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Abstract
The fracture of the distal radius is the most common fracture encountered in daily practice. Besides, these fractures are also re-

ported in elderly osteoporotic patients. If these fractures are not assessed properly and not treated on time, angulation, shortening 
and articular incongruity may lead to permanent deformity and loss of function. The degree of disability is highly correlates with 
degree of residual deformity in elderly patients. There is no consensus with regards to the optimal management of these fractures 
and lack of scientific evidence to allow definitive conclusions concerning the main aspects of managing distal radius fractures. In this 
context of the research gap, the present study was undertaken to compare the functional outcome of treatment fracture distal end 
radius with various surgical modalities i.e. closed reduction and percutaneous K-wire fixation under C-arm guidance with post op 
cast immobilization, Ligament taxis and stabilization with external fixator, Open reduction and internal fixation with Dynamic Com-
pression Plates, Locking Compression Plates and Buttress Locking Compression Plate. The Mean age of patients was 37.21 years. 48 
(82.75%) males and 6 (10.34%) females were considered for the study. Left side was involved in 28 cases (48.27%), right in 22 cases 
(37.93%), 4 (6.89%) patients had both wrist fractures. Using AO classification, study shows better outcome with plating or k wiring 
for A2 type of fractures, K wiring or Ex Fix for type A3, Plating for B1, B2, B3, C1 type, External fixation for C2 type, Plating or Ex fix+ k wir-
ing + Plating is preferred for C3 type. The functional outcome after fixation of distal radius fractures depends on patient’s age, fracture 
anatomy, displacement, reducibility, stability and articular incongruity of fractures. They are related more to the quality of anatomi-
cal reduction than to the method of immobilization. Volar locking plates are safe and effective option for unstable fracture types.
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Introduction 

The distal radial joint anatomical restoration is the rationale 
for operative treatment. Most of the studies associated as little 
as 1 mm of incongruity of the distal radius articular surface with 
worse outcomes, whereas some studies report have found no as-
sociation of radiographic arthrosis and outcomes. The degree of 
articular surface displacement and disruption, the stability and 
reducibility of each fracture, as well as any concurrent injury to 
adjacent nerves, tendons or carpal structures must be assessed 
carefully in logical treatment planning [1,2,5,6]. The optimal man-

agement aims at accurate skeletal anatomy restoration by closed or 
open treatment, recognition and repair of associated injuries and 
supervised rehabilitation by skilled therapists [6,7,9]. Even though 
1000 peer-reviewed published studies on distal radius fractures 
management, still there is no consensus on which treatment are 
superior or firm guidelines regarding treatment decisions [4,5]. 
Many confounding variables exist, which are somewhat contro-
versial: like level of anatomical restoration, quality of the bone, the 
advances in techniques and devices, the experience and ability of 
the surgeon and outcomes in elderly populations [10,11]. Bimodal 
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age distribution gives different outcomes, multiple reports indicate 
that older, low demand patients tend to tolerate incongruity, de-
formity, and malunion well compared to younger age group [12-
14]. Madhok., et al. noted that in 26 % elderly patients treated 
conservatively reported functional impairment [15-17]. Basically, 
we know that elderly patients will withstand more displacement 
(and closed treatment) compared to younger patients, but still few 
have poor results. Interestingly, despite malunion of fracture, many 
aged patients function quite well, but the majority of studies show-
ing acceptable function in elderly patients who were frail or had 
low functional demands [6]. Distal End Radius fracture is mostly 
comminuted in nature, which is responsible for non-maintenance 
of reduction, which is a common late, finding [18-20]. Distal radius 
fracture possesses little or no stability following closed reduction 
and can go on for gradual collapse [21,22]. Hence, basic principles 
of management are:(i) Stable reduction of displaced fractures (ii) 
Maintenance of reduction during healing (iii) Early functional re-
habilitation of the limb.In present study, we aimed to correlate the 
functional outcomes of treatment of distal end radius fractures 
with various surgical modalities i.e. closed reduction and percu-
taneous K-wire fixation under fluoroscopic guidance with postop 
cast immobilization, ligamentotaxis and stabilization with external 
fixator, open reduction and internal fixation with dynamic com-
pression plate, locking compression plates and buttress locking 
compression plate.

