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Recertificacion @

La Sociedad Argentina de Ecografia y
Ultrasonografia efectia la
recertificacion en Ecografia a través
del Comité de Recertificacion de la
Asociacion Médica Argentina (CRA-MA)
bajo los siguientes requisitos minimos:

Cinco anos de ejercicio de la
especialidad cumplidos
después de la obtencion del
titule de especialista.

Llenar el formulario de
inscripcion de la A.M.A.
completando todos los datos.

Curriculum Vitae de los
ultimos 5 anos de actividad
profesional.

Fotocopia autenticada por
Escribano Puablico del diploma
de medico.

Fotocopia autenticada por
Escribano Pablico del diploma
de Formacion especializada en
Ecografia y Ultrasonografia.

Certificado de aptitud
psicofisica para el ejercicio de
la profesion expedido por otro
profesional meédico.

®7

El postulante deberd acreditar,
luego de Ia obtencion del
titulo de Formacion
Especializada en Ecografia y
durante los dltimos 5 anos
continuidad ¢n el ejercicio de
la especialidad; la
participacion a congresos,
jornadas o actividades
cientificas que demuestren su
inguietud por mantener una
actuaglizacion permanente,
actividades docentes, de
investigacion yo la
presentacion de tra-bajos en
medios debidamente
reconocidos.

En caso de que el tribunal
considere insuficiente la
documentacion presentada
podra decidir una evaluacién
del postulante mediante
entrevista personal
ampliatoria y/o examen de
evaluacion del mismo.
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El Premio Anual de la Sociedad
Argentina de Ecografia y
Ultrasonografia se instituye para
estimular el desarrollo de la ecografia y
ultrasonografia en la Argentina y esta
abierto a todos los medicos gque reunan lo
siguientes requisitos:

Ser miembro de la S.AE.U. y de la A.M.A,
En todos los casos debera figurar como
autor por le menos un miembro de la
SAE.L

Ser argentino nativa o por opeion, o
extranjero con mas de cinco anos de
residencia en el pais.

El trabajo presentado debe haber sido
desarrollado en el territorio argentino.

Se entregara un Primer Premio vy un
Fremio Accesit, los que seran otorgados a
los trabajos que ocupen los dos primeros
lugares en orden de merito.

@ BASES:

1) Los trabajos deberan ser considerados
un adelanto en el conocimiento de la
ecografia y ultrasonografia y de aplicacion
practica en nuestro medio.

2) Los trabajos deberan ser inéditos y
escritos en idioma espanol; se presentaran
mecanografiados a doble espacio, en
hojas tamano carta, en una sola cara del
papel. Las copias encarpetadas deberan
llevar escritas en la tapa:

a) Titulo del Trabajo

b} Autorfes

¢) Fecha de presentacion que debera ser
anterior al Gltimo dia de recepcion de los
trabajos; la misma vencera el ultimo dia
habil del mes de Julio del ano en curso.

3) Seran admitidos trabajos individuales o
realizados en equipo; en este ultimo caso,

® Premio Anual de la Sociedad Argentina de Ecografia y
grafia Asociacion Civil Dr. Sergio Bailon

no podran figurar mas de cinco autores. E|
premio, consistente en diploma, sera
adjudicado a la totalidad de los autores en
forma individual, ya sea del Primer Premio
o del Accesit. Los mismos podran ser
declarados desiertos de acuerdo a la
opinion del Jurado.

4) El Jurado sera designado por las
autoridades de la Sociedad Argentina de
Ecografia y Ultrasonografia y presidido por
el Presidente de |la misma, actuando
ademas el Secretario y tres miembros
elegidos por la institucidn, siendo sus
fallos de caracter inapelable; quedando
excluidos del jurado los miembros que
hayan presentado trabajos en la misma
fecha.

5) El Premio sera entregdo en la
Asociacion Maédica Argentina durante el
ano gue se haya concursado.

6) Los trabajos presentados, ya sean
premiados 0 no, quedaran archivados en
la biblioteca de la S.AE.U.

7) En todos los casos, la presentacion de
trabajos implica la autorizacion explicita
del o los autores a la S.A.E.U., para editar
v distribuir al cuerpo medico los mismos,
o para utilizar, de la forma que lo crea
conveniente, el material expuesto en cllos.

Premio a la mejor Monografia
Dr. Francisco Fernandez Marrero

Premio al mejor trabajo
publicado en la revista
Dr. Jorge Herrero
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Reglamento de Publicacion @

@ Proposito @ controles). Estadisticas: Describir los

La Sociedad Argentina de Ecografia y
Ultrasconografia por medio de su Revista
Argentina de Ultrasonografia publicara
articulos originales relacionados con todos
ios aspectos del diagndslico por ullrasonido,
particularmente en su aplicacion al cuidado
de los pacientes, revisién de articulos notas
técnicas v cartas al editor.

® Presentacion de los Trabajos @

Deben ser presentadas dos copias completas
del articulo junto con las ilustraciones y
lablas. No enviar materiales criginales.
Mecanografiar en papel obra blanco 70/20
ars. de 216 x 279 mm. 0 ISOC A4, de un sdlo
lado del papel. Usar doble espacio en fodo el
documento, incluyendo tlodas las secciones
del manuscrito. También se puede enviar el
trabajo por mail, diskelle o preferentemente
en CD,

Los mismos deberan enviarse a:

Sociedad Argentina de Ecografia

y Ullrasonografia

Av. Santa Fe 3711, PB "C"

(1425) Ciudad de Buenos Aires

Telefax: (0 11) 4832-0010 y 4833-7003

E mail: scacu@fibertel.com.ar

® Pagina del Titulo ®

La pagina del titulo debe llevar:

a) Titulos del articulo, conciso e informativo
b) Nombre v apellida de cada autor

¢) Nombre y direccion del autor para dirigir la
correspondencia referida al trabajo.

® Resumen y Palabras Claves ®

El resumen llevara no mas de 150 palabras y
estara escrito en castellano y en inglés. Debe
mostrar el propasito del estudio o
investigacion, procedimientos basicos,
analisis, hallazgos y las conclusiones
principales.

Debajo del restmen, suministrar e identificar
de 3 a 10 palabras claves.

® Texto®

El trabajo mantendra el siguientie
ordenamiento;

Introduccion:

Establece el propdsito del articulo. Resume la
razon fundamental para el estudio u
observacion. No incluye datos o conclusiones
del trabajo que esta siendo informado.

Material y Métodos:

Describir claramente la selaceion de los

temas u objetos en los que se realizo &l

expenmentc u observacion (pacientes o
animales experimentales, incluyendo los

meétedos estadisticos con suficiente detalle
para permilir & un lector bien informado, el
acceso a datos onginales para verificar los
resultados reportados.

Resultados:

Presentar los resultados en una secuencia
logica con el lexto, tablas e ilustraciones.
Realizar o resumir solo observaciones
imporantes.

Discusion:

Enfalizar los aspectos nuevos e importantes
del estudio y sus conclusiones, los hallazgos
y sus limitaciones, incluyendo implicancias
para investigaciones futuras. Establecer
nueavas hipolesis cuando se encuentren
garantizadas y esténclaramente establecidas.

Tablas y cuadros:

Cada pagina tiene un titulo y va por
separado.

Numerar las tablas consecutivamente en el
orden de su primera ubicacion en el texto.

llustraciones y Fotografias:

Se entregaran en sobre separado. Las
fotografias seran de muy buena calidad y en
papel brillante o diapositivas. Pueden ser
tante en colar coma en blanco vy negro.
Cada ilustracion y fotografia debe tener una
etiqueta ubicada en la parle posterior
indicando el nimero de la ilustracion vy el
nombre del autor.

Bibliografia:
Las citas se haran mediante numeros y en
forma correlativa al finalizar el trabajo.
Tendra:

1) Momero correlativo

2) Apellido de los tres primeros autores, El
resto ird como "y col”

3) Nombre de la publicacion

4} Tomo. pagina. ano.

Reconocimientos:

En un lugar apropiado en el articulo (nota de
pie de pagina o apéndice del texto).

Deben especificar los siguiente:

a) Contribuciones gue necesiten
reconocimientos pero que no juslifiquen
autoria.

b) Reconocimientos por ayuda técnica.

Cartas al Editor:

Las cartas deben ser breves {250-500
palabras). Deben contener criticas al material
publicado que seran objetivas, constructivas y
educativas, asi como observaciones
personales de utilidad.
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CURSO SUPERIOR DE FORMACION ESPECIALIZADA
EN ECOGRAFIAY ULTRASONOGRAFIA @
® Dependiente de la Escuela de Graduados de la Asociacion Nledica

Argentina @

@ DIRECCION GENERAL

Dr. FRANCISCO J. FERNANDEZ MIARRERO @

-RECONOCIDO POR EL MINISTERIO DE SALUDY ACCION SOCIAL DE LA NACION

{DISPDZ2/97)

+RECONOCIDO POR LA ORGANIZACION PANAMERICANA DE LA SALUD (O.PS./ O.M.S5.)
« RECONOCIDO POR ASOCIACION MEDICA ARGENTINA

« AUSPICIADO POR LA FACULTAD DE MEDICINA DE LA UNIVERSIDAD DE BUENOS AIRES

DIRECTORES
ASOCIADOS:

Dr. LANZIANO DANIEL
Dr. MUZZIO JORGE

Prof. Dr. NOWODWORSKI
CASIMIRO

Dra. PREGO GRACIELA

Jefa de Trabajos
Practicos:

Dra. Cohen Liliana
Dr. Pinigiani Edgardo

Coordinadores:

Dr. Barry Federico

Dra. Braufman Adriana
Dr. Canetli Carlos

Dr. Palermo Mariano

Dr. Pianigiani Edgardo
Dr. Rivera Piccirilli Diego

Docentes Invitados:
Dr. Antelo Fernando
Dra. Bahbouth Noemi
Dr. Benozzi Jorge

Dra. Blumenthal Lidia
Dr. Faraone Ernesto

Dr. Fernandez Luis

Dr. Freylejer Aldo

Dr. Giordano Gustavo
Dr. Grosso Gustavo

Dr. Guida Alberto

Dra. Guscelli Carla

Dr. Lanziano Daniel

Dr. Mannara Juan Carlas
Prof. Dr. Marquez Guillermo
Dr. Piovane Carlos

Dr. Sinkin David

CARACTERISTICAS DEL
CURSO:
Duracion: Curso bianual

Primer ciclo:

* Introduccion y
generalidades

* Fisica y semialogia

= Anatomia topografica y
seccional

s Ecografia abdominal

* Ecografia
musculoesqueletica

= Ecografia de pegquenas
partes

» Emergentologia y ecografia

= Doppler abdominal,
vascular periférico y de
pequenas paries

= Miscelaneas

Sequndo ciclo:

s Introduccion vy
generalidades

= Fisica y semiologia

s Anatomia topografica v
seccional

» Ecografia tocoginecologica

» Ecografia pediatrica

* |ntegracion perinatologica

» Doppler obstetrico y
ginecologico

= Miscelancas.

e Ecocardiografia

» Ecooftalmologia

14

Duracion total: 1300 horas
catedra.

Clases tedricas: 400 horas
catedra.

Clases practicas: 600 horas
catedra (en centros
hospitalarios y
extrahospitalarios
autorizados).

Clases practicas en la sede
de la sociedad con tutor
docente: con manejo de

transductor (200 hs).

Examenes tedricos—practicos
{parciales y finales)
Preparacion y entrega de una
tesina (requisito indispensable
para obtener el titulo).

