
SUBJECT : 

Dear Colleagues, 
 
I would be very grateful for any advice on this distal radial malunion. He is a 16 year old keen 
guitarist who sustained this injury in October last year. 
 
He has mainly ulnar-sided pain and is is tender over the distal radioulnar joint, TFCC dorsally 
and in the ulnar snuff box. 
 
I think his pain is coming from both his DRUJ from his dorsally angulated sigmoid notch and 
maybe also from some shortening of the radius. 
  
I think the DRUJ is causing most of his pain and had planned to do an extra-articular 
osteotomy. However he also has a 2mm step in the lunate fossa which is tempting to do 
something about but I’m not sure what. 
 
I had planned to do only an extra-articular osteotomy as this the major part of the 

malunion. However, would anyone recommend also dealing with the 2mm intra-articular step 
from the dorsal lunate fossa fragment? 
 
a) arthroscopic assessment +- resection of the step 
 
b) intra-articular osteotomy to recreate and reduce the dorsal lunate fossa fragment in 
addition the extra-articular metaphyseal osteotomy for the fracture? If so, any tips? 
 
Thanks very much for your help. 
 
Will Mason, Gloucester UK 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



DISCUSSION : 
 

hello at his age (16) an anatomic reduction has my preference 

intra articular osteotomy is not easy but the correction of the dorsal deviation and intra 

articular step can be done by a dorsal approach,  

and arthroscopique assessment of the reduction  

good luck 

Erle weltzer 

Bordeaux 

- 

 

Dear Will 

 

I would just do the extra-articular osteotomy; that will probably solve most of his problems in 

the safest and most predictable manner. You could always do something clever inside the 

joint at a later date but I doubt that would be needed 

 

 

best wishes 

David Warwick 

 

- 

Looks tempting to try to do a clever intra-articular osteotomy but practically will be very 

hard. I think you may be left with a sliver of bone at the back of the lunate  fossa. Correcting 

the dorsal tilt and rotating the radial styloid height is probably a reasonable aim.! 

 

Fiona Middleton 

- 

Glad you share my reservations, Fiona. Will probably start off with just the extra-articular. 

 

Will 

 

Will Mason 
UK 

 

- 

 

Dear Will, 

 

 great case. Dificult to do but it is possible to do it precise. In my opinion atempt to do 

anatomic reduction is necessary. Please do not resect the step, it is a weight bearing area of 

lunate fossa and you will finish with raw bone under lunate. 

 
 You can do it open - extraarticular + fragment osteotomy but you have to check congruity 

and you might finish with fragment necrosis. 

 

 I would go like that:  

1st - arthroscopy, debridement of fracture line and then under AS control find the original 

fracture line and make dorsal approach to distal radius - don´t do arthrotomy. Then drill from 

outside in fine wires to the line depicting the fragment (you see its orientation on transverse 



CT cuts quite well). This will weaken bone and you may do osteotomy or incomplete 

osteotomy of the fragment - I would not do it complete at first instance.  

I think you will need FCR approach to see to the line. This would give you much beter view. 

 

2nd - regular open wedge osteotomy from dorsal but incomplete on volar side to redirect 

distal fragment + interpositional graft from iliac crest from dorsal side (shape it exactly to the 

defect). If you do it well, it will hold on on itself after interposing it (you don´t want to cover 

it now with plate because you need to finish fragment reposition and osteosynthesis). 

 

 Then go back to scope and finish osteotomy of the fragment and under scope control ( I think 

that if the bone graft will not support this fragment from dorsal it will have tendency to slide 

proximal) do the reposition (the dificult part) and  fix it with 2 small screws to main fragment 

from dorsoulnar to volar radial (then you may slide the bone graft under ulnar fragment or 

interpose one more well shaped graft under the ulnar fragment). Then when this is fixed apply 

definitive osteosynthesis. 

 

 There are other variations how to start and end up but in my eyes this is most realistic 

approach. 

 

 But there are other people doing this kind of procedures and they may have comments on 

tricks for it. 

 

 Good luck, this is nice surgery, dificult but if you do it well, he will have hardly any 

problems at the end of treatment - 6 mts. 

Best regards, 

 

Radek Kebrle  

Czech Republic 

 

- 

Young boy. Intra articular mal-union.  

Only one Solution for me: Intra-articular osteotomy with anatomical correction and volar plate. REF: 
Technical Tips for (dry) Arthroscopic reduction and internal fixation of distal radial fracture. Francisco 
del Pinal JHSA  2011; 36A:1694-1705 

Good luck 

Michel 

Pr M. LEVADOUX Mini invasive upper limb surgery 
Hand wrist and elbow arthroscopy 
83000 Toulon France 

- 

 

 



Dear Friends: 

 

although i understand the conservative approach for this -or any other- patient,  this is a 

Forum for sharing complicated cases and giving them outstanding and cutting edge solutions. 

