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a cons�derable loss of hand funct�on and consequent d�sab�l�ty
Injury to the prox�mal �nterphalangeal (PIP) jo�nt may lead to

The prox�mal �nterphalangeal jo�nt

volar and dorsal r�ms of the m�ddle phalanx may lead to dorsal
�nstab�l�ty
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1.1.1.Finger Fixator Joint
1.1 Specification

Finger(Joint)

FIXATOR

42mm

42mm

Dorsal subluxation Volar subluxation

3

Dorsal subluxation Volar subluxation

Fig.1

Finger Fixator is used for fixation of fractures in finger joint. It provides the advantage of 

being able to move from the center of the fixator and having a distraction unit, so it can be 

used in the treatment of joint dislocations and fractures (F�g.1). It is available as a single type. 

It is made using aluminum and stainless steel materials. Aluminum materials are suitable for 

anodizing.

42mm

42mm



2. Surg�cal Techn�que
Finger

FIXATOR

Hand bones have a compact structure and are the small 
bones of the body. Movement is important for these 
bones. Therefore, early mobilization of functionally stable 
fractures should be targeted. There are methods specific 
to the fracture. In cases where closed reduction is not 
sufficient, plates, external fixator, screw, etc. are required

If the fracture can be reduced fixed , a plate may be 
preferred. 
If it is reducible and but be fixed, external fixator should 
be preferred. 

2.1 Fracture

1.1.2.Fracture

Dorsal subluxation Volar subluxation

Injury to the prox�mal �nterphalangeal 
(PIP) jo�nt may lead to
a cons�derable loss of hand funct�on and 
consequent d�sab�l�ty

2.1.2.The Prox�mal Interphalangeal Jo�nt

Dorsal veya volar sublukasyo

While hand dislocations mostly occur as a result of traumas such as 
sports injuries and simple falls, wrist dislocations occur after high-
energy traumas and may be a part of multiple trauma. Dislocations of 
these joints should be considered as a whole and possible injury to 
ligaments, tendons, and broken parts should be carefully evaluated. 
Treatment should be done as early as possible, in cases where 
reduction cannot be achieved with closed methods, surgical treatment 
should be applied, and methods that allow early movement should be 
preferred in order to regain functions.

Dislocations of the hand region can be seen as DIP d�stal �nterphalangeal 
jo�nt d�slocat�ons prox�mal �nterphalangeal jo�nt d�slocat�ons, (PIP) , 
Dorsal Pip and Volar Pip Lateral Pip dislocations. There are also distinctive 
fractures of the metacarpal.
In this Surgery, Proximal Interphalangeal joint injuries and its adaptation 
to this type of injury will be demonstrated Finger Fixator (Joint)
product has been applied.

The proximal interphalangeal joint (PIP) is a hinge-type joint located between the middle phalanx and the proximal 
phalanx. This type of dislocations usually occurs with vertical loading in hyperextension and can often be seen in 
young athletes engaged in collective sports. Anteroposterior, lateral and oblique radiographs are evaluated to 
determine which direction the dislocation is and whether it is accompanied by a fracture. PIP joint dislocations are 
divided into three as dorsal, volar and lateral. Each dislocation type has its own mechanism of injury and 
accompanying soft tissue damage. Dorsal dislocations are most common. In dorsal dislocations, the middle phalanx is 
displaced dorsally, while in volar dislocations the palmar is displaced.