Materials and Methods 

Total of 54 patients with 58 wrists of distal radius fracture ad-
mitted in Vydehi Institute of Medical Sciences and Research Cen-
tre, Bangalore during January, 2019 to June, 2020. All cases were 
taken into study after seeing inclusion criteria, the Patients aged 
more than 18 years both male and female with Fracture of distal 
end radius of either side or both, with or without ulnar fractures 
and undergoing surgery for same and giving informed consent for 
participation in this study. Unstable, comminuted or intra articular 
fracture and Fractures up to 3 cm from distal articular surface of ra-
dius. The detailed history, clinical examination, preoperative X-rays 
and relevant investigations were done as per hospital protocol. 
Distal radius fractures were classified according to AO classifica-
tion and appropriate surgical management was chosen by treating 
surgeon. Postoperative x rays taken and patient followed up regu-
larly till one year and functional outcome was assessed by Demerit 

scoring system. Exclusion Criteria; Patient with distal radius frac-
ture undergoing conservative management or not giving consent 
for participation in this study. Congenital deformity of radius and 
Patients medically unfit or not willing for surgery. All cases under-
went detailed clinical examination followed by preoperative x-ray 
and relevant investigations as per hospital protocol. The fracture 
was considered to be united or healed, when clinically there was 
no.

Tenderness or subjective complaints and radiologically when 
the fracture line was not visible. Fractures which healed by 4-6 
months without an additional operative procedure were consid-
ered as delayed union. Fractures which did not unite after 6 months 
orthose that needed additional operative procedure to unite were 
considered as non-union. The ANOVA test with post-hoc Tukey‟s 
used for analysing quantitative data and non-parametric data was 
analysed by Kruskal Wall‟s test. 

Results

The mean age of the patients was 37.21 years with SD 1.33 
years. Half (55.6%) of the cases were of 40 years or below. Male 
was predominant (88.9%) as compared with female (11%).Sex ra-
tio was ratio of 8:1. Affected Sides were recorded; the left side was 
affected in (51.9%) cases while right side was affected in (40.7%) 
cases. In 4 cases (7.4%), both wrists were affected. Most common 
mode of injury was road traffic accidents (57.4%) then followed 
by fall on outstretched hand (42.6%). Out of the 58 cases, 25 cases 
(43.1%) were intra-articular fractures (AO typeA2/A3) while 18 
cases (31%) were of extra-articular fractures (AO type C1-C3). To-
tal of (91.4%) were closed fractures while (8.6%) were open Frac-
tures. Associated injuries were seen in about a third of the cases 
(29.6%). Most common among them were: ulnar fracture (9.3%), 
scaphoid fracture (7.4%) and humerus fracture (3.7%).A total of 
58.6% cases were managed by plating, (22.4%) with closed reduc-
tion and K-wiring while external fixation with or without plating/
K-wire was required in (19%) cases.

Table 1 shows that, the management details among various frac-
ture types. Most of the intra-articular fractures were managed by 
plating or K-wire while in partially articular fractures 13(34.21%, 
odds 3.22 p < 0.001), plating was preferred 34(89.47%, odds 6.58 
p < 0.01). External fixation with or without plating/wiring was re-

68

Evaluation of Various Modalities of Surgical Treatment of Distal End Radius Fractures in a Tertiary Hospital in Bangalore

Citation: Anil Chowdary., et al. “Evaluation of Various Modalities of Surgical Treatment of Distal End Radius Fractures in a Tertiary Hospital in 
Bangalore". Acta Scientific Orthopaedics 5.3 (2022): 67-75.



