Thumb CMCJ Pain

l

Clinical history and
radiographs (Roberts /
lateral / oblique)

Exclude differentials: De Quervain’s, CTS,
trigger thumb, torn UCL, FCR tendonitis,
ganglion, carpal and metacarpal fracture or
instability, isolated STT OA

—

- . -

Eaton-Littler 1 Eaton-Littler 2 Eaton-Littler 3 Eaton-Littler 4

bd

All offered initial non-operative management: education, rest, activity modification,
physiotherapy, NSAIDs

Young patient with
significant laxity/

Long/short

opponens splint Failed non-

rupture AOL 3 weeks operative Mx/
Yes disease
progression

Neoprene sleeve

Consider long term

reconstruction
AOL Eaton-Littler
technique

Symptoms

Ongoing | Pain
e controlled

Corticosteroid
injection in clinic
(US guidance not
required) + thumb

spica splint

(o)ils/e]ls’l Consider repeat
corticosteroid

injection

Commence Rehab

Regime 6 weeks 3 weeks

Yes

Eaton-Littler 1

Extension osteotomy

Eaton-Littler 2/3

Trapeziometacarpal

Younger patient
with high
functional
demand

arthrodesis with
T-plate

Alternatives include
pyrocarbon disc
arthroplasty however
not enough long
term data

Commence Rehab
Regime 4-6 weeks

Trapeziectomy +/-
LRTI

Alternatives include
various implant
arthroplasties e.g.
ARPE/Swanson,
however poor long
term results

Eaton-Littler 4

Trapeziectomy +/-
LRTI

In Eaton-Littler 4
cases after
trapeziectomy, if
ST impingement
only, can consider
ST arthroplasty

1st MC proximal
No migration and
scaphoid
impingement

Refactory pain
despite
trapeziectomy

FCR or APL

Monitor,

Consider D/C, or
further Physio

ligament
arthroplasty
1st MC + Trapezoid

impingement only Remigration

MC base excision +
PL/Plantaris graft
intermetacarpal
ligament
reconstruction

Partial horizontal trapezoid
resection + costochondral graft

Abbreviations:

AOL - Anterior oblique ligament
APL - Abductor pollicis longus
CTS - Carpal Tunnel Syndrome
D/C - Discharge

FCR - Flexor Carpi Radialis

LRTI- Ligament reconstruction and

tendon interposition

MC - metacarpal

NSAID - Non-steroidal

anti-inflammatory
OA - Osteoarthritis

PL - Palmaris longus

ST - Scaphotrapezoid

STT - Scaphotrapeziotrapezoid
UCL - Ulnar Collateral Ligament

US - Ultrasound
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DIPLOMA & MASTERS COMMITTEE

MODULE 3 Trauma Algorithm Mark Sheet
Candidate Name: Algorithm Example
Algorithm title: Thumb CMC joint pain

NB: It is essential that each assessor justifies their marks with written comments. For each section,
please comment on (1) what was good, (2) not so good, and (3) how to improve for the future.

Clinical content

e Does the candidate demonstrate a good level of understanding of the topic?

e |Isthe literature analysed & interpreted, with limitations in current knowledge and practice accommodated?
e  Are clinical and basic science aspects well integrated where appropriate?

e  Does the algorithm demonstrate higher order thinking?

e  Does the concluding clinical pathway adequately encapsulate the current state of knowledge?

Comments — Clinical Content

This algorithm has demonstrated a clear understanding of this complex topic and meets the standard
required to pass this component of the Diploma in Hand Surgery. It includes non-operative and operative
options and there has been a clear and comprehensive review of the literature.