Th�s mechan�sm causes the collateral l�gaments to rupture 
from the prox�mal and d�stal attachment of the volar plate. 
(F�g.2)

Volar d�slocat�ons are less common than dorsal and lateral d�slocat�ons. 
W�th d�rect volar translat�on, the central sl�p of the extensor mechan�sm 
breaks off or avulses from the dorsal l�p; th�s �s accompan�ed by rupture of 
one of the collateral l�gaments (F�g.3)
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Fig.2 Fig.3

El bölgesi çıkıkları çoğunlukla spor yaralanmaları ve basit düşme gibi 
travmalar sonucu oluşmaktayken, el bileği çıkıkları yüksek enerjili 
travmalar sonrası ortaya çıkar ve çoklu travmanın birer parçası olabilir.  
Bu eklemlerin çıkıkları bir bütün olarak ele alınmalı ve yaralanması 
muhtemel bağlar, tendonlar, kırık parçalar dikkatlice değerlendirilmelidir. 
Tedavi mümkün olan en erken dönemde yapılmalı, redüksiyonun kapalı 
yöntemler ile sağlanamadığı durumlarda cerrahi tedavi uygulanmalı, 
fonksiyonların yeniden kazanılması amacıyla erken harekete izin veren 
yöntemler tercih edilmelidir. 

El bölgesi çıkıkları çoğunlukla spor yaralanmaları ve basit düşme 
gibi travmalar sonucu oluşmaktayken, el bileği çıkıkları yüksek 
enerjili travmalar sonrası ortaya çıkar ve çoklu travmanın birer 
parçası olabilir.  Bu eklemlerin çıkıkları bir bütün olarak ele alınmalı 
ve yaralanması muhtemel bağlar, tendonlar, kırık parçalar 
dikkatlice değerlendirilmelidir. Tedavi mümkün olan en erken 
dönemde yapılmalı, redüksiyonun kapalı yöntemler ile 
sağlanamadığı durumlarda cerrahi tedavi uygulanmalı, 
fonksiyonların yeniden kazanılması amacıyla erken harekete izin 
veren yöntemler tercih edilmelidir. 

Proksimal interfalangeal eklem (PİP) orta falanks ile proksimal falanks arasında bulunan menteşe tipi bir eklemdir. Bu 
tip çıkıklar genellikle hiperekstansiyonda diklemesine yüklenme ile oluşur ve sıklıkla toplu sporlarla uğraşan genç 
sporcularda görülebilir Radyografide; ön-arka, yan ve oblik grafiler değerlendirilerek, çıkığın hangi yöne olduğu ve 
kırık eşlik edip etmediği anlaşılır. PİP eklem çıkıkları dorsal, volar ve lateral olmak üzere üçe ayrılır. Her bir çıkık tipinin 
kendine has yaralanma mekanizması ve eşlik eden yumuşak doku hasarı bulunmaktadır. En sık dorsal çıkıklar görülür. 
Dorsal çıkıklarda orta falanks dorsale yer değiştirirken, volar çıkıklarda palmara yer değiştirir.

Bu mekan�zma, kollateral bağların proks�malden ve volar 
plağın d�stal yapışma yer�nden kopmasına neden olur

Volar çıkıklar dorsal ve lateral çıkıklardan daha
az görülür. D�rekt volar translasyon �le ekstansör
mekan�zmanın santral sl�b� dorsal dudaktan kopar
veya avulse olur; buna kollateral bağlardan b�r�n�n
de kopması eşl�k eder

2.1.1.D�scolat�on
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Dorsal subluxation Volar subluxation

Hocam Bu şek�lde kırıklarımız var. Bunları Parmak 
fiksatör �le düzelteceğ�m�z� varsayarsak 
a) fixatörü takmadan önce esk� konumlarına get�rd�kten
sonra mı fixatörü yerleşt�r�p l�gamenler� �le d�straks�yon yapmalıyız
b) ya da kırıklar bu şek�lde görselde olduğu g�b�ykenm�
fixatörü takıp l�gamanları kullarak d�straks�yon yaptıktan sonra mı 
fixatörü kullarak esk� konumlarına get�rmel�y�z

2.2.1.Schanz

Send the first Schanz by surgical motor from the 
entry point you have determined. Shanz's that 
come with the kit have a self-drilling feature. 
(F�g.4)

