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Improving the quality of pediatric
orthopedic services will play an
important role in improving the health
situation in Palestine especially if we
recognize that 50.2 of the Palestinian
population are below 15 years of age
(according to the annual report of MOH
in 2001) and have 70 years to live and be
productive.



 While the orthopedic problem in the children
of Palestine are vast. We are concerned to set
up basis for national protocol for dealing with
pediatric orthopedic problem, and introducing
new methods in management within this field
e.g.. management of scoliosis, myelodysplasia,
LLD protocols in children, trauma..etc,




What is done till now

e 1- Recognition of pediatric orthopedic as a
subspecialty needed to improve service here .

e 2-Services which are more acknowledged e.g
Ponseti manangement for club feet , drug
treatment for Ol , closed reduction for
suprachondylar fractures

e 3- Establishing new services which were not
done before like pediatric spinal management



Long term goals:

Enlarge the scope of pediatric orthopedic into elite
performance.

Set up basis for National Protocol for dealing with
pediatric orthopedic problems.

Improve the awareness of people about the
appropriate management in pediatric orthopedic
problems especially with good performance which
will reflect on the overall management in Palestine
as a whole.

Having pediatric orthopedic as a part of
orthopedic training program for young surgeons.




Short term goals:

* Adding pediatric orthopedic service as a part of
the pediatric surgical services in the central
hospital

e Establish scientific cooperation with well
experienced American and European doctors
who are willing to come to Palestine.



* improving not only surgical services, but also
screening, tracking, and follow up protocols.

* Overhaul payment system so that there will be
clear results from the appropriate
management which will encourage the MOH
and NGOS to play financial role in improving
this field.



 What are the pediatric orthopedic problems in
Palestine that need to be focused on ??



Upper extremity

e Erbs palsy

* Congenital hand deformities e.g flial thumb
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Hip

* Controversies in early detection and screening
of DDH

* Adolescent hip dysplasia , detection and
management and the role of periacetabular
osteotomy .

* Perthes disease, more precise staging, the role
of arthrogram in planning for management .
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Foot and Ankle

Non operative management of club foot
Non operative managemnet of vertical talus
New surgical management of bunion .

Concepts for intoing and outoing
management .

Concepts in flatfoot management.
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Trauma

e Treatement of femoral and tibial fractures






Neuromuscular disorders

* The role of multisciplinary approach in
management of neuromuscular disorders

. Management of spinal deformity and hip
deformity in CP

* Management of myelodysplasia



Neuromuscular disorders
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L.L.D

* Limb length discrepancy management and the
importance of the updated protocol being
accessible to all people related to this health

service.
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— 3/8 inch / year

—— 1/4 inch [ year

Boys fuse at 16 years
Girls fuse at 14 years










