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HAND
Films are taken non-bucky (NO Grid used)
Chicago Hand Center Routine:  Do PA, Oblique and Lateral for injuries.    Do PA and Lateral only for Arthritis.  
ALWAYS INCLUDE THE DISTAL PORTION OF THE RADIUS AND ULNA.
When doing digits, position the digit so the plane of the digit is parallel to the plane of the film and the plane of the joint is perpendicular to the plane of the film.
PA:  Have the patient rest the forearm on the table and place the hand on the cassette with the palmar surface down.  Center the film to the metacarpophalangeal joints and adjust it so that the long axis of the film is parallel with the long axis of the hand and forearm (utilize 15-degree sponge so all of the joints are perpendicular to the plane of the film).  Spread the fingers only slightly.  Ask the patient to relax the hand to avoid motion.  Involuntary movement can be prevented by the use of adhesive tape or positioning sponges.   Direct the central ray to the third metacarpophalangeal joint, perpendicular to the palmar plane.   This view demonstrates the carpals, the metacarpals, and the phalanges (except the thumb), the interarticulations of the hand, and the distal radius and ulna.  This position also demonstrates an oblique projection of the first digit (thumb).
LATERAL: The Hand is placed in the lateral (Catcher’s View) position utilizing (1) the splay-lateral wedge for the phalanges so the fingers are in a true lateral, and (2) the oblique hand wedge for the thumb, so the thumb is in an AP position.  Position the wrist in a true lateral position, so the radius and ulna dorsal surfaces are superimposed.
OBLIQUE:  Place the hand prone on the oblique hand wedge so the wrist, phalanges and metacarpals are at a 45-degree angle to the plane of the film.
MODIFIED BREWERTON VIEW:  The hand is placed supine of the film with the dorsal surface of the phalanges resting on the cassette.  The thumb is fully extended to avoid obscuring the fingers.  The metacarpophalangeal joints of the fingers are flexed through 65 degrees.  Direct the central ray to intersect the metacarpophalangeal joints.  The phalanges are placed so that each digit is in a true AP position.   This view demonstrates an AP projection of the metacarpophalangeal joints and metacarpal heads.


THUMB
Films are taken non-bucky (NO Grid used)
Chicago Hand Center Routine:  Do Oblique, Lateral and Hyperpronated views (include the medial-distal portion of the radius on all views).
PA:
OBLIQUE:
LATERAL:
BETT’S VIEW:
CMC VIEW:
HYPERPRONATED VIEW:
MODIFIED EATON’S STRESS:  Both hands are semi-pronated on the cassette with the radial (lateral) margins of the thumbs together.  The patient is instructed to press the thumbs together with as much force as possible.  The central ray is perpendicular to the cassette, between the thumb metacarpophalangeal (MCP) joints. Both thumbs should be in routine PA position with only the tips of the thumbs touching (to facilitate comfort for the patient the bilateral oblique hand sponge could be used to support the index through small finger of both hands).


WRIST
Films are taken non-bucky (NO Grid used)
Chicago Hand Center Routine:  WRIST SERIES: Includes Modified PA, Oblique, Bilateral Clinched Fist, Ulnar deviation, Radial Deviation (Scaphoid View) and Lateral Views.
MODIFIED PA:  The arm is extended and parallel to the floor.  The hand is pronated and the fingers extended.  The central ray is perpendicular to the cassette, through the midcarpus.
LATERAL: Radius and ulna are superimposed (dorsal aspect of radius and ulna and metacarpals are lined-up). The ulna is in a true lateral position.  The central ray is perpendicular to the cassette, through the midcarpus.
ULNAR DEVIATION: PA of wrist with wrist in extreme ulnar flexion.  The central ray is perpendicular to the scaphoid.
RADIAL DEVIATION: PA of wrist with wrist in extreme radial flexion.  The central ray is perpendicular to the midcarpal area.
RADIAL DEVIATION (Scaphoid View): PA of wrist with wrist in extreme radial flexion.  The central ray is perpendicular to the midcarpal area. Place 150 angle sponge under hand.
CLINCHED FIST:  PA of wrist with fist clenched - center at scapho-lunate joint.  (Always do both sides)
OBLIQUE: The hand is semi-pronated in order to place the coronal plane of the wrist 45-degrees to the plane of the cassette.  The central ray is perpendicular to the cassette, through the midcarpus.
SCAPHOID VIEW:  (MODIFIED BETT’S VIEW) Oblique of wrist with radial-metacarpal joint placed on oblique hand sponge so radius is at a 30 degree angle and the metacarpals are at a 30 degree angle Center at the radiametacarpal joint.