Attach the fixator on the first Schanz you sent. 
Send other Schanz via other clamps. In this way, 
you will be using the Fixator as a guide. Thus, it 
will be possible to determine the locations of the 
Schanz and to prevent the margin of error.(F�g.5)

Fig.4 Fig.5

Fig.6

Fig.9

Use the L Allen included in the kit to fix the Schanz 
you sent. Fix the Schanz by tightening the Schanz 
tightening screw on the clamps. (F�g.6)
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Fig.7

Dorsal subluxation

Volar subluxation

After making the adjustment, fix the moving 
area in the center of the fixator with L Allen.  
(F�g.7)

Belirlediğiniz giriş noktasından ilk Schanz’ı motor 
ile gönderiniz. Kit ile gelen Shanz’lar kendinden 
drilleme özelliğine sahiptir.

İlk gönderdiğiniz Schanz’ın üzerinden fiksatörü 
takınız. Diğer Schanzları diğer klempler üzerinden 
gönderiniz. Bu şekilde Fiksatörü kılavuz olarak 
kullanmış olacaksınız. Böylece Schanzların 
yerlerini belirlemek ve hata payının önüne geçilmiş 
olacaktır.

2.2.2.Fixator Placement

Gönderdiğiniz Schanzları sabitlemek için kit 
içerisinden çıkan alyanı kullanınız. Klemlerin 
üzerlerinde bulunan Schanz sıkma vidasını sıkarak 
Schanz’ları sabitleyiniz.  (F�g.6)

2.2 Fixator Attachment
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2.2.3.Fixator Placement, Distraction
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 Belirlediğiniz giriş noktasından ilk 
Schanz’ı motor ile gönderiniz. Kit ile gelen 
Shanz’lar kendinden drilleme özelliğine sahiptir.

42mm

42mm

Dorsal subluxation Volar subluxation

After correcting the dislocation of the joint 
fracture, use the ligaments to fix the 
fracture.(F�g.9)

Fig.9

After correcting the dislocation of the joint 
fracture, use the ligaments to fix the fracture.

2.2 Fixator Attachment
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DEVICE CLEANING CONDITIONS 

Manual Cleaning/Disinfection 

Combination Manual / Automated Cleaning 
and Disinfection

Automated Cleaning and Disinfection

3.1 

3.1.1 

3.1.2 

3.1.3 

 Do not use metal brushes or rubbing pads during 
Decontamination of the tools should be performed 
immediately after the surgical procedure is completed. 
Contaminated tools must not be allowed to dry before 
reprocessing.    
 Excessive blood or debris must be removed in 
order to prevent the drying on the surface. All users must 
be qualified staff with documented evidence of training and 
competence. Training should include the current 
guidelines, standards and hospital policies. Even if they are 
made of high-grade stainless steel, the surgical tools must 
be thoroughly dried in order to prevent rust formation. 
Prior to sterilization, all the tools should be examined for 
the cleanliness of the lumens of the joints of the surfaces. 
manual cleaning process. Use cleaning agents with low-
foam surfactant to be able to see the tools in the cleaning 
solution. Rinse the cleaning materials easily from the tool 
in order to prevent residue formation. 
 Mineral oil or silicon lubricants should not be used 
on Zimed tools. Neutral pH enzymatic and cleaning 
materials are recommended for cleaning the reusable 
instruments. It is very important to neutralize and rinse the 
alkaline cleaning materials thoroughly from the tools. 
Anodized aluminum should not contact with certain 
cleaning or disinfectant solutions. Avoid strong alkaline 
cleaners and disinfectants and solutions containing iodine, 
chlorine or certain metal salts.

 Prepare the enzymatic and cleaning materials at 
the dilution rates and temperatures as recommended by 
the manufacturer. New solutions should be prepared when 
the existing solutions are heavily contaminated. Place the 
tools in the enzymatic solution so that they are completely 
immersed. Operate all the movable parts so that the 
detergent contacts with all the surfaces. 