O Type Treatment

Treatment

Total P-value
Plating K-wiring External fixation Ex Fix+ 

K-wiring

Ex Fix+ 
Kwiring + 

Plating

A2 11 7 0 0 0 18(31.03%) <0.001

A3 4 2 2 0 0 8(13.79%) <0.001

B1 4 1 0 0 0 5(8.62%) <0.001

B2 4 0 0 0 0 4(6.89%) <0.001

B3 6 0 0 1 0 7(12.06%) <0.001

C1 2 2 0 1 0 5(8.62%) <0.001

C2 2 1 4 0 1 8(13.79%) <0.001

C3 1 0 1 0 1 3(5.17%) <0.001

Total 34(89.47%) 13(34.21%) 7(18.42%) 2(5.26%) 2(5.26%) 58(100%)

Odds 6.58
(<0.001)

3.22
(<0.001)

2.85
(<0.001) <1 (>0.01) <1

(>0.01)

Table 1: Association of management details with AO fracture type.

Figure 1: Distribution of study population as per the AO 
classification.

Figure 2: Pre operative X RAY.

Figure 3: Post operative X ray.

quired in fully articular fractures. The external fixation 7 (18.42%, 
odds 2.85 p < 0.001) cases that shows statistically significant (p 
< 0.01). Outcome was recodered during follow up, the excellent 
to good outcome was seen in (42.9%) cases managed by external 
fixation alone while fair to poor outcome was seen in (28.6%) that 
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found to be statistically significant (p < 0.01). In the 2cases with 
poor outcome (28.6%) p > 0.01, one had mal-union and other had 
radio-carpal arthritis. Overall, (72.4%) cases of distal radius were 
managed surgically, we had excellent to good outcome (24.1%) 
and (3.4%) fair to poor outcome. In case of AO Type B2 fracture 
type, plating was used for fixation, all cases shows excellent out-
come (50%), Good (25%) and fair (25%). So plate osteosynthesis 
has preferred surgical modality for AO type B2 fractures. Results 
showed that, the management and outcome details among AO Type 
C2fracture type. Good outcome was seen in external fixation and 
external fixation +k wiring + plating group fair outcome was seen 
more among plating, K wiring, external fixator, External Fixator + k 
wiring group, seeing overall results, external fixation is preferred 
method of fixation for C2 type of fractures according to present 
study. Out of the total 58 cases, complications were noted in 4 cas-
es (Figure 1). One case each(1.7%) had pin tract infection, radial 
nerve injury, mal-union and radio-carpal arthritis respectively. In 
case of AO A2 fracture type, the patients were treated with Plat-
ing or K wiring. We recorded that, the excellent to good outcome is 
same in both plating and K wire fixations. This study shows plating 
and K wiring as preferred method for fixation in A2 type fractures. 
Similarly, AO Type A3 fracture type, cases were treated with plating 
or K wiring or external fixation. Excellent to good outcome were 
more inpatients treated with K wiring (50%) or external fixator 
(50%), So this study shows better outcome of K wiring or external 
fixation. AO Type B1 fracture type, all patients were treated with 
plating or K wiring. Plating modality have shown Excellent (50%) 
and Good (50%) outcomes were seen in k wiring, Hence, plating is 
preferred for B1 type of fractures according to present study. B2 
and B3 subtypes of AO classification of distal radius fractures, only 
Plating was done in this intervention. So Plating will be preferred 
surgical modality for AO - B2 and B3 type of fractures according to 
present research findings. AO Type C1 fracture type. Patients were 
treated with plating or K wiring or external fixation + K wiring, an 
excellent outcome was seen only in plating group. So plating is pre-
ferred method of fixation over K wiring or external fixation + K wir-
ing for C1 type of fractures in this study. AO Type C2 fracture type. 
Patients were treated with plating or K wiring or external fixator 
or external fixation + K wiring or external fixation + K wiring+ plat-
ing. Good outcome was seen in external fixation and external fixa-
tion + k wiring + plating group fair outcome was seen more among 
plating, K wiring, external fixator, external fixator + k wiring group, 
seeing overall results, external fixation would be preferred method 