90- 90 VIEW:  PA of both wrists including metacarpal/phalangeal joints - Center at Carpal -Radial-Ulnar joint.  Elbow flexed 90 degrees.  Shoulder abducted 90 degrees.  Do on same film.
CARPAL BOSS VIEW:  The wrist is placed in a lateral position, with the hand in volar (palmar) flexion.  A slight supination is added, by raising the forearm, to better visualize the bases of the second and third metacarpals.  The central ray is perpendicular to the cassette, through the base of the second metacarpal.
GAYNOR-HART CARPAL TUNNEL VIEW:  The palmar aspect of the carpus is placed on the cassette, and the hand is extended as much as the patient's condition will allow.  The patient may hold the hand in extension with the opposite hand.   Central ray angled 30 to 45-degrees proximally, entering the palm 2 inches above the cassette.
MODIFIED-CARPAL TUNNEL VIEW:  (may be used to demonstrate Hamate in frontal plane.)  Tangential view of palmar surface of the wrist.  Special dorsal splint is applied to the dorsal surface of the wrist and hand.  The x-ray tube is angled 30 degrees caudally.  The wrist is positioned of the 45-degree sponge (allowing the plane of the radius-ulna to be at least 45 degrees to the plane of the film).  Central ray is directed at the first CMC joint.
HAMATE VIEWS:  Radial oblique PA, Benzmiller Hook of Hamate View.
BENZMILLER HOOK OF THE HAMATE VIEW (CATCHER’S VIEW): The hand is place in the lateral position with the ulnar aspect against the cassette. The radial-ulnar coronal plane is perpendicular to the plane of the film.  The coronal plane of the fifth metacarpal is at a 45-degree angle to the radial-ulnar coronal plane.  The fifth metacarpal head is placed at the top of a standard oblique hand wedge allowing the sagittal plane of the fifth metacarpal to be at a 45-degree angle to the film plane.  The sagittal ulnar plane is at a 15-degree angle to the plane of the film. As it is difficult to reproduce the same maximum thumb opposition, a baseball is placed in the palm to create the same palm shape and the same maximum thumb opposition.

MODIFIED-HOLLY PISIFORM VIEW: Tangential view of palpated pisiform.  The hand is placed in a dorsal oblique lateral (60-degree semi-supinated ulnar oblique position) with the ulnar side closest to the film and the wrist slightly flexed dorsally.
HOLLY TRAPEZIUM POSITION VIEW: The forearm is parallel to the plane of the film, resting on the peak of a 37-degree positioning sponge.  The hand is in ulnar deviation (ulnar flexion), resting on the angled surface of the sponge.  The fingertips just touch the cassette. The central ray is perpendicular to the cassette, entering just proximal to the base of the first metacarpal.
TRIQUETRUM VIEWS:  PAA with radial deviation, medial oblique true lateral. 



FOREARM
Films are taken non-bucky (NO Grid used)
Chicago Hand Center Routine: AP and Lateral Views
Select a film long enough to include the entire forearm from the olecranon process of the ulna to the styloid process of the radius.  
Take both projections of the forearm on one film by alternately covering one half with a lead mask.
AP: Seat the patient close to the table and low enough to place the entire extremity on the same plane.
Supinate the hand, extend the elbow, and center the unmasked half of the cassette to the forearm.  Have the patient lean laterally until the forearm is in a true AP position.  Adjust the cassette so that its long axis is parallel with that of the forearm.

The hand must be supinated.  Pronation of the hand crosses the radius over the ulna at its upper third and rotates the Humerus medially, resulting in an oblique projection of the forearm.

lateral: The patient must be seated so that the shoulder joint and elbow will lie in the same plane to permit the ulna to rotate to the lateral position.
Flex the elbow 90-degrees, place the unmasked half of the cassette under the forearm, parallel with its long axis, and center it.  Adjust the extremity in a true lateral position.  The thumb side of the hand must be up.



ELBOW
Films are taken non-bucky (NO Grid used)
Chicago Hand Center Routine:      Medial & Lateral Obliques and Lateral Views
AP: Extend the elbow, supinate the hand, and center the cassette to the elbow joint.  Have the patient lean laterally until the anterior surface of the elbow is parallel with the plane of the film.  Adjust the cassette so that it is parallel with the long axis of the part.
The hand must be supinated to prevent rotation of the bones of the forearm.
MEDIAL-Oblique: Extend the extremity as for the AP projection and center the midpoint of the cassette to the elbow joint.
Pronate the hand and adjust the elbow to place its anterior surface at an angle of  40 to 45-degreees.  The degree of obliquity will usually clear the coronoid process of the radial head.

LATERAL-Oblique: Extend the extremity as for the AP projection and center the midpoint of the cassette to the elbow joint.
Rotate the hand laterally to place the posterior surface of the elbow at an angle of 40-degrees.