The following suggestions will further enhance the submission, lead to a higher mark and possible Merit:

e The author has prepared a non-operative treatment arm based on the Eaton-Littler classification
on the left-hand side of the algorithm and an operative treatment arm also based on the Eaton-
Littler classification on the right-hand side. Incorporating both arms under a single classification
will show further higher order thinking and complexity of thought.

e Several treatment boxes include more than one treatment option. The author should critically
appraise the literature and ideally advise a single treatment option to follow for each part of the
treatment algorithm. For example, Trapeziectomy +/- LRTI is described twice — the author should
make it clear whether an LRTl is to be utilised or not and if so, for which indications.

e Despite a thorough literature review, none of the recommendations or treatment decisions
within the algorithm have been referenced back to the original literature articles. We suggest
that every box in the algorithm should have a super-script number identifying which article in the
reference list has been used to provide this decision —and which article the reader may wish to
study to gain further understanding if needed.

Mark 33 /50

Organisation / Presentation:

e |Isthe algorithm focussed with clear organisation of information?

e Isit structured logically?

e Isthe general presentation of the algorithm set out clearly and to a good standard?

e Does the algorithm use technical language appropriately, are abbreviations listed, and is the standard of
Englishacceptable?

e |Isthe reference list up to date and does it contain relevant citations?

Comments — Organisation and Presentation




The algorithm has been presented in a neat, logical and flowing format. It has been well laid out and
completely fills the full A4 page with no unused areas. The boxes and treatment arrows are nicely aligned
and are easy to follow. The author has utilised 4 different colours of boxes and three different colours of
text through the algorithm and there doesn’t seem to be any consistency between these colours. Ideally
one colour should be used for investigations, one for decision questions, one for decision outcomes, one
for operative, one for non-operative etc.

The following suggestions will further enhance the submission and lead to a higher mark and potential
award of Merit:

e  The author has included an illustration showing 4 radiographs describing the Eaton-Littler
classification. We feel that someone reading this algorithm will know this radiographic
classification and images are thus not required and this space could have been used more
creatively. We advise the author that illustrations and radiographs often take considerable space
and can detract from the quality of the algorithm and are to be generally avoided if possible.

e Itis very pleasing to see that the author has followed the guidelines and submitted the pictorial
algorithm on a single page. Authors are reminded that algorithms that fill more than one page
will be returned without being marked. This submission has a well formatted abbreviations table
and references list. However, these should all be presented on a single second page of the
submission and this could be easily achieved with a little formatting and change in font size.

Mark  35/50

Algorithm Mark:

Clinical Content | Organisation & presentation | Total Mark %
Averaged mark from both assessors 33/50 35/50 68 %

Important note — The markers stated that a mark of 73% would be likely if the references were linked into
the algorithm as recommended, to support decision making, and at score of around 80% would be
achievable if all recommendations in the marker’s comments were actioned.

Marking Guide for Module 3 Trauma Algorithm:

Mark Explanation

Outstanding: | Work of excellent quality throughout. Excellent presentation.

90 -100%

' \Work of very high to excellent quality showing originality, high accuracy, thorough understanding, andcritical appraisal. Shows a
Excellent: wide and thorough understanding of the material studied and the relevant literature, and the ability to apply the theory and
80 - 89%

methods learned to solve unfamiliar problems. Very good presentation.

Good Pass [Work of good to high quality showing evidence of understanding of the research topic, good accuracy, good structure and

(allows merit relevant conclusions. Shows a good knowledge of the material studied and the relevant literature and some ability to tackle

award ):70-79% unfamiliar problems. Good presentation.
. - 0

\Work shows a clear grasp of relevant facts and issues and reveals an attempt to create a coherent whole. It comprises reasonably
Pass: 60-69% |clear and attainable objectives, adequate literature review and some originality. Presentation is acceptable, minor errors
allowed.

Fail: Work shows a satisfactory understanding of the research topic and basic knowledge of the relevant literature but with little or
no originality and limited accuracy. Shows clear but limited objectives and does not always reach a conclusion. Presentation
50-59% adequate but could be improved.

Work shows some understanding of the main elements of the research topic and some knowledge of the relevant literature.

Fail: 40-49% o s . . e .
Shows a limited level of accuracy with little analysis of data or attempt to discuss its significance. Presentation poor.

Limited relevant material presented. Little understanding of research topic. Unclear or unsubstantiatedargumentswithverypoor

i1+ 0-299
Fail: 0-39% accuracyandunderstanding. Presentationunacceptable.