of fixation for C2 type of fractures according to present study.AO 
Type C3 fracture type. Patients were treated with plating or exter-
nal fixator or external fixation + K wiring+ plating. Fair outcome 
was seen in plating and external fixation + k wiring+ plating group 
and poor outcome in external fixation group, So plating or exter-
nal fixation +k wiring+ plating is preferred method of fixation for 
C3 type of fractures according to present study. Excellent to good 
outcome was seen in (73.5%) cases managed by plating while fair 
to poor outcome was seen in 26.5% and 0% cases respectively. 
Excellent to good outcome was seen in 76.9% cases managed by 
closed reduction and k-wire while fair to poor outcome was seen 
in 23.1% and0% cases respectively. Excellent to good outcome was 
seen in 42.9% cases managed by external fixation alone while fair 
to poor outcome was seen in 28.6% cases each respectively. In the 
2 cases with poor outcome (28.6%), one had mal-union and other 
had radio-carpal arthritis. In the two cases managed external fixa-
tion and k-wire, 1 had good outcome while other had fair outcome 
(due to development of pin tract infection) (Figure 3). In the two 
cases managed external fixation, plating along with k-wiring,1 
had good outcome while other had fair outcome (due to radial eve 
injury).Overall, 72.4% cases of distal radius who were managed 
surgically had excellent to good outcome while 24.1% and 3.4% 
had fair to poor outcome respectively. Excellent to good outcome 
was observed to be associated with extraarticular radius fractures 
while fair outcome was seen in cases of articular fractures (Figure 
2). Both the cases of poor functional outcome were of multi frag-
mentary articular fractures. One of them had mal-union while her 
developed radio carpal arthritis .Out of the total 58 cases, compli-
cations were noted in 4 cases. All of them were cases of articular 
fractures, managed by external fixation. One case each (1.7%) had 
pin tract infection, radial nerve injury, mal-union and radio-carpal 
arthritis respectively.

Discussion

Distal radius fractures contribute for around 20% of all frac-
tures seen in emergency departments 1 and has an incidence of 
1:10,000 people and represent 16% of skeletal and 74% of forearm 
fractures [24,26,28,30]. Heightened awareness of the widening 
scope of distal end radius fractures has led to the emergence of a 
substantial change in concepts that rational treatment should in-
corporate. Important among these concepts is that functional re-
covery is directly proportional to the accuracy of skeletal restora-
tion [31-33]. When a distal end radius fracture is complex or 
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unstable, it usually requires surgery to ensure the fracture stays 
reduced during the healing process [26-28]. The anatomical resto-
ration of the distal radial joint articular surface is the rationale for 
operative treatment. Popular treatment options to distal end radi-
us fracture is to surgically implant plates, screws, or pins to hold 
the bone fragments in place. Surgical implants are most often im-
planted on the volar or dorsal side of wrist, but common on volar 
aspect [29-31]. External -external fixation is appropriate for un-
stable, intra-articular, compound and/or comminuted fractures. 
Compared with external fixation, internal plating has the advan-
tage of allowing early mobilization and less complications [32-34]. 
The biggest drawback of plates, is its potential effect of irritating 
tendons on it, causing tendinopathy and possible tendon rupture. 
Newly designed thinner profile plates decrease this complication. 
In present study, we aimed to compare the functional outcome af-
ter treatment of fracture distal end radius with various surgical 
modalities i.e. closed reduction and percutaneous K-wire fixation 
under C-arm guidance with post op cast immobilization, ligamen-
totaxis and stabilization with external fixator, open reduction and 
internal fixation with dynamic compression plate, locking com-
pression plates and buttress locking compression plate. Study in-
cluded a total of 54 cases operated for distal radius fractures with 
58 wrists admitted in Orthopaedic wards and who come for post op 
follow up in orthopaedic OPD of our hospital. Functional outcome 
was assessed by using Demerit scoring system at the end of 6 or 12 
months. Mean age of the patients in study group was 37.21 years 
with over half (55.6%) of the cases were of 40 years or below. Male 
predominance (88.9%) was seen in the study group with male to 
female ratio of 8:1.Most common presentation in other studies was 
between age group of30 to 40 years with male predominance. In a 
similar study by Saraogi AA., et al. mean age of the study partici-
pants was 37 years with male to female ratio of 3.3:1. Maruthi., et 
al. in their study with 30 patients with the age group of 21-60 years, 
observed average age of 38 years with 17 males and 13 were fe-
male patients. Alamgir., et al. in a similar series, studied 15 patients, 
out of which 10 were males and 5 were females. Goyal R., et al. ob-
served mean age as 39.16 years with 60% males to 40% females. 
Parshuram N., et al. in their study observed distal end radius frac-
ture to be more common in the 30-50 years, with an average of 43.9 
years with 70% males to 30%females.Male preponderance can be 
attributed to their involvement in heavy manual labour, outdoor 
activities and riding vehicles. Most common mode of injury was 