 Remove the tools and rinse with deionized water 
for at least 3 minutes or unless all the blood or dirt traces 
are eliminated in the rinsing water. Examine the tools 
under normal light to verify that visible dirt is removed. If 

 Keep in the fluid for minimum 20 min. Use a nylon, 
soft-bristled brush to gently rub the tools until all visible 
debris is cleaned. Pay particular attention to the accessible 
areas and use a suitable bottle brush. In order to remove 
the dirt in the open springs, coils or flexible parts, wash the 
recesses with plenty of cleaning solution. Rub the surface 
with a scrubbing brush to remove all the visible dirt from 
the surface and the recesses. To ensure that all the 
recesses are cleaned, turn the component while rubbing. 
Remove the tools and rinse them for minimum 3 min. 
under running water. Pay particular attention to the 
cannulas and use a syringe to pass the fluid through the 
hard-to-reach areas. Place all the tools that are 
completely immersed in water, in an ultrasonic unit 
containing teh cleaning solution. Operate all the movable 
parts so that the detergent contacts with all the surfaces. 
Expose the tools to sonification process for minimum 10 
min..   

Prepare the enzymatic and cleaning materials at the dilution 
rates and temperatures as recommended by the manufacturer. 
New solutions should be prepared when the existing solutions 
are heavily contaminated. Place the tools in the enzymatic 
solution so that they are completely immersed. Operate all the 
movable parts so that the detergent contacts with all the 
surfaces. Keep in the fluid for minimum 10 min. Use a nylon, 
soft-bristled brush to gently rub the tools until all visible debris is 
cleaned. Pay particular attention to the accessible areas and use 
a suitable bottle brush. A sonicator will help to clean the 
instruments thoroughly. The use of a syringe or a water fountain 
will facilitate passing of the liquid from the low-spaced areas and 
difficult-to-access areas. Remove the tools from the enzyme 
solution and rinse them for minimum 1 min. under deionized 
water. Place the tools in a suitable washer / disinfector basket 
and perform a standard washer / disinfector cycle. Specific 
minimum parameters are essential for a complete cleaning and 
disinfection. These parameters are given in a below mentioned 
table.

visible dirt is present, repeat the above mentioned sonification 
procedure and the rinsing steps. Remove the excessive moisture 
on the tool with a clean, absorbent, lint-free cloth. 

Automated washing / drying systems are not recommended as 
the only cleaning method for surgical tools. An automated 
system can be used as a follow-up operation after manual 
cleaning. To ensure an effective cleaning, tools must be 
thoroughly examined before sterilization. For detailed 
information on Washing and Disinfection see 

Specific minimum parameters used for a complete 
cleaning and disinfection:

1 Pre-washing for 2 minutes with cold tap water

enzyme sprey for 20 seconds with hot tap water

Immersion in enzyme after 1 minute

rinsing for 15 seconds with cold tap water (Should be repeated twice)

Washing with detergent for 2 minutes with hot tap water

rinsing for 15 seconds with hot tap water

Rinsing with 10 seconds with optional lubricated purified water

Drying for 7 minutes with hot air

2
3
4
5
6
7
8

Note: Follow the �sntruct�on of the washer/d�s�nfector manufacturer

Definition

3. D�s�nfect�on



www.zimed.com.tr

   Z�med Med�cal, as the manufacturer of 
th�s dev�ce, and the�r surg�cal consultants 
do not recommend th�s or any other 
surg�cal techn�que for use on a spec�fic 
pat�ent. The surgeon who performs any 
�mplant procedure �s respons�ble for 
determ�n�ng and ut�l�z�ng the appropr�ate 
techn�ques for �mplant�ng the dev�ce �n 
each �nd�v�dual pat�ent.  and the�r Z�med
surg�cal consultants are not respons�ble 
for select�on of the appropr�ate surg�cal 
techn�que to be ut�l�zed for an �nd�v�dual 
pat�ent.
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