tearor inher-
ited as in theum atoid ar-
thritis and som e other con-
nective tissue disorders.

M ore comm only, hip pain
is transientand relieved by
anti=inflam m atories.

Pain Jocated overthe outer
aspectof the hip is fre-
quently bursitis and som e~
tin es tendinitis nvolving
the m uscles thatattach to
or cross the outeraspectof
the hip jpint, such as the

iliotdbialband orthe abduc-
tors. These also can be
treated w ith anti=nflamm a-
‘ories, physical therapy,
and occasionally an injpc-
tion.

Som e of the othertin es the
hip bone can be affected by
conditions that interupt its
blood supply eading t©
avascular necrosis orosteo—
necrosis. This can be asso-
ciated w ith traum a, heavy
drinking, and steroid use,
butm any tin es there isno
know n association to cause
it. Pain fiom osteonecrosis
can be intemm ittent, but
usually w ill becom e pro-
gressive and debilitating.

M any tin es patients w ith
pain in the hip have other
conditions causing w hatw e
consider referred pain.

This ism ostcomm only due
to Jum bar spine pathology
such as a hemiated disc caus-
ing sciatica.

M ore rare conditions, such as
a labmal tear or tum ors, fie-
quently require m ore ad-
vanced studies such asM RI
orCT scan.
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FOREFOOT CAPSULITIS vs. NEUROMA
By Sanford M. Chesler, D.P.M.

A painful forefootcan indi-
cate progression of am eta—-
bolic disease such as diabe-
tes, theum atoid arthritis or
be an Indicatorof localized
traum a stem m ing from an
abnom ality In gait.

A s Thave m entioned before
w hen the rearfootbecom es
unstable, ground reactive
forces can adversely affect

the fiinction and stability of
the forefoot. These forces
produce transverse plane
sheerand sagittal plane
over-com pression on both
osseous and soft tissue.

Tw o structures potentially
Injured by the excessive
pronated footare them eta-
tarsalphalangeal pint

(M TPJ) capsuke and the

Interm etatarsal nerve.Each
have distinct sym ptom s but
also som e cross-over sym p—
tom s.

M TPJ capsulitis is caused
by both sheerand com pres-
sion. The 2™ M TPJ cap-
sule is them ostcomm on
area affected. This isdue to
hyperm obility of the 1 ray
and overbad of the 2™ my.
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HIP PAIN—IT MAY NOT BE JUST FROM THE HIP

O ne of them ostcomm on problem s that
is seen causing hip pain is a fiacture.

M ostof these are in ederly patients
secondary o a fallbutcan be seen even
In young individuals and som etin es are
related o overuse rlating to stress frac-
tures.

Children m ay also experience hip pain.
Som etim es this is secondary o activities
and grow th, but could be caused by un-
derlying abnom alities such as a child-
hood oconditon called Legg-Calvé-
Perthes disease where the fem oral head
is affected by a lack of blood supply,
usually betw een the ages of two and 12.
Som e children are bom w ith a condition
know n as dysplasia w here the hip socket
and ball are not perfectly congmient.
This may lead o early adult arthritis if
notdetected and treated appropriately.

FOREFOOT CAPSULITIS vs. NEUROMA

A lthough m any of the hip conditions can
be teated with antizinflamm atores, a
period of rest, and stretching exercises, it
is in portantto see your physician should
you have trouble w alkking, develop a linp
lasting m ore than a week, if you are ex-
periencing falling episodes, or develop
wstpain. Any injury thatcauses pain in
the groin should be evaluated w ith an x-
ray. Certainly, if there is Joss of m otion
such as notbeing able t tie your shoes
or do your footcare, this would indicate
potential ntrinsic hip pathology. Al
though rare, should one develop swell-
ing, fever, or redness, this may indicate
infection and would necessitate urgent
evaluation. Fortunately, m ost conditions
are easily treated with anti-
Inflam m atories, m id pain m edicine, and
physical therapy. O ccasionally, how -
ever, sumgery is Indicated, but w ith ad-

vances In surgical technique and in proved
bio m aterials, a rapid recovery and resto-
ration of motion, and elin nation of pain
are common. A lhough traditionally, hip
suwgery In the past required meplacing the
socket w ith a plastic which does tend t©
wear sowly, newer alternative bearing
surfaces are likely o extend the Iongevity
ofhip replacem ent.

W hen the capsule is inflam ed the resul-
tantsw elling affects the synovim , the
flexortendons and the ad-pcent inter—

m etatarsal spaces (M spaces).

W hen the M spaces are swollen there is
com pression of the neumvascularbun—
dles. This com pression causes ischem ic
changes to the nerves and paresthesia can
occur. How ever, physical exam ination of
the forefootshow sm ajprity of the pain is
on the capsule and notin the M space.

O therM TPJ capsules can be affected
depending on the m obility of them edial
or lateral footcolm ns. The 5% M TPJ
capsule is the nextm ostcomm on pint
affected follow ed by the 4" M TPJ.

The exam ination forM TPJ capsulitis is
dorsiflection of the digitand directcom —
pression of the plantar capsule and flexor
tendon tissues. A positive resultis a
sharp non—adiating pain. Sagitalplane
movem entof theM TPJ should be less
than a 1/16 inch. Anym ore indicates
dismuption of the flexorplate and luxation
of the pint [(+) Lachm an Test].

An Intemm etatarsal neurom a is produced
by director ndirect traum a to the nerve
from either intermal forces sin ilarto cap—
sulitis and fiom external sources such as
footw earorbiom echanical injuries.

Scarring of the perneural tissue cause a
thickening of the nerve and increases the
potential forentrapm ent. A n entrapped
nerve causes am isfiring of the neurons

w ith radiating, buming, and shooting pain
which can travel proxin ally and distally.

N eurom a pain betw een the 3@ and 4®
m etatarsal heads is called aM orton’s
N eurom a and is them ostcomm on area.
N eurom as can occurin any M space
w ith the 2" M space being the second.

Testing foran ntem etatarsalneurom a is
done by transverse plane com pression of
the forefootw ith plantar thum b-pressure

betw een the m etatarsal heads.

A (+) Tinnel’s sign ndicates a nerve irri-
tability .A “popping” sensation w ith or

w ithoutradiation isa (+)M ulder's Sign.
A M ulder's Sign isdiagnostic forneu-
wm a. A weightbearing splaying of the
digits is called a Sullivan’s Sign.This
Indicates the presence of a space occupy-
ing lesion such as a bursa orneurom a.

T reatm ent for capsulitis orneurom a is
antd inflam m atories, physical therapy, off
-bading, and biom echanical footcontol.

PREVENTION OF CAST DISEASE &
CAST CARE PROBLEMS

A Tthough an old invention, casts are still
the m ostcom m on w ay of treating broken
bones and severalother njiries. A key t©
the effectiveness of a cast is good cast
care. This starts firom the tin e of applica-
tion to the final castrem oval.

The castm ust fit the shape of the injured
am or g conectly to provide the best
possible support. W hile the castis drying
the am or leg m ustbe held in the position
itw as applied. The castm ustbe held

above heartlevel fora few hours o re-
duce sw elling and pain.A pplying cold
packs Joosely to the casted area (too con-
centrated an application m ay cause ther—
m alskin dam age) w illalso help. Fre-
quently m oving the uninjured digitsw ill
preventsw elling and pintstiffness.

A Nl casts should be keptclean and dry.

Even w ater-proof castm aterial can cause
skin dam age. Enclose the castin eithera
specialize castprotective skeeve orplastic
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WOUND HEALING

BY

ACUTE vs. CHRONIC WOUNDS

SANFORD M. CHESLER, D.P.M.

W hen an injury occurs, the body ’s
healing m echanisn inm ediately initi-
ates wound healing by hem ocoagula-
tion and the m igration ofw hite blood
cells and platelets Into the area. The
purpose is to lay down collagen and
1em ove debris from thewound. Th
healthy people, the acute injury pro-
gresses o healing w ithin tw o weeks.
H ow ever, w hen the patienthas under—
Iying m edical issues Involving the
neurovascular system s, acute w ounds
can failto healin a tim ely fashion and
becom e a chronic wound.

Themechanisn fornom alwound
healing includes the m igration of fibro-
blasts into the wound which increases
the am ountofcollagen. A ngiogenesis
provides additional nutrition to regen—
erating tissues. W hen a healthy granu-
larbed fills the w ound, m igration of
epithelim progresses from the outer
m argins of thewound. Thewound is
considered healed after com plete epi-
thelialization and the w ound reestab-
lishes nom altensike strength.

Chronic wounds lack adequate blood
supply sufficient fornom alw ound
healing. D ecreased circulation can be
from intemal orextemal sources. Con—
stant localized pressure overaw eight
bearing surface com press both venous
and arterial vessels decreasing the fluid
exchanges. This decreases nutrition
and oxygenation of the tissues causing

tissue breakdow n and death (decubitus
ulceration). O thercauses of acute or
chrmonic w ounds are diabetes, autoin -
m une diseases, chem ical or radiothera-
peutic agents, infectionsand PVD .

The dead tissue stim ulates w hite blood
cells o m igrate into the area to r=m ove
this tissue. H ow ever, the decreased
circulation to these areas preventnor—
m alwound healing. The treatm entof
these w ounds m ustaddress the internal
m edicaland the external environm ent
problem s affecting the body part. Only
when these issues are successfully
addressed w illw ound healing occur.

The first treatm entgoalof acute or
chrmonic wound care is to address these
Internalm edical problem s and the ex-
temal environm ental issues.

The second goal is the conversion of all

chronic w ounds to acute w ounds by
debridem entof necrotic tissue, reduc—
tion of the bioburden, in provem entof
the w ound nutrition, and changing the
extemal environm entaboutthe wound.