This is not a forum for sharing our limitations and fears. 

 

As this forum is read by a number of surgeons all over the world (some of them trainees), I 

am strongly against to leave this "solution”  (an extraarticular osteotomy) as the standard of 

care, just because it is a less difficult alternative. 

 

Nicholas Barton (a former editor of the British journal of hand surgery)  at that time (1989) 

there was a lot of resistance by the medical community to the use of Herbert screw because of 

the high technical difficulties and complications, sentenced  (more or less as I do not have the 

paper infant of me):  

"If an operation is technically more difficult but giver better results than others, our role ,as 

surgeons, is to master it, not to dismiss it" 

 

In summary, if the joint did not have a intraarticular step-off before the trauma our role is to 

try to correct it and restore the anatomy as it was…I admit that it is easier and less stressful 

not to do so, and that probably the patient will improve (partially) by the extararticular 

osteotomy.. but this is not the full solution. 

 

 

I understand that one has to adapt his/her surgical expertise and skills, to treat his/her patient, 

but I do not think that in this Forum we can admit this limitation as the standard of care of our 

patients. At least I would not expect it. 

 

I apologize, also, because some of you may consider this email politically incorrect, I am very 

sorry for this, as the intention is to make this forum better,…. On the other hand I am not a 

politician, i am a surgeon, and do not care of what others may think of me…I have done it 

with my best intentions. 

 

My best regards to all 

 

paco piñal 

 

 

(Will, many thanks for sharing your interesting case, and please give to your patients   THE 

BEST treatment ("without reservations”), I attach below a couple of papers that may help you 

in doing so) 

Paco Pinal 

Spain 

- 

fully agree with dr Pinal 

Erle Weltzer 

- 



Hello dr, Weltzer, i m trying to see the comments i wrote about this case, however i can not 

do that, could you or someone else helpme 

 

Thank you 

Dr Carlos Morales 

- 

With all due respect, if I may go ahead with politically incorrect email, i would say that "we 

CAN" doesn’t always mean "we MUST". Although in this case it seems logical to correct the 

intra articular step, shouldn’t we also teach to our trainees that even when we master it, the 

most challenging technique is not always the BEST treatment?  

 

Shouldn’t we also remind them that beyond the scientific discussion, our colleague has to deal 

all by himself with a real patient, 16 years old guitarist, that may not appreciate to initiate his 

learning curve on complex intra articular osteotomies? 

 

Best regards to all 

Franck Atlan 

- 

 
Wises words dr atlan, definetively ONE MORE TIME, the real patient care interst and preocupation, 

and the real goal of this forum have been distorsioned, NOT FOR YOU, i must to highligth. Its hard 
FOR me understand the imposibilty to simply share our opinions and knowledge between us instead 

to putting down the comments that " we" consider diferent to ours. I hope have been enoughly 

political 😉 
 

Dr. Carlos F. Morales Hackett. 
- 

 

Good debate! 

I personally agree that this is a case for an intra-articulate osteotomy.  

I also think that to vent our limitations and fears is also good and useful! 

E.Sorene 

- 

 
Full agree with Paco!! 

Michel Levadoux 
 

- 

Dear all, 

 

I thank very much to the critics and non critics…But to finish off this discussion (that who is 

who and if i am or you are the good), let’s not misinterpret my words:  

 

the idea I wanted to share is not that we cannot discuss any case from a very basic level…or 

very high level (this forum is to help everyone), the idea, my idea, (as former secretary 

general and present chairman of the Advisory group, i.e., the group of surgeons who set the 

guidelines of this society which includes this forum) is that the standard of care of this forum 

cannot be restricted by our own surgical skills. 



 

(i.e., the conclusion a trainee will assume as the best thing the EWAS recommends should the 

correct one, not the incorrect one). 

 

On the other hand, and this second comment is made from the perspective that I am every 

now and them a patient too, I will love to have the best available treatment it exists. I think it 

would be very fair to send this young patient to a skillful surgeon in the NHS (that there are 

several, including members of this forum) and go to see the operation…. and learn how to do 

it right.  

 

There is nothing wrong in not knowing everything but  there is a lot of wrong in assuming 

that the correct answer is the option I can do and that i know. We all are learning every single 

day, as most of us we are very far from knowing everything. 

 

..and if you want to comment further please write me to my personal email as otherwise the 

forum will be full with like and dislike emails 

 

best regards to all. 

 

paco piñal  

Spain 

 

  

 

 
 
  
 


