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Aim: This thesis involves a case study on physi@peutic approach to a 23 year old male with closed
tibial shaft fracture, 5 months after incident. Sloiase study was conducted in the month of June of
2015 at Banarsidas Chandiwala Institute of Physiathy. Materials used during this study included
Paraffin Wax Bath, hot water fomentation pads, ttnemt table, measurement tape, neurological

pillows, andrmeboards of different shape, Parallel bar, weight
(CPM) Machine. Iets: The therapy started with initial

kinesiological examination along with the therajpeatethods. To enhance the effects of the therapy,
the patient has been in addition required to perfbome therapies as instructed during the sessions.
Results: The therapies used have shown to be uepgssful concerning the patients diagnosis.

1. Introduction

World Health Organization (WHO) removed India frahe list
of ‘polio-endemic’ countries & it's a matter of ge for all of
us. Yet many Post —Polio cases are surviving imalngho are
suffering from Physical as well as emotional traufdlaccidity
is the most common feature found in post polio sasading to
Non- weight bearing by the lower limb, and hencteogenia
and osteoporosis in bones of L/L. Incidence oftfrexincreases
even with minor trauma. Here is a case study oft Potio
patient having limb length discrepancy, who suffef@cture of
tibial shaft after slipping on wet floor. We havisalssed the
problems faced, treatment plan, assessment andmtet
outcomes after 3 weeks of physiotherapy rehabditat

2. M ethodology

This case study was conducted on Mr. Abdul Qadiring the
first week of June 2015 to last week of June 2Q01i%otal 3
weeks. The patient came to the physiotherapy dejeatt of
Banarsidas Chandiwala Institute of physiotherap vai closed
fracture of the Right Proximal shaft of Tibia (ICBEM
823.10)/ (ICD-10-CM S82.209A). The process of therapy
started with initial kinesiological examination lfmlved by 3
weeks long therapy session and a final kinesiokdgic
examination. During the examinations and therapiesised the
following equipment in the clinic : - Therapeutiaraffin Wax
Bath, hot water fomentation pads, treatment tahkeasurement
tape, neurological hammer, goniometer, variousdsiz#ows,

and balance boards of different shape, ParalleMsgight cuffs,
Continuous Passive Motion (CPM) Machine .

Anamnesis

Name of the patient: Abdul Qadir

Age: 23 years

Diagnosis

Tibial

Closed fracture of shaft

CM S82.209A (ICD-10)

the Right proximal

Chief Complaints

Patient complained about limited mobility (Inabilito perform
Namaz), lack of power in right lower extremity gpain during
walking.

History of present problem

Patient suffered a closed fracture while slipping drenched
slippery floor on 01/23/2015. After seeing an op&dic
surgeon,

X-Ray was done, it revealed close (Grade A) fractof
proximal shaft of tibia Patient did not receivegioal treatment,
only conservative management was done. A plastsr was
worn until 06/03/2015 and weight bearing was limiteAfter
removal of plaster cast on 06/03/2015, physicalde was
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prescribed by the Orthopedic Surgeon. Patientestathysical
therapy on 6/05/2015 to maintain strength and rarfigreotion.

Problem

Patient was having LLD (Limb Length Discrepancyhet
fractured limb was shorter, so, it was not usedwight
bearing, moreover all the surrounding muscles vegrephied
due to polio, and patient was having immense pa¢ghvaas not
willing to do exercises initially.

Present State

Height: 170 cm

Weight: 72 kg

BMI: 24.9 kg/nf

It has now been 8 weeks since the incident.
Psychosocial History Work

Living Conditions: Patient lives in a 1 floor hous&h no stairs
and good accessibility to his house.

Family

Has a wife and lives in a joint Family with his Batrs and
siblings.

Personal and Medical History

Diseases

Known Case of Poliomyelitis, Abdul was healthy wHenwas
born, he suffered from Poliomyelitis at the age8ofears, after
ingesting (OPV) Oral Polio vaccine, According te Hamily

there was a major break out of polio in Bareilydity after
ingesting of OPV by kids.