LATERAL:
RADIAL HEAD: The elbow is placed in the standard lateral position (elbow in 90-degree flexion, Humerus and forearm parallel to the plane of cassette and the wrist in lateral position).  The central ray is angled 45-degrees toward the shoulder, oriented parallel to the long axis of the Humerus and passing through the midpoint of the elbow joint.



HUMERUS
Films are taken bucky (Grid used)
Chicago Hand Center Routine:  AP & Lateral Views
AP: The body position, whether oblique or facing toward or away from the film, is unimportant as long as a true frontal projection of the arm is obtained. The coronal plane passing through the epicondyles will be parallel with the plane of the film for the frontal position.
LATERAL: The body position, whether oblique or facing toward or away from the film, is unimportant as long as a true lateral projection of the arm is obtained. The coronal plane passing through the epicondyles will be at right angles with the plane of the film for the lateral position.
TRANSTHORACIC LATERAL (LAWRENCE METHOD):  


SHOULDER
Films are taken bucky (Grid used)
Chicago Hand Center Routine:  True AP, Y View and Axillary View
TRUE AP: The patient is positioned in the supine (Standing AP) position with the hand rotated to the anatomic AP position.  The tube is angled 20 degrees caudally.  The scapular plane is positioned so as to be parallel with the plane of the film.( the coronal plane of the body at a 45 degree angle to the plane of the film). The central ray is directed to the midpoint of the glenoid fossa.
AXILLARY:  AP place Humerus parallel to floor.  Angle the x-ray tube 30 degrees Cephalic.
Y VIEW: The patient is positioned in the PA position with the scapular plane perpendicular to the plane of the film.  The tube is angled 30 degrees caudally.  Center the central ray to the medial plane of the scapula.
OUTLET VIEW: Trans-scapular view.  The patient is standing PA with the coronal plane of the body at a 45-degree angle to the plane of the film.  The x-ray beam is angled 20 degrees caudally the central ray to the median plane of the scapula.
OUTLET VIEW (NEER & POPPEN): Trans-scapular view with a 1-degree caudal tilt.  The patient is standing with the spine of the scapula perpendicular to the cassette.  The x-ray beam should be parallel to the spine but with a 10 degree caudal tilt. 
BICIPITAL GROOVE (CONE): The patient is supine, with the arm in external rotation.  The central beam is directed parallel to the coronal axis of the Humerus and angled 15 degrees medially.  The cassette is held perpendicular to the superior aspect of the shoulder.
The medial wall angle, the width, presence or absence of bicipital groove spurs, coexisting degenerative changes in the greater or lesser Tuberosity, and the presence or absence of a supratubercular ridge can be determined.
CAUDAL TILT VIEW (NEER & POPPEN): Standing anteroposterior view of the shoulder with a 30-degree caudal tilt to the x-ray beam.  




SPECIAL PHYSICIAN NEEDS
DR. HARRIS
Track patient through office utilizing ChartLogic patient tracking system.
Put patients in rooms by time of appointment – log patients into patient tracker.
Review last physician’s notes on each patient to determine if x-rays are needed before physician sees patient.
When x-rays are performed, complete an “X-Ray Note” in ChartLogic and change status in patient tracker to signify x-rays are completed.

· Set out tray and turn on computers in exam rooms and physician console.

· Restock tray as needed

· Clean rooms when patient done and restock all drawers and counter

· He normally prepares his own injections. When requested prepare injections (Uses .75 cc Kenalog-40 and 0.25 cc preservative free Lidocaine 2% in a 3cc syringe and a 25GA needle).  Along with the syringe give him (1) bandade unwrapped and (1) alcohol wipe.  (If syringe is not used after drawing up, it can only be used within 15 minutes)

· Yellow out patients that have arrived and pink out patients that rescheduled, cancelled or otherwise did not show up for their appointment. 
· Print a new schedule in the morning and at least one more schedule as the day progresses.  Do Not discard the old schedules as he uses these to keep track of which patients he has dictated.




SPECIAL PHYSICIAN NEEDS
DR. NAGLE
Track patient through office utilizing ChartLogic patient tracking system.
Put patients in rooms by time of appointment – log patients into patient tracker.
Review last physician’s notes on each patient to determine if x-rays are needed before physician sees patient.
When x-rays are performed, complete an “X-Ray Note” in ChartLogic and change status in patient tracker to signify x-rays are completed.

· Set out tray and turn on computers in exam rooms and physician console. 

· Do not use the computer in the hall or in the exam rooms as Dr. Nagle dictates on the physician console in the hall as well as in all the exam rooms.

· Restock tray as needed.

· Clean rooms when patient done and restock all drawers and counter.

· Yellow out patients that have arrived and pink out patients that rescheduled, cancelled or otherwise did not show up for their appointment.

