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Relevant to you!
£ Foot and Ankle Virtual Consultations

– How to perform
– What NOT to miss

£ Common lockdown conditions to be 
aware of

£ Steroid Injections 
– Affect on Immunosuppression
– Affect on Vaccine

£ Keeping Patients Safe.

•www.matthewwelck.com

• Slides all on website.

• 45 mins then stop for 
questions

• Interactive & Anonymous!

http://www.matthewwelck.com/


Virtual Consultations: Our 
practice

Likely to persist in some capacity.

-: Main barrier is physical examination, rapport, doctor-patient relationships

+: Convenient for Patient, cheaper, faster

Sometimes screening tool to allow pre consult investigation

I see most patients F2F for initial consult: examination e.g stability, flexibility, strength.

Some follow ups are now virtual

Post ops… see… unless injection etc.



F&A Virtual Consultations – how to

Comprehensive technique for virtual foot and ankle examination

documentation template. 

Mainly for F&A surgeon but some useful tips



Preparation • Medical/Operative History, Medication list to 
hand.

• Dress Appropriately.
• Test IT



£ https://www.youtube.com/
watch?v=6Nh4lYD0JT4
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Basics

•Gait
•Seated and Standing position. Front, Side, Back, Underneath.Look
•Mark Before. One finger.Feel
•Active PF/DF, I/E etc
•Passive if someone with them.Move
•Tip toes – 4/5 PF, Heels 4/5 DF. Heel raise,Strength
•Difficult. Feel from aboveFlexibility, Stability,
•Pulses not possible. CR
•Patient can touch own feet to describe.NV





What not to Miss!



Case 1  1. POLL
£ 44 year old male. IVDU

£ Sudden onset, red, hot, painful joint.

£ Difficulty WB

£ Systemic flu like symptoms.

£ On examination joint appears red and swollen, warm to 
the touch.

£ The patient resists movement and the joint is very 
irritable to small active and passive movement.

£ WHAT IS THE DIAGNOSIS?  
£ HOW WOULD YOU MANAGE? Poll



Septic arthritis of the ankle

£ SEPTIC ARTHRITIS
£ URGENT REFERRAL A&E

Key points.
£ Immunosupressed. DM, 

– Alcoholic, Recent Injection, IVDU
£ Timescale: rapid progression.  (cf. inflammatory arthritis, better with splintage 

RICE, slower onset,  less progressive)
£ Worsening/progressive symptoms. Pain is present and does not improve with 

rest
£ Treatment:  Urgent washout. IV antibiotics.



Case 2
£ Sunday night 54 yr M slipped on wet leaves, injuring his ankle.
£ 18 yr old daughter rushed to his aid fell downstairs twisting her foot
£ They got home went to bed 
£ Father woke up with ankle swollen++ Difficulty weight bearing
£ Daughter swollen foot ++. Difficulty weight bearing

£ Examination: father  Swollen ankle very tender to touch laterally and 
medially.  Difficult WB sideways movement very painful

£ Daughter very painful to walk, grossly swollen foot bruising along sole. 
Bony tenderness dorsum foot.

£ A. DAD: DIAGNOSIS
£ B. DAUGHTER: DIAGNOSIS



Fractures and Dislocations

£ Father… Possible fractured ankle
£ As struggling to weight bear, Hx of trauma, 

swelling,
£ Tender ++ over lateral malleolus and medial.
£ Management URGENT REFERRAL: xray

ankle.

£ Daughter …Severe foot swelling, 
£ difficulty weight bearing, history of trauma.
£ Plantar bruising. Examination tenderness ++ 

midfoot.
£ Lisfranc midfoot dislocation
£ Urgent referral FOOT xray. 





Ligamentous Injury that may need referral.
£Lateral ligaments tend to require 2 

weeks rest, ideally in boot/brace, 
RICE.

£REST PAIN
£Medial Tenderness should prompt 

referral.
£Anterior tenderness should 

prompt referral
£Posterior Tenderness



Case 3
£ 73 year old lady
£ Noticed lump on dorsum right foot 3 months ago
£ Perhaps bit bigger

£ Can be painful, especially at night after been on foot all day.
£ Doesn’t fluctuate
£ O/E Virtual inspection.  Tender.

£ Q: DIAGNOSIS, MANAGEMENT



£ A POTENTIAL TUMOUR. B 2WW REFERRAL TO SURGEON OR SARCOMA SERVICE.

£ Ganglion: by far most common. Soft. Compressible. Flutuate. Smooth. No deep pain.

£ PMH Ca. Prostate, Breast, Kidney
£ Weight loss
£ Night pain
£ Deep intense pain
£ Mass
£ Lymphadenopathy.



Case 4
£38 yr male.
£Playing tennis
£Hx: Felt like his partner had hit him at 

the back of the ankle unable to play on.
£Swelling, initially severe pain but settled 

rapidly
£Presents limping, swollen ankle

What is the diagnosis.



TA rupture

£ Hx: audible snap, ‘been kicked’. May 
settle.

£ O/E: unable to SLHR
£ Chronic more difficult as calf squeeze 

may be normal.

Delay in Rx can cause significant complications, 
inability to return to sport…
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Case 5

£ 48 yr old male.
£ Poorly controlled diabetes type 2 takes Insulin.
£ Numbness in feet in stocking distribution.
£ Presents with a 10 day history of a red,warm, painful, swollen 

foot.
£ No history of trauma, no penetrating injuries or ulcers.
£ Patient says swelling better in the morning.
£ Examination. In pain foot swollen and erythematous, feels 

warmer than rt foot.

£What is the most likely Diagnosis



Charcot Foot/ DFU.

£ Multiple Medico-legal cases
£ DM, reduced sensation
£ May be a history of innocuous or unnoticed trauma.
£ Deformity
£ Swelling
£ Increased heat

£ No skin break or lesion
£ Redness resolves with elevation.
£ Can lead to severe deformity, ulceration, OM, ultimately amputation.
£ CHARCOT FOOT CAN BE PAINFUL!



Frequent Lockdown 
Conditions



Achilles Tendinopathy 
• Insertional and Non insertional

Metatarsal Stress Fractures

Achilles Ruptures

Sprains

Ankle, Hindfoot, Midfoot, Forefoot OA
• Increased walking, less physiotherapy,



Steroid Injections



Steroid Injections causing Immunosuppression

£Scientific evidence is relatively non 
specific, based on Suppression of 
adrenal axis, which last varying times 
depending on steroid 

£Increased risk appears to be 1:1000 
£Current Guidelines from societies 

vary, most conclude use with caution 
and only when alternative therapies 
failed. 

£World Evidence: Australian societies 
have not stopped steroid intra-
articular administration 



£ “Only consider a steroid injection if a patient has: 

– High levels of pain and disability, 

– Failed first-line measures.

– Persistent symptoms will have a significant negative effect on their health and 
wellbeing.

– After obtaining informed consent.”



MSK conditions and Vaccination



My take 

on info…

£ None of the current UK approved COVID-19 vaccines are considered to be
‘live’ so are considered safe in immunosuppressed patients.
– AZ contacts a live adenovirus vector but is non replicating.

£ Issue: Immune response may not be as effective (esp rituximab). 

£ Steroids
– HAD VACCINE: Non essential injections – consider deferring for 2 weeks 

after vaccine.
– NOT HAD VACCINE: Do not delay vaccine for someone who has had, is 

taking or due to have steroids in any form. If possible 2 weeks after.

£ Surgery
– Elective surgery: 7 days between vaccination and surgery (before and 

after).

£ Immunosuppresants. ***
– ‘As there is no evidence on response (to the COVID-19 vaccines) in 
immunosuppressed individuals, there is also no evidence upon which to 

base advice on the optimal timing of delivery. Specialists may advise their 
patients based on their knowledge and understanding of their immune 

status and likely immune response to vaccination, but should also 
consider the risk from COVID-19 and the patient’s likelihood of exposure’

– If about to start IS, consider vaccinating first (min 2/52 before, ideally 
both doses)

– Rituximab dose ideally wait 2 weeks after vaccine. Except in severe organ 
threatening disease. d/r Rheum.



How we are keeping 
Patients Safe



RISK ASSESSMENT



Protecting Patients

Green COVID-19 free pathways

Swabbing All staff and all inpatients

Isolation period before admission – 7-14 days.

No Visitors

OPA – staff and patient Temp checks, symptom checks, compulsory masks and hand gel all OPA

redesigned routes through hospital, social distancing reception, waiting areas.

Information Sheets
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Contact Details 

Thankyou

www.matthewwelck.com

secretary@matthewwelck.com

Linkedin: matthew welck.   Instagram: welck_foot_ankle.  Twitter: @welck_foot

Spire Bushey, RNOH Stanmore, Wellington, Princess Grace.

http://www.matthewwelck.com/
mailto:secretary@matthewwelck.com


Metatarsal Stress Fractures

£ Metatarsal Stress Fracture 
£ https://www.youtube.com/watch?v=woB9YpRpUQk

https://www.youtube.com/watch?v=woB9YpRpUQk


COVID-19 Lockdown

• More sedentary people are walking every day
• More active are outdoor running every day
• Increasing incidence of metatarsal stress fractures.
• No trauma!



What they are?
£ Aka ‘March fractures’
£ Cracks in metatarsal bones due to increased stress
£ 2/3 > 4/5. 
£ Shaft/neck > Base. 



Why they happen…

Bone damage with not enough time to heal
• Bone fatigue: 

• Normal bone with excess demand on it and not enough time to repair. *
• Bone Insufficiency:  

• Normal demand on weakened bone 
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Who they affect…

• High impact athletes 
– runners. Jumpers, dancers

• Unaccustomed exercise  
– Maybe simple increase in frequency/distance , old/changed footwear (barefoot). 

• High heels
£Low bone density
• Female Athletic triad
• Athletes + 
• Hormonal imbalance, nutritional imbalance (eg Vit D), low bone density.



Presentation

£ Pain at top or bottom of foot on WB
£ Painful to press
£ Swelling



Investigation

• XR often normal for first few weeks
• CT – can still be negative
• MRI
• Bone scan



Treatment

• Reduce WB. Initial NWB
• Rigid shoe/Boot WBAT upto 6 weeks

• Surgery
• For resistant fractures (metatarsal base/ navicular)
• Drilling, bone graft, plates/screws.