Fecha de inicio: 08/04/08

Fecha de finalizacion:
16/11 /08

Informes e inscripcion en
S.A.E.U. al:

Jel. 4833-7003

Tel. / fax 4832-0010

E-mail S.A.E.U. ;
saeu@fibertel.com.ar
www.sagu.org.ar
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Ultrasonografia®

Sociedad Argentina de Ecografia

ROTACIONES INTENSIVAS PERSONALIZADAS @

ECOCARDIOGRAFIA FETAL
DOPPLER VASCULAR PERIFERICO
ECOGRAFIA MAMARIA
ECOGRAFIATRANSVAGINAL
ECOGRAFIA GENERAL
ECOGRAFIA GENERAL

DOPPLER OBSTETRICO
DURACION MINIMA: 1 SEMANA

DOCENTE: DR. FERNANDO ANTELO
DOCENTE: DR. GABRIEL PEREA
DOCENTE: DRA. CARLA GUSCELLI
DOCENTE: DR. JUAN CARLOS MANNARA
DOCENTE: DRA. LILIANA COHEN
DOCENTE: DR. CARLOS CANETTI
DOCENTE: DR. EDGARDO PIANIGIANI
MODALIDAD: TEORICO-PRACTICO

INCLUYE: ROTACION PRACTICA POR DISTINTOS CENTROS DE SALUD CERTIFICACION /

CREDITOS DE RECERTIFICACION

INFORMES E INSCRIPCION: S.AE.U. /AV. STA FE 3711 PB. “C" / TE/FAX 4-832-0010 4-833-7003

saeu@ fibertel.com.ar / www.sagu.arg.ar

Sesiones Cientificas®

Se realizan los sequndos Lunes de cada
mes en los salones de la S.ALE.U.

Podran participar de las mismas los socios
y alumnos del curso de formacion
especializada en ecografia o cualguier otro
socio de la A.M.A, que asi lo acredite.

Se desarrollan con la presencia de un
invitado especial que expone un trabajo de
la especialidad, mesa redonda, coloquios.

Asociacion:Sociedad Argentina de
Ecografia y Ultrasonografia

Dia:13 de Octubre 2008

Hora 18.30 hs.

Lugar; auditorioc Moreno 431

sesion cienlifica

Presidente: J.C. Mannara socio AMA:
23010/ .

Secretaria: G. Prego socio AMA: 28665/4
Titulo:

Displasias fetales esquelélicas

Dr. Adrian Clavelli

Para ser miembro de la Sociedad se
requerira de los egresados del curso, una
monografia y una exposicion, Para
cualquier otro miembro de la Sociedad:
dos trabajos a discutir.

Las reuniones cientificas se daran a
conocer en ¢l boletin informativo de la
AN A

Dia:10 de Noviembre 2008

Hora 18.30 hs.

Lugar: auditorio Moreno 431

sesion cientifica

Presidente: J.C. Mannara socio AMA:
230101

Secretaria: G. Prego socio AMA: 28665/4
Titulo:

Ecografia Oftalmica

Dr. Jorge Benoczzi
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Congresos 2008
OCTUEBRE 2002 @& ® 94th RSNA

@ 18th World Congress of the International Scientific Assembly and Annual Meeting
20 de Naviemibre al 5 de Diciembra

Association of Surgeons, 2 MeCormick Biace, Chicago, linois
Gastroenteralogists and Oncologists informes: B20 Jorie Boulevard

B al 1 de Ociubre Cak Brook, IL 60523 - 2251

The Istonbul Convertion & Exkibition Centre Tol: 1630 571 - 28670

Informmes: Tel: +20 21 2205 - 1490 Fax: (6301 571 - 7837

E - mzil bayraki® hacettene.edu.tr AN Sa.Org

v, 1asg2008.org

@ 1l congreso de ultrasonografia y clinica

® 18th Annual Conference on snhric-tetal
Musculoskeletal Hotel Uenima - Volengio
Ultrasound Moviembra do 2008

DOciober 27-24, 2008

Panarmericand

Hotal & Reson ( JULIO 2009 @
IRserinans: Aared - Argeniing

WA, SABULONG.ar

@® Xl World Congress of Echocardiography
and Vascular Ultrasound
® XXl Congreso Venezolano de Radiologia 12 al 20 de Julio
Diagnéstico por Imagenes Kobe. Japon
y g p g rforrmgs: Maven G Noanda
SOVERADI 2008
22 al 25 de Octubre
Eﬁf:&'f;‘,‘«ﬂ;ﬁhﬁf;"”""‘5'"“ ® International Society of Cardiovascular
I baremgs: v saveradi ongve Ultrasound
POL Box 323, Gardandale
AL 3507, USA
@ XXXVIl Congresso Brasileiro de Tal: 206 - 934 - 3256

Radi k. Fax: 205 934 6747
diologia E - mail; lindye i uaboedu

WAL UL BG
8 XXIV Congresso Interamericano de :
Radiologia @® AGOSTO 2009 @

@ 12th World Congress of the World
- :’: | ‘tlf dr :. ;f,ﬂ, f lesteds Redintogine-t) Federation for Ultrasound in Medicine and
Expominas - Belo Horizente - MG Biology (WFUMB)
informes: http:fwaweae.cbrorg brd Sydney Convention and Exhibition Centro
28 de Agoste ol 3 de Sopticmbire
Sydney, Mew South Wales
Austraia

@ XIX Congreso Latino Americano de it e D Carolia NG

Ginecologia y Obstetricia Phona: +61 - 2 - 9438 - 2078

27 al 31 de Oclubne Fax: =81 - 2 - 2438 - 36256

Ciudad de Mendoza, Argentina E - mzil: carolinohong 2 asum. com.2u
Informes: e awTumb2009,.com

sy FOAG0. Brg.ar

@ XXIIl Congreso Nacional de Imagenologia
Diagnodstica y Terapéutica
29 abe: Detubiee al 1 de Moviembre
Guadatajara, Jalisco, México
Informas: wenes, fmri org.om

NOVIEMEBRE 2008@®

@ Xl Congreso Internacional Radiologia en
Oncologia, Patologia Cardiovascular
1 al & e Moviembro
Monterrey
Informes: swaascrinlorg.mx
iurlijI_:iﬂ.f;il::'l.'l:):""ﬂl.'ﬂﬂ:ll.ﬁ'l:lt
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POSTERIOR GLENOID IMPINGEMENT @

M van Holsbeeck, MD, P Kolowich, MD,

M van Holsbeeck, MD Division Head
Musculoskeletal Radiology at Henry Ford
Hospital Professor of Radiclogy Wayne Stale
University School of Medicine, USA

@ ANATOMY @
® Infraspinatus

*Muscle mass fills the infraspinatus fossa.
The fibers originate from the inferior

aspect of the spine of the scapula and from

the posterior scapular bone surface distal
to the spine. The infraspinatus also
originates from its investing fascia turning
the region below the spine in an
osteofibrous tunnel. The three major

muscle bundles of the infraspinatus end in

a tendon that conjoins the supraspinatus
upon the middle facet of the greater
tuberosity.

*Externally rotates the arm.

#lnnarvated by the suprascapular nerve
{C5,C6)

Teres minor

= Small round muscle, which appears
more rectangular in shape on ultrasound,
originates from the lateral margin of the
scapula. With its cranial and lateral
extension it inserts on the most inferior
surface of the greater tuberosity with a
short muscular appearing attachment,

* Exlernally rotates the arm.

*Innervated by the axillary nerve (C5,C6)
Infraspinatus Recess

The Infraspinatus Recess of the joint
capsule contains posterior labrum and
capsule medially. The infraspinatus re-
enforces the recess posteriorly and
laterally. The posterior supraspinatus

borders the superior aspect of the recess
and the teres minor the inferior aspect,
Maneuver (see diagram above}

Simple internal and external arm rotation
may demonstrate capsular and/or labral
deformity or detachment. Abnormalities in
throwing athletes will stand out more
clearly by abducting and externally
rotating the arm. A forward shift of the
humerus can result in entrapment of
tendon and labrum within the posterior
gleno-humeral joint {internal
impingement/ gleno-humeral
impingement}.

@® Pathology @

® Introduction®

@ 1. Internal Glenoid Impingement is
probably the most common cause of
posterior shoulder pain {pain in the back of
the shoulder) in the throwing or overhead
athlete

® 2. It is commonly misdiagnosed as rotator
cuff (RTC) tendonitis.

@ 3. It is also called posterior-superior

glenoid impingement or PSGI for short.
Jobe, Aithro 1985

a. PSGIlis caused by the impingement of
the articular surface (intra-articular) of the
RTC (posterior edge of the supraspinatus
and the anterior edge of the infraspinatus)
against the posteriorsuperior-glenoid and
glenoid labrum

b. It mainly seen in overhead athiletes but
occurs at an alarming rate in weight lifters
do to poor lifting technique (and utilize
high-risk exercises) and patients involved
in occupational overhand activities such as
mechanics, electricians, stocking shelves,
or steering tow motors, elc.

¢. The mechanism ol injury is shoulder
extension, abduction and ER mechanism.
This is the exact mechanism the arm is in

when you try and throw a ball overhand.
Arroyo, Orth Clin North Am 1997

d. Hurmeral retro-version (the bone
structure of the humerus is developed
rotated back into external rotation as an
adaptation to repetitive throwing) may be
present as an underlying etiology to
reduced Internal rotation.
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® Instability as a cause of PSGI ®

® 1. The glenchumeral joint (GHJ) is
dependant on the RTC to provide dynamic
stability during high velocity movements
such as throwing.

® 2. Throwing also requires excessive ROM,
especially external rotation, It is this
excess ROM that predisposes the GHJ to
instability.

® 3. Chronic repetitive eccentric loads on the
subscapularis muscle (the RTC muscle that
is on the front of the shoulder) during the
cocking motion lead to micro-trauma and
weakness.

® 4. Loss of the subscapularis force couple
leads to anterior instability and hyper
angulation of the humerus in relationship
to the scapula (shoulder blade).

@ 5.This may happen prior to symptom

onset in the throwing shoulder.
Burchbarger, MSSE 1999, 31:576

® 5. Scapular Dyskinesia causes glenoid
ante-version and also increases the hyper-
angulation of the humerus in relationship
to the scapula

® 7 Subtle anterior instability (micro-
instability) of the GHJ is accentuated in the
presence of scapular dyskinesia,

® Symptoms, history and patient
presentation @

® 1. Posterior shoulder pain in the throwing
shoulder during the cocking phase

® 2. Posterior shoulder pain during the
cocking phase that worsens during early
acceleration is by itself an indication that
the subscapularis is eccentrically weak
and/or scapular dyskinesia is present,

@ 3. Slow insidious onset; no history of
trauma

@ 4. Pain is primarily associated with the
athletic activity

@ 5_Pitching mechanics should be evaluated
for faults in the balance leg and plant leg.
Usually there is weakness of the gluteus

maximus and gluteus medius.
Buchberger JSCR 2000

® Stages of Internal Glenoid Impingement®
® Stage I: Internal Glenoid Impingement @
® 1. Symptomatology
a. Stifiness; slow to warm up
® 2. Treatment:
a. 2 weeks of throwing
b. Strengthen cuff muscles

¢. Strengthen scapular rotators
® Stage Il: Internal Glenoid Impingement @
® 1. Symptomatology

a. Posterior shoulder pain

b. Positive Jobe's relocation test

1) Indicates anterior instability as etiology
@ 2 Treatment

a. 4-12 weeks of an interval throwing

b. Rehabilitation program

@ Stage ll: Internal Glenoid Impingement @
® 1. Symptomatology
a. Posterior shoulder pain
b. Positive Jobe's relocation test
c. Failure of an appropriate rehabilitation
program
@ 2. Treatment
a. Anterior capsulo-labral reconstruction
b.Thermal Capsulorraphy (TACS-Thermal
Assisted Capsular Shrinkage)
Jobe CM, OCNA, 1997
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@ ORBRJECTIVE ®

After this lecture, the attendeea should be
able 1} to describe the sonographic
technique used to examineg an infant
wearing a Pavlik Harness and 2) to discuss
frequency of examination based upon
severity and the sonograpghic findings in
successful and unsuccessful courses of
treatment,

® INTRODUCTION @

Hip sonography is used after diagnosis of
developmental dysplasia of the hip (DDH)
to determine appropriate courses of
management. For mild DDH in young
infants, serial ultrasound studies can
document spontaneocus resolution. Far
trealment of more severe cases, the Pavlik
harness is the most commonly used splint.
Hip ultrasound technigue is adapted to
scan infants while they are wearing the
harness. Serial examination provides the
treating physician with precise information
on trealment success or failure. Duration
of treatment is modified based on
ultrasound findings.

METHODS AND MATERIALS @

When performing hip ultrasound for
follow-up of an infant with DDH, the
standard examination is modified after a
splint device has been applied. This is
because the goals of standard orthopaedic
practice are 1) to avoid removal of the
splint and 2} to gain information on the
effectiveness of the splint {i.e., whether it
has been applied and adjusted optimally}.
The Pavlik harness or a modification is the
most commonly used device for the
treatment of DDH in infants younger than
six months. When applied correctly, it
maintains the flexed hips within a range of

abduction termed the "safe zone The
routine dynamic examination technique for
the hip has four views. Two of these, the
coronal flexion view and the transverse
filexion view, are ideally suited for
examining an infant wearing a Pavlik
harness. The coronal flexion view allows
assessment of femoral head position and
the morphology of the acetabulum (Fig. 1).
Both the cartilage labrum and the bony
acetabulum are carefully examined. The
transverse flexion view assesses position
and stability of the femoral head, and is
the most important view for judging
harness fit and adjustment (Fig. 2} because
it views posterior displacement, which is
the direction of migration of the hip when
the Pavliik harness is worn (1).

Fig. 1. Coronal flexion in Pavlik harness.
1A: Transducer position for right Fup. The
probe is in the left hand, the right hand
guides fermur movement (abduction /
adduction). Hand positions are reversed
when imaging the left hip (See Fig. 2).

18: Normal sonogram. The femoral head
farrow) is seated in a well-developed
acetabulum (arrowheads).

LAT = lateral, SUP = superior.



Sociedad Argentina de Ecografia y Ultrasonografia

1C. Dislocared hip. The femoral head is
laterally displaced (arrow). Echogenic
itbro-fatty tissue is filling the acetabulum
(*). LAT = lateral, SUP = superior.

Fig. 2. Transverse flexion view in
Pavlik harness.

2A: Probe position in a left hip exam. Right
fhrand holds the probe posterior and lateral
to the hip. The left hand guides femur
movement (adduction/abduction).

28: Norrmal sonogram. The femoral head
farrow) rests against the ischium with no
lateral displacement (arrowheads). LAT =
lateral, POST = posterior.

2C; Dislocated hip. The femoral head
farrow) is displaced laterally and posterior
from the ischium. The acetabulum is
medial to the displaced femur (*). LAT =
lateral, POST = posterior.

As part of the harness assessment, the femur
is gently abducted and adducted within in
the range of motion allowed by the harness
This dynamic exam is done WITHOUT
STRESS OR FORCE.The purpose of the
harness is to keep the femoral head directed
into the acetabulum, and nothing should be
done that stretches the capsule and creates
instability (2).

Serial examination with ultrasound within
the harness indicates (o the orthopaedic
surgeon whether there has been
improvement in hip pathology and if the
harness is adjusted properly. The frequency
of serial exams depends upon the severity of
the abnormality. When a dislocated hip is
treated with the harness, examinations
should be weekly. If improvement is not
documented within three to four weeks,
another treatment oplion should be
considered (3). When the dislocated hip
raduces, the interval between exams
lengthens. Subluxated hips need to be
checked only at 2 to 3 week intervals. Once
stability is achieved, the infant remains in the
harness until the acetabulum develops
satisfactorily (Fig. 3).

ULTRASC
PAVLIKT

Fig. 3. Example schedule for frequency of
sonographic examination during Pavlik
harness ftreatment, The schedule is
changed depending upon progress, and
failure to improve indicates the need to
change treatment.
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The harness is not discontinued abruptly.
Rather, the infant is allowed out of the
harness for increasing periods of time
{weaning). It is helpful at this time to
obtain an anteroposterior radiograph of
the pelvis with the hips in anatomic
position. The purpose is to provide the
orthopaedic surgeon with a baseline
assessment of the bony acetabular index
{angle). There have been reports of
variation in ultrasound and radiographical
assessments of the acetabulum, and this
baseline image will prevent confusion as
the infant grows and later radiographs are
used for follow-up {4).

@ RESULTS @

The literature indicates that the earlier the
harness is applied (after age three to four
weeksl, the higher the rate of success in
correction of hip abnormality. The harness
is also more successful in hips with less
severe abnormality. As noted above, a trial
of the harness with dislocation can be
successful in infants less than three
months of age, but if there is no early
improvement, the harness is discontinued
(Fig. 4). In subluxated hips, a high rate of
success is noted, and in the hip with
instability, virtually all succeed. It is
recognized that spontaneous improvement
of DDH can occur with no treatment, and
there is a risk lor avascular necrosis of the
femaral head when the Pavlik is used and
not applied carrectly. For this reason, the
decision if and when o use the harness
will vary between orthopaedic surgeons.
R

e -

Eig. 4. Serial transverse flexion sonograms
in an infant with a dislocated hip. 4A: At
the time of harness application, the hip
was laterally dislfocated from the
acetabulum (=). LAT = lateral, POST
posterior.

48: After three weeks of treatment, the
fermoral head has reduced and is in normal
position. The harness was continued full-
time for an additional four weeks to
maintain hip position and allow the
capsule fto tighten up.

® CONCLUSION ®

A modified ultrasound examination of the
hip using coronal flexion and lransverse
views without stress permiis assessment
in the Pavlik harness. Monitoring harness
treatment guides the orthopaedic surgeon
in optimizing adjustment and in
establishing that hip abnormality (position,
instability, and acetabular dysplasial is
being corrected. Treatment can then be
tailored 1o match progress and changed
when it is not effective (Fig. 5]
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N

Fig. 5. Cascade overview of
management of DDH using ultrasound
guidance.

5A: Technique for serial evaluation in Paviik
harness,

Pavlik Harness check after fitting.

Trial for disocation If no improvement in 4
weeks OVC.

Monitor subluxation in harness with no siress.
Stress test and X-ray at time of weaning.
X-ray follow-up.

5B: Serial steps in treatment.

5C: The radiograph at time of weaning
provides an objective baseline for
acetabular development. In this case,
harness treatment was continued bacause
of the left acetabular dysplasia (arrow).
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® WRIST - LIVE DEMO &,

Carlo Martinoli, MD

Cattedra di Radiologia - DICMI
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Last generation ultrasound (US)
equipments are able to produce extremely
high resolution images of the very small
and superficial structures in the soft-
tissues of the wrist and hand. Tendons,
ligaments, muscles, vessels, nerves and
bone surfaces are all depicted in exguisite
details,

There are three definite prerequisites for a
successful examination of the wrist and
hand with ultrasound:

In-depth knowledge of the normal
anatomy and the most common anatomic
variations

Use of a correct, standardized
technique of examination

Familiarity with the normal US
appearance of the individual structures
and knowledge of the possible pitfalls

Patients referred for US usually have
sympioms thal are most often confined to
one specific area in the wrist and hand. It
is therefore logical to divide the ankle and
foot into a radial, dorsal and volar aspects.
At each of these aspects the normal
appearance and anatomical relations of
the following structures will be
demonstrated:

® RADIAL g

I-lll compartments of extensor tendons
Lister tubercle

I-Il and lI-lll intersections

Superficial branch of the radial nerve
UCL MCPJ thumb

» DORSALe

V-Vl compartments of extensor tendons
extensor tendon insertions in the fingers
DRJ, RCJ, MCJ, CMJ, MPJ recesses and
articular surfaces

PIPJ and DIPJ recesseas

Scapholunate ligament

Interosseous muscles

@ VOLAR @

Carpal tunnel, bony landmarks

Flexor digitorum tendons (from the distal
radius 10 the palm)

FCR. FCU and palmaris tendons

Median nerve and its divisional branches
Ulnar nerve and ulnar artery

Intrinsic hand muscles

Scaphoid

Flexor tendon arrangement and insertions
in the fingers

Palmar plates
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® HIP - NORMAL US @

Maura Valle, MD, Carlo Martinoli, MD

Reparto di Radiologia - Osp. "Giannina
Gaslini". Genova, ltaly

Cattedra di Radiologia - DICMI. Universita
di Genova, Iltaly

As US is best suited to examining focal
abnormalities, patients referred for hip US
have symptoms that are confined 10 one or
two specific area. We could, therefore,
subdivide the hip into four quadrants
lanterior, medial, lateral and posterniarj
when considering anatomy and scanmng
technique. As regard positioning, the
patient lies on the examination bed with
the aspect of the hip to be evaluated
adequately exposed. We usually start
routine hip scanning with evaluation of the
anterior region while keeping the patient
supine; the lateral region is examined with
the patient lying in a lateral position on the
opposite side; then, the posterior hip
structures are best investigated with the
patient prone.

Anterior Hip@

The hip joint is best evaluated on both
longitudinal and transverse oblique planes
obtained over the femoral neck.
Longitudinal planes are well suited to
demonstrate the anterior synovial recess,
which lies hetween the deep fascia of the
iliopsoas and the femoral neck (Fig. 1a).
When examining this recess with US, care
should be taken not to confuse the anterior
and posterior layers of the joint capsule for
an effusion, because the capsule may
appear artifactually hypoechoic when
imaged not perpendicularly to the US
beam. In addition, these structures are
more difficult to visualize in obese patients
due to the deep position of the joint. In
these patients, lower frequency
transducers can help the examination,
Cranial to the anterior recess, the
fibrocartilaginous labrum of the
acetabulum can be detected as a
homogeneously hyperechoic triangular
structure. US can accurately image the
muscles |ocated superficially to the hip
joint. From lateral to medial: the anterior
hip muscles are the tensor fasciae latae,
the rectus femoris, the sartorius, the
iliopsoas and the pectineus. Over the joint
space, the iliopsoas muscle is the first to

be identified in a lateral position relative 1o
the femoral neurovascular bundle. Its
tendon lies in an eccentric position within
the posterior part of the muscle belly. A
synovial bursa, the iliopsoas bursa,
intervenas between the tendon and the
anterior capsule. The main function of this
bursa is reduction of tendon friction over
the hip joint during muscle activation and
joint movements. In normal states, the
iliopsoas bursa is collapsed and, therefore,
cannot be detected with US5.To examine
the other muscles, US scanning should
begin over the anterior superior iliac spine
to demonstrate the cranial insertions of
the sartorius (medial) and the tensor
fasciae latae (lateral). These muscles are
very superficial, arising just under the
fascia. Scon after their origin, the sartorius
directs medially to reach the internal
aspect of the thigh, whereas the tensor
fasciae latae proceeds laterally and
caudally to insert onto the anterior border
of the fascia lata. More cranial and medial
scans reveal the intrapelvic portion of the
psoas and the iliacus muscle which lies
over the inner face of the iliac wing. The
direct tendon of the rectus femoris takes
its origin from the anterior inferior iliac
spine. & careful scanning technigque based
on transverse and longitudinal planes may
be useful to reveal the indirect tendon that
joins the lateral aspect of the direct
tendon, Within the proximal muscle, the
central aponeurosis represents the distal
continuity of the indirect tendon, whereas
the superficial aponeurosis arises from the
direct tendon.

@ Lateral hip @

The US examination of the lateral hip
quadrant is best performed by asking the
patient to lie on the opposite hip assuming
an oblique lateral or true |ateral position.
Transverse and longitudinal US images
obtained cranially to the greater trochanter
show the gluteus medius and the gluteus
minimus. It must be noted that the anterior
margins of these muscles blend together
and that a definite demarcation between
them may be feasible with US only
posteriorly. To best recognize them, one
could first obtain posterior US images over
the anterior portion of the gluteus
maximus as a landmark: moving the
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Transducer anterior to this muscle, the
posterior margin of the gluteus medius can
be appreciated. In a more superficial
position, the fascia lata appears as a linear
hyperechoic band joining the anterior edge
of the gluteus maximus and the posterior
par of the tensor fasciae latae. The fascia
lies over the lateral aspect of the gluteus
medius and the greater trochanter. Once
these muscles have been evaluated, the
probe is moved down to reach the greater
trochanter {(Fig. 1b). The gluteus minimus
tendon is detected anteriorly as a
hyperechoic structure that arises from the
deep aspect of the muscle and inseris into
the anterior facet of the greater trochanter,
Longitudinal US images obtained over the
lateral facet of the greater trochanter
demonstrate the lateral tendon of the
gluteus medius as a beak shaped structure,
somewhat similar to the supraspinatus.
Shifting the probe back, the anterior portion
of the gluteus maximus can be seen
covering the posterior part of the tendon of
the gluteus medius. Due to s too small
amounlt of fluid content, the bursae around
the greater trochanter are not visible with
US in normal conditions.

Medial Hip @

Medial to the iliopscas, US is able to image
the femoral neurovascular bundle. The
fermoral nerve, the commaon femoral artery
and vein are imaged in sequence from
lateral to medial. Due to their small size, the
divisional branches of the nerve are difficult
to be examined with US soon after their
origin. The femoral vein has a greater cross-
sectional area than the artery and is easily
compressible with the probe. The pelvic
origin of the adductor muscles should be
evaluated on transverse planes starting
from the muscle bellies while the patient
keeps its thighs abducted and externally
rotated with the knee bent (frog leg
position). Four muscles are recognized
from surface to depth: adductor longus
(superficial lateral) gracilis {superficial
medial), adductor brevis (intermediate) and
adduetor magnus (deep). US scanning
should extend upward following the
myotendinous junction of these muscles
and their tendons up to reach the pubis
(Fig. 1c).

Posterior Hip ®

To image the posterior guadrant of the hip
with US, the patient is asked to lie prone
with the feet hanging out of the
examination bed.Transverse US planes are

the most useful to recognize the
hamstrings {long head of the biceps
femoris, semitendinosus,
semimembranaosus) as individual
structures. The isclial tuberosity is the main
landmark, because it is readily apparent
due ta the posterior acoustic shadowing of
bone and allows an appropriate localization
of the surrounding anatomic structures.
Once detoected, the most cranial portion of
the ischiocrural tendons can be
demonstrated as they insert onlo the lateral
aspect of bone. At this level, the
samimembranosus tendon and the
conjoined tendon of the semitendinosus
and the long head of the biceps femoris
cannot be separated. Lateral to them, the
sciatic nerve can be seen as a flattened
struciure with honeycombing echotexture
surrounded by hyperechoic fat. More
distally, the conjoined tendon of the
semitendinosus and biceps femoris
separates from the semimembranosus
tendon: the first appears as a sagittal
comma-shaped hyperechoic image located
between the bellies of the semitendinosus
imedial) and the biceps (lateral); the second
continues in a large coronally-oriented
aponeurosis which arises from the medial
side of the tendon and directs medial and
posterior to it {(Fig. 1d).

Figura 1. Ulrasound anatomy of the hip. a
Longitudinal US image of the antariar fup
demonstrates the aormal antacior joint capswie (2)
Iving over the fermara! neck (EN) and dieep to the psoas
muscie (1)..b Transverse US image over the groater
Irachanter (GTr) shows the inseriion of the glutous
mirimus tendan (31 and the anterior (da) amd posterior
{4b) parts of the glutous medius tondon. ¢ Long-axis
US image over the adductor origin demansicalas the
tendon {arrowfieads) of the adductor longus muscle
(&), the adductor brevis (6] and the adductor magnus
(7). d Tramswverse IS inage obtained just distal (o the
ischinl tuberosity revesls the conjoined fendon (arrow)
of the long head of the biceps (8} and the
semnendinosus (9], the semimermbranosous tendon
farrowheads), the sciatic nerve (curved arrow)] and thoe
adductor magnus muuscle (10).
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In nerve compressive syndromes of the
upper limb, the diagnostic work-up is
based on clinical features and
electrophysiological testing that are able to
assess both the level and the severity of
the entrapment lesion. However, these
studies do not provide information about
either the status of the involved nerve and
surrounding tissues that could help in
determining the causes and modalities of
nerve compression. Direct visualization of
nerves by US may enhance both diagnosis
and surgical outcome by leading 10 precise
infermation on the nature of constricting
findings, especially in cases with confusing
or equivocal clinical pictures or
contradictory electrophysiological
findings. In addition, real-time US allows
continuous imaging of nerves across the
joints during joint movements. This
evaluation takes the advantage, as
opposed to MR imaging obtained either
statically or with varied positioning, to
better recognize intermitlent nerve
impingement and snapping syndromaes.

A compression neuropathy may be an
acute episode, intermittent and repetitive,
or continuous. It may occur everywhere
the nerve may be compressed or stretched
by adjacent tissues within the body, but is
most often encountered at specific places
where the nerve is confined to narrow
anatomic passageways, the osteofibrous
tunnels. At these sites, nerves are
particularly susceptible 1o constricling
pressure. Whatever the nerve involved, the
main US signs of nerve entrapment
include changesin both nerve shape and
echotexture, as a probable result of either
intranervous edema and venous
congestion or fibrosis, and increased
depiction of intra- and perineural flow
signals at color Doppler imaging as an
expression of inflammatory hyperemia.
The nerve shape changes consist of abrupt
flattening of the nerve at the compression
site and fusiform hypoechoic swelling at a
more proximal level, On the basis of these

UPPER LIME NERVES: FROM NORMALTO PATHOLOGY @®

features, US is an accurate means to
identify the exact level of compression as
located just ahead of the swollen portion
of the nerve. When the nerve is too small
to be detected, US may identify indirect
signs of nerve lesion by demonstrating the
atrophy of the innervated museles, based
on their loss in bulk and increased
reflectivity due to fatty replacement.

In the upper limb, the most common sites
of nerve compression that are amenable to
US examination are: 1) the spinoglenoid-
supraspinous notch area in the posterior
shoulder for the suprascapular nerve; 2}
the quadrilateral space for the axillary
nerve; 3) the spiral groove of the humerus
for the radial nerve, the supinator area at
the elbow for the posterior interosseous
nerve and the wrist for the superficial
branch of the radial nerve; 4) the cubital
and Guyon tunnels for the ulnar nerve; 5)
the middle forearm for the anterior
interosseous nerve and the carpal tunnel
for the median nerve.

1. Al the posterior shoulder, the
suprascapular nerve may be compressed
against the floor of the supraspinous and
infraspinous fossa of the scapula by
ganglion cysts expanding on the posterior
aspect of the shoulder. Most of these
ganglia result from extrusion of joint fluid
through a tear of the posterior labrum. The
suprascapular nerve may be visualized
with US in the spinoglenoid notch adjacent
10 the suprascapular artery. US may also
exclude tendon rupture by active and
passive movements of the affected
extremity. Needle aspiration of the
ganglion can be attempted with US.

Muscle denervation patterns: A
combined atrophy of supraspinatus and
infraspinatus muscles occurs if the
ganglion develops in the supraspinous
notch, whereas an isolated atrophy of the
infraspinatus muscle arises from
expansion of the ganglion in the
spinoglenoid notch.

2. Another critical area for nerve
entrapment syndrome around the
shoulder is the quadrilateral space. This
space is bounded by the teres minor, the
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teras major, the long head of the triceps
and the humeral neck, and contains the
axillary nerve.This nerve ends in two
branches: anterior {anterior deltoid
muscle) and posterior (teres miner muscle
and posterior deltoid muscie). Stretching
injures or fibrous bands in the
quadrilateral space can lead to the
aentrapment of the axillary nerve just distal
in relation 1o the anterior branch. The nerve
is very small to be examined with US, but
the selective atrophy of the innervated
muscles in absence of a tendon tear may
support the hypothesis of a nerve lesion.
Color and power Doppler imaging of the
posterior circumflex artery can help to
identify the adjacent axillary nerve.

Muscle denervation patterns:
Selective atrophy of the teres minor and
deltoid muscles.

3. Al the middle arm, the radial nerve
winds closely around the shaft of the
humerus in the spiral groove passing
between the heads of the triceps muscle,
At this site, the nerve may be compressed
by a displaced humeral fracture and, in a
postoperative setting, by either a
hypertrophied callus or the compression
plate of the osteosynthesis. At US the
compressed nerve may appear stretched
and displaced. In some cases, it may be
swollen and hypoechoic. Al the lateral
elbow, the nerve divides into a superficial
cutaneous sensory branch and a deep
motor branch, commonly referred to as the
posterior interosseous nerve. US can
visualize the divisional branches of the
radial nerve and can follow the posterior
interosseous nerve as it pierces the
supinator muscle, passing between the
superficial and deep parts of this muscle
[supinator tunnel). At this site, the
posterior inlerosseous nerve may be
compressed by a variety of space-
occupying lesions, such as lipornas and
ganglia, or by the fibrous bands, leading to
focal changes in nerve shape and
echotexture. The superficial branch of the
radial nerve can be entrapped at wrist
{(Wartenberg syndrome). Clinically, this
condition may be easily confused with de
Quervain disease. Nerve abnormalities can
be identified with US at this site.

Muscle denervation patterns;
Radial nerve injury at the mid humeral

level produces denervation of the
brachioradialis muscle and the dorsal
forearm muscles. An injury in the
supinator tunnel results in weakness of
wrist and finger muscles.

4. At the medial elbow, the ulnar
nerve lies in the cubital tunnel, an
ostecfibrous tunnel formed by a groove
between the olecranon and the medial
epicondyle and bridged by a fascial sheet -
the Osborne retinaculum - that continues
downward to form an aponeurotic arch
between the ulnar and the humeral heads
of the flexor earpi ulnaris muscle. During
flexion and extension of the elbow, the
cubital tunnel changes shape and volume,
and a traction-related flattening and
elongation of the nerve occurs as the
elbow flexes. On transverse US scans, the
ulnar nerve is visualized throughout the
cubital tunnel as an ovoid structure closely
located to the medial epicondyle. The
nerve may be compressed at either the
condylar groove or at the edge of the
aponeurosis of the flexor carpi ulnaris by
bony spurs in the condylar groove,
heterotopic ossification, thickening of the
medial collateral ligament, anomalous
anconeus epitrochlearis muscle, loose
bodies, ganglia or deformities from
previous elbow fractures, including cubitus
valgus. US demonstrates an abrupt
flattening and displacement of the nerve
within the tunnel in association with
abnormalities of adjacent structures. If the
Osborn retinaculum is loose or absent,
dynamic examination during progressive
elbow flexion can depict the intermittent
dislocation of the nerve over Llhe
epicondyle. This condition accounts for
approximately 16%-20% of healthy
subjects and is usually asymptomatic. It
may be associated with snapping
sensation and discomfort while the flexed
elbow touches the table. However, in a few
cases, the repeated friction of the ulnar
nerve against the epicondyle can cause
chronic damage and functional deficit.
Dislocation of the medial head of the
triceps - the so called “snapping triceps
syndrome” - can also occur in combination
with dislocation of the ulnar nerve, At
wrist, the ulnar nerve passes between the
pisiform bone and the hamate hook,
through the Guyon tunnel. Ganglion cysts
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related to the pisotriquetrum joint space,
accessory muscles, and pseudoaneurysms
of the ulnar artery are common causes of
nerve entrapment at this site. In addition,
chronic external pressure caused by
repetitive use of tools during manual work
or spoarting activities in which chrenic
stress is applied on the ulnar aspect of the
volar wrist can lead to nerve damage.

Muscle denervation patterns:
Different clinical syndromes may result
from compression of the ulnar nerve
depending on the site of the lesion.
Weakness of all uinar-innervated hand
muscles with sensory loss in the
distribution of the sensory branch occurs
when the nerve is compressed above or
within the Guyon tunnel. More distal
lesions may lead to either motor or
sensory symptams depending on the
selective involvement of the motor or
sensory branch.

5. Above the wrist, the median nerve
may be compressed in the pronator area
as it passes below the pronator teres
muscle and the proximal aponeurosis of
the flexor digitorum superficialis. The
anterior interosseous nerve may also be
compressed by fibrous bands arising in
the pronator area or anomalous muscles in
the forearm. US signs of such rare
entrapment (Kiloh-Nevis syndrome) relate
to the atrophy of the innervated muscles.
In most cases, the cause for the nerve
lesion may not be found. Compression of
the median nerve at the carpal tunnel is
the most common entrapment neuropathy.
The main US findings of carpal tunnel
syndrome include changes in shape and
echotexture of the median nerve and
abnormalities in the transverse carpal
ligament and the soft-tissue structures
hold within the tunnel. An abrupt nerve
shape change at the entrance of the carpal
tunnel, commonly referred to as the “notch
sign’ is typically observed (Fig. 1). Since
the nerve shape is variable through the
tunnel, some indexes have been
introduced with US to better quantify
abnormal findings in nerve morphology:
among these, a nerve cross-sectional area
>10mm2 calculated at the proximal carpal
tunnel {scaphoid-pisiform level) by means
of the ellipse formula [Imaximum AP
diameter) x (maximum LL diameter) x {/4))

has been reported to be the best
diagnostic criterion for the diagnosis.
Extrinsic causes for nerve entrapment can
be identified with US. Most patients with
carpal tunnel syndrome are afllected by
tenosynovitis of flexor tendons. Then, a
variety of space-ceccupying lesions can be
gncountered within the carpal tunnel,
including ganglion cysts, anomalous
muscles and anomalous bone.

Muscle denervation patterns: In an
isolated anterior interosseous neuropathy,
signs of muscle atrophy are imited to the
flexor pollicis longus, flexor digitorum
profundus and pronator quadratus
muscles, leading to difficuities in
performing pinching movements with the
fingers. In the carpal tunnel syndrome,
pain and paresthesias in the wrist and
hand, often occurring during sleep or on
walking, are the leading symptoms.
Atrophy of the thenar eminence due to
wasting of intrinsic hand muscles is a late
sign of disease.

Fig. 1 Carpal tunnel syndrome. On the loft, long-axis
extended figld-of-view 17-5MH: US image through
the ventral wris! dirnonstrates the median nesve
(M) wineh appears increasingly swollen and
hypoechoic with absent fascicular pattern as of
progresses towards the carpal tunngl, At the proximal
carpal tunngl fevel, an abrupr change in the nerve
s, the notch sign (arrow), indicates tha
compression peint, More distally. at the distal carpal
turrnel, the nerve is flattenad. a-c Transverse 17
SVHz US images oblained a al the distal radius, b at
tie proximal carpal funnal (scaphoid-pisiform lovel)
and ¢ ar the distal carpal Tunnal (trapezium -hamale
levell aceording to the reference bars shown in the
longitudinagl image shown an the loft. a A swollen
hypoechaic madian nerve (arowheads) is obsorved
ar the distal vadius. By eomparing this image with b, o
sudden changes in the nerve CSA can be seen af the
point wherd the norve gels deep to the transverse
carpal ligament. ¢ Ar tha distal tunnel. the nerve £SA
is evean smatler than that seen in b,
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® THE 3D-4D MUSCULOSKELETAL ULTRASOUNL

G. Monettil, B Minafra 2

lstituto di Medicinag dello Spart - Universita
degli Studi di Bologna - ltaly

2 lstituto di Radiologis - Universita degli Studi
di Pavia - Italy

Objectives @

The study aims to assess the possible
applications of ultrasound volumetric
reconstruction in musculoskeletal
pathologies, where both anatomical
peculiarity that the complexity of the
disease, up to now limit the ultrasound
examination to certain specific indications.

@ Materials and methods ®

92 patients aged between 12 and 78 years
{56 men and 36 women) with various kinds
of musculoskeletal diseases traumatic,
chronic degenerative, or following post-
traumatic - were examined with
ultrasound probe lingear multi-volume {up
to 16 Mhz) Fig.1. but not before to have
performed an evaluation through normal
two-dimensional ultrasound and magnetic
resonance, in attempl Lo appreciate what
actually examining 3D-4D was able to add
to the study in B-mode. Fig. 2-3-4.

In a preliminary phase were performed
volume reference of the various joints on
normal subjects.

Results®

In all subjects was possible 1o reconstruct
anatomical structures usually inaccessible
not only to ultrasound evaluation in B-
mode, but-also with magnetic resonance
Fig. 5-6. In the assessment of trauma
muscle and tendon, where the ultrasound
examination is universally recognized as
methodical elective, the volumes had
always provided important infarmation
about the exact extent of injury, indicating
also after reworking in post-processing,
the exact size of damaged tissue Fig 7-8.
Where it was necessary to a surgical
approach, as in the case of injuries of the

Achilles tendon, such information were
actually allowed a very accurate pre-
surgical assessment Fig. 9.

Conclusions @

The reconstruction volumetric ultrasound
in the pathologies of musculoskeletal
apparatus certainly enhances the potential
of the metheod in all those conditions for
which the 2D ultrasound method is
considered elective, placing itself as a
valuable support in both diagnostic phase
- in agreement with MRI and the traditional
radiclogy - which in clinical follow-up-
therapeutic. This innovative method in fact
has allowed a much deeper even very
complex anatomical locations, defining
even more accurate injuries marked with
the examination standards. This has
undoubtedly facilitated the prognostic
assessment, particularly during muscle
trauma, where it was able to determine the
exact area of parenchymal substance
missing in the harmed muscle.

Fig. 1 - brachial plexusreconstruction with 3-d
ultrasound
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FIG. 2 - NORMAL DEEF FLEXORTENDON VISUALIZED WITH B-MODE ULTRASOUND

FIG. 3- NORMAL DEEF FLEXORTENDON VISUALIZEDWITH 3-D ULTRASOUND
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FIG. 4- NORMAL DEEF FLEXOR TENDON VISUALIZED WITH MR

FIG. 5 - ANULAR LIGAMENT ( 1) VISUALIZED WAITH 3-D ULTRASOUND

FIG. 6 - ANULAR LIGAMENT VISUALIZED WITHH MA | 1 ).

@
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FIG. 7 - SUB-TOTAL RUPTURE TOTHE SPRING-LIGAMENT VISUALIZED
WITH MR (A ) AND WITH 3-D ULTRASOUND (B ).

FIG. 89— RECONSTRUCTION TOTHE ACHILLE'STENDON VISUALIZED
WITH B-MODE (A ] AND WITH 3-D ULTRASOUND | B)

@
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ACROMIOCLAVICULAR JOINT INJURY: ENHANCED TECHNIQUE OF
EXAMINATION WITH DYNAMIC MANEUVER @

Philippe Peetrons, MD, Justine P Bédard,
MD

Hopitaux IRIS sud, Centre hospitalier Moliera-
Loengcharmp 142, rue Marconi, 1790 Brussels,
Belgium Beceived 15 April 2006; accepted 18
January 2007

ABESTRACT: @

Acromioclavicular [AC) sprains can be
graded in 3 to 6 different types according
to Tossy or Rockwell, respectively. In mild
sprains {Tossy and Rockwell 1), movements
in the AC joint are minimal, because the
coraco-clavicular ligaments are intact. In
these patients, stress radiography is
usually normal, and sonographic
examination at rest can be normal as well,
showing minimal or no displacement be-
tween the 2 extremities of the bones, We
present a simple dynamic maneuver to
enhance the diagnosis of these mild
sprains known as the cross-anm maneuver,
in which the hand is placed on the
opposite shoulder. The dynamic
sonographic examination dur-ing this
maneuver clearly shows abnormal
movements in the clavicle's extremity,
which "falls down" to the acromion in the
cross-arm position and is raised and pulled
from the acromion at rest. The maneuver is
very easy lo perform and may be useful
when a mild AC joint sprain is suspected.
£ 2007 Wiley Periodicals, Inc. J Clin
Ultrasound 00:000-000, 2007; Published
online in Wiley InterScience (www.,
interscience.wiley.com). DOI:
10.1002/jcu.20339

Keywords: @
acromioclavicular joint; ultrasonography
Acromioclavicular (AC) joint subluxations

or dislocations account for approximately
10% of all shoulider dislocations.1 AC joint

Injuries affect mostly young individuais
between the ages of 15 and 40 and are
often related to athletic activities.2
Diagnosis and grading of this condition
have been traditionally based on standard
comparative AC joint radiographs with and
without a stress test,

Sonography has been suggested in
conditions reproducing those of stress
radiographs.3'4 More recently, the use of
MRI in diagnosis and grading of AC joint
injuries has been proposed.5The pur-pose
of this article is to describe a technique of
dynamic sonography as a new method of
diagnos-ing AC joint injuries, which can be
particularly helpful in low-grade injuries.

® ACROMIOCLAVICULAR JOINT

INJURIES @

® Mechanisms and Clinical

This article includes Supplemeniary Video Clips, available

anling at htlp:Ywwaw interscience.wiley.com/jpages’
GO971-2751/suppmat.

Correspondence 1o: B Peetrons.

- 2007 Wiley Perrodicals, inc.

VoL 00, NO. O, MONTH 2007-001 10, 1002 cw

@

Presentations @

Different types of forces can cause AC joint
sprain. The most common mechanism is a
verti-cally oriented superior impact on the
lateral part of the shoulder, forcing the AC
joint in a down-ward direction.2 Traction
on the arm, drawing the shoulder away
from the thorax or a fall on an outstretched
hand with the arm in externa! rota-tion or
with a 90-degree elbow flexion can also
result in injuries to the AC joint.
Regardless of the mechanism, dissociation
of the AC joint is the result of a sprain or a
tear in intrinsic {acromioclavicular) or
extrinsic (coraco-clavicular) ligaments and
associated soft tissues (deltoid and
trapezius muscles). A mild sprain is caused
by injury to intrinsic ligaments, whereas a
more severe sprain involves extrinsic
ligaments and associated soft tissues. The
major deforma-tion in AC joint injury is not
an elevation of the distal clavicle, but a
lowering of the scapula and humeras. A
slight elevation of the distal clavicle still
can occur in this type of injury.2

Clinical presentation varies and depends
on sprain severity, ranging from a mild
pain, swelling, and movement restriction
to lack of arm abduction.
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® Grading Systems @

AC joint injuries can be diagnosed with
various imaging modalities. The initial
classification sys-tems used a 3-grade
scale based on flindings on an antero-
posterior radiograph of the shoulder
obtained with a 15-degree cephalad
angulation of the X-ray beam (Figure 1}.6
The radiographic ex-amination could be
completed with the use of stress
radiography with a 5-kg weight strapped 1o
each wrist. The normal distance on this
view is 3-8 mm, and the distance between
coracoid pro-cess and the inferior edge of
the distal clavicle is 10-13 mm. The degree
of increase in those dis-tances indicates
the severity of the injury.

In this initial classification, a type | injury,
or mild sprain, implies stretching of the AC
liga-ment fibers with a normal AC
relationship not apparent on radiography
or only manifested by a minimal increase
in AC distance.2'7'8 A type Il injury, or
modérate sprain, corresponds to a dis-
ruption of the AC ligament and
aponeurosis of the deltoid and trapezius
muscle attachments to the distal portion of
the clavicle with a widening of AC distance
to 1.0-1.5 em and an increase of coraco-
clavicular distance of 25-50%. The clavicle
migrates superiorly less than 5 mm or 50%
of the width of the clavicle on stress
radiography. Finally, a type Ill injury, or a
severe sprain, is associated with a
disruption of both the AC and coraco-
clavicular ligaments and muscle
aponeurosis. Important widening of the AC
joint (=15 mm) and widening of =50% of
the coraco-clavicular distance with distal
clavicle elevation of more than 5 mm or
50% of bone width is seen on stress
radiography.

Subsequently, a more detailed
classification consisting of 6 types of injury
was introduced by Rockwood (Table 1).1'6
Recently, Antonio et al5 applied MRI
findings to this classification. Type | and |l
injuries were easier to detect with the use
of marrow and soft tissue edema than on
standard radiographs. A few studies also
showed the superiority of sonography in
evaluating soft tissue involvement in AC
joint injuries.9'10

Most of the time, mild and moderate
sprains are treated with conservative
measures. Mouh-sine et al11 reviewed the
clinical and radiologic course of acute

Tossy grade | and |l sprains treated with
conservative measures. A substan-tial
proportion of patients {27%) developed
chronic AC joint pathology requiring
subsequent surgery wilth a mean delay
from the time of injury of 26 months.
Another large signifi-cant proportion of
patients presented activity-related pain or
antero-posterior instability. Their
conclusion was that the severity of the

: ¥

FIGURE 1. Tossy thraw-grade classification of AC jaint
injuries. {4) Grade | injury: strelehing of the AC
ligament fibers (arrow) with normal relalionship
botwean the acromion and the clpvicle. (B) Grade I
injury: disruption of the AC liggmant {arrow). [C)
Grade Il injury: chigruption of botf the AC (arrow) and
coraco-clavicuiar igarmeants farrowhesds;,
Modifiedfrom Rockwood and Matson.6

Consequences following a grade | or Il AC
sprain is underestimated.

® ACROMIOCLAVICULAR JOINT

DYNAMIC SONOGRAPHY @

The direct sonographic visualization of the
AC jointincluding dynamic evaluation in
response to arm movement is a very
sensitive imaging modal-ity for mild and
modérate AC joint sprains.

JOURNAL OF CLINICAL ULTRASOUND-DON 107002y
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TAEBLE1

@ Rockwood Classification of Acromioclavicular Injuries @

Tyvpe Findings on Plain
Radiographs of the AC Joint

| Maormal
N Minimal superior subluxation
of the clavicle

in  25-100% superior subluxation
or distocation the clavicle

IV Posterior displacement of the

clavicle

Vo =100% superior dislocation of
the clavicle

Wl Displacement of the clavicle
helow the acromion orcoracold process

FIGURE 2 Staticsonographicevaluation of the AC jomm

FPhorograph shows the placement of the trimsducer
fwhite inel Mang the axis of the jomt

Structural Lesions

AL lgamanl sprain, intact corace-clavicular ligaments andd
deltoid and traperius muscles

AC ligament disruption. coraco-clavicular ligament sprain,
intact deltoid and trapezius muscias

AL ligament disruption, coraco-clavicular Hgament disruplion,
clavieular detachment of the delloid and trapezius muscles

AC ligament disruption, coraco-clavicular higament disruption,
clavicular detachment of tha deltoid and traperius muscles,
clavicle displaced posteriarly intoorthrough the trapeasius muscle

AC ligament disruption, coraco-clavicular ligament disruption,
more extensive clavicular dotachment of the deltoid and trapezius
muscles

AC ligament disruplion, coroco-clavicular ligament disruption,
clavicular detachment of the deltoid and trapenus musclos
Static Acromioclavicular Joint Examination
The anatomy and normal sonographic
aspect of the AC joint has been well
described by Ferri et al12The AC joint is
composed of a thin fibrous capsule lined
by synovial membrane, covered superiorly
by the AC ligament and containing an
incomplete fibro-cartilaginous articular
disc orig-inating from the superior aspect
of the joint.

The AC joint is scanned in a coronal
obligue orientation with a high-frequency
linear-array probeé (8-15 MHz) (Figure 2).
The joint space is identified as a
hypoechoic gap between the clavicle and
acromion, which appear on sonograms as
hyperechoic lines with posterior acoustic
shadow-ing. The joint is slightly wider
anteriorly than posteriorly. The joint is
examined to assess the alignment of bony
structures, the distance between them, and
the appearance of the articular

capsule {Figure 3).The normal AC joint
space is reported as 3.1 = 0.8 mm, with a
measurement of greater than 6 mm

MGURE 3. Normal sonogram of the AC joint shows the considered pEThG1GQ ic. 13
acromion, chnwcle, and joint capsule farrovwheads). Arrow Alasaarela et al14 has demonstrated the

poimts o the joint space.

FIGURE 4. Capsular thickening associated with

rraumatic invoilve-mantof the AC joint. Note the bulgoof

the joint capsule (arrows).

use-fulness of sonography in showing
inflammation of the AC joint by an
increase in the volume of the joint capsule
with a distance of <3 mm meas-ured
between the tip of articular capsule and
superior aspect of clavicle, excluding an
inflam-matory synovial process.This
consideration has been extrapolated to
trauma on the basis that stretching of the
AC ligament will cause a capsular
thickening (Figure 4). The alignmemnt
between



Sociedad Argentina de Ecografia v Ultrasonografia

FIGURE 5. Cross-arm maneuver. (A) Resting
position: the jpsilateral hand is placed on the
jpsilateral knee jn supination. (Bl Cross-arm
position: the jpsilateral hand js placed on the
anterior aspect of the apposite shoulder.

FIGURE 6. Sonograms of a normal AC joint
during cross-arm maneuver. (A) Normal
appearance jn the resting position. Note the
normal dis-tance between the acromion and the
clavicle and the normal capsule (arrowheads).
(8) Sonogram jn the cross-arm position shows
minimal narrowing of the joint space with no
change in the capsule (arrowheads).

FIGURE 7. AC joint sprain. Sonogram shows
bulging of the capsuwle (arrowheads) with
contact betwesn bony structures (arrowi dunng
!'.he' CroOsSs-drm maneguver SUQQ‘E.‘S‘I}IVE ﬂf myury o
the articular dise.

clavicle and acromion can also be
evaluated, although these findings should
be compared with those obtained on the
contralateral side because many anatomic
variants exist for this joint.

Dynamic Evaluation of the
Acromioclavicular Joint

The dynamic part of the examination is
even more important inTossy | and |l
lesions. It is based on a clinical sign known
as the cross-arm, corresponding to a pain
triggered by moving the ipsilateral hand
onto the opposite shoulder. 14 While the
patient is silting, the AC joint is first
evaluated at rest, with the ipsilateral hand
placed in supination on the ipsilateral knee
(Figure 5A), which corresponds to a slight
external rotation of the arm. It is then
observed during the cross-arm maneuver
{Figure 5B, Maovie 1). The relationship
between the 2 bony structures should
change minimally {< 1 mm) (Figure 6,
Movie 2},

If the AC ligament is stretched or torn, the
dis-tance will decrease during this
maneuver, with possible contact between
bony structures in the case of an
abnormality of cartilage or disc (Figure 7).
On the other hand, when the arm is moved
back to the initial position (rest), the AC
distance will increase (Figure 8) (Movies 3-
5). This abnormal gliding in coronal
obligque plane is rather typ-ical of AC
ligament sprains seen inTossy | lesions
iMovie 3). The degree of bone
displacement is proportional to the
severity of lgament injury, a grade ll injury
showing maore instability (Movic 4) than a
grade | injury {Figure 9, Movie 3}. if no
displacement is observed, the probability
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of an AC spraineven a mild oneis small,
especially if there is no capsular
thickening. The sono-graphic cross-arm
maneauver shows that move-ment between
the clavicle and the acromion is the most
probable cause for pain in the clinical

Cross-arm s'rgr:.
JOURMNAL OF CLINICAL ULTRASOUND-DOI 101002400

® ACROMIOCLAVICULAR JOINT INJURY @

FIGURE 8. Mild AC joint sprain. {A) Resting
position. Small increase in AC distance {arrow)
suggests a low-grade sprain, (B) Cross-arm
position. Sonograrm shows o slight decrease in
the distance betweean the acromion and the
clavicle (arrow) and a slight bulge of the
capsule {(arrowhead) compared with panel A.

FIGURE 9. Maderate AC joint sprain. {A) Resting
position. Increase in AC distance (double arrow)
with echogenic capsular thickening. (B} Cross-
arm position. Marked narrowing of the AC joint
space {double arrow) confirms mstability. Note
the bulging of the capsule (arrow-heads).

® Acromioclavicular Joint Sprain

Mimicker @

Sonoqgraphers should be aware of the fact
that ostegarthritis also can cause
instability of the AC joint.14 In fact, it is
thought that this common condition is
caused by micro- and macro-traumas
causing instability of the AC joint.
However, the clinical history is somewhat
different from an AC joint sprain. Findings
on sonography are almost identical to
those associated with an AC joint sprain,
consisting mainly of a capsule thickening.
In most cases, the AC distance is less than
normal at rest due to degenerative
changes, namely carntilage and bone
erosions and osteophytes. During the
cross-arm maneuver, the bony edges may
come cidose together, almost "kissing” each
other. However, an increase in AC distance
can be seen and is caused by osteolysis of
distal clavicle or by bony erosions of both
the clavicle and the acromion. An
arthrosynovial cyst adjacent to the AC joint
can reflect a large communication
between the glenochumeral and AC joints
through a rotator cuff tear and bursitis.

@® CONCLUSION @

Dwvnamic sonography using the cross-arm
maneuver is a very useful technique in the
detection of mild and modérate sprains of
the AC joint, which remain difficult to
diagnose on radiographs.
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SACROILIAC JOINT ®

Andrea § Klauser:
Andrea.klauser@i-med.ac.at
Department of Radiology

Medical University Innsbruck Austria

® Objective: ®

To demonstrate the potential of US for
detection of Inflammation of Sacroiliac
Joint {SL)) and for image guided injection.

@® Introduction: @

Sacroiliitis is a frequent and early
manifestation of spondyloarthritis,
including ankylosing spondylitis, psorialic
arthritis, reactive, enteropathic and
undifferentiated spondyloarthropathy. As a
group, the prevalence of these
inflammatory spondyloarthropathies is as
high as 0.5-1.9%. Detection of sacroiliitis by
imaging may be essential for early
diagnosis, especially because climical
diagnosis and physical examination are not
very specific, leading to a delay of
diagnosis for several years.

51 injections are a difficult procedure,
because the Sl is difficult to enter with a
needle based on its complex anatomy.
However, local application of intraarticular
corticosteroids into the Sl is considered as
a possible additional therapeutic approach
of sacroiliitis besides physiotherapy and
systemic medication.

According to Rosenberg et al clinically
guided intraarticular injections were
successful in only 22% of the applications
in a double-blind study when controlling of
the needle position was done by computed
tomography. Image guidance is crucial for
a higher success rate of Sl) injections.
Therefore image guided needle placement
using fluoroscopy, CT or Magnetic
Resonance Imaging (MRI) for precise
needle placement have been advocated by
several studies.

® Materials and methods: @

Demonstration of sonoanatomic landmarks
and how to guide S1J injection,
Comparison of different transverse
scanning levels to guide needle insertion
by US in comparison to CT were evaluated.

Demonstration how hypervascularization in
the SiJ can be detected by using CDUS and
can be improved by microbubble contrast
administration compared to unenhanced
CDuUs.

® Results: @

Defined landmarks, as the spinous process
L 8§, the median and lateral sacral crest, the
dorsal surface of the sacrum, the contour of
the iliac crest, the posterior sacral foramen
1 and 2, the posterior superior iliac spine,
the gluteal surface of the ilium could be
delineated in all cases.

The hypoechoic cleft, located between the
surface of the sacrum and the ilium, is the
target used 1o guide needle insertion by
US. Contrast-enhanced CDUS showed a
high negative predictive value in the
detection of active sacroiliitis (97 %), clearly
superior to unenhanced CDUS (72 %).

® Conclusions @

Contrast-enhanced CDUS has shown to be
a safe and a sensitive technique for the
detection of active sacroiliitis, Indeed, using
contrast enhanced CDUS we found an
increased rate of hypervascularity in the SIJ
of patients with active sacroiliitis as
detected by MRI, but not in controls and
patients with low back pain but normal MRI
findings.

Advantages by performing US guided SiJ
injections include availability, lack of
radiation and that injections can be
performed under real time. Bony spures
can compromise US beam penetration by
extensive dorsal acoustic shadowing.
Absence of radiation is especially
important, as mainly younger aged patients
undergo Sk injections. Further the absence
of radiation allows for repeated procedure
in chronic sacroiliitis, and for contra lateral
side injection.
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Spur formation at the right S1J. Please nol
the indentation near to the lateral sacral
crest, which should not be mistaken as the
joint clefl.

L= L
L B

Preliminary results shows the feasibility of
Image Fusion by using Virtual Realtime
Sonography and a Navigator technology
with a CT data set to guide needle
insertion sonographically for intraarticular
injection of the SLI.

Neeadle insertion for intraarticular SiJ
injection using Virtual Sonography on the
basis of Image Fusion of volumetric CT
data is feasible and after an initial learning
curve quick to perform.

Image Fusion using a CT data set agcuired
once is valuable especially in young
spondyloarthritis patients for multiple
injections over time, when lirnited
radiation exposure is desired,
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ELASTOGRAPHY: IS IT USEFUL? ®

Andrea S Klauser:

Department ol Radiology
Medical University Innisbruck Austria

@ Objective: ®

; o
To describe how Elastography works and t
show its potential in MSK US,

® Introduction: ®

Ophir et al. first described the principle of s
strain imaging (“elastography”) in 1991.Th
imaging method is capable of visualizing
displacerments between US image pairs of
tissue under axial compression. In order to
reduce time consuming caloulations
Pesavento et al. developed a fast cross
sectional technique, based on real-time
elastographical imaging. Maximal
compression can encode in Red, minimal
compression can encode in Blue, between
are green and yellow.

Materials and methods:

In a preliminary study we assessed 18
Achilles tendons, Paratenon and Bursae in
healthy volunteers and to compared the
findings with 15 patients complaining of
achillodynia with real-time
sonoelastography. Tendon insertion,
midportion and musculotendinous junction
were examined and tendon abnormalities
as thickening, focal intratendinous lesion,
partial tears, calcification paratenonitis and
bursitis were evaluated by a
seminquantilative score of different colors
representing stiff tissue (blue) to more soft
tissue (green, yellow, red).

Results: ®

Our results showed tendons in healthy
volunteers all blue colored consistent with
stiff normal tendon tissue and normal
findings at gray scale. Patients in 10 patients
and in all patients a significant higher
detection of intratendinous color
alterations detected by sonocSlastography
{green, yeliow, red)} in comparison to gray
scale US (P< 0.001). Comparison to healthy
volunteers showed significant differences
for tendon stiffness (P < 0.0001). Detection
of tendon thickening, partial tears and
peritendinous alterations showed a good
correlation with gray scale US (P < 0.001).

® Conclusions: ®

In conclusion Sonosalastography seems to
be a sensitive method for assessment of
intratendinous Achilles tendon alterations in
achillodynia, compared to conventional gray
scales US. As clinical relevance detection of
tissue softening in achyllodynia might
predict progressive tendinosis at different
stages. Follow up studies or histopathology
will be perforemd for further evaluation of
internal alterations detected by
sonoelastography in painful Achilles
tendons. Further MSK applications can be of
value and will be discussed, where identical
gray scale values should be differentiated
regarding tissue softening as allowed by
using Sonoelastography.

Figures: showing normal distal third of the Achilles
tendon
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@PRINCIPIOS FISICOS DEL DOPPLERY SUS PRINCIPALES APLICACIONES
EN ULTRASONIDO MUSCULOESQUELETICOY DE PARTES BLANDAS.

Dr. German Arancibia Zemelman

® Conclusiones: ®
Medico Radiologo

Hospital del Trabajador de Santiago de Chile El US Doppler resulta ser una técnica
ampliamente disponible v sencilla, de
® Introduccion: ® mucha utilidad como complemento al US
musculoesquelético, que puede hacarse
El efecto Doppler es definido como el en el mismo acto v generalmente con el
cambio de la frecuencia de una onda mismo equipo, por lo gue se considera
sonora con el movimiento de la fuente impaortante incluir esta evaluacion
respecto al receptor, siendo este cambio rutinariamente en nuestras exploraciones
proporcional a la velocidad del reflector. Para el médico tratante, la informacion
Con el desarrollo del ultrasonido en entregada es de gran utilidad cn la
medicina, se comenzaron a realizar decision y evaluacion del tratamianto, asi
evaluaciones vasculares de grandes vasos como en |la eleccion del abordaje
perifericos y cardiacas bajo esta guirtrgico, de ser necesario.

modalidad. En los altimos anos esta
técnica ha sido adoptada por el
ultrasonido musculoaesqueletico vy de
partes pequenas, como complemento a la
modalidad 2D.

® Objetivos: @

Entregar una vision general y simpliflicada
de los principios fisicos del US Doppler, asi
como la comprension de cada uno de los
elemenlos de su ecuacion, mejorando asi
el rendimiento de las exploraciones, en

sus modalidades Doppler de poder, color y Figura 1:

espectral. Tendinosis patelar proximal con

También se mostraran algunas hipervascularizacion al Power Doppler. La curva
aplicaciones especificas en el campo del espectral de haja resistencia 85 indicadora de
UsS m usculoesquelético. reagudizacion de su condicion inflamataria

® Material y métodos: ®

S5e mostraran diferentes casos en los
cuales el complemento del estudio con US
Doppler ha sido relevante en el
diagnostico y seguimiento,

® Resultados: @

B R R

En la gama de aplicaciones del US Doppler —— ms rLaatas

en ¢l ambito musculoesquealético, se it

observaron puntos de mavyor utilidad en lo

referido a la valoracion de la inflamacion Figura 2

tendinea, vascularizacion de masas vy Hemangioma plantar. Evaluacion con Doppler
nocdulos, asi como en la relacion de estos color y Pawer Doppler. Se observan vasos

aferentes y eferentes, algunos con curvas
espectrales bifdsicas (arteriales de baja
resistencia) v otros con curvas monolfasicas
(venosos),

ultimos con estructuras vasculares
Vecinas.

@
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ULTRASONOGRAPHIC APPROACH OFTHE CARPAL

@ Abordagem ecografica na Sindrome

do tanel carpal. ®

Monres José Gomes, Luis Otavio
Mantovani Bataglin, Zuleika Simoes dos
Santos Gomes, Lara Soledad Simoes
Gomes. Brazil

® OBJETIVO: @

Propor uma padronizagao para a
abordagem ecografica na Sindrome do
tunel do carpo.

@ INTRODUCAO: ®

O estudo da sindrome do tinel do carpo
(STC) por ecografia é uma linha de
pesquisa recente, visto que existem
poucos trabalhos a este respeito e esta em
aberto porqué nao ha uma descricao
detalhada com padroniozagag e concenso
entre oS autores.

A avaliagao da STC por ultra-sonografia
vem como um moderno e versatil metodo,
que bem executado pode trazer
informacoes valorosas acerca deste
diagnéstico.

Descrita em 1863 por Sir James Paget, a
STC e a sindrome compressiva nervosa
mais freqlente no corpo humano. Sua
incidéncia predomina em mulheres na
terceira até a quinta decadas de vida,
sendo causada por qualguer processo
patologico que reduza o diametro do canal
do carpo ou ocasione aumento do volume
das estruturas nele contidas.

Tem o seu diagnostico baseado em dados
clinicos como dor e parestesia noturna no
trajeto dermatico do nervo mediano na
mao, alem do exame fisico com provas
especiais como o teste de Phalen, teste de
Phalen invertido e teste deTinel.

0 exame gold standard para este
diagnostico € o estudo neurofisiologico
dos membros superiores. As imagens
radiologicas {(RX e CT) auxiliam nas
mensuragoes do carpo e mostram
alteragOes Osseas e calcificagoes. A
ressondncia magnética tem sido um
exame de excelentes resultados sendo
capaz de visibilizar os tendoes flexores, o

DROME.®_

nervo mediano e sua relagao com o
relinaculo.

Ja a ultra-sonografia pode avaliar de
forma dinamica as estruturas gue formam
o canal do carpo e fazer mensuragoes que
sa0 Uteis para delinir o diagnostico da
neuropatia do mediano nesta topografia,
bem comao correlacionar caom os demais
achados que coadunam para o
aparecimento desta sindrome.

Menos de 1% da populacao geral
apresenta STC, entretanto no meio dos
trabalhadores de risco & a mais comum e
pode alcancar valores acima de 15%,
representando o grande nimero de
absenteismo e litigio. Por estas razoes
modernamente e importante avaliar com
acuracia a STC. Este trabalho visa propor
uma padronizacao desta avaliagao e de
suas mensuracoes para definir a presenca
ou nao da sindrome do tunel do carpo.

® VIATERIAL E METODO @

Foram analisadas, na Clinica Fisiogyn,
Clinica Sao Marcelo, Hospital Goiania
Leste e Clinica Fértile Diagnosticos, na
cidade de Goiania-GO, Brasil, 42 pacientes
adultas a partir da terceira década até a
guinta década de vida, sendo 21
assintomaticas e 21 sinfomaticas
bilaterais. Foram avaliadas as dimensoes
do tanel carpal por meio da realizacao de
ultra-sonografia dos punhos, alem do
astudo ecografico dinamico em
transversal e longitudinal que serviu para
avaliar o fibrilado dos tendoes flexores ¢
seus contornos sinoviais, bem como para
estudar a relacdo nervo-retinacular. Os
equipamentos utilizados foram ecografos
da marca GE (General Eletric) modelo
Logiec-5, Logic-3 expert e Volution,
contando com transdutores lineares de
frequéncia variavel de 6.0 a 12.0 MHz. O
estudo foi transversal e realizado analise
comparativa e estatistica dos dados pela
metodologia de analise de variancia para
as variaveis continuas e o leste de Fischer
para as variaveis discretas, o nivel de
significancia foi fixado em 95% de
confianga.
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® RESULTADOSe®

Os resultados provenientes da analise
ecografica do carpo, na qual foi
mensurada a distancia transversal
proximal meédia (entre o tubérculo do
escafdide e o pisiforme); a distancia
anlero-posterior proximal meédia (entre a
face anterior do retindculo flexor e a face
anterior dos ossos do carpo); distancia
transversal distal média{entre o tubéerculo
do trapézio e o hamulo do hamato); a
medida da area de seccao transversal do
nervo mediano no segmento entre o
tubérculo do escafdide e o osso psiforme:
avaliacao transversal dinamica dos
tendoes flexores; avaliagao dinamica
longitudinal da relacao nervo-retinacular
serao representados a seguir (tabela 1),
As variaveis que apresentarem diferenca
estatisticamente significante em ambas as
maos para 0s grupos sintomaticos e
assintomaticos foram a distancia antero-
posterior, a area de seccao transversal do
nervo mediano e a espessura do retindculo
(p < 0,001). Houve diferenca significativa
tambem na avaliacao da zona de
compressao neural e hipervisibilidade daos
tendoes flexores em ambas as maos (p <
0,001 e p = 0,001 para mao direita, p =
0,001 e p < 0,001 para a mao esquerda,
respectivamente), sendo que estiveram
presentes em mais de 30% de todos os
casos sintomaticos. As distancias
transversais proximal e distal nao
diferiram significativamente entre os
grupos.

® CONCLUSOES: @

1- A avaliacao da area de seccao
transversal do nervo mediano entre o
psiforme e o tubérculo do escafoide pode
ser considerada atualmente como um fator
de maior importancia para afirmar o
diagnostico ecografico da STC.

Valores < 0.10cm” sdo considerados
normais.

Valores = 0.15cm? sao os nervos que se
pode afirmar neuropatia.

2- A mensuracao estrita do canal do carpo
por métodos radiologicos (RX e CT) e sua
relacao com a etiologia desta sindrome em
estados pré e pos-cirdrgicos ja e bem
estudada e pode ser reproduzida por

ultra-sonografia com grande preciséo.
3- A avaliacao subjetiva em ecografia
dinamica transversal para avaliar o
fibrilado e o componente sinovial dos
tendoes flexores e longitudinal para
avaliar zonas de compressdao no nervo
mediano pode ser Gtil na conclusao do
diagndstico ecografico da STC.

4- A simples avaliagao antero-posterior
dos diametros do tdnel carpal pode
determinar presenca ou nao de
abaulamento retinacular.
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® FIGURAS @

Figura 1 - Area de secgao tranversal (7). Figura 3 Relacdo nerva-raetinacular: zona de
Distancia transversal proximal (2). Distancia compressac sobre 0 mediano (selas) e
dmtero-postenar (3) espessura refindcular (1),

tunel do carpa dirello

Figura 4 - Relacdo nervo-retinacular: zona de
: compressac sobre o mediano (setal e
1 L 781 ¢m espessura retinacular (1],

Figura 5 - Hipervisibilidade dos tenddes flexores no plano transversa tendinopatia.

@
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(® MEDICINA )
SITIOS WEB PARA EL AREA DE MEDICINA

@ Asociaciones y Organismos

especializados ®

httprffwww.wima.net/
Sitio web de la Asociacion Medica
Mundial.

http:/fiwww.ama-assn.org/
American Medical Association, sitio web
dedicado a los médicos vy a los pacientes.

http:ifwww.bma.org.uk/ap.nsf/

Content Home Public

Eritish Medical Association, sitio web gue
representa a meédicos de todas las ramas
de la medicina.

htp:/f'www.conicyt.cl/

Sitio de la Comision Nacional de
Investigacion Cientifica y Tecnologica de
Chile.

http:/fwww.nlm.nih.govy
National Library of Medicine, USA,

http:/fwww. bireme.br

Biblioteca Virntual en Salud, del Centro
Latinoamericano y del Caribe de
Informacion en Ciencias de la Salud con
sede en Brasil.

http:fwww.smschile.cl/

Sitio web de |la Sociedad Medica de
Santiago {Sociedad Chilena de Medicina
Interna).

hutp:/fwww.minsal.cl/
Partal del Ministerio de Salud de Chile.

htip//www.paho.org/default_spa.htm
Sitio web de la Organizacion

Panamericana de la Salud.

htipzfwww.who.int/

Sitio web de la Organizacidon Mundial de la

Salud.

http://nccam.nih.gov
Sitio del National Institute of Health, USA,

@ Centros Académicos y de

Investigacion

http:/lescuela.med.puc.cl/
Sitio de la Escuela de Medicina de la
Pontificia Universidad Catdlica de Chile.

http:/hawwwwe.med.uchile.cl/index.him
Sitio de la Escuela de Medicina de la
Universidad de Chile,

hitp:/icbm.cl/

Sitio del Instituto de Ciencias Biomedicas
de la Facultad de Medicina de la
Universidad de Chile.

hupdiwww. udec.climedicina/index.htm
Sitio de la Facultad de Medicina de la
Universidad de Concepcian, Chile.

http:/fnwwe.inta.cl/
Instituto de Nutricion y Tecnologia de los
Alimentos, Universidad de Chile,

@ Publicaciones Electronicas.

httpiwww.sibuc.puc.clisibuc/index.htmi
Revistas Electronicas de Medicina y
Enfermeria.

http:/f'www.med.uchile..cl/
biblioteca/rchm/rchm_mayo03.htm
Revistas electronicas del area biomeédica.

http://pubmedcentral.nih.gov/

Mational Center for Bictechnology
Information (NCBI) de la National Library
of Medicine U.S.A.

hup:zfwww.freemedicaljournals.com
Sitio web de Amedeo Group.

http:/highwire.stanford.edu/
Highwire Press de la Stanford University
Libraries.

@® Bases de Datos Especializadas

hitp:/iwww.ncbi.nlm.nih.gov/
Mational Center for Biotechnology
Information de la National Library of
Medicine, USA.

http:/fwww. biomedcentral.com/
Sitio web de Biomed Central Ltd. LUSA, .
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Http/fwww.bireme.br/bvs/P/pbd.htm
Bireme, es un centro especializado de la
OPS (Organizacion Panamericana de la
Salud)] con sede en Brasil.

® Medicina Basada en Evidencia ®

hitp:/'www.update-software.com/clibng/
cliblogon.htm

Cochrane Library: Sitio web de divulgacion
de las revisiones sistematicas de la
Colaboracion Cochrane.

hp:ffinlodoctor.org/rafabravo/
Sitio web de informacion meédica del Dr.
Rafacl Bravo Toledo.

http://'www.tripdatabase.com
Metabuscador de libre acceso, mantenido
por ¢l Virtual Learning Centre y la National
Electronic Library, U.K.

http://sumsearch.uthscsa.edu/espancl.htm
Health Science Center at San Antonio,
University of Texas USA.

http:/escuela.med.puc.cl/Recursos/
MBEZ2001/index.html

Sitio de libre acceso para busquedas de
medicina basada en evidencias.

httpfwww.clinicalevidence.com
Base de datos editada por el BMJ
Publishing Group.

http://www.freebooksddoctors.com
Hbfindex.htm

Ofrece libre acceso a libros de medicina,
de texto completo.

httpy//www.merck.com/
Manual Merck . Editado por Merck & Co.,
Inc,

http:/fcancerweb.ncl.ac.ukiomd/

On-line Medical Dictionary: Publicado por
el Dept. of Medical Oncology, University of
MNewcastle uponTyneThe CancerWEB
Project.LUSA,

® Listas de Interés y Grupos de

Discusion @

http://www.medstudent.ucla.edu/ihig/
International Health Interest Group del
UCLA (Universidad de Cailifornia).

http/f'www. mlanet.org/
Sitio de la Medical Library Association.

® Temas de Actualidad @

httpwww.geocities comielmedico/genes.
htmil
Genética en Internet.

http:/vwww.ornl.goviTechResources/
Human_Genome/home.html

Pagina oficial de The Human Genome
Program of the US Department of Encrgy.

http:/fwww.vatican.va/roman curial
pontifical academies/acdlife/

Pontifical Academy for Life, pagina deThe
Roman Curia.

@ Directorios Tematicos @

htpivww.sciencekomm.at/
Medbioworld, Inc. USA mantiene este gran
sitio de referencia medica.

httpzfomni,ac.uk/
Guia de recursos de calidad en las areas
de salud y Medicina en Internet.

htp://www.worldwidehealthcenter.net/
Directorio Especializado en medicina
natural o alternativa.

http:/fvwwwe.conicyt.cl/becas
La Comision Nacional de Investigacion
Cientifica y Tecnolégica de Chile.

http:/fnwwe fic.nih.gowv/

Sitio de la Fogarty International Centre,
Mational Institutes of Health USA . Listas de
Interes y Grupos de Discusién
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ICONOGRAFIA: DOPPLER EN VASCULARIZACION DE

® Revascularizacion @
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HEWMATOMA FOR DESGARROD
GEMELAR INTERNO DE 33 DIAS DE EVOLUCION
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® Agradecemos a las siguientes empresas el constante apoyo a la

SAEU que hace posible la difusion cientifica en su mas alto nivel @

® ALLMEDIC S.A. ® GRUPO AVATECH S.A.
Av. Alicia Moreau de Justo 1848 J. E. Uriburu 68632 - piso 4-C1027AAM-
Dock 14 / Of 2/ Puerto Madero Buenos Aires Argentina
Tel. 011 4311-3765 [ 4312-7140 Tel: (54 11) 4851-6114/4954-0014
Allmedic@allmedic.com.ar Fax: (54 11) 4954-3312
www allmedic.com.ar Ventas(@ grupoavatech.com.ar
Service @ grupoavatech.com.ar
@Dian
Laboratorios Quimicos Caballero, SRL
San Luis 2464 @ HITECC MEDICAL S.A.
2000 Rosario, Santa Fé, Argentina Mexico 3100
Tel / Fax +54 341 448 7173 71 424 8921 / 421 C1223ABL - Buenos Aires - Argentina
3438 Tel: (54 11) 4857-8117
email; ultragel @arnet.com.ar / Fax: {54 11) 4931-6600
lgdian® anet.com.ar / liliec@fibertel.com.ar hittec™ permint.com

@ DIGIMED S.A.

Giribone 1002 ® PHILIPS Argentina S.A.
Ciudad de Buenos Aires - Argentina Vedia 3892
Tel. 011 4555-3322 C1430DAL
Fax: 011 4551-8377 Buenos Aires - Argentina
ventas @ digimed.com.ar Tel ;{54 11) 4546-7777
www.digimed.com.ar Fax :(54 11) 4546-7600
customerphilipsi@ philips.com.ar
@ ESAOTE
Guayaquil 866 (C1424CAV| Buenos Aires -
Argentina ® PROCREARTE S.A.
Tel.: (54-11} 4902-0090 Av. Pueyrredon 768, piso 2"
Ventasi@tecnoimagen.com.ar Buenos Aires - Argentina
Tel/Fax: (54 11) 4961-6191
® FABRICA ARGENTINA DE procrearte@ procrearte.com
PAPELES TERMOSENSIELES S.R.L.
Juan Agustin Garcia 2553
Ciudad de Buenos Aires - Argentina ® RAYDS PIMAX S.R.L.
Tel. 011 4588-0781 / 4583-7002 Adrministracion y Fabrica:
Cel: 15 4475-8254 / 15 5481-1354 lascano 4431
Fabarg papeltermosensible®@yahoo.com.ar (1417) Buenos Aires - Argentina
Tel: (54 11) 4567-1814
Deposito:
® GRIENSU S.A. Sarratea 850
Buenos Aires - Argentina {1754) San Justo - Pcia. de Buenos Aires

Tel: {54 11) 4342-8B818
Infogeneral @ griensu.com
® TECNOIMAGEN S.A.
Guayaquil 866
(1424) Buenos Aires - Argentina
Tel/Fax: (54 11) 4202-0090 Rotativas