· Print a new schedule in the morning and at least one more schedule as the day progresses.  Do Not discard the old schedules as he uses these to keep track of which patients he has dictated.

· Prepare injections when requested (Uses two syringes: First Syringe: 0.2 cc Sodium Bicarbonate, 1.3 cc Preservative free Lidocaine 2% in a 3 cc syringe and a 27 GA needle.    Second Syringe:  2.0 cc Celestone, 0.5 cc Sensorcaine, 0.5 cc Preservative free Lidocaine 2% in a 3 cc syringe and a 25 GA needle).   Assist him with the injection by handing him the syringes 27 GA syringe (yellow cover) first, then the 25 GA syringe (red cover) second.  After he is finished with the injections, hand him an alcohol soaked 3x3 Gauze sponge so he can wash off the betadine, then hand him a dry 3x3 Gauze sponge so he can dry the skin.  Ask the patient if they are allergic to band-aides, if not apply band-aide to injection site, if the patient is allergic to band-aides then apply 3x3 Gauze over the injection site and wrap with 2in roll Gauze then secure 2in gauze with tape.  (If syringe is not used after drawing up, it can only be used within 15 minutes).
The above is a normal injection procedure for trigger, Dupuytren's and carpal tunnel.
Single needle, elbow, ect. Injections vary.  
Generally elbow use 5cc syringe – 3cc Celestone – 1cc Lidocaine – 1cc Sensorcaine. (Only one shot).  
Generally single needle – use flouroscan – 2 syringes – First – 25 ga needle on 1 1/2cc syringe - .2cc sodium bicarb – 1.3cc Lidocaine – Second – no needle (change out syringe with same needle as First using forceps to secure needle – Second syringe – 1cc Kenalog 40 – 1/4cc Lidocaine – 1/4cc Sensorcaine.





SPECIAL PHYSICIAN NEEDS
DR. WIEDRICH
Track patient through office utilizing ChartLogic patient tracking system.
Put patients in rooms by time of appointment – log patients into patient tracker.
Review last physician’s notes on each patient to determine if x-rays are needed before physician sees patient.
When x-rays are performed, complete an “X-Ray Note” in ChartLogic and change status in patient tracker to signify x-rays are completed.
· Set out tray and turn on computers in exam rooms and physician console.

· Do not use the computer in the hall as Dr. Wiedrich dictates on the physician console in the hall

· Restock tray as needed.

· Clean rooms when patient done and restock all drawers and counter

· Yellow out patients that have arrived and pink out patients that rescheduled, cancelled or otherwise did not show up for their appointment.

· Print a new schedule in the morning and at least one more schedule as the day progresses.  Do Not discard the old schedules as he uses these to keep track of which patients he has dictated.

· He prepares his own injections.





SPECIAL PHYSICIAN NEEDS
DR. STOGIN
Track patient through office utilizing ChartLogic patient tracking system.
Put patients in rooms by time of appointment – log patients into patient tracker.
Review last physician’s notes on each patient to determine if x-rays are needed before physician sees patient.
When x-rays are performed, complete an “X-Ray Note” in ChartLogic and change status in patient tracker to signify x-rays are completed.
     Set out tray and turn on computers in exam rooms and physician console.
     Restock tray as needed.
     Clean rooms when patient done and restock all drawers and counter
     Yellow out patients that have arrived and pink out patients that rescheduled, cancelled or otherwise did not show up for their appointment.
     Print a new schedule in the morning and at least one more schedule as the day progresses. Do Not discard the old schedules as he uses these to keep track of which patients he has dictated.
     He prepares his own injections.




SPECIAL PHYSICIAN NEEDS
DR. KALAINOV
Track patient through office utilizing ChartLogic patient tracking system.
Put patients in rooms by time of appointment – log patients into patient tracker.
Review last physician’s notes on each patient to determine if x-rays are needed before physician sees patient.
When x-rays are performed, complete an “X-Ray Note” in ChartLogic and change status in patient tracker to signify x-rays are completed.

· Set out tray and turn on computers in exam rooms and physician console. 

· Do not use the computer in the hall as Dr. Kalainov dictates on the physician console in the hall.

· Restock tray as needed.

· Clean rooms when patient done and restock all drawers and counter.

· Yellow out patients that have arrived and pink out patients that rescheduled, cancelled or otherwise did not show up for their appointment.

· Print a new schedule in the morning and at least one more schedule as the day progresses.  Do Not discard the old schedules as he uses these to keep track of which patients he has dictated.

· Prepare injections when requested.  
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Prepared by: Michael J. Benzmiller, RT(R), ARRT
X-Ray, MRI, Casting Technologist
Chicago Center for Surgery of the Hand and Upper Extremities
737 North Michigan Avenue
Suite 700
Chicago, Illinois 60611
(312) 337-6960 ext. 177
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