RTA (road traffic accident) (57.4%) followed by FOOSH (fall on out-
stretched hand) (42.6%). Goyal R., et al. in their study also ob-
served RTAs to be the major cause for distal radius fracture seen in 
over 66% cases. Parshuram N., et al. in another similar study also 
observed RTA to be the most common cause for distal radius frac-
ture. Ayhan Kilic., et al. and Anakweetal RE., et al. also reported 
road traffic accidents to be most common injury mode followed by 
history of fall on outstretched hand. The results showed that most 
of the fractures occurred in young individuals are due to high en-
ergy trauma such as road traffic accident and fall on outstretched 
hand. Fractures in old individuals are due to trivial fall and usually 
will be extra articular. Out of the 58 cases, 25 cases (43.1%) were 
intra-articular fractures (AO type A2/A3), 15 cases (25.9%) were 
partially articular (AO type B1-3) while 18 cases (31%)were of ex-
tra-articular fractures (AO type C1-C3). Out of total 58 cases, 91.4% 
were closed fractures while 8.6% were open fractures. A total of 
58.6% cases were managed by plating, 22.4% with closed reduc-
tion and K-wire while external fixation with or without plating/ K-
wire was required in 19% cases. Indications for operative interven-
tion include: Displaced intra-articular fractures with (either of 
them), post reduction with below values: a) articular step of > 2 
mm, b) radial shortening of > 3 mm and; c) > 15 degrees of sagittal 
plane angulation (as measured from the anatomical volar tilted po-
sition). Type of operative treatment was dependent on fracture 
anatomy. Augmented external fixation with ligamentotaxis was in-
dicated in non-articular irreducible displaced fractures; articular, 
displaced fractures which were reducible but unstable; irreducible 
and complex fractures (A.O. Type - A3, C2, C3). Trans-fixation with 
k-wire and cast immobilization was done for non-articular dis-
placed reducible but unstable fracture and articular displaced re-
ducible and stable fractures (A.O. Type - A2,A3, B1, C1, C2). Internal 
fixation with plates was used in all fracture types. In present study, 
72.4% cases of distal radius who were managed surgically (plating/
k-wire/ext. fixation) had excellent to good outcome while 24.1% 
and 3.4% had fair to poor outcome respectively. Excellent to good 
outcome was observed to be associated with extra-articular radius 
fractures while fair outcome was seen in cases of articular frac-
tures. Both the cases of poor functional outcome were of multi-
fragmentary articular fractures. One of them had mal-union while 
other developed radio carpal arthritis. An advantage of open re-
duction and internal fixation (ORIF) by compression plating is the 
early mobilisation. Early rehabilitation enables quick return to 
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daily activites. In present study; excellent to good outcome was 
seen in 73.5% cases managed by plating while fair to poor outcome 
was seen in 26.5% and 0% cases respectively. Kwan K., et al. stud-
ied results following surgery with 2.4-mm locking plate to distal 
radial fractures. An excellent to good result was obtained in 98% 
and 96% of patients according to the Gartland and Werley, and 
modified Green and O’Brien scores, respectively. Saraogi AA., et al. 
in their study observed 63.3% excellent results with plating group 
with no case of poor outcome. Khan SM., et al. (2016) observed that 
volar plate fixation of unstable distal end radius fracture provides a 
stable construct, which helps in early mobilization, hence better 
functional outcomes and minimizes chances of delayed or mal-
union and, thereby is an upcoming method of choice for fracture 
distal end of radius. Is a pure W., et al. in their study observed that 
the clinical outcome of the wrist joint was better in patients treated 
with locking compression plate (LCP) (93.3%) than percutaneous 
K-wires and external fixation. Better treatment outcome, better 
wrist range of movements and resumption of normal activities was 
noted for patients treated with locking compression plate (96%) 
than percutaneous fixation with K-wires and external fixation. 
There is no difference in functional outcome inpatients with dor-
sally displaced fractures of the distal radius treated with Kirschner 
wires or volar locking plates. Study showed significantly higher 
risk of infection in EF group. Incidence of malunion and median 
nerve dysfunction were similar in both groups. In a similar meta-
analysis, Fu Q., et al. reported that plating is advantageous over ex-
ternal fixation by analysing the DASH scores, maintenance of ulnar 
variance, and total and mild surgical complications at 12 months. 
K-wire Closed reduction and percutaneous Kirschner wires (K-
wire) fixation with plaster immobilization is one of the commonest 
treatment method employed in the management of distal end ra-
dius fracture. Being an less invasive and a technically less demand-
ing procedure compared with ORIF, it’s also more economical than 
ORIF. In present study, trans-fixation with k-wire and immobiliza-
tion in cast was treatment method for non-articular displaced re-
ducible but unstable fracture and articular displaced reducible and 
stable fractures (A.O. Type - A2, A3, B1, C1, C2). We observed excel-
lent to good outcome in 76.9% cases while fair to poor outcome 
was seen in 23.1%and 0% cases respectively. Adawy AL., et al. in 
their study observed 70 cases of closed distal radius fracture. A to-
tal of 36 (51.4%) cases got excellent score, 18 (25.7%) cases were 
good, 12 (17.1%) cases were fair, and four (5.7%) cases were poor. 