Operations

The patient had a Hamstring release surgery of tRiigle from
a NGO in Rajasthan 3years back, But No prescriptiand
Reports were provided by the latter.

Medications

None

Abuses

Non-smoker, Non-Alcoholic, No Drug Abuse
Differential considerations

Patient’'s complaint of lack of mobility in right ke can be
caused by shortened quadriceps femoris on right

Furthermore restriction of soft tissues around thg and
mobility of patella should be visible. Lack of powean be
muscle atrophy caused by patients cast on hisdegedl as the
flaccidity due to post —polio.

leg

Initial Kinesiological Examination Postural Examination:

Anterior View

Patient ‘s right limb is shorter by 4inches as caneg to left
limb. Lateral rotation in left ankle joint, rightnkle joint is
slightly rotated laterally than left ankle joint Fbial lateral
rotation - Genu Varum - Right patella is higherrtheft - ASIS
are in physiological line. 253

Lateral View
Slight lordosis on the lumbar spine
Posterior View

Left calcaneas varus — Right calcaneus straighigii of iliac
crest is normal - Patient has bowed legs when askedt legs
together -Dynamic Spine Examination: Forward Berfélatient
was 22cm from touching the ground Backward Bendmited
mobility of Thoracic Spine SideBend

Gait Examination

Patient was asked to walk with Crutches. Examimatd the
patients gait showed patient walks with eversiobath ankle
joints. He takes small steps. Left ankle jointiiedl in planter
flexion, while right ankle joint is moveable butshfiexible foot
drop. Slight extension of hip joint to maintain th&lance. Main
problem is muscular strength- Due to Post Poligrdhis
decreased muscle strength in B/L Lower limb. Slighablem
with balancing sideways.

Figure 1. X-Ray 1 Showing Grade A Tibial shaft Fracture, And
thinning of bones due to Polio

Figure 2. X Ray 2-Showing Healing of Fracture & callus
formation after 5 months of fracture
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ROM M easurements

9. Hip Adductors 1 2-
10. Hip Abductors 1 1
11. Hip Medial Rotators 1 1
12. Hip Lateral Rotators 1 1

Tablel

S. Passive ROM of Passive ROM

No. Right side of Leftside

1. Ankle 0°-13° 0°
Dorsiflexion

2. Ankle Planter 0°-26° Fixed in 50° PF
flexion

3. Inversion 0°-30° 0°-30°

4, Eversion 0°-25° 0°-25°

5. Knee Flexion 0°-10° 0°-130°

6. Knee Extension  10°-0° 130°-0°

7. Hip Flexion 0°-110° 0°-115°

8. Hip Extension 110°-0° 115°-0°

9. Hip Adduction  45°-0° 20°-0°

10.  Hip Abduction 0°-45° 0°-20°

11. Hip Medial 0°40° 0°-35°
Rotation

12. Hip Lateral 0°40° 0°-40°
Rotation

Anthropometric examination

Table 2. Anthropometric measurement,
extremity during initial examination

length of lower

S.No. Circumference of Right L eft
(cm) (cm)
1. Proximal Thigh Girth 3 46
1cm below Gluteal fold 5
2. Mid Thigh 395
Between Inguinal Crease &35
Proximal Border of patella
3. Distal Thigh 33.5 33
Just proximal to femora
epicondyle
4, Knee Girth-5cm above patella 345 315
5. Knee Girth-5cm below patella 30 31.5
6. Calf girth 25.5 31
7. Ankle Girth 20 19.5
Minimum Circumference

proximal to medial malleoli

Strength test of lower extremity

Table 3

S. No. Right side Left side
1. Ankle Dorsiflexors 1 1

2. Ankle Planter flexors 1 1+

3. Invertors 1 1

4. Evertors 1 1

5. Knee Flexors 1+ 1+

6. Knee Extensors 1 1

7. Hip Flexors 1 1

8. Hip Extensors 1 1

254

Neurological Examinations: Romberg’s Test — Negati@nly
done as orientational) Subjective Light Touch - rNalr
sensation Deep tendon reflexes: Patellar Reflex Ankle
Reflex — 1 Plantar Reflex — 1

