
SUBJECT : 

Dear colleagues, 
  
I would like to discuss the following case: 
  
37yo dentist, right hand dominant, very active in sports (mountain biking, cross country skying 
skating style, swimming), quite unsensitive to pain. 
On july 16th hyperextension injury. Treated himself with a removable orthosis. Started 12 days post 
injury with undemanding patient treatments, one week later with normal procedures.  
 
Complains now reduced pronation and supination combined with stinging ulnar sided pain especially 
in pronation. 
ROM E/F 50/0/50   R/U 15/0/25    P/S 70/0/65 (painful)  
 
Radiographs taken 4 weeks post injury show a distal radius fracture with shortening of the radius by 
2.2mm in relation to the ulna. 
  
He is about to start a practice on his own within the next quarter to half a year. He is very concerned 
because of the upcoming new task.  
 
What would you recommend?  
Especially: what would you do standing in his shoes? 
Do corrective osteotomy as soon as possible or wait and see how he gets along? 
I tend to let him heal and wait how his complaints develop. 
  
Thank you for sharing your opinion! 
  
  
Andrea A. Tandara 
Heidelberg 
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DISCUSSION : 

HI Andrea, 

 

 if you take him to the OR (by this week)  you will still be able to define the original fracture. 

Then, refracture, lengthening, correction of the dorsiflexion and i will probably bone graft too. 

(and fix this with a Volar locking plate in order to start immediate range of motion). 

 

that’s what i will love to have done, were this my wrist.  

 

good luck 

 

paco 

 

Dr. F. del Piñal 

Paseo de Pereda 20-1 

39004-Santander. 

Spain 
- 

Dear Andrea, 

 

Firstly do no harm. Can you guarantee a better result with surgery? If the answer is no, DO 

NOT operate. 

 

If I were him I would avoid surgery at all costs. Let him heal, get him good hand therapy and 

see... 

 
Of course, if there is any doubt I'd be very quick to CT and reassess. A CT may show a DRUJ issue 

that needs addressed... 

 

Regards, 

 

Phil Grieve 

Dublin  

- 

 

Dear Andrea, 

The dorsal tilt on the lateral view is about 10° which may be acceptable, I would assess this 

more accurately with a CT, it will assess the DRUJ also, and more important I’ll do an X-ray 

for the left wrist to evaluate the ulnar variance. 

Based on the CT and the contralateral X-Ray, you can take a decision whether to operate or 

not. 

Best Regards from Lebanon 

Ibrahim 



 Ibrahim Kalouche MD, PhD 

Orthopedic and Trauma Surgery 

- 

I agree with Ibrahim: a controlateral wrist x-ray and a CT scan and them take the decision! Pier  

Paolo Borelli.  

- 

Dear Andrea,  

did you do a CT-Scan? Is the alignment of the carpal bones in order? 

Kind regards 

Bernd 
 
__ 

Dr. med. Bernd v. Maydell 
Facharzt für Chirurgie, Handchirurgie 
European Diploma in Hand Surgery 
 
Oberarzt 

 
Malteser Krankenhaus Seliger Gerhard Bonn/Rhein-Sieg 
Von-Hompesch-Straße 1 
53123 Bonn 

- 

Dear Andrea, 

Thanks for this interesting case. For me, wrist arthroscopy exploration of 

the total articulation be shure not to miss an articular mal union of the 

distal radius or a ligament injury and if all is normal realize a waffer on 

the distal ulna under the TFCC if it is still uninjured. If not do as 

usual. 

Best regards 

Michel Levadoux 

France 

 

- 

 

Dear Andrea, 

I would recommend immediate correction with a palmar locking plate. 

If you correct the negative  dorsal tilt of the radius probably the length in ap view will be normal as 
well. 

Usually you need no bone graft for this. 



…the problem is solved and the dentist will be happy. He will now have the safest treatment for his 
problem.  

And I am convinced that’s it. 

Best regards 

Martin 

Dr.med. Martin Richter 
- Chefarzt -  
Malteser Handzentrum im 
Malteser Krankenhaus Seliger Gerhard Bonn/Rhein-Sieg 

SAV-Hand-Zentrum der DGUV 
Hand Trauma Center (FESSH) 
Von Hompesch-Str.1 
53123 Bonn 

- 

I agree 

The earlier the better 

It is also possible to find where the fracture line was even at this late stage. 

This makes it easier than a formal later corrective osteotomy. 

I believe that with distal radius malunions the best thing to do is treat the affected bone. 

That being the radius. Looking for adventure with the ulna or the TFCC and the ulnar side of 

the wrist is often not such good idea. 

The problem is a bent radius. Sort that out and the patient will be happy. 

Esorene – LONDON 

 

- 

 
Dear Colleagues, 
thank you all so much for your comments. I have to add some information: 
 
I called the dentist to come and see me to discuss the corrective osteotomy as suggested by the 
majority. He came and explained how little pain and limitation he feels meanwhile. At the end of the 
fifth week he feels almost back to normal except those minor limitations: painful and limited pro-
/supination which he does not really seriously remark during daily life but mainly when typing at the 
PC. 
  
To convince him I did the CT scan. To my surprise the radius seems in the coronar slices not really 
shorter than the ulna. To the other side the axial as well as the coronar slices show the fracture lines 

ending in the DRUG… which would be enough to explain the ulnar sided pain and the hereby 
limited pro-/supination. 
Yes, the right ulna is longer than the left. No, the dorsal tilt is on the left side almost as on the right 
side…. 
 
On the today's exam he is not painful on compression of the fracture zone or palpation. Pro- and 
supination has not a rigid block or stop. It can be extended passively slowly almost to full ROM. 
 

So to go with Phil: can surgery for sure improve the natural outcome? Especially as he will be 
kicked back in his daily behavior for at least four weeks…. 



How can I convince him? 

 
 

Looking forward to a further inspiring discussion 
Andrea 
- 

Hi Andrea, 

 

I think that there are sufficient alterations to recommend an osteotomy. particularly in a young 

active patient. If the patient does not want, that is fine. Is his choice! 

 

ON the other hand, the ulna is not truly positive, neither in the CT or the X-rays. Apparently 

is positive because you are now using as reference the dorsal rim of the radius to measure the 

variance. I attach something that may clarify this. 

 

good luck. 

 

paco 

 

Dr. F. del Piñal 

Paseo de Pereda 20-1 

39004-Santander. 

Spain 

 

- 

 

No need to convince him and risk stiffness, infection and time off work. 

 

As Carlos Heras-Palou advises, treat the man, not the scan! 

 

Always have the option to do it later, but I think he may not need it. 

Will Mason  

 

- 

Dear Andrea, 

 

Gr8 update! Thanks. 

 

If it is just limitation of prono-supination and the CT shows what it shows, why can't he have 

hand therapy to improve this? I use a TAP spiral splint. 

 

If you operate and he has ANY complication, even a minor one, YOU are responsible and 

especially if you had to "convince" him. 

 

I believe that both you (and I) are good surgeons, but there are other factors that can conspire 

against us to cause a "bad" result. Even one simple unexpected and unpredictable thing such 

as your screw driver slipping out of the screw hole and traumatising the nerve... 

 



I think we've had the discussion on the forum previously regarding "can we do better or what 

if there are complications" v "progressing treatment options and advancing care". For me, the 

over-riding principle is Hippocratic; firstly, do no harm. I think we owe it to our patients.  

 

Phil Grieve 

 

- 

You've answered your own question: the radiographs and CT merely show you what you 

could address with your surgery if he was having problems - ie mechanically based pain. But 

he isn't having such problems.  

 

When faced with the scenario you describe; "He came and explained how little pain and 

limitation he feels meanwhile. At the end of the fifth week he feels almost back to normal 

except those minor limitations" surgery is not indicated and could even be accused as 

negligent.  

 

We are 'quality of life' surgeons. Except in the rare occasions of excising malignancy we do 

not save lives, therefore I find statements like "To convince him I did the CT scan" troubling. 

We should never be coercing patients toward surgery when the natural history of the 

condition is poorly understood in the surgical literature. Increasing evidence (eg the DRAFFT 

study) suggests that we have been zealots with the volar locking plate and this case nicely 

demonstrates how even the perceived 'experts' in the field get treatment decisions wrong. Too 

often we spend time worrying 'which operation?' and 'how to do it' when the real art of 

surgery comes in knowing when and when not to operate.  

 

 

Iain 

 

Iain McGraw FRCS(Tr&Orth) – UK 

 

- 

The important thing is to treat patient not the radiographs. I think that Mr. Dentist already 

found the best treatment for his fracture - functional treatment. After five weeks he has minor 

problems, his function is almost as normal. I think there is no need to "force" him to surgery. 

We can always do further and unnecessary damage even with the very well planned and 

thought surgery - as Mr. Terry Whipple once wrote to this forum.  

 

 

Tomo Havlicek 

- 

 

dear Friends, 

 

some people assume that the patient is doing well, just because he is doing well this 

week…but life is much longer. What if his typing problem and prono-spuination limitations 

last for the rest of his life? What if in few months comes back to someone else’s office saying 

that he has pain? 

 



Biomechanically it has been shown that 2 mm of shortening (he has that or more in the dorsal 

aspect of the DRUJ) overloads the ulna  and the dorsiflexed radius is a know prearthrotic 

condition not only in the radoiocarpal, but also overloads the head of the ulna. 

 

So there is nothing wrong in offering surgery. what t is true is that if you are not confident, 

then it is a bad idea to offer surgery. 

 

In summary, i remain stuck to my guns….if this were my wrist I would love to have it right! 

 

Best regards 

 

Paco Piñal 

 

PS: dear Ian I am not sure what perceived experts means in English, as my English is not that 

good. However, if it means what it sounds to me that it does,  it is a very inappropriate 

comment for this forum. 

 

- 

 
the colleague asked a question, not performed the surgery. It began with my 

dear colleagues, it would be good to give our opinion, without being harsh 

with the response, which can be written to offend, if not the tone of the 

question means. I think I would do this or not that would be good 

response.  

Greetings to all 

PD:Excuse my English 

Gaby Flores 

- 

 

Iain is a fellow doing a training post in hand surgery and it appears has 

never practiced as an independent consultant or treated his own patients. 

It seems he has strong opinions and thinks very much in terms of black and 

white and what the latest study says. It only remains for us to be jealous 

of his youth and strong ideology. I'm sure many of were the same years ago 

and thought we knew everything. This forum is not just for established 

consultants but also for trainees so we need to get used to this kind of 

discourse with the hand surgeons of the future. It's a different generation 

they don't have the same manners and courtesy as we may be used to in the 

past! 

Esorene 

London 

- 

 

Dr Piñal, 

I am sorry if I have caused offence. That was not my intention. 'Perceived expert' was directed 

at absolutely no-one in particular. Rather it was directed at all of us. There were plenty of 

surgeons advocating surgery for this patient and indeed I have performed such operations in 

the past as well. What is interesting in this case is that the patient has confounded a significant 

body of opinion and is currently doing well. And operating now to prevent future problems 

may be a worthwhile undertaking but others would question it. There is no one correct way to 

manage this patient, and that's where the fun comes in such a debate! 



The more I learn and understand a subject in medicine the more I realise mankinds' 

limitations at present and I find the idea of an 'expert' in surgery a humorous idea. We still 

live in a crude age - all the treatments we offer today in 2015 will be laughed at in 2115. The 

best surgeons aren't just good with their hands, more importantly they are good at being open 

and honest with people. The operating is often the easiest part of our job. The challenge is 

knowing when to operate and we all get this wrong from time to time. 

My point is that the more we all see and treat different problems the more we should realise 

we don't have all the answers and taking a paternalistic approach simply isn't an 

acceptable style of practicing medicine anymore and in the 21st century it's become all about 

shared decicion making. Obtaining proper informed consent is the fun part of being a surgeon; 

showing off your understanding of the treatment options and laying them out for the patient 

and making a decision together. I suspect if Dr Tandara has such an open and honest 

conversation with her dentist then he will opt against surgery. We are doctors first and as 

doctors we are the patients' advocate. Our primary role is to advise. I just found earlier terms 

such as 'convince' troubling as our role is not to 'convince' people but rather to inform them so 

they can reach the decision best for them. 

For what it's worth though I would only want such an injury of mine operated on if I were 

having problems, not to correct radiological aberrations. Continuing conservative treatment 

would be where I would go at this point if it were my wrist. 

But I respect entirely your position on the matter and there is every chance you are correct, 

the whole point of these forums is to foster such spirited debate! 

Again I apologise if offence was caused. 

best wishes, 

Iain 

- 

Hi  

 

Our role as a surgeon is to advise the patient of the possible options with the risks and benefits 

of each option.  They then make a decision on what is best for them - it is called informed 

consent. 

 

The arguments discussed and presented in this forum for and against early surgery are all 

equally valid, but the correct option is the one the patient chooses so long as he understands 

the implications of his decision. There are some surgeons who forcibly voice their options as 

to what to do if it were their wrist - but it is not their wrist, it is the patients!.   

 

Practically the joint surfaces are congruent so a late osteotomy is as appropriate as an early 

one if the patient chooses that and understands the benefits/disadvantages of each option.  We 

do not know what will happen to him and whether he will continue to have pain in the future 

so proposing to operate in case he has problems is no more valid than not operating as he may 

not have problems.   

 



As for behaviour on the forum - there is no excuse for rudeness regardless of whether you are 

an established surgeon or one in training. If surgeons in training don't have such manners 

(which most I meet do) they need to learn them and not make excuses for them! 

 

Best wishes 

 

Robert Farnell 

- 

a very nice discussion indeed.  

 

THIS IS WHAT THE FORUM IS FOR! 

 

IT is also important to understand that even seniors, we may be wrong, ...and that we may 

have been doing things wrong for 30 years, ( we might not like it, but it may be the truth!) 

 

Personally I like passion too. so it is nice to have young passionate people around, to 

stimulate our lazy brains and to move forward! 

 

thanks to all of you and to Andrea to bring the case up to the forum. 

 

Paco 
Dr. F. del Piñal 

Paseo de Pereda 20-1 
39004-Santander. 

Spain 

- 

 

It would, in my view, be rather unwise  to operate on this person  just yet.  From the 

description, he has no real pain or functional problems and the CT shows a wrist within 

normal limits. The radius is barely shortened. We know from many studies that the wrist will 

tolerate quite some deformity and that outcome is not directly related to anatomy within 

reasonable parameters,  

 

In my view, the  sensible approach is to realise that that any operation has a chance of a 

disastrous complication and that in a patient only a few weeks after an injury with almost 

normal X-rays and minor problems, there is no justification to inflict a surgical procedure. 

 

In the unlikely event of a problem in the future, an ulnar shortening osteotomy is a safer and 

more reliable procedure than a radial lengthening in a fracture with normal alignment on  the 

lateral view. 

 

So I would advise the patient that It is better to not operate now and have an e.g. 15% chance 

of surgery in due course when it is really needed, rather than a 100% chance of a premature 

operation now that has an 85% chance of not being needed. I have found this mathematical 

approach to be very helpful in counselling patients and coping with uncertainty. In the UK 

system, where negligence claims are very frequent, it is a good defensive approach as well.  

 

best wishes 

David Warwick – UK 



- Very wise, David.  I agree. 

Terry Whipple 

 

- 

Dear friends, 

great discussion. I stick to Pacós guns because this young guy with perspective of 30 years of 

heavy manual work has lots of problems: 
 

dorsal inclination around 15 degrees (the truth is that the other side is close to 0 degrees) 

shortening of dorsal cortex maybe around 6-8 mm 

DRUJ incongruency 

posttraumatic ulnar abutment 

radiocarpal malposition (translation of proximal carpal row and nondisociative DISI may 

come in future) 

change in moment arms of flexor tendons (synovitis on the way) 

increased pressure in carpal tunel 

 

So at the end I think it is indicated to do a "late reposition or early osteotomy" whatever you 

call it but of course it is a delicate patient oriented discussion and the procedure itself is 

delicate. But we treat patients first of course.  

I always say patients to orient on specific functions - intime hygiene, forced rotations and 

wrist extenions, picking up money at the cashier, eating with spoon, carrying heavy basket..... 

And if they are not convinced I say no problem, come in 3 months because at 4-5 weeks the 

patient is not able to do more demanding functions like ride bike, play golf, basketball, cut 

wood..... The problem comes with more delicate and forcefull activities and I think that with 

this malunion he will come to ask for surgery sooner or later. But that is no problem just keep 

eye on him and if he asks for surgery, he will be very convinced.  

 

By the way I have a small prono-supination limitation for 30 years (not painfull) and I have to 

type on a computer and believe me it limits me. Above all with mouse and touchpad when 

preparing presentations.  

 

 

Best regards, 

 

 Radek Kebrle 

- 

Dear All, 

 

There seems to be quite a marked difference in opinion between the British Isles and 

mainland Europe.  

 

Clearly there are issues regarding these decisions that are hidden from everyone as a 

heterogeneous group. 

 

I wonder if David Warwick has hit the nail on the head with regards to one issue; the risk of 

litigation in the UK/British Isles. 

 



Here in Ireland we have the most expensive indemnity insurance in the world (perhaps 

Singapore is more expensive - any members there to comment?). The most recent quotation I 

had for indemnity for full time private practice (which again is totally controversial as since 

2008 one cannot work public and private together) was €97,500 per year from the Medical 

Protection Society with a 2% increase the following year. I managed to change insurers and I 

still pay €45,000 to indemnify myself. 

 

On another point, it is very hard to understand the tone and import of words that are written 

and therefore offence can sometimes be caused accidentally. Subtleties of wit and or sarcasm 

are often missed and therefore we need to be careful in how we write I suppose.  

 

Do we have a set of recognised rules for posting on the forum? Do we need a constitution for 

forum use? Should we have a session on "social media" and/or "Hand surgeons and the 

Internet" at our London meeting or next EWAS meeting? (I'm NOT looking for a job btw). 

 

Best wishes and regards, 

 

Phil Grieve 

Dublin 

- 

Dear Phil 

 

I will only respond to your question regarding “rules for posting on the forum”. 

 

I consider the members of EWAS a serious group of people that know how to behave. I do 

understand that there are differences related to level of experience (junior or senior), as well 

as culture, race, sex, etc. In respect to our colleagues, there is a line that we shouldn’t cross 

when responding, commenting or addressing someone else. If this line is considered being 

crossed, we will interfere. This was done a couple of times by Paco when he was the 

Secretary General of EWAS, as has been done by me.  

 

There are no detailed rules, but mutual respect and expressing oneself in a way that doesn’t 

offend anyone, irrespective of culture, sex and age is what we expect. Then the discussion is 

free… 

 

 

All the best, 

 

Jan Ragnar Haugstvedt 

- 

Dear Jan, 

 

Thanks. 

 

I fully agree with your comments and appreciate the clarification.  

 

Regards, 

 

Phil 

 



- you are rarely faulted for operating in face of anatomically correctable lesions, but you may with a 
high likelihood be faulted for not operating - maybe years down the road, and have a difficult to 

defend case; 
 

- in this situation you be damned if you do and damned if you don't; the potential complication of 
surgery will bite you within weeks, the potential complications of conservative treatment within 

years (if you are still around in that community then) 
 

- if you operate for pain you (yes, you) will get pain - so much for "lifestyle surgery" 
 

- ROM improvements by osteotomy may fall short of what continued (self administered?) 
"functional" treatment may accomplish 

 
- do not "convince" patients to be operated on, it needs to be their decision after consideration of 

the alternatives you lay out to them; paint the picture as bleak as possible; underpromise, 
overdeliver; they have the destroyed anatomy, your reconstructive surgery is always only an 

approximation of the normal; 
 

- the saving grace in this case in my opinion  is that there are options down the road starting from 
something as symptomatic and non anatomic as ulnar shortening to realign the DRUJ a bit better and 
treat impingement should it occur to formal osteotomies of the radius; given the age and profession 

of this patient you can almost be assured of a future issue once the sequelae of uncorrected anatomy 
combined with daily manual labor become apparent ... 

 
Arno R.Schleich MD 

- 

 

Dear all,  

I'd just like to say thank you for all who had spent your valuable time writing up your 

opinions here. The discussion is meaningful. I enjoy reading!  

After reading to the end of this story, the corners of my mouth move up. Thanks again.  

Best  

Clara Wong  

HK 

 

- 

This is a very good case and for a number of reasons. 

Dentists in my experience are a unique type of patient they are more reluctant for surgery than 

any other patient group I know. Certainly more than professional sportsmen or musicians. 

Many are self employed and they will belittle their symptoms as long as they can work. I have 

a number of dentists with scaphoid non unions, distal radius malunions and base of thumb 

arthritis who demand steroid injections every so often and loathe the idea of any surgery as 

long as they can continue working and will only consider surgery after retirement! 

I agree with Paco that often these patients' 'minor' symptoms of pain on forearm supination 

and abutment symptoms do often cause them to be considerably unhappy in the long term. 

That being said our work is all about patient expectations and in the modern world the 

surgeon patient relationship has changed. Many patients view surgery the same as having 

their car fixed and anything less than perfection they feel unable to accept and feel they have 

been wronged. How often do I hear patients say 'but doctor you do guarantee 100% success!'. 

Informed consent is paramount and in this case I often start the chat by saying that God or a 

greater being or science or whatever the patient's belief system is created the wrist and now it 



is broken it may will never return to be 100%. I then talk in percentages as Professor Warwick 

suggested. Many patients however nowadays are unable to understand the concept that after 

surgery they could be significantly worse off than they were before. This case is particularly 

difficult because you are damned if you do and damned if you don't. That is what makes it so 

interesting. Those of us with experience in managing distal radius malunions know that 

'minor' symptoms of ulnar sided pain and pain on forearm rotation ulnar deviation will 

become more annoying with time and we then develop a situation of saying 'I told you so' to 

the patient which is never good and means a miserable dentist. However undertaking surgery 

on a medical professional who is functioning and working with his hands and then him being 

totally out of action with the possibility of prolonged rehab and loss of earnings is also not 

ideal and will also make our dentist miserable. In addition there is the issue of timing, the 

surgery now in this case is in my mind easier when you can find the original fracture line than 

later on when it is more of an adventure and a formal osteotomy. There is no right and wrong 

and all of this needs to be discussed with the patient. 

As for the British fashion and recent studies concerning distal radius Volar plate fixation this 

is very reminiscent of the original papers that were very critical of operative fixation of ankle 

fractures. The paper of Eventov comes to mind and is quoted in Campbell and rock wood and 

green etc and describes superior results with conservative treatment of ankle fractures 

compared to poor results with poorly operated ankle fractures. This was once a common 

belief. Anyone who has been to a morning trauma meeting in the UK is familiar with the 

distal radius OIF ie open internal fixation (ORIF without the R). I feel we are seeing the 

Eventov phenomenon with distal radius fractures here. Indeed in my function as hand and 

wrist editor for the BJJ I have seen many papers submitted comparing distal radius fracture 

fixations with very protuberant screws dorsally, Inadequate fixation in the fracture fragments 

ie few screws sometimes only one or none!, screws transfixing the DRUJ Or very distal plate 

position and these cases of poor plate fixation are then compared with good conservative or k 

wire fixation. And surprise surprise much more complications and poorer results are reported 

in the plating group. Anyhow I have vented enough here and repeated much of what has been 

said already. But this certainly is the sort of discussion that should be on the forum! 

Elliot Sorene  

- 

What an excellent online community this is. Fascinating to read everyone's views. You learn 

more as a Fellow reading these discussions than from most textbooks. Makes me glad I 

picked Hand and Wrist surgery, so much more challenging than banging in tin hips all day. 

 

Mr Sorene raises a good point. And maybe we're now getting onto a more interesting 

discussion... I'm not a religious disciple of the DRAFFT study (far from it) but it would 

strongly suggest that on day 1 this fracture would have been adequately treated with either a 

plate or K-wires and given the patients outcome at this stage it seems also to be doing ok with 

benign neglect! However as we're all aware the DRAFFT study is widely misinterpreted by 

our lower limb colleagues and as Mr Sorene has alluded to a badly plated wrist fracture 

creates more of a headache than if it were left alone. These two factors have led to distal 

radius ORIF receiving a bad name. We all know from our own anecdotal experience that in 

the main a well fixed distal radius does well. This therefore creates a dilemma. 

 

The DRAFFT study, as well as the PRoFHER trial for the shoulder pods amongst us, both 

failed to show an advantage of the more sophisticated surgical option but both have 

significant factors which need to be considered. Firstly RCTs as high level evidence in 

surgery is perhaps not as valid as it is in medicine. One statin pill to patient A is the same as 

to patient B whereas each surgical event is so heterogeneous with so many more human 



factors coming into play. Perhaps more crucially however when you get into the bare bones of 

each study and look at the fractures included the initially impressive numbers appear to 

dwindle as each fracture subtype (whichever classification you employ) dwindles to the point 

that the study becomes arguably less useful. Nonetheless these were multi centre RCTs and 

pretty soon health economists will come to listen to what they have reported. With tighter 

scrutiny of budgets across most western healthcare environments we will be asked to justify 

our interventions more and more. I am sure we all in this forum feel that as hand and wrist 

surgeons we perform a useful service to our patients. There are two ways of proving this to 

protect ourselves and the valuable service we offer...  

 

1. we run our own DRAFFT style RCT including only dedicated wrist surgeons and not just 

'trauma surgeons' 

 

And/Or... 

 

2. perhaps more importantly for us all on a personal level, we each keep careful record of our 

complications and patient outcomes for different types of surgery. And importantly, we share 

our experiences openly with each other. In the age of the internet that is how the 21st century 

patient will pick their surgeon. How you measure or record these is certainly up for debate... 

I'd suspect as part of a nationally led process akin to the BSSH audits... Or could EWAS help? 

 

It's the sort of thing a dentist with a slightly maluniting 5 week old fracture with some minor 

symptoms who is undecided about surgery will ask you when you offer early corrective 

surgery; "what are your outcomes for this type of surgery". If he hasn't found them already 

online... 

 

I'll duck back in the trench again! 

 

Iain MCGRAW 

 

P.S. No offence intended to the 'trauma surgeons' amongst us... Perhaps I should stop putting 

collective nouns in parentheses! 

 

I agree with Elliot.  

Dentists are a difficult + uncomplaining group who make light of their symps as they cannot take time 
off.  

I also agree that  pts have a Lo-cost /Ryan Air attitude to health care ie “I am paying so u must fix it + 
it must be 100%”. 

Doctoring /surgery will always be a mixture of art and science. 

As for the EBM-holics on the continent then come and spend a month in the UK to see how 
constraining the various “N.I.C.E.” guidelines can be. 

It is not a random event that most of the arthroscopic wrist innovations have come from the 
continent not the UK.  



To undertake a new procedure in the UK system , an astonishing amount of bureaucracy has to 
be  submitted and this is judged by a mixture of lay people and other doctors from completely 

different disciplines.  

There will be a section on this very topic at our forthcoming EWAS December meeting at the Royal 
College of Surgeons in London! 

Regards  

Dimitri Yanni Private 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 