All patients managed by k-wire had a good to excellent range of 
motion regarding forearm rotation, and around 80% had good to 
excellent range of motion regarding flexion or extension of their 
wrist [15]. One patient had a pin tract infection, and another subcu-
taneous migration of a pin, both were treated by pin removal. Ra-
diological and functional outcome in fractures of the distal end ra-
dius treated by percutaneous K-wire fixation. According to Mayo 
score 72.5% (n = 29) of study patients had excellent to good out-
come, where as 17.5% (n = 7) had fair outcome and in10% (n = 4) 
outcome was poor. The most common early complications of distal 
radius fractures include median nerve injury, compartment syn-
drome, and vascular compromise (although the latter two rarely 
occur).Acute carpal tunnel syndrome (ACTS) is most commonly 
observed in seriously comminuted or displaced fractures, in mul-
tiple reduction patients, and in serious wrist bending fractures (> 
15 degrees) [37]. At the original and first follow-up visits, and at 
the initial visits after any re-manipulation, the clinician must con-
duct a thorough neurological examination searching for signs of 
Actions. The most crucial result is weakness or loss of thumb or 
index finger flexion. If symptoms progress, with or without reduc-
tion, or if surgical fixation is planned, carpal tunnel release is indi-
cated. If releases are carried out urgently, outcomes are best. A mi-
nor sensory deficit associated with median contusion of the nerve 
is frequently found and is not triggered by Actions in general. The 
most crucial result is weakness or loss of thumb or index finger 
flexion. If symptoms progress, with or without reduction, or if sur-
gical fixation is planned, carpal tunnel release is indicated. If re-
leases are carried out urgently, outcomes are best. A minor sensory 
deficit associated with median contusion of the nerve is frequently 
found and is not triggered by actions in general. In closed fractures, 
vascular injuries are uncommon, but in high-energy injuries with 
severe fracture displacement, injury to the radial or ulnar artery 
has been recorded. Perfusion often improves with reduction, but 
for any recurrent disability, emergent vascular surgery assessment 
is required. Carpal bone and carpal ligament injuries occasionally 
accompany distal radius fractures, and despite appropriate align-
ment, they should be suspected in patients with persistent wrist 
pain. A case series of 565 Colles fractures showed scaphoid frac-
tures in 0.7 percent of cases and intercarpal ligament injuries in 0.9 
percent of cases were initially overlooked. Skin tearing may occur 
with over-vigorous manual reduction and also with these of older, 
metal finger traps. Complications of closed reduction and cast 
treatment For the newer fabric finger traps, the skin rarely tears. 
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Cloth tape may be placed over the fingers until they are hanged to 
decrease skin damage if metal skin traps are used. Closed extremity 
fractures put patients at risk of developing compartment syn-
drome, while distal radius fractures are a rare complication [37-
39]. Compartment syndrome patients complain of increasing or 
constant serious pain and paraesthesia. Increasing analgesic use 
may be one possible warning sign. Generally, through passive ex-
tension of the fingertips, the clinician can palpate a firm, stressed 
forearm, which can elicit pain, thereby stretching the flexor ten-
dons inside the forearm compartment. Measuring elevated com-
partment pressures allows for more detailed diagnosis. Natural 
pressure is less than 5 mmHg; typically, pressure greater than 30 
mmHg warrants emerging fasciotomy. Capillary refill alterations, 
distal pulses, and skin tone are NOT accurate outcomes. Clinicians 
should advise patients about and consider the signs of compart-
ment syndrome in patients who complain of intense pain in the 
days immediately after fracture reduction. There are reports of 
closed reduction compartment syndrome under local hematoma 
block, but this is a rare complication, and the function of hematoma 
block has not been demonstrated [39]. There have also been cases 
of Staphylococcus aureus osteomyelitis following hematoma block. 
These risks should be avoided by paying attention to sterile proce-
dures and the volume of local anaesthetic injected. Splinting of the 
wrist by more than 15 degrees of palmar flexion raises the likeli-
hood of ACTS and complex regional pain syndrome [40]. To avoid 
MCP joint contractures and proximal tendon adhesions, careful 
splinting that allows complete flexion and extension of the meta-
carpal phalangeal (MCP) joints is necessary Due to median nerve 
contusion at the time of injury or decrease, persistent sensory neu-
ropathy following distal radius fracture can occur, but it closely cor-
relates with fracture malunion. For chronic symptoms, surgical 
treatment with osteotomy and/or release of the median nerve is 
indicated. Inflammation and rupture of the tendon may happen 
with closed cast therapy [41,42]. Rupture of the tendon of the ex-
tensor pollicis longus (EPL) is most common with an occurrence of 
0.3% to 3% [43,44], and occurs after injury between two weeks 
and11 months (average seven weeks).43 After rupture, diagnosis 
is generally made, and treatment is surgical. With minimally dis-
placed fractures, EPL breakage is more common [46]. After the dis-
tal radius fracture, tendonitis of the first dorsal compartment and 
of the extensor carpi ulnaris can also be observed. Typically, this is 
susceptible to steroid injection, but it must be separated from tri-
angular fibrocartilage tear or other ligamentous ulnocarpal injury.

Conclusion 

The goal for treatment of the distal end of the radius fractures 
is fully functional recovery of the wrist and prerequisites are res-
toration of the anatomy, articular congruity and early mobilization. 
Extra-articular fractures give better results compared to intraartic-
ular fractures. Functional outcome in distal radius fractures is de-
pendent on patient ‘sage, fracture anatomy, displacement, reduc-
ibility, stability and articular incongruity of fractures. Functional 
outcomes are related more to the quality of anatomical reduction 
than to the method of immobilization. Locking compression plate 
is a safe and effective treatment for distal radius.

Unstable fractures. It also stabilizes dorsally displaced unstable 
distal radius fractures with least complications. Specially locking 
implants give advantages in the surgical treatment of distal end 
radius fractures with metaphysical combination (A3 and C2 frac-
tures).External fixation with supplemental pin/ plate fixation, is 
however the preferred option in cases of intra-articular fractures. 
Present study shows better outcomes with plating and K wiring 
for A2 type of fractures, K wiring or External fixation in AO Type 
A3 fracture. Plating over K wiring for B1 type, Plating for B2 and 
B3 types. Plating is preferred method of fixation for C1 type of 
fractures, followed by K wiring then External fixation + K wiring. 
External fixation was preferred method compared to all other mo-
dalities for C2type.Plating or External Fixation + k wiring+ plating 
is preferred method of fixation for C3 type of fractures according 
to present study. Due to complexity of AO C2 and C3 fracture types, 
outcome results were limited irrespective of fixation method used.
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