BLUE BOX STUDY QUESTIONS FOR MOORE & DALLEY

CHAPTER 5:  LOWER LIMB

1. Fractures of the acetabulum:  lateral compression of the pelvis, falls from height onto the feet; fracture of the pubic rami:  AP compression of the pelvis; avulsion fractures:  sports that require sudden acceleration/deceleration.  (p. 508)

2. Coxa vara.  (p. 511)

3. The femoral neck.  This is because of a) instability of the fracture site, b) the periosteum covering it is extremely thin, c) it has extremely limited powers of osteogenesis, and d) the retinacular arteries arising from the medial circumflex femoral arteries run parallel to the fracture site and are thus vulnerable to injury when the femoral neck fractures.  Rupture of these vessels results in necrosis of the femoral head and bleeding into the hip joint.  (p. 511)

4. The tibia.  (p. 513)

5. Fracture through the nutrient canal and damage to the nutrient artery.  (p. 513)

6. Because the tibia has a relatively poor blood supply. (p. 514)

7. Chronic recurring pain due to inflammation of the tibial tuberosity during adolescence, especially in young athletes. (p. 514)

8. Because excessive inversion of the foot may cause tearing of the ligaments allowing the talus to forcibly tilt against the lateral malleolus of the fibula, leading to fracture of the fibula.  (p. 514)

9. The location of the nutrient foramen.  This is because the nutrient artery of the fibula must be removed with the piece of bone to be grafted so that the graft will remain alive and grow when transplanted to another site.  (p. 514)

10. The subtalar (talocalcaneal) joint.  (p. 521)

11. Fracture of the talar neck.  (p. 521)

12. It is important to recognize this uncommon but normal accessory bone (which is usually part of the tuberosity of the 5th metatarsal) so as not to diagnose it as a fracture of the tuberosity.  (p. 522)

13. The tendon of the tlexor hallucis longus.  During the latter part of the stance phase of walking.  (p. 522)

14. Varicose veins are due to incompetent venous valves causing the affected vein(s) to become tortuous and to dilate.  Incompetent valves in the saphenous vein allow increased intraluminal pressure due to the pull of gravity on an uninterrupted column of blood.  (p. 526)

15. The GSV is commonly used for coronary bypass because (a) it is easily accessible, (b) sufficient distance occurs between its tributaries and perforating veins to allowing procurement of usable lengths of the vessel, (c) its wall contains a higher percentage of muscular and elastic fibers than do other superficial veins.  To be used the direction of the vein must be reversed so that the valves do not obstruct bloodflow in the graft.  There are rarely problems on removing the GSV, provided the deep veins are intact.  (p. 527)

16. Metastasis of cancer of the uterus.  This is because lymphatic flow from the uterine fundus may flow along the lymphatics accompanying the round ligament of the uterus through the inguinal canal.  (p. 527 & 529)

17. Approx. 2 cm inferior to the inguinal ligament, approx. 1 finger’s breadth lateral to the femoral artery.  Paresthesia radiating to the knee over the medial aspect of the leg. (p. 531)

18. Contusion of the iliac crest, usually its anterior part (where the sartorius attaches to the ASIS).  The term may also refer to avulsion of bony muscle attachments, although these injuries are more correctly referred to as avulsion fractures.  (p. 535)

19. Cramping in an individual thigh muscle due to ischemia or to the contusion and tearing of muscle fibers and rupture of blood vessels sufficient enough to form a hematoma.  (p. 535)

20. The sides of the T12 through L5 vertebrae.  The medial arcuate ligament of the diaphragm. The collection of pus within the psoas fascia due to a retroperitoneal pyogenic infection in the abdomen.  This may refer severe pain to the hip, thigh or knee joints.  (p. 536-537)

21. Bowleg and knock-knee.  (p. 537)

22. Ossification abnormalities are nearly always bilateral, therefore radiographs of both knees should be examined.  (p. 537)

23. Any lesion that interrupts the innervation of the quadriceps muscle.  Spinal nerves L2-L4.  (p. 537)

24. The gracilis.  (p. 541)

25. Adductor longus.  (p. 541)

26. The femoral artery.  The cannula is inserted at the base of the femoral triangle, just inferior to the midpoint of the inguinal ligament.  (p. 545)

27. The accessory obturator artery, an enlarged pubic branch of the inferior epigastric artery.  (p. 547)

28. Medial circumflex femoral, lateral circumflex femoral, inferior gluteal, and 1st perforating branch of the profunda femoris.  This anastamosis supplies blood to the lower limb when it is necessary to ligate the femoral artery.  (Unfortunately, this structure apparently doesn’t occur as often as it is described!)  (p. 547)

29. The vein actually being referred to is simply the femoral vein.  The use of the term “superficial” in referring to this vein is problematic because it is actually a deep vein, and most life-threatening pulmonary emboli originate in deep veins.  (p. 547)

30. Localized dilation of the terminal part of the great saphenous vein.  It may cause edema in the femoral triangle, which may be confused with other groin swellings (no, not THOSE kinds of groin swellings!) such as a psoas abscess of femoral hernia.  (p. 548)

31. The femoral vein laterally and the lacunar ligament (the reflected part of the inguinal ligament) medially.  (p. 548)

32. The ischial bursa normally functions to dissipate stress applied to the ischial tuberosity.  Ischial bursitis, sometimes referred to as “weaver’s bottom” or “paddle soreness”, in cyclists.  (p. 556)

33. Trochanteric bursitis.  (p. 556)

34. Piriformis.  (p. 559)

35. Descent of the pelvis on the unsupported side when a person is asked to stand on one leg.  It indicates that the gluteus medius on the supported side is weak or nonfunctional, most likely due to damage to the superior gluteal nerve that supplies the muscle.  A compensatory list of the body to the side of a weakened gluteus medius, aka gluteus medius limp and gluteal gait, or waddling gait, which is similar in appearance to “foot-drop” observed in common fibular nerve paralysis.  (p. 559)

36. To avoid possibly hitting the sciatic nerve, gluteal IM injections should always be made in the gluteus medius/tensor fascia lata superior to a line extending from the posterior superior iliac spine to the superior border of the greater trochanter.  (p. 560)

37. Because the two heads each have a different nerve supply, i. e. two different divisions of the sciatic nerve supply the two heads, a wound in the thigh may sever a nerve paralyzing one head and not the other.  (p. 565)

38. Hamstring strains are twice as common as quadriceps strains.  (p. 565)

39. Femoral artery obstruction.  (p. 575)

40. Because the popliteal fascia is strong and limits expansion.   This also causes popliteal abscesses to spread superiorly and inferiorly.  (p. 575)

41. Inability to plantarflex the ankle or flex the toes accompanied with loss of sensation on the sole of the foot.  (p. 575)

42. Shin splints are a mild form of anterior compartment syndrome, presenting as edema and pain in the area of the distal 2/3 of the anterior tibia due to repetitive microtrauma of the tibialis anterior and small tears in the periosteum covering the body of the tibia.  This commonly results from traumatic injury or athletic overexertion of muscles in the anterior compartment (esp. tibialis anterior).  (p. 580)

43. Entrapment of the deep fibular (peroneal) nerve.  This may be caused by excessive use of muscles supplied by the deep fibular nerve (i. e. muscles of the anterior compartment of the leg and dorsum of the foot) or compression of the nerve where it passes deep to the inferior extensor retinaculum and ext. hallucis brevis muscle.  (p. 581)

44. Loss of eversion of the foot and dorsiflexion of the ankle due to injury to the common fibular nerve and subsequent paralysis of the muscles of the anterior and lateral compartments of the leg.  (p. 585)

45. A sesamoid bone close to the proximal attachment (i. e. origin) of the lateral head of the gastrocnemius.  (p.  586)

46. The calcaneal tendon.  (p. 586)

47. The S1 and S2 nerve roots.  (p. 587)

48. Peripheral arterial disease.  (p. 592)

49. Slight fanning of the lateral for toes and dorsiflexion of the great toe.  It indicates brain injury or cerebral disease, except in infants.  (p. 601)

50. L4-S2 nerve roots.  (p. 601)

51. As it passes deep to the flexor retinaculum or curve deep to the abductor hallucis.  Aching, burning, numbness and tingling (paresthesia) on the medial side of the sole and in the region of the navicular tuberosity.  (p. 602)

52. Pain, Pallor, Paresthesia, Paralysis, Pulselessness.  (p. 604)

53. The medial circumflex femoral artery.  Because it supplies blood to the head and neck of the femur injury to this artery will disrupt the blood flow to these structures and can lead to AVN.  (p. 615)

54. ACL tear and PCL tear, respectively.  (p. 627)

55. Medial meniscus.  (p. 626)

56. Injury of the lateral meniscus.  (p. 628)

57. Genu varum.  (p. 630)

58. The anterior talofibular ligament.  (p. 636)

59. The area from the medial malleolus to the calcaneus.  Results in heel pain due to compression of the tibial nerve by the flexor retinaculum.  (p. 636)

60. Because the sesamoid bones under the head of the 1st metatarsal are usually displaced and lie in the space between the heads of the 1st and 2nd metatarsals.  (p. 641)

61. A deformity in which the proximal phalanx is permanently flexed at the MTP joint and the middle phalanx is plantarflexed at the interphalangeal joint.  The 2nd digit is usually affected.  (p. 641)

62. Clubfoot.  (p. 642)