3. Conclusion of examination

The initial kinesiological examination shows thetigat has
both muscular and structural restrictions. Tightnes muscles
surrounding the knee joint, mainly rectus femorisceps

femoris, semimembranosus and tendinosus was shown b

muscle length test. The structural restrictionsuatbthe knee
joint, mainly restriction of patellar movement, wasown by
joint play examination as well as postural examomtthat
showed valgosity of knee joint on both sides. Messtrength
test shows loss of strength of muscles around lamekankle
joint, main muscles being quadriceps muscles faekand for
ankle peroneus longus and brevis. Gait examinadiwh scale
test indicates the same. ROM examination showsadsefiked
Plantar flexion Deformity at 50°.

Short and long term Rehabilitation Short-term rehabilitation
plan:

Short term plan was to stretch shortened muscles gain
muscle strength and ROM in knee and hip joint adl a®
remove the blockage on patella.

Long-term rehabilitation plan: Long term plan wasntaintain
strength and stability in knee joint.

4. Therapy Process

Patient Complained about some pain in his kneet jaimd
inability to bend right knee beyond 15°. Joint pgamination
revealed restricted movement of right LE patella ab

directions. Paraffin wax Bath treatment was givemhie patient
in order to make the muscles more pliable and aszegoint
mobility. Sustained Knee Flexion was maintained pbgcing
pillow of different sizes and towel rolls under hitgknee, half
kg- 2kg weight cuff was applied at right ankle tomote knee
flexion. Patellar mobilization was done in crapiahudal,
medial and lateral direction. CPM —Continuous Reessiotion

Machine was also used to maintain the knee ROM eaeldi
during the course of treatment. Quadriceps Isou®trias also
promoted to increase and maintain the strengthast-polio
limb. Prone Knee Bending was done by placing tovedls

below the flexed leg, to maintain the knee flexiamd the
patient was promoted to isometrically contractdusdriceps in
order to straighten the knee. Squatting with supaod placing
wooden board under the short leg to promote webglatr and
hence more loading of the joint and bone, promotingre
calcium & mineral deposition in the healed but wdane.
Training on wobble board - rocking side to side,ama down.
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Keeping the posture same at all times. Balance sakiility
training of knee joint was done.

Final Kinesiological Examination Conclusion: DailKnee

towards the goal that we set, but only having 3 kseef
therapy sessions was not enough to reach certais dike
reaching full mobility of Knee. With further thergp think that
is possible.

ROM was measured Prior and post treatment. Thel fina

kinesiological was performed on 29 June 2015 amdved the
patient’s improvement to the therapy applied. Thgegmt came
for physiotherapy for lack of muscular strength didited
mobility in the affected area. The final examinatishows
patients improvement in muscular strength, mobdityl muscle
shortness after 8 week of therapy. There was bettdility of
right Knee & minute increase in strength of quagpk femoris
on the right leg. There was still some shortnessbhiokps
femoris, semi membranosus and semitendinosus & side,
as well has hip adductors of right leg. There wagyeh
improvement in ROM of both hip and knee joint afhi leg.
Most noticeable being flexion of right knee to 11@Even
though he has improved, he has still not reachkkdnfobility in
knee joint. Strengthening part of the treatment wWase by
isometric contraction only, as the patient had@tied muscles
due to Polio. All in all | believe that the therapias successful

5. Conclusion

During the 3 weeks of Physiotherapy sessions, wiewith the

patient, we both could see the improvement fromXanmntil our

last session together. He improved greatly duttiregcourse of 3
weeks. The rapid improvement came after functidreihing

with balance board and Sustained Stretching of Qeeyub

Femoris with the pillow underneath. None the Iéssjing only
3 weeks therapy session was not enough time td rearcgoals
for the long term rehabilitation. But with more fiional

training we believe that he will reach his goals.
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