Orthopedic Surgeon Negligence - Treatment of Wrist Fracture

Case Type:
Plaintiff was involved in a MVA in July 2008 and broke her wrist. Her arm was casted. In Sep 2009 as she was going abroad the Ortho put her on a soft cast. In Oct 2008 X-rays revealed the bone shifted and she was put on a hard cast. The bone healed crookedly limiting plaintiff’s movement and causing constant pain.

Defense:
Defense stated that the Ortho adhered to the standard of care at each point of the case of the Plaintiff.

Our Approach:
Client provided medical records and X-ray Images. Records were reviewed and Medical Chronology Done

Our Ortho Surgeon read the X-ray films to double check the diagnostic impression given by the Radiologist and Ortho that treated the Plaintiff.

Certain Findings were noted to be missed or ignored.
Narrative Summary

Patient is a 64-year-old female.

07/31/2008: Ms. Jane Doe was involved in a motor vehicle collision (No other details about the accident). X-ray right wrist revealed nondisplaced distal radius fracture with degenerative changes in the first carpometacarpal joint. Wrist was immobilized with volar/dorsal ortho glass wrist splint.

08/07/2008: Orthopedic Consultation - AP and lateral view of her right wrist showed extra-articular fracture of her distal radius. It was approximately 10 degrees volarly displaced. There was no translation. Assessment: Stable fracture of the distal radius. She was placed in a short arm cast and was advised to return after three weeks with repeat X-ray, out of plaster.

08/28/2008: Ortho follow up - She had approximately 30 degrees of flexion and 40 degrees extension. AP and lateral view of her right wrist showed an extra-articular distal radius fracture mildly displaced dorsally of approximately 5-10 degrees. Assessment was it appeared like a buckle type of fracture. It was not really cortically displaced significantly. She was placed in a fracture brace and was advised to wear the brace all the time. Re-X ray was advised after four weeks.

09/04/2008: Ortho follow up - Positive for crank and grind test. Motor and sensory function was intact. Right wrist had tenderness over the distal radius. She had good 45 degrees of dorsiflexion and 45 degrees of volar flexion. AP and lateral views of her right wrist showed a slightly translated distal radius fracture. There was slight loss of volar tilt. It appeared un-changed from the previous X-ray. There was significant CMC arthritis. Assessment: Primary localized osteoarthritis of the hand advanced CMC arthritis and fracture of distal radius. She was put on short arm cast and was advised to come after 2 weeks for an injection in to her CMC joint.

09/17/2008: She was found to have a silver fork deformity. She had positive crank and grind test at the CMC joint. She has about 50 degrees of wrist extension and 40 degrees of wrist flexion. She has about 45 degrees of supination and 45 degrees of pronation. Wrist X-ray revealed that the extra-articular distal radius fracture had collapsed somewhat. Compared with initial films it had settled. MD felt it had healed. He hoped she should be functional with the silver fork deformity. The CMC joint had quieted down.
10/08/2008: Patient continued to have soreness in the right wrist. She stated that her thumb was the most painful thing. In her wrist, she had about 40 degrees of supination and pronation and 45 degrees of extension and 0 degrees of flexion. Sensation to touch was intact, distally. She was able to make full fist. Wrist X-rays revealed distal radius fracture with the dorsal collapse and about 20 degree apex volar angulation. Plan was physical therapy and occupational therapy for osteoarthrosis and fracture and cortisone injection for her thumb. Possibility of corrective osteotomy was discussed.

11/12/2008: She had 45 degrees of supination and pronation. She had 50 degrees of extension and 30 degrees of flexion. Grip strength was 4/5. She had a positive crank and grind test. But it was much less painful for her. X ray revealed the fracture to be healed and showed CMC arthrosis as well. Plan was to continue physical therapy until her plateau. Follow up in 6 weeks. M.D. hoped that she would become functional and could accept malunited position without any type of corrective osteotomy.

Ortho Surgeon Medical Opinion:
The initial X-ray assessment was undisplaced extra articular stable fracture of distal radius. However review of the X-ray reveals a cortical comminution dorsally. It was either missed or ignored. Orthopedic assessment was stable fracture of the distal radius and she was advised follow up after 3 weeks. By this time the cortical comminution had initiated a collapse dorsally with the progressive volar angulations and mal-union.

The initial conservative treatment with splint and subsequent cast was appropriate.

The patient should have been re-examined with weekly X-ray because of comminution, during which time the collapse could have been identified and correction could have been attempted. Collapse is common in the initial two weeks of inflammatory phase and any manipulation towards correction would have been possible.

At three weeks, the cancellous bone becomes so sticky that it will not yield to re-reductions. The patient was followed-up only after 3 weeks at which time there was dorsal angulation of about 10 degrees. (Normal angulation of distal radius is about 10 degrees towards palmar aspect. So the displacement amounts to about 20 degrees. Criteria for instability includes greater than 10 degrees loss of angulation). Corrective measures with surgical intervention could have been attempted at that time also which was not done.
The subsequent pain could be due to two reasons. One is the mal-union and consequent stress on attempted normal motions and the second one is probably due to disuse osteoporosis which is mildly evident in subsequent X-rays.

The final outcome is one of mal-union, which is not acceptable, and rightly though belatedly she had been advised corrective surgery.
Cortical comminution which was missed at the initial evaluation had initiated a collapse.

The review with X-ray should have been done at the end of one week in the presence of the comminution. With weekly review probably the inevitable collapse or malunion could have been identified early.
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Distal radius fractures are very common. It can also happen in a car accident. It is important to classify the type of fracture, because comminuted fractures (fracture that shatter the bone into a lot of small pieces) are more difficult to treat. Osteoporosis (decreased density of the bones) can make a relatively minor trauma result in a broken wrist. If the broken bone is in a good position, a plaster cast may be applied until the bone heals. The cast is removed about six weeks after the fracture happened. X-rays may be taken at weekly intervals for three weeks and then at six weeks if the fracture was reduced or thought to be unstable. X-rays may be taken less often if the fracture was not reduced and thought to be stable.

Sometimes, the position of the bone is so much out of place that it cannot be corrected or kept corrected in a cast. This has the potential of interfering with the future functioning of your arm. In this case, surgery may be required.
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Where the fracture is undisplaced and stable, non operative treatment involves immobilization. Initially the wrist is splinted to allow swelling and subsequently a cast is applied. During the period of follow-up, it is common practice to repeat X-rays at about 1 week to make sure the position is still acceptable. Follow-up is also needed to determine when the cast may be removed, when the fracture has healed and when rehabilitation is complete. The critical time after injury is between 2 and 3 weeks. The swelling will reduce during this time and the fracture can displace. More than 3 weeks after injury, the fracture will start to heal which makes options for treatment limited.

Failure of non-operative treatment is common and is the largest risk of an adverse outcome. Studies have shown that the fracture often re-displaces to its original position even in a cast. Only 27% - 32% of fractures are in acceptable alignment 5 weeks after closed reduction. In the long term this increases the risk of stiffness and post traumatic osteoarthritis leading to wrist pain and loss of function. It is because of these findings that most surgeons recommend operative intervention if the fracture is displaced enough to consider a reduction.
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A splint is usually used for the first few days, to allow for a small amount of normal swelling. A cast is usually added a few days to a week or so later, after the swelling goes down, and changed two or three weeks later as the swelling goes down more and the cast gets loose. X-rays are taken, depending on the nature of the fracture, either at weekly intervals for three weeks and then at six weeks (if the fracture was reduced or felt to be unstable), or less often if the fracture was not reduced and thought to be stable. If your orthopedic surgeon feels that the position of the bone is not acceptable for the future function of your arm, and that it cannot be corrected or kept corrected in a cast, he or she may recommend an operation. There are many ways of performing surgery, including reducing the fracture in the operating room without making an incision (closed reduction), or by making an incision (open reduction) to improve the alignment of the bone. In the operating room, your orthopedic surgeon may choose to hold the bone in the correct position with only a cast, or by inserting metal (usually stainless steel or titanium) pins, a plate and screws, an external fixator, or any combination of these techniques.