B ijoburden com prises non-viable tis-
sue, excessive bacterial count, infec—
tion, edem a and foreign m aterials. The
presence of bioburden detersw hite
blood cells fiom wound healing in fa-
vorofw ound debridem ent.

The third goal is determ ining the
properw ound dressing agents. The

choice depends on the am ountof
wound drainage and am ountof granu-
lation tissue present in the w ound bed.

Proper identification and conversion of
chronic to acute w ounds is essential for
quick and uneventfiilw ound healing.

Tn subsequentarticles, Iw illdiscuss the
differentm ethods of w ound healing
Including surgical debridem ent, w ound
dressings, external supportive system s
and negative pressure w ound treat-
ments (Vacuum A ssisted C losure).

ChmonicW ound: Note the
yellow fibrous tissue

AcuteW ound: Note the red
granulation tissues

PREVENTION OF CAST DISEASE & CAST CARE

PROBLEMS

bag. If the castdoes getw et, use a hair
dryerundercoolto ram ove the m oisture
from the cotton underw rap. Avoid get-
ting the castw et in naturalbodies ofw a—
ter. W aterbome parasites or contam ina—
tion can enterthe castand m ay cause skin
Irritation and otherproblem s. R isbestto
replace aw etcastas the cotton padding
m ay shiftand form pressure pontsor
expose the castm aterial thatcould cause
skin dam age orw esken the castsupport.

If the castbecom es soiled, clean itw ith a

dam p cloth and a sn allam ountofm ild
detergent. D o notexpose the inside of
the castto dirt, sand orpow deras this can
cause skin injuries leading to Infection.

D o notstuff anything into the castas the
cotton underw 1ap can becom e displaced
form ing pressure points, directly injire
the skin, or expose the castm aterial that
ocould cause skin irritation orw eaken the
castsupport.

Prevention of venous throm bosis is a
m ajprooncem, especially in the ower

extrem ity. Calf pain in the casted kg that
doesn 'tresolve w ith reposition oreleva-
tion of the extram ity m ustbe considered

a sign of DV T and m ustbe proved nega-
tive w ith venous duplex ultrasonic exam .

Preventative use of ow dosed A SA , iso-

m etric exercises, elevation of the extrem i~
ties and digitalm ovem ents can reduce the
potential form ation of a venous throm bus.

Castcare is an integral partof fracture
m anagem entand m ustbe closely m oni-
tored by physician and patient.
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ARIZONA ORTHOPEDIC
&FRACTURE SURGEONS
ADFS

444 W EST OSBORN RD,SUITE 200
PHOENIX ,ARIZONA 85013

20325 NORTH 51ST AVENUE
BLDG 4,SUITE 124
GLENDALE,ARIZONA 85308

(NE CORNER OF 51ST AVE & BEARDSLEY /101)

Phone: (602) 230-1400
Fax: (602) 230-7676

DrChesler’'sW ound H ealing C linics
Arizona HeartHospital (602)532-1700
Chand¥rRegional (480) 7283701

M edicalC enter

DR. C. SABIN CRANFORD JOINS
ARIZONA ORTHOPEDIC & FRACTURE SURGEONS

Dr.C .Sabin C ranford pined The A ri-
zona O rthopedic & Fracture Surgeons in
Septem ber, 2007. D rC ranford comes to
us after com pletion of a one year Sports
M edicine Fellow ship atN ew England

B aptistH ospital and Tufts U niversity
SchoolofM edicine.

D rC ranford com pleted hism edical train-
Ing atN orthw estem U nwersity M edical
School. H e received honors in M edicine,
0b/f yn, Pediatrics, and Surgery clerk—-
ships. He isamen berof the A Ipha
OmegaA IphaM edicalH onor Society.

He Com pleted his general surgery intem-—
ship and orthopedic residency atN orth—
w estem U nwersity O rthopedic Surgery.

D uring D rC ranford ‘s fellow ship hew as
the A ssistantTeam Physician forthe

Boston C eltics, N ortheastemn U nversity,
M ountXa College and Tufts U niversity.

D rC ranfor is an active m em berof the
Am erican M edical A ssociation,Am eri—
can A cadem y of O rthopaedic Surgeons,

Am erican O rthopaedic Society for Sports
M edicine, A Jpha Om ega A Jpha H onor
Society and the A rthroscopic A ssociation
ofN orth Am erica.

D rC ranford hasw ritten and published

m edical articles covering carpal unnel
syndrom es, supracondylar hum eral frac-
tures and an anatom ical study of m eniscal
Insertions.

DrCrmanford ismamried toM In-M In and
they have a daughter, G eorgia. DrM In-
M in Cranford is attending a radivlogy
fellow ship atM ayo C linic, Scottsdale.

D rC ranford hasm any sports interests
including golf, w eight lifting and com —
petitive Jong distance minning. He re—
cently com pleted the C hicago m arathon.

D rC ranford bring additional sport's

m edicine expertise to ourgmup asw ell
as increased generalorthopedics. Hew ill
be w orking in both ourPhoenix and

G kendak offices.

DR C. SABIN CRANFORD